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1

Mental Health Services for
Children, Adolescents,

and Families

Trends, Models, and Current Status

RIC G. STEELE and MICHAEL C. ROBERTS

In 1999, the American Psychiatric Association reported that approximately
13 million children (or about 18% of children in the United States) were
in need of mental health or substance abuse services. This estimate is
consistent with other recent reports of psychiatric or psychosocial mor-
bidity (e.g., Costello et al., 1996; R. E. Roberts, Attkisson, & Rosenblatt,
1998), with reports of children with diagnosable or distressing conditions
ranging from 16% to 22%, depending on type of condition, diagnostic speci-
ficity, and demographic characteristics. Although variations in measure-
ment may account for some of the differences, the current estimates of
children in need of services are significantly higher than those reported by
Jane Knitzer (1982) in her landmark publication, Unclaimed Children. In
this first comprehensive report on the state of child and adolescent mental
health and services, Knitzer noted that, although the need is great, as many
as two thirds of the children with mental health problems did not receive
services.

Since the early 1980s, public and private initiatives have exerted
considerable efforts toward meeting these needs. Nevertheless, the U.S.
Surgeon General’s Office recently reported that less than one third of the
children with diagnosable mental disorders receive services in a given
year (Department of Health and Human Services, 1999). The purpose of

RIC G. STEELE and MICHAEL C. ROBERTS • Clinical Child Psychology Program, University
of Kansas, Lawrence, Kansas 66045.
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2 RIC G. STEELE and MICHAEL C. ROBERTS

this chapter is to introduce the historical and contemporary influences
on mental health service delivery, and to characterize the range of ser-
vices that are available to children, youth, and families—many of which
are represented in the chapters of this volume.

BRIEF HISTORY OF SERVICE DELIVERY TO CHILDREN

Parenting, education, and treatment of children and adolescents have
evolved over recorded history (Peterson & Roberts, 1991). Early “interven-
tions’’ with children, who exhibited disordered behavior frequently, were
harsh and were aimed at eliminating innate evil tendencies or the influ-
ences of evil forces (e.g., demons, or Satan), and the treatments designed
to remedy the condition often resulted in harm or greater impairment to
the child. It was not until the mental hygiene movement of the late 19th
and early 20th centuries that changes in attitudes and social policy re-
sulted in observably better treatment for children and youth with mental
health needs. Reforms were made toward more humane and enlightened
treatment of adults (and to some degree, children) with mental disorders
in hospital settings and treatment centers of a variety of types.

As part of this movement, Lightner Witmer established what many con-
sider to be the first psychology clinic at the University of Pennsylvania in
1896—interestingly, mandated to serve the needs of the public while train-
ing graduate students in the new field of “clinical psychology’’ (Witmer,
1907/1996). Indeed, the field of school psychology also traces its origins
to Witmer because of his orientation to education interventions (French,
1990). As noted by Witmer, a specific objective of the University of
Pennsylvania Psychological Clinic was “the offering of practical work to
those engaged in the professions of teaching and medicine, and to those
interested in social work, in the observation and training of normal and
retarded children’’ (Witmer, 1996, p. 249).

Another significant change in treatment came in the social reform ef-
forts resulting in the first Juvenile Psychopathic Institute in Chicago (now
Institute for Juvenile Research) and later the Judge Baker Guidance Center
in Boston. These centers provided more intense psychiatric and psycho-
logical assistance to children and families than had been provided in the
past. Douglas Thom’s Habit Clinic was established shortly thereafter to
apply behavioral principles to discrete problematic behaviors. These types
of child treatment centers were replicated and adapted into a number of
child guidance clinics across the country.

Since then, various theoretical orientations have guided the contexts
of psychotherapeutic interventions, and have also led to a diverse range
in the organization of service delivery systems (Peterson & Burbach, 1988;
Peterson & Roberts, 1991). However, these influences (i.e., theoretical ori-
entation and therapeutic context) have not been the only forces in the
evolution of mental health service delivery. Various financing arrange-
ments (M. C. Roberts & Alexander, 1990) as well as public and private
policies have frequently dictated the nature and availability of mental
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health services for youth. As we describe below, these influences have
not always acted in concert with professional, theoretical, or therapeutic
goals.

FEDERAL INFLUENCES ON SERVICE DELIVERY

With the apparently changing appreciation for the mental health needs
of children and adolescents, a number of federally initiated programs be-
gan to facilitate the development and implementation of services for youth
and families, some of which continue to exert influence. Among the first
federal influences on mental health service needs of children was the Joint
Commission on the Mental Health of Children (JCMHC, 1969; Dougherty,
Saxe, Cross, & Silverman, 1986). This commission, established in 1965,
was specifically mandated to assess the prevalence of “emotional disorders’’
in children, including those with specific psychiatric diagnoses as well
as those with impairments in social and educational functioning (JCMHC,
1969). Although earlier federal reports had suggested the need to develop
new programs for emotionally disturbed children (e.g., White House Con-
ference on Children in 1909), the 1969 report of the Joint Commission
was the first to assess the degree to which children’s mental health needs
were being meet, and to detail specific recommendations to improve service
delivery. These recommendations included the development of child advo-
cacy systems, prevention and remediation services, integrated mental and
physical health care systems, family-based treatment models, and mech-
anisms for increasing research into diagnosis and treatment (Dougherty
et al., 1986). Although some of these recommendations have subsequently
been implemented, the Joint Commission’s 1969 report did not lead to any
specific federal action.

A more focused federal initiative in 1975, the Project on the Classifica-
tion of Exceptional Children, had more tangible results for specific subsets
of children with mental health needs (cf. Hobbs, 1975). Perhaps building
upon the earlier Joint Commission’s findings, the Project recommended
the establishment of advisory groups at the local, state, and federal levels
that would provide input to agencies that coordinated mental health ser-
vices for “exceptional’’ children. In addition to advocating specific attention
to family support, improved residential care, and better organization and
coordination of services, the Project also recommended that all children,
regardless of ability, should have access to free and appropriate public
education. These recommendations resulted in the passage of Public Law
94-142, the Education for All Handicapped Children Act of 1975.

Following closely on the heels of PL 94-142, the President’s Commis-
sion on Mental Health (1978) and its Panel on Infants, Children, and Ado-
lescents returned to the recommendations of the 1969 Joint Commission,
reporting that little had been done to address several of the deficits in men-
tal health coverage for youth and families. In particular, the Commission
found that children of minority ethnic group membership and adolescents
were particularly at risk for suboptimal mental health care. The President’s
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Commission made a number of recommendations that were consistent
with the original report of the Joint Commission, including mandates to
more fully integrate mental health care into overall health care, to realize
the development of prevention services, to provide services to families of
children with identified mental health needs, and to fund more basic and
evaluation research.

However, unlike its predecessor, the 1978 Commission’s report called
attention to the mental health needs of minority populations, recogniz-
ing that some intervention or prevention efforts might need to be adapted
with respect to differences across ethnic groups. Further, the President’s
Commission recommended the organization of services along a contin-
uum of intensiveness, matching the needs of individual clients to specific
levels of care, noting a particular deficit in adequate residential services
for children and adolescents. It also called for the development of an in-
tegrated network of mental health services in schools, juvenile courts,
neighborhood centers, and occupational centers that would address some
of the specific needs of adolescents, such as depression and suicide,
teenage pregnancy, delinquency, and substance abuse (Dougherty et al.,
1986).

Although the President’s Commission report resulted in the Mental
Health Systems Act of 1980, specifically authorizing many improvements
in the organization, coordination, and delivery of mental health services for
children with severe emotional problems, the act was repealed in 1981 be-
fore it was implemented—being replaced by the Alcohol, Drug Abuse, and
Mental Health (ADM) block grant (PL 97-35; Dougherty et al., 1986). The
ADM block grant program moved the funding of children’s mental health
systems, including the monies allocated for funding community mental
health centers, to the purview of state governments (Lourie, 2003). States
were (and are) to use the grants to fund community mental health cen-
ters, emphasizing the specific programs that are most needed. Although
PL 97-35 was well intended, some have suggested that the act was a step
backward in terms of children’s mental health care, on the grounds that
there were no provisions specifically allocating funds to children’s services
(Knitzer, 1982; Lourie, 2003). This federal act represented a significant
loss of targeted funds that had been allocated under the Mental Health
Systems Act of 1980, and made no requirements of the State Mental Health
Agencies to provide for specific services for youth or families.

In approximately the same time frame as the President’s Commission
on Mental Health (i.e., 1979–1982), the Children’s Defense Fund commis-
sioned Jane Knitzer, a psychologist, to survey federal and state agencies
and provide a report on the current state of children’s mental health ser-
vices. The resulting document, Unclaimed Children (Knitzer, 1982), repre-
sented the most comprehensive assessment of services for children to date,
and was the first empirically derived report dealing with youth and family
mental heath care (Dougherty et al., 1986). In addition to providing esti-
mates of the number of children in need of services, Knitzer noted current
deficits in the organization and delivery of mental health services. Simi-
lar to the 1969 Joint Commission report, Knitzer highlighted inequitable
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service delivery across demographic groups, such that children of minority
ethnic group membership and children of lower socioeconomic status were
more likely to receive no or inappropriate care. With regard to continua of
services, she noted that the most expensive and restrictive level of care (i.e.,
psychiatric hospitalization) was the most accessible resource for children,
and that alternatives to inpatient care were remarkably scarce. Knitzer also
noted disorganization among state mental health service systems, as well
as inadequate levels of child specialization in a majority of state mental
health systems.

Based on her findings, Knitzer (1982) made six key recommenda-
tions that included changes in the organization, incentives, and regula-
tion of state mental health agencies. In particular, she recommended that
ADM block grant funds be specifically targeted for the development of pro-
grams for children and other underserved populations, that a federal child
advocacy system be established that would help coordinate services for
children, and that incentives be developed for creating and maintaining
coordinated services for children.

As one important result of Knitzer’s report, the National Institute of
Mental Health funded the Child and Adolescent Service System Program
(CASSP) as a means of coordinating service systems within the states. Under
the encouragement of CASSP, states developed interagency systems of care,
which would bring together mental health, special education, juvenile jus-
tice, and child welfare agencies. Consistent with the recommendations of
several previous commissions, initial efforts were made to determine how
these various systems could communicate with one another at the state
(administrative) level. Subsequent efforts focused on creating community
level systems of care that could provide youth and families with integrated
and coordinated services. Much of the current understanding of and em-
phasis on systems of care in mental health service delivery is a direct result
of CASSP (Day & Roberts, 1991; Knitzer, 1993). A second goal of CASSP was
to enhance child and adolescent mental health policy focus and funding at
the state level. In one sense, CASSP was mandated to reinstate the funds and
policy focus that were done away with by the repeal of the Mental Health
Systems Act of 1980.

The 1990s witnessed relatively few federal initiatives that would have
a general impact on mental health service delivery to children and families.
Rather, the Individuals with Disabilities Education Act (IDEA) of 1990, which
was revised in 1997, would have a specific impact on mental health service
delivery in the school environment. Under the provisions of IDEA (which was
passed to amend PL 94-142), the U.S. Department of Education is man-
dated to assist states in providing all children with disabilities appropriate
public education, and to prepare them for independent living and/or em-
ployment. As part of this mandate a number of mental health services may
be provided, including psychological services, counseling and social work
services, and parent counseling and training. Consistent with the previ-
ous calls for action, IDEA provided federal incentives for the integration of
mental health and special education services for at least some youth and
families.
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Two additional federally initiated reports (i.e., Report of the Surgeon
General on Children’s Mental Health and Healthy People 2010 ) also have
significantly highlighted child and adolescent mental health needs with
potential influence on mental health service organization and delivery.
However, because so little time has passed since their publication, their
full impact has yet to be determined.

With regard to the first of these, in 2000, the U.S. Surgeon General
David Satcher convened a meeting of experts from various disciplines
and agencies involved with youth and family mental health service pro-
vision. In the ensuing report, the first of its kind from this federal office,
the Surgeon General highlighted mental health promotion, early detection
and assessment, and equal and universal access to mental health care as
issues in need of continued attention (U.S. Public Health Service [US PHS],
2000). Specifically, he outlined a national action agenda with four guid-
ing principles: promotion of mental health as an essential part of child
health, integration of mental health into all systems that serve children and
youth, encouragement of family and youth participation in planning and
evaluation of mental health services, and development of public-private
health infrastructures to support these efforts. These principles shaped the
development of eight specific goals endorsed by the panel and the US PHS,
which included provisions for eliminating racial/ethnic/economic barriers
to mental health services, continuing efforts to coordinate services across
agencies and professions, monitoring of access to and coordination of ser-
vices, and training of competent providers.

Among the specific concerns evidenced by the Surgeon General’s re-
port is the movement of child and family mental health services toward
a community health model that balances “health promotion, disease pre-
vention, early detection and universal access to care’’ (US PHS, 2000, p. 14).
Not surprisingly, this goal is echoed by the U.S. Department of Health and
Human Services (US DHHS, 2000) in its most recent objectives for health
promotion and illness prevention, Healthy People 2010. This document
specifies a number of youth and family mental health objectives that are
consistent with the general movement of integrating systems of mental
health services (e.g., juvenile justice and mental health), as well as provid-
ing appropriate and competent services to a greater proportion of children
in need. Although the Healthy People report is consistent with previous
editions (e.g., Healthy People 2000), the emphasis appears to be slowly
changing toward greater attention to the psychological service needs of
children.

The recent history of federal initiatives regarding mental health service
provision is complicated. On the one hand, similar recommendations have
been repeatedly made since 1965, suggesting that more needs to be done
in terms of acting on the many insightful reports that have been generated.
On the other hand, although the language of the various reports is similar,
some evolution of the calls for change in mental health service provision is
evident. For example, the Surgeon General’s report (US PHS, 2000) called for
improvements in the systems of care to include systems of preventive care.
This is an obvious advance over earlier calls for the creation of systems of
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care, which were primarily oriented to remediation or therapeutic interven-
tions for existing problems. Nevertheless, even as some hurdles are over-
come, others must be met. For example, as one of the Surgeon General’s
panelist (Jane Knitzer) commented “ . . . access to mental health services
too often hinges on a child having the SED label. This is inconsistent with
the emerging science of risk and resilience and makes it difficult to develop
meaningful prevention’’ (US PHS, 2000, p. 43).

PROFESSIONAL/PRIVATE INFLUENCES
ON SERVICE DELIVERY

In addition to the federal initiatives to improve the quality and
accessibility of mental health services for children, adolescents, and fam-
ilies, there have been a number of private and professional influences
on mental health care. Among these have been the sometimes interre-
lated effects of the American Psychological Association (APA), the American
Academy of Pediatrics, and managed care organizations.

A number of initiatives sponsored by or affiliated with the APA al-
ready have had both direct and indirect effects on the provision of men-
tal health service delivery. For example, in 1992, Section 1 of Division 12
(then the section on Clinical Child Psychology of the Division of Clini-
cal Psychology of APA) and Division 37 (Child, Youth, and Family Ser-
vices of APA) commissioned a joint task force to identify and character-
ize model programs in mental health service delivery. The resulting report
(M. C. Roberts, 1996) identified 23 such programs as well as six char-
acteristics common to the service programs. These characteristics (e.g.,
youth-centered philosophies and missions; contextual/ecological view of
the child; collaborative, interagency approaches to problems; attempts
to diminish barriers; accountability) appear consistent with the spirit
of several earlier federal recommendations, and suggest that (1) some
mental health programs had begun to respond to early federal com-
munications regarding children’s services, and (2) professional organiza-
tions had taken up the challenge to improve upon mental health service
delivery.

More recently, Division 12 (the Society of Clinical Psychology of the APA)
articulated a statement on the need for and evaluation of empirically sup-
ported treatments (Task Force on Promotion and Dissemination of Psycho-
logical Procedures, 1995). This report went beyond earlier meta-analyses
of treatment efficacy and proposed a method for establishing the degree
to which specific treatments have empirical support. Chambless and col-
leagues (1996, 1998) further articulated criteria for establishing empirical
support, and Kazdin and Weisz (1998) specifically applied the resulting cri-
teria to child and adolescent populations. Divisions 53 (Society of Clinical
Child and Adolescent Psychology) and 54 (Society of Pediatric Psychology)
have dedicated a number of special articles to the identification and eval-
uation of empirically supported interventions (see, e.g., Lonigan, Elbert, &
Johnson, 1998; Spirito, 1999).
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Although still new and relatively controversial (see Steele & Roberts,
2003, for review), the movement toward empirically supported therapies
(ESTs; or evidence-based therapy) has already provided an impetus for
additional research into the effectiveness of interventions, as well as
examination of cultural and economic moderators of treatment efficacy, as
have been called for by federal reports for sometime. Perhaps, engendering
some or much of the controversy, the EST initiative has also increased the
accountability of service providers by providing regulatory and reimbursing
agencies a benchmark by which to judge the success of programs and ser-
vices. For example, implementation of the Felix Consent Decree in Hawaii
(see Chorpita & Donkervoet, this volume) has resulted in a mandated re-
liance on ESTs as well as more systematic evaluation of mental health
services.

Finally, the EST movement has had an effect on the availability and
prioritizing of public research and training funds: Recent funding oppor-
tunities have been authorized with the specific intent of demonstrating
the effectiveness of evidence-based therapies in the “real world’’ of the
clinic (Foxhall, 2000). This is most evident in the National Institute of
Mental Health’s prioritization of research that translates findings from
tightly controlled laboratory conditions (efficacy studies), to wider, more
homogeneous populations (effectiveness studies), to clinics (practice), and
finally to policy and financial decision making (systems research; Clin-
ical Treatment and Services Research Workgroup, 1998). The proposed
Child HealthCare Crisis Relief Act (HR 1359 and S 1223) also incorpo-
rates language to prioritize reimbursement of graduate loans to new mental
health professionals who “have familiarity with evidence-based methods
in child and adolescent mental health services’’ (lines 16–18, p. 6). Al-
though the eventual impact of this legislation is uncertain (at the time
of this writing, HR 1359 had been referred to the House Energy and Com-
merce Committee, Subcommittee on Health; see http://thomas.loc.gov for
an update), it nevertheless represents a national recognition of the value
of evidence-based practices that has been provided (in part) by professional
organizations.

Ongoing APA efforts continue to work on a number of fronts to im-
prove youth and family mental health services. In concert with the Sur-
geon General’s report on children’s mental health care (US PHS, 2000),
the APA has chaired or participated in a number of consortia, coalitions,
and work groups to find ways to specifically advocate for the mental
health needs of children (Anderson, 2004). These have included the Na-
tional Consortium for Child and Adolescent Mental Health, the Presi-
dent’s New Freedom Commission on Mental Health, and the APA Working
Group on Children’s Mental Health. These various initiatives have been in-
tended to incorporate evidenced-based interventions into integrated men-
tal health systems for children, increase research and training funds that
are specifically targeted for developmental and clinical child issues, and
promote a primary mental health care system for children and adoles-
cents. Consistent with these initiatives, the APA Council of Representatives
recently adopted a resolution in support of the further development and
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dissemination of evidence-based interventions—including specific develop-
ment of culturally relevant services—for children and adolescents (Ameri-
can Psychological Association [APA], 2004).

Beyond the efforts outlined above, APA and the American Academy of
Pediatrics (AAP), along with several other related organizations issued a
joint consensus statement in 2000 regarding mental health and substance
abuse services for children, adolescents, and families (AAP, 2000). In it,
the professional organizations noted the current shortage of mental health
services for youth and families, the lack of coordination across systems of
mental health services, barriers to adequate service delivery, and problems
with the current quality assurance measures. In addition to noting these
deficits, the task force proposed a number of recommendations that could
be implemented by the professional organizations themselves (e.g., train-
ing in and use of empirically supported therapies), as well as those that
would require partnership with health management organizations (e.g.,
compensation for case management, elimination of mental health restric-
tions) or federal government agencies (e.g., increased support of train-
ing programs, mechanisms for dovetailing multiple funding streams for
complicated cases).

As suggested above, a recent influence on the provision of mental
health services for children has been the emergence of managed care. Al-
though some commentators have suggested positive results of the business
model on mental health services (e.g., increased accountability, reliance
on ESTs; Stroul, Pires, Armstrong, & Meyers, 1998), many have been con-
cerned that any gains that child services have made over the past several
decades may be jeopardized (M. C. Roberts & Hurley, 1997; Stroul et al.,
1998; Yanos, Garcia, Hansell, Rosato, & Minsky, 2003). Of particular im-
portance is the impact of managed care on the range of services available
to children, clinical decision making, and access to and quality of services.

A recent survey conducted by Stroul et al. (1998) attempted to address
such questions. Specifically, they queried 10 state mental health systems
regarding the impact of managed care on mental health service delivery to
youth. Perhaps surprisingly, the results of the survey indicated little, if any,
influence of managed care on quality of care or on accountability. However,
Stroul et al. noted that the development and use of quality measurement
or outcome data were “rare’’ (p. 131). This observation is consistent with
a more recent review of the impact of managed care on children’s mental
health services: Hutchinson and Foster (2003) reported that no study was
located that assessed the effect of managed care on quality of mental heath
services for children and adolescents.

With regard to the impact of managed care on “systems of care,’’ Stroul
et al. (1998) reported that 6 of the 10 states surveyed indicated that man-
aged care had improved the availability of case management, perhaps im-
proving continuity of care. This effect seems to have been more pronounced
among states with “carve-out’’ plans for mental health services. Dickey,
Normand, Norton, Rupp, and Azeni (2001) have presented opposing data,
indicating that continuity of care appeared to decline, at least in one sam-
ple of children with disabilities.
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Stroul et al. (1998) reported that there had been mixed results with
regard to access to services. Overall, they reported that more children
had accessed mental health services under managed care, but children
with serious emotional disorders had more difficulty obtaining appropri-
ate services and placements. The authors linked this finding to the trend of
children with serious emotional disturbance (SED) requiring services from
multiple agencies, and at varying levels of intensity for longer periods of
time. In particular, children with SED may be more likely to require inpa-
tient services, which seem to have become more difficult to obtain under
managed care.

Finally, the survey suggested that managed care may have a delete-
rious effect on the development of new services for children and fami-
lies. Although states with “carve-out’’ plans had a more diverse array of
services at different levels of intensity, interviewees reported that man-
aged care organizations “expected providers to develop [new] services on
their own initiative, but that providers were not willing to take such
risks without knowing which services would ultimately be purchased by
[managed care organizations]’’ (p. 128). If uncorrected, this trend could
have a negative impact on the range of services provided to youth and
families.

More recently, Stroul, Pires, Armstrong, and Zaro (2002) provided a
qualitative case study, which prompted some speculation regarding the
circumstances under which managed care might facilitate the systems-
of-care philosophy that has come to represent the “ideal’’ held by many
mental health professionals. Among the circumstances outlined, Stroul
et al. specifically noted the utilization of stakeholder input in the plan-
ning and implementation of the managed care organization. Further-
more, Stroul et al. noted that the system-of-care philosophy was more
likely to prevail when a broad array of services were available within
the behavioral health system, and when provisions were made to en-
courage service coordination and interagency service planning activi-
ties. Finally, the authors noted the necessity of educating managed care
organizations about the needs of children and adolescents (and their
families) as well as how the system-of-care philosophy addresses those
needs.

RANGE OF CURRENT SERVICES AVAILABLE TO CHILDREN,
YOUTH, AND FAMILIES

Perhaps as a result of the federal, professional, and private influences
just outlined, both the breadth and the depth of mental health services for
youth and families have increased over the past several decades. Although
some evidence suggests that the availability of inpatient care for youth with
SED is still lacking (US PHS, 2000), the development of a range of outpatient
services—including specialized and innovative programs—suggests that
children and youth may now be better able to access appropriate services
than ever before, but this is not a clear-cut or indisputable conclusion.
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As characterized by Lyman and Wilson (2001), services available to
youth and families vary along a number of dimensions, including re-
strictiveness or disruptiveness, effectiveness (including cost-effectiveness),
and child-program compatibility. From least restrictive to maximally re-
strictive, programs may be characterized as outpatient, day treatment (or
partial hospitalization), shelter or respite care, foster care, group home,
residential, inpatient hospitalization, and institutional. Variables that define
this progression include the degree to which daily routines are disrupted
by the intervention itself, as well as the degree to which the programs fo-
cus on reentry into the community. Certainly, one of the challenging and
ultimately vital aspects of service coordination and delivery is the selection
of appropriate level (or levels) of care.

Although this volume is not organized along this continuum, the ser-
vices and programs presented here represent interventions from across
the spectrum of mental health settings. Chapters in the first section of
this handbook are specific to a particular modality of service delivery. For
example, Jacobs, Randall, Vernberg, Roberts and Nyre (chapter 4) pro-
vide coverage of a specific school-based intervention for children with SED,
whereas Vargas and de Dios Brambila (chapter 9) outline the services
subsumed under the heading of “inpatient and residential treatments.’’
Each of the chapters in this section provides a perspective on how ser-
vices are organized and delivered as well as how they are (or could be)
evaluated.

Chapters in the second section outline an array of services for partic-
ular populations, and cover a range of service settings. For example, Kees
and Bonner (chapter 10) focus on a range of prevention and intervention
services for children who have been abused, and their families. Similarly,
Murphy, Page, and Ettelson (chapter 15) address services for adolescent
sex offenders, detailing the strengths of various service settings (e.g., out-
patient, residential) and components of interventions. Both types of chap-
ters demonstrate the variety and organization of various services among
different populations. We anticipate that these chapters may generate cre-
ativity with regard to coordination of services within and across settings.

We devote the third section of the handbook to innovative or novel
forms of service delivery. These chapters deal with specific services that
are just emerging (e.g., Liss, chapter 19; Brown, chapter 20), as well
as recent developments that have altered the ways in which services
are delivered or evaluated (Chorpita & Donkervoet, chapter 21). De-
spite concerns that current funding strategies are not encouraging of
the development of novel programs for youth, the selections for this
handbook suggest that a number of talented people continue to ex-
pand the range of services that are available. How widespread are these
innovations? The fact that they are considered innovative—oftentimes
unique—and that they stand out from the other service delivery meth-
ods suggests that there remains room for them to develop in more
locales.

Consistent with the system-of-care model, the final section of this
book concerns the evaluation of mental health services. After a general
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overview of program evaluation approaches and methods (Roberts & Steele,
chapter 23), we present two chapters on specific large-scale program eval-
uations that, in addition to providing valuable conclusions regarding the
targets of their respective evaluations, provide a useful guide for the sub-
sequent conduct of program evaluations. We conclude with a brief look to
the future organization of mental health service delivery, and proposal for
areas of research.

CONCLUSION

Mental health services for children, adolescents, and families are
expanding and changing due to the range of problems now present-
ing, and the recognition that traditional services and models have been
relatively inadequate at addressing the needs. This handbook attempts
to fairly comprehensively, but succinctly, present the range of services
in a variety of settings for multiple problems presenting in childhood.
Page limits preclude a fully comprehensive presentation of services for
specific problems, so the particular service programs for a problem or
population were selected for illustration. This organization reflects our
ultimate goal of presenting these services in such a way as to en-
courage collaboration and coordination within and across mental health
service systems. Further, the empirical basis of the handbook is de-
signed to encourage further research that will have a maximum im-
pact on service delivery (i.e., efficacy, effectiveness, practice, and systems
research).
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Mental Health Services
for Young Children†

DIANE POWELL and GLEN DUNLAP

In recent years, the national emphasis on school readiness has been ac-
companied by an increased appreciation for the crucial role assumed
by healthy social and emotional development. It is now well understood
that the foundations are laid during the earliest years for children to
accomplish the developmental tasks of establishing emotional and behav-
ioral self-regulation and social competency (Shonkoff & Phillips, 2000).
Although most children proceed through this process smoothly, evidence
has accumulated that significant numbers of young children experience so-
cial, emotional, and behavioral challenges and, without intervention, these
problems are likely to persist. Increasingly, the importance of early mental
health and behavioral services is recognized (New Freedom Commission
on Mental Health, 2003); however, the multiple pathways and systems
through which young children enter into and receive mental health ser-
vices have developed largely in a haphazard manner, in isolation from each
other, and with little attention to coordination or effectiveness. Further-
more, there is little research on utilization and service systems for young
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children with mental health needs to provide guidance for the systemic de-
livery of effective practices and strategies (Powell, Fixsen, & Dunlap, 2003;
Smith & Fox, 2003).

This chapter provides a review of the ways in which children from
birth to kindergarten are identified, referred, and receive mental health
services. The scope and topography of mental health problems in infants
and preschool age children are briefly explored, and information on the
prevalence, course, and correlates of early emotional and behavior prob-
lems is presented. The pathways by which children with behavioral health
problems are identified and enter into services, including the relevant evi-
dence base, are described together with the national policies and funding
streams within which these pathways are embedded. A description of the
existing services and the mechanisms and strategies through which they
are delivered completes this section. A final section is included to discuss
recent policy, funding, and programmatic initiatives and innovations that
contribute to the emergence of a more comprehensive system of care for
young children.

SOCIAL/EMOTIONAL/BEHAVIORAL PROBLEMS
IN YOUNG CHILDREN

The development of social competence during the early years is depen-
dent on acquiring emotional, behavioral, and attentional self-regulation
within the context of secure and nurturing relationships. However, deter-
mining what is developmentally normative behavior is not always easy.
The persistence, intensity, and pervasiveness of problematic behavior, as
well as the degree to which it interferes with other developmental tasks,
are critical considerations in discriminating children who will grow out of
emotional and behavioral difficulties from those whose behavior warrants
intervention.

In infants and toddlers, disruptions of healthy social and emotional
development are most often manifested as difficulties in establishing wake
and sleep rhythms and feeding routines, attachment difficulties, and ex-
cessive crying and resistance to soothing. These processes are embedded
in relationships and interactions between the child and caregivers, and
disruptions may be a function of child factors, such as temperament, or
caregiver factors that affect the ability to provide responsive nurturing care.
In preschool age children, extremes of withdrawal and shyness, and of
acting-out behaviors such as physical and verbal aggression, destruction,
self-injury, and noncompliance, are indicators of problematic development
(Smith & Fox, 2003).

Numerous studies have investigated the prevalence of social, emo-
tional, and behavioral problems in young children. Though results vary
depending on the methods, instruments, and populations used, studies of
children aged 2–5 years within pediatric and preschool settings have found
the rates of psychosocial problems to be between 9% and 23% (Campbell,
1995; Lavigne et al., 1996; Webster-Stratton & Hammond, 1998). These
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findings validate the anecdotal reports of preschool teachers and childcare
providers that increasing numbers of the young children display behavior
problems of increasing severity (Yoshikawa & Knitzer, 1997).

For many young children, psychosocial problems are not transient,
but rather persist over time. Approximately 50% of the children identified
with problems as preschoolers continue to have problems into the school
years (Campbell, 1995) and children whose disruptive behavior begins
early are most likely to exhibit serious and intransigent antisocial problems
in adolescence and adulthood (Campbell, Shaw, & Gilliom, 2000). However,
despite such high prevalence and persistence rates, data for 1998 indicate
that only 1–2% of preschoolers used any mental health specialty services
during the year (Sturm et al., 2000).

Many circumstances in the lives of young children have been
associated with psychosocial problems and poor outcomes, notably per-
sistent poverty and chronic family adversity. These conditions act through
direct effects on children and through contributions to family stress, and
researchers have only recently begun to develop models that sort out rela-
tionships and interactions among these and other variables (Sameroff &
Fiese, 2000). However, attention has increasingly turned to identifying
those risk factors that are potent, causal, and amenable to change and
thus should be the targets of intervention. These appear to be predomi-
nantly relationship-based factors, such as problematic parenting, parental
mental health problems, poor bonding with parents, difficulties with
teachers, and poor peer relationships (Huffman, Mehlinger, & Kerivan,
2000).

PATHWAYS TO SERVICES: IDENTIFICATION, REFERRAL,
AND THE ROLE OF NATIONAL POLICIES AND

FUNDING STREAMS

Children with social and emotional problems are most commonly
identified through the various systems and programs that serve them.
These include the primary systems of healthcare, and early care and learn-
ing programs. In addition, specific populations of young children may be
identified through specialized service programs including early interven-
tion, home visiting, and child welfare programs. A number of state and
federal funding streams support these systems, and the laws and poli-
cies governing the funding streams influence the scope and configuration
of identification and referral opportunities and, thus, the rates at which
children are identified and receive services. These funding streams are
spread across the areas of healthcare, early care and learning, child wel-
fare, mental health, and early intervention for children with disabilities,
with the federal programs administered by various entities within the U.S.
Departments of Education and Health and Human Services. To a large ex-
tent, these funding programs are designed to identify and serve young chil-
dren who are exposed to significant risk factors such as poverty, violence,
and family disruption.
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Healthcare

Because almost all young children come into contact with the
healthcare system to receive immunizations and well-child care, it becomes
a primary gateway for identification and entry into services. However, it is
estimated that 14% of all children 0–6 years and 20% of low-income young
children remain uninsured (Budetti, Berry, Butler, Collins, & Abrams,
2001), thus making identification of emotional and behavior problems
through healthcare a difficult path to access for many young children.

Two federal programs, Medicaid and the State Children’s Health
Insurance Program, increase access to medical care by providing health
insurance for low-income children. Medicaid mandates include the Early
and Periodic Screening, Diagnostic and Treatment (EPSDT) program of ser-
vices, which is intended to provide comprehensive preventive healthcare,
including behavioral healthcare, to children. The periodic screenings must
include a mental health screen, and all medically necessary services iden-
tified through the screening must be provided, including a wide array
of behavioral health services, whether or not they are part of the state
plan (Bazelon Center for Mental Health Law, 1999). However, despite
mandates, most young children on Medicaid do not receive regular EPSDT

screenings and even fewer receive the mental health screening component
(Pires, Stroul, & Armstrong, 2000; U.S. General Accounting Office [USGAO],
2001).

Although the American Academy of Pediatrics (American Academy of
Pediatrics Committee on Children with Disabilities, 2001), has developed a
policy statement on developmental surveillance, screening and referral of
infants and young children, these activities do not always occur within
medical practices. Large proportions of behavioral health problems in
young children are undetected by pediatricians, although the use of screen-
ing tools appears to increase identification rates (Stancin & Palermo, 1997).
Even when psychosocial problems are identified, children may not be re-
ferred to services, and not all of those who are referred actually receive ap-
propriate interventions (Horowitz, Leaf, Leventhal, Forsyth, & Speechley,
1992). Notable barriers to identification and appropriate referral include
physician training variables, time constraints, financial disincentives, re-
luctance to label young children, and perceived lack of services (Navon,
Nelson, Pagano, & Murphy, 2001; Relgado & Halfon, 2002; Stancin &
Palermo, 1997).

Early Care and Learning

As large numbers of young children are cared for outside of their family
home, early care and learning settings provide a second primary pathway
for screening children and referral for further assessment and intervention.
However, many children receive care in programs that do not necessarily
provide routine developmental screenings. These include relative care,
family childcare homes, and private center-based care. The government-
funded programs of subsidized childcare, Head Start and Early Head Start,
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Title I preschool programs, and state prekindergarten programs vary in
their mandates for screening and referring children.

Federally funded Head Start and Early Head Start are designed as
comprehensive child development programs for low-income children and
their families and include mandates for developmental screening, referral
for further assessment and mental health services. Although Head Start’s
universal screening requirement is an important tool for early identifi-
cation, there is some evidence that mental health problems are under-
identified or misidentified in Head Start children and that some children
with emotional and behavioral problems are diagnosed with and re-
ceive treatment for speech and language problems instead (Lopez, Tarullo,
Forness, & Boyce, 2000). In addition, Head Start programs do not always
have access to adequate resources to meet the mental health intervention
needs of their children (Lopez et al., 2000).

Funds from Title I of the Elementary and Secondary Education Act,
reauthorized in 2002 as the No Child Left Behind Act, may be used by
local school districts to establish preschool programs that must adhere to
Head Start Performance Standards, including the mandates for screening
and mental health services. In 1999–2000, 175 school districts, 17% of
those receiving Title I funds, directed money to preschool programs (USGAO,
2000).

Serving the largest number of young children of all the federal early
care and learning programs, the Child Care and Development Fund (CCDF)
distributes funds to states to subsidize child care for low-income working
families. Although the federal legislation contains no requirements for de-
velopmental screenings or child/family services other than child care, some
states do impose screening requirements in at least some components
of their subsidized child care programs (National Child Care Informa-
tion Center [NCCIC], 2002a). In addition, CCDF earmarks funds for quality
improvement that may be used for mental health activities (Administra-
tion for Children and Families [ACF], 1999).

Finally, 36 states have established and funded prekindgarten pro-
grams and, in 2001, 16 of these states required developmental screenings
(Horton & Bowman, 2002).

Early Intervention and Education for Children
with Disabilities

An additional significant pathway for identification and entry into
services for young children with mental health needs is provided by the
Individuals with Disabilities Education Act (IDEA), sections of which are
designed to address and fund services for young children with disabili-
ties, including those with social/emotional delays and disabilities. These
are entitlement programs, mandated to serve all eligible children. Part C
of IDEA, covering children from birth through the third birthday, is meant
to create statewide systems of early intervention consisting of outreach,
early identification, screening, assessment, referral, case management and
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services to eligible children and their families that are coordinated with
other programs and resources. Section 619 of Part B of IDEA provides funds
to states for child find activities and special education services for children
aged 3–5 years, typically provided in school-based, classroom settings.
Services to children in Part C and Part B are to be based on individual
need and driven by the child’s Individual Family Service Plan (Part C) or
Individual Education Plan (Part B).

Part C and Part B programs serve young children with all types of
disabilities and few disaggregated data are available bearing on the effec-
tiveness of these systems in identifying and intervening with children with
social and emotional problems. However, findings from the National Early
Intervention Longitudinal Study indicate that social and behavioral prob-
lems are severely under-addressed by Part C programs (Hebbeler et al.,
2001; U.S. Department of Education [USDOE], 2001).

Child Welfare

Young children are heavily represented in child welfare systems
and constitute a particularly vulnerable group of children with well-
documented mental health needs (Halfon, Mendonca, & Berkowitz, 1995).
Each state has its own child welfare system that encompasses protective
services, family reunification, foster care, and adoption, but federal pro-
grams administered through the Administration for Children and Families
provide much of the funding for the state systems. Allowable uses of fed-
eral funds include developmental screenings, information and referral for
families, home visiting, mental health treatment, and family support ser-
vices (Cavanaugh, Lippitt, & Moyo, 2000).

However, state child welfare programs, struggling with limited resour-
ces, are not able to ensure that young children are screened and identi-
fied systematically and receive services at needed levels (Dicker, Gordon,
& Knitzer, 2000). Although children in foster care are eligible for Medicaid
and use a high proportion of Medicaid mental health services (Halfon,
Berkowitz, & Klee, 1992), in most communities there are less-than-optimal
linkages and collaboration between child welfare and the healthcare, early
intervention, and mental health systems (Dicker et al., 2000).

Mental Health

Historically, few services for young children and their families have
been provided through the formal public mental health system (Knitzer,
2000; 2001). Only about 1/2% of children aged 0–5 years received care in
community mental health facilities in 1997 (Pottick & Warner, 2002). The
major federal funding for mental health is the Community Mental Health
Services Block Grant Program administered through The Center for Mental
Health Services, which awards grants to states to support services and
the development of systems of community-based care for children with
serious emotional disturbance (SED). However, due to the many competing



SERVICES FOR YOUNG CHILDREN 21

demands on these funds and the SED requirement for children, very lit-
tle of the money goes to children under 6 years (Cavanaugh et al., 2000).
Although Medicaid and state mental health dollars also contribute to fund-
ing of public mental health services, some state mental health agencies by
policy do not address services for children under 6 years (Knitzer, 2000).
Many impediments to paying for mental health services for the 0–6 age
group exist in the Medicaid system, including requirements for diagnostic
labeling and difficulty reimbursing nontraditional interventions such as
consultation and parenting education (Knitzer 2000, 2001). As a further
complication, under state Medicaid managed care reforms, few behavioral
health services are delivered to young children (Stroul, Pires, & Armstrong,
2001).

Taken together, these pathways present a complex and disconnected
structure of multiple entrances into services supported by different funding
streams with numerous eligibility criteria. Although a broad net is cast
across systems, it is one with many holes in which services are available
only to specific sets of eligible children, accessed within isolated service
arenas or programs, and rife with missed opportunities for identifying chil-
dren in need of assessment and intervention. Although these problems
may be most conspicuous within the systems of health and child care,
which come in contact with large numbers of children, they are a per-
vasive concern systemwide. In the experience of parents seeking help for
their young children, the system is often perceived as fragmented, diffi-
cult to navigate, and replete with barriers and restrictive, often conflicting,
eligibility requirements (Powell, 2002).

ADDRESSING MENTAL HEALTH CHALLENGES IN YOUNG
CHILDREN: EXISTING SERVICES AND SERVICE

DELIVERY STRATEGIES

The existing services and service delivery strategies for ensuring
healthy social and emotional development for young children can be con-
ceptualized as a tripartite system of (1) universal interventions aimed at all
young children, (2) selective preventive interventions for children who are
at risk for disrupted social and emotional development, and (3) targeted
interventions for children who manifest emotional or behavior problems.
The existing array of services is described in this section, including estab-
lished intervention programs that are widely available, emerging strate-
gies that are gaining wide acceptance, demonstrations of innovative service
delivery models, and specific intervention packages and approaches that
have demonstrated effectiveness.

Universal Interventions

Programs and services that assist caregivers, both familial and out-
of-home, to provide nurturing care that supports emotional and social
development can be considered preventive interventions that would benefit



22 DIANE POWELL and GLEN DUNLAP

all young children. Although the evidence is clear that the quality of child
care impacts child behavior and adjustment, due to economic realities, the
quality of child care remains highly variable (Shonkoff & Phillips, 2000).
Strategies for promoting social and emotional well-being within child care
include responsive and relationship-based caregiving for infants and tod-
dlers (Graham, White, Clarke, & Adams, 2001; Honig, 2002) and social
skills instruction in preschool classrooms through curriculum infusion,
incidental learning strategies, and formal social skills training curricula
(Katz & McClellan, 1997).

Developmental and parenting information is widely available in most
communities and offered through a variety of settings and formats. An ap-
proach for making such information accessible to parents that is being
tried in several national initiatives is the incorporation of developmental
specialists into pediatric practices to provide materials, answer parents’
questions, discuss developmental and behavioral issues, perform develop-
mental screenings and, if necessary, refer for further assessment or ser-
vices (Eggbeer, Littman, & Jones, 1997; Minkovitz et al., 2001).

Selective Interventions

Selective interventions target particular populations of young children
and their families who are considered at risk due to broad factors such
as poverty, or specific conditions such as parental substance abuse or
domestic violence. Demonstration programs for low-income children and
their families that are intensive and comprehensive and combine quality
preschool with parenting support have been shown to impact both short-
and long-term social outcomes (Shonkoff & Phillips, 2000; Yoshikawa,
1995). However, such programs are costly and are not widely available.

Home visiting programs for parents of infants, toddlers, and preschool-
ers who are considered at-risk provide health, developmental and
parenting information, skills training, and support. These include Healthy
Start, Healthy Families America, Early Head Start, the Nurse Partnership,
and a variety of small-scale state and local programs. Although evalua-
tion results from these programs are somewhat mixed, there is evidence
that such programs can positively impact both immediate social—and
emotional indicators and long-term social outcomes (Mathematica Policy
Research, 2002; Olds et al., 1998). Home visiting programs have increas-
ingly been recognized as providing opportunities for teaching responsive
caregiving to parents, and identifying and addressing parental depres-
sion, substance abuse, and domestic violence, all of which are known risk
factors for poor social and emotional outcomes for children (Graham et al.,
2001).

Early care and learning programs for children at risk present another
venue for providing selective preventive interventions. As with universal
prevention strategies, these most often take the form of social skills training
for children, skill building for teachers, parenting education, or some com-
bination of these three approaches. A growing strategy for delivering such
interventions is the use of mental health consultants. Consultants engage
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in a variety of activities aimed at strengthening programmatic capacity to
provide high quality, responsive caregiving, including training teachers to
observe and understand behavior, addressing staff stress and emotional
health, and conducting support and educational groups for families
(Cohen & Kaufmann, 2000).

Packaged intervention programs that combine child social skills train-
ing, teacher training, and/or parent training curricula are also available
and have demonstrated success in decreasing conduct problems when
implemented in classrooms of low-income young children (McMahon,
Washburn, Felix, Yakin, & Childrey, 2000; Webster-Stratton, Reid, &
Hammond, 2001a).

Adult treatment settings, including domestic violence and homeless
shelters, substance abuse and mental health treatment programs, and
teen parent programs, have become recognized contexts for reaching young
children at high risk (Knitzer, 2000). An array of services may be avail-
able to the children of parents receiving services, ranging from screen-
ing and referral to relationship-based child care, therapeutic nurseries,
psychoeducational groups, and family therapy. Project Before, operating
though several community mental health centers serving a region of rural
Kansas, is an example of a program delivering both family support and
child development services to families with mental health or substance
abuse problems. The program combines home visiting, case management,
and wraparound strategies using staff who are trained in early childhood
development as well as mental illness and substance abuse intervention
and employs staff who are themselves in recovery. Program goals cen-
ter on strengthening parent–child relations and informal family support
networks, ensuring access to healthcare and child care, and addressing
economic and safety issues (Knitzer, 2000; Simpson, Jivanjee, Koroloff,
Doerfler, & Garcia, 2001).

Targeted Interventions

Early childhood programs can also serve as settings for intervening
with individual children who are already displaying problematic behaviors
and are in need of high-intensity interventions. Again, the use of mental
health consultants is a primary strategy for ensuring such children receive
appropriate treatment. Consultants may screen and identify children with
serious problems, assist parents in obtaining appropriate community ser-
vices, and may also work with program staff to develop child and family
intervention plans. In some cases consultants provide interventions them-
selves, or they may train teachers to implement interventions with ongo-
ing clinical supervision and monitoring provided by the consultant. Typical
strategies include development of individualized classroom-based behav-
ior plans, “pull out’’ sessions with individual children or groups of children
using play therapy or social skills training approaches, crisis intervention,
and training and counseling for families (Cohen & Kaufmann, 2000).

Packaged interventions implemented through preschool or kinder-
garten settings, such as First Steps to Success (Walker et al., 1998) and
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the Dinosaur/Incredible Years Curriculum (Webster-Stratton, Reid, &
Hammond, 2001b), target young children presenting with conduct prob-
lems and have shown promising results in evaluations. These packages
combine different components including social skills training delivered
to individuals or in a small-group format, and training and coaching for
teachers and parents (Joseph & Strain, 2003). For example, in the Webster-
Stratton program, therapists meet weekly with small groups of children
for 6 months for sessions focused on teaching anger management and
problem-solving skills, empathy, and play and friendship skills. Teaching
tools include videotape modeling, role-play, puppets, stories and games.
Parents and teachers are trained to provide support and reinforcement for
use of the new skills at home and school.

An approach receiving increasing attention and use with young chil-
dren with challenging behaviors is Positive Behavior Support (Carr et al.,
2002). This model provides individualized, comprehensive, family-centered
support to ensure families and other caregivers have the knowledge and
resources needed to address child behavior problems and teach new
skills (Fox, Dunlap, & Cushing, 2002). It is ecologically based and uses
functional assessment, functional communication training and person-
centered planning to produce meaningful outcomes for the child and family
in home, child care, and other community settings (Dunlap & Fox, 1996;
1999; Fox, Dunlap, & Powell, 2002).

The established continuum of services for children with serious
emotional disturbances includes outpatient therapy, therapeutic class-
rooms, day treatment, inpatient and crisis intervention programs, and
wraparound services. Little is known about the extent to which these ser-
vices are available to young children in local communities, although there
is widely held concern that few providers in community mental health cen-
ters and in the private mental health sector have training, expertise, or in-
terest in serving young children (Shonkoff & Phillips, 2000; Simpson et al.,
2001). Part B Preschool programs often take the form of day treatment or
therapeutic classrooms, but there are no data available on the numbers of
children with social and emotional disabilities being served in these set-
tings, or on their effectiveness.

The state that appears to have come the furthest in developing its early
childhood behavioral health capacity and systematizing services statewide
at all of the above three levels is Vermont. The Children’s Upstream Ser-
vices Project (CUPS), utilizing both national and state financing, has re-
lied on regional interagency teams with representatives from child care,
health, substance abuse, adult mental health, and domestic violence agen-
cies, to develop and implement strategic plans for early childhood mental
health services based on system-of-care principles (Simpson et al., 2001).
With emphasis on a continuum of services and integrating mental health
into existing child-serving agencies, regional plans have included home
visiting for families with newborns, mental health personnel within pedi-
atric practices to provide screenings and developmental information, play
groups, parent peer support, mental health consultation to child care pro-
grams, and services such as case management, respite, crisis intervention,
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and intensive home- and child-care-based therapeutic interventions for
children with identified problems (Kaufmann & Perry, 2002). To build ca-
pacity, a state-level CUPS learning team has developed a set of early child-
hood mental health core competencies and facilitates regional trainings as
well as providing an ongoing support and supervision network.

TOWARD A COMPREHENSIVE SYSTEM OF CARE FOR
ENSURING EMOTIONAL AND SOCIAL WELL-BEING

OF YOUNG CHILDREN

Although it is clear that a coherent integrated system of early child-
hood mental health services does not currently exist, there is an emerging
consensus on the principles and best practices needed to guide and un-
dergird such a system, as well as the challenges that must be addressed
in efforts to build such a system.

Principles and Best Practices

In contrast to traditional mental health approaches that treat children
in isolation, emerging approaches are grounded in ecological theory, risk
and resilience concepts, and transactional models and thus the focus of
intervention becomes relationships and other aspects of the environments
in which children function (Simpson et al., 2001). The child is served within
the context of family and other caregiving environments by delivering
interventions in the settings in which children naturally spend their time
such as home, child care, and other community settings, rather than in
offices or clinics (Knitzer, 2000).

Such strengths-based approaches recognize families as the most
influential and enduring force in their children’s lives and embrace a
family-professional partnership model in which families actively partici-
pate in decision making (Simpson et al., 2001). Services are designed ac-
cording to family needs, goals, and preferences, and include attention to
the family’s cultural and ethnic values. This is a capacity-building model
in which families are supported in securing the resources and skills that
allow them to create nurturing environments, facilitate social competence,
and ameliorate challenging behaviors and emotional problems; the role of
the professional shifts from that of expert to collaborator and facilitator
(Powell, Batsche, Ferro, Fox, & Dunlap, 1997).

Social and emotional problems in young children are determined by
multiple influences at multiple levels, necessitating that interventions be
broad-based and family-centered, viewing the family as a whole and ad-
dressing the varied levels of child, family, and out-of-home care (Knitzer,
2000; Shonkoff & Phillips, 2000). A continuum of supports is provided,
individualized to match the content and intensity needs of the child and
family. For example, in some cases parental substance abuse or mental
health issues will need to be addressed and in others basic conditions such
as family economic security and access to health care may need attention.
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Systems Issues and Challenges

The ideal early childhood mental health delivery system would provide
universal screening for all young children to ensure early identification,
timely and seamless referral and access to services, and an array of in-
tegrated services using evidence-based practices and grounded in the
principles articulated in the previous section. System-building efforts to
move the field forward towards this vision will need to address several crit-
ical issues.

Funding

Restrictions in the funding streams that support behavioral health
services for young children often present barriers to providing effective
identification and intervention based on best practices. Requirements for
diagnostic labeling can make early childhood programs and others serving
young children hesitant to identify children in need of services and also
make it difficult to fund selective intervention services for children ex-
periencing multiple risk conditions before they develop clinical disorders
(Knitzer, 2000, 2001; Lopez et al., 2000; NCCIC, 2002b). In addition, in-
terventions that are not strictly child focused such as child care program
consultation and parent- or relationship-focused services are not always
reimbursable (Knitzer, 2001; Simpson et al., 2001). Finally, the lack of a
dedicated and secure funding stream for early childhood mental health
services means that community agencies and programs wanting to offer
such services must engage in the often time-consuming and frustrating
endeavor of seeking and pulling together funds from multiple sources, each
with its own restrictions, eligibility guidelines, and reporting requirements.

Workforce Development

There is widespread agreement on the need to expand the workforce
of professionals with the training and expertise to provide effective pre-
vention and intervention services for young children’s emotional and so-
cial development, especially for infants and toddlers (Kaufmann & Perry,
2002; Shonkoff & Phillips, 2000). This will necessitate interdisciplinary
training that teaches clinical competencies for working with both chil-
dren and families, as well as skills for working collaboratively with families
and other professionals, and delivering nontraditional services in natural
settings (Fox et al., 2002; Knitzer 2000).

Collaboration and Coordination

As is clear from the discussion of the multiple pathways through
which young children enter and receive mental health services, numer-
ous systems and disciplines are involved. Each discipline has its own
philosophy, history, professional culture, and each system has its own
funding streams, purposes and priorities, producing formidable challenges
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for collaboration (Knitzer, 2000). No public entity has a mandated respon-
sibility for early childhood mental health; thus there is no designated or
obvious leadership to initiate system building or collaborative efforts at the
national, state, or local level. However, at the community level there has
been increasing recognition of the need to address these issues, and recent
publications have drawn attention to state and local initiatives that in-
corporate creative blending of funding streams, cross-system approaches,
collaborative partnerships, and innovative service delivery strategies; many
include the integration of developmental and mental health screening and
services into health care, home visiting programs, child care, child wel-
fare, or adult service settings (Dicker et al., 2001; Johnson, Knitzer, &
Kaufmann, 2002; Kaufmann & Perry, 2002; Knitzer, 2000, 2001; Simpson
et al., 2001).

CONCLUSION

The amount of attention paid to the mental health of young children,
and especially infants and toddlers, is just now attaining significant levels.
Professionals, advocates and, more gradually, policy makers are noting
the clear connection between early social-emotional foundations and so-
cial adaptation in later childhood, adolescence, and adulthood. There are
currently a number of pathways, including policies and funding streams,
that provide the means for identifying and serving young children with,
or at risk for, mental health problems; however, these pathways are gen-
erally disconnected, underfunded, and inadequately evaluated. For the
most part, despite the existence of considerable knowledge regarding ef-
fective strategies of prevention on multiple dimensions of practice (Fox,
Dunlap, Hemmeter, Joseph, & Strain, 2003), effective mental health ser-
vices for young children are not available in many communities (Smith
& Fox, 2003). Still, this picture of generally discouraging service delivery
is mitigated to some extent by the encouraging emergence of heightened
awareness and data-based demonstration programs at both the program
and systems level. These developments offer reason for optimism as early
childhood mental health matures over the coming decades.
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SCHOOL PSYCHOLOGY SERVICES

American psychology has long recognized the contextual influence of
practice in training psychologists. For example, psychologists are trained
to work in industry (industrial–organizational psychologists), rehabilitation
centers (rehabilitation psychologists), clinical settings (clinical psycholo-
gists), medical clinics and hospitals (pediatric and health psychologists),
and in the military (military psychologists) to name a few. Like many other
settings, schools have their own unique culture, procedures, and organi-
zation (Sarason, 1971). School psychologists (SPs) are specially trained to
work within the context of school or educational settings. It is this special
expertise and orientation to the practice of psychology in schools that is
the focus of this chapter.

School psychology is first and foremost a profession and subspecialty
of psychology. SPs, trained in the knowledge base of psychology, use their
skills to help students, their teachers and parents overcome educational,
social, interpersonal, or emotional problems that interfere with the stu-
dent’s progress in school. A unique aspect of school psychology services
includes the degree to which the SP works with other adults to help a
child in need. Through regular collaboration with teachers, administra-
tors, parents, and paraprofessionals, the SP engages in problem solv-
ing with teachers or parents and on various types of multidisciplinary
teams. This aspect of their work is frequently referred to as the “paradox
of school psychology” (Gutkin & Conoley, 1990), where effective services
to children are attained through the psychologist’s ability to work with
adults.
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Roles and Functions of School Psychologists

Although SPs serve many functions in the schools, their primary roles
include providing psychological assessment, individual and group consul-
tation, and counseling/intervention services. SPs are also frequently in-
volved in the planning and implementation of prevention programs as well
as serving as a resource for program evaluation efforts in schools.

Within these domains of practice, their training provides special skills
unique to the profession. For example, in the assessment arena, SPs
are especially trained in tools and instruments that facilitate the di-
agnosis of specific learning disabilities, and mental retardation along
with various emotional and behavioral disorders that negatively influence
learning. Highly specific academic tests, well-developed classroom obser-
vations tools, and curriculum-related assessment instruments provide an
armamentarium of tools unique to the profession.

School psychologists typically work from a developmental and ecolog-
ical perspective. In this way, psychological assessments attend equally to
within-child variables (i.e., development, attitudes, physical) and ecological
variables, which include the influence of the classroom and home environ-
ments on classroom behavior and academic progress.

SPs primarily served as “gatekeepers” for special education up until
the late 1970s (Brown, 1981). There was a decrease in the ratio of SPs to
students (Carey & Wilson, 1995), which left more time for SPs to provide
services other than assessment (e.g., consultation, counseling, prevention
programming). The following sections outline services provided by SPs.

TYPES OF PROBLEMS OR DISORDERS ENCOUNTERED
BY SCHOOL PSYCHOLOGISTS

Typical Referrals for School Psychological Services

Although the role of the school psychologist has changed, SPs still
spend the most time on assessment-related activities, followed by consul-
tation (Bramlett, Murphy, Johnson, Wallingsford, & Hall, 2002). Referrals
for school psychologist services mainly involve academic problems and be-
havior problems. Of these, Bramlett and colleagues identified academic
problems as the most frequent type of referrals, specifically reading prob-
lems. With regard to behavior problems, externalizing behavior problems
were referred more often than internalizing behavior problems. These re-
ferrals suggest SPs spend much of their time addressing academic and ex-
ternalizing behavior problems.

Diagnostic Taxonomies Used by School Psychologists

Multidisciplinary teams (i.e., including SPs) must identify whether stu-
dents qualify for special education services based on the presence of a
disability. The disability categories that are used in schools (Individuals
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Table1. Principles and Disability Categories of IDEA 1997

Principles of IDEA 1997
Principle 1: Zero Reject or Free Appropriate Public Education (FAPE)
Principle 2: Nondiscriminatory Evaluation
Principle 3: Individualized Education Programs (IEP) or the Individual Family Service Plan

(IFSP)
Principle 4: Least Restrictive Environment (LRE)
Principle 5: Due Process or “Procedural Safeguards”
Principle #6: Parent Participation

Disability Categories Covered under IDEA 1997 (for children aged 6–21 years)
Hearing Impairments and Deafness
Speech and Language Impairments (S-L)
Visual Impairments and Blindness
Serious Emotional Disturbance (SED)
Specific Learning Disabilities (LD)
Other Health Impaired (OHI)
Traumatic Brain Injury (TBI)
Orthopedic Impairments
Autism
Developmentally Delayed (DD) — children aged 3–9 years only

with Disabilities Education Act [IDEA], 1997) are quite different from the
categorical systems often used in clinical settings (i.e., Diagnostic and
Statistical Manual—Fourth Edition [DSM-IV]; American Psychiatric Associ-
ation [APA], 1994).

IDEA 1997

A student is eligible for special education services if that student
has a disability (as defined in IDEA) and special education or related services
are needed because of that disability (IDEA, 1997). There are 10 categories
(see Table 1) that can be used to identify a disability for children aged 6–
21 years. An additional category is used for children aged 3–9 years (i.e.,
Developmentally Delayed) experiencing “developmental delays” in one or
more of five areas of development (i.e., physical, cognitive, communica-
tion, social or emotional, and adaptive). To determine eligibility for special
education services, a comprehensive evaluation must be conducted follow-
ing parental consent. Additionally, when students are identified with
a disability under IDEA, their disability must affect their educational
performance to be eligible for services. The evaluation must be nondiscrim-
inatory, conducted by a multidisciplinary team, employ a variety of psy-
chometrically sound instruments, and should be conducted in the child’s
native language or mode of communication (IDEA, 1997). If the child is eli-
gible for special education services, an Individualized Education Plan (IEP)
is written by the multidisciplinary team outlining special education and
related services, goals and benchmarks for progress, and evaluation and
data collection procedures (Jacob-Timm & Hartshorne, 1998).
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Section 504 of the Americans with Disabilities Act (ADA)

In addition to using IDEA (1997) to place students in special education
programs, SPs provide services to students with disabilities in the regular
education classroom. Specifically, students with a disability (as defined
by ADA) who need accommodations in the classroom or school that do not
meet IDEA requirements, may be eligible for services under Section 504 of
the ADA. Through Section 504, an accommodation plan is written to provide
adjustments in the regular education classroom to help the student (Jacob-
Timm & Hartshorne, 1998). An evaluation is needed to determine whether
the student is eligible for accommodations.

Diagnostic and Statistical Manual of Mental
Disorders—Fourth Edition (DSM-IV )

SPs are often trained in using the DSM-IV as a diagnostic tool. Although
the DSM-IV is not the diagnostic taxonomy used in most schools, SPs of-
ten utilize this system when identifying possible psychological disorders in
children. In addition, familiarization with the DSM-IV allows SPs to effectively
communicate with other mental health professionals (e.g., clinical psychol-
ogists, counseling psychologists, psychiatrists) when collaborating about
students. The primary difference between DSM-IV and IDEA is that IDEA iden-
tifies global classifications of students and criteria for identification, while
the DSM-IV follows a medical model orientation and uses severity specifiers
and a polythetic format.

PSYCHOEDUCATIONAL ASSESSMENT

SPs are involved with developmental screenings, psychoeducational
evaluations in the schools, and transition planning for adolescents in
special education. A variety of instruments are used in the assessment
process. These instruments include intelligence tests, academic tests,
observation systems, personality and behavior instruments, and adaptive
behavior instruments. These, along with other professionals, provide a ma-
jority of the psychoeducational assessment data used in decision making
for educational placement.

Intellectual Assessment

SPs have been administering intelligence tests (IQ tests) for over
100 years (Fagan & Wise, 2000). IQ tests (Wechsler Intelligence Scale
for Children—Third Edition [WISC-III], Stanford-Binet—Fifth Edition [SB-V],
Woodcock-Johnson Tests of Cognitive Abilities [WJ-III-Cog.]) are individually
administered, standardized, norm-referenced instruments that provide a
broad measure of cognitive ability. These instruments provide standard
scores and percentile ranks that can be used to make comparisons of
students to their peer group and to identify individual cognitive strengths
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and weaknesses. IQ tests, as part of a battery of tests, provide informa-
tion used in classifying students into disability categories (e.g., learning
disabled, mentally retarded, gifted; see Table 1).

Intelligence tests have been criticized for not providing useful in-
formation regarding treatment or instructional planning for students
(Gresham & Witt, 1997). Regardless of this criticism, intelligence tests con-
tinue to be used in schools when making decisions regarding educational
placement and instructional recommendations. In fact, a recent survey of
SPs indicated that approximately 22 hours a week are spent on assessment-
related activities and that on average, SPs administer about 14 intelligence
or ability tests per month (Hosp & Reschly, 2002).

Academic Assessment

Salvia and Ysseldyke (1995) have identified five types of decisions that
can be made from academic assessment data, which include referrals for
an evaluation, academic screenings, classification, instructional planning,
and progress monitoring. Academic assessment is crucial in determining
areas of academic strength and weakness, progress monitoring, and to
provide information regarding placement in special education. Academic
assessment tools can identify broad skill areas or specific skill areas.

Broadband Instruments

Broad-based measures of academic assessment include both norm-
referenced (i.e.,Woodcock-Johnson Test of Achievement—Third Edition
[WJ-III]) and criterion-referenced tests. Broad criterion-referenced tests also
exist to identify proficiency of global academic skills (e.g., Brigance Diag-
nostic Inventory of Basic Skills). Criterion-referenced tests examine mas-
tery of academic skills, and usually compare the student’s performance to
a standard of skill acquisition (Shapiro, 1996). These tests can be used in
screenings and often contain items that are very similar to what students
are asked to learn in schools. Both normative and criterion-referenced tests
may be useful in determining the student’s current academic skills, but are
less useful in monitoring progress or providing direction for instruction in-
terventions.

Narrowband Instruments

Narrowband instruments focus on specific skills within broad areas.
Norm-referenced narrowband instruments (e.g., KeyMath; Test of Written
Language [TOWL]) are often administered following a broadband instrument.
These tools provide more information about the student’s specific skills
needed to design academic interventions for the student.

Curriculum-based assessment (CBA) methods provide valuable infor-
mation that can be used to determine instructional strategies. Curriculum-
based assessment methods also include curriculum-based evaluation (CBE)
and curriculum-based measurement (CBM). These can be used to monitor
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student progress on specific skills in the local curriculum, compare stu-
dents using schoolwide or district-generated norms (CBM), and to identify
patterns of errors that may be helpful in determining where skill break-
downs occur and which instructional strategies may be beneficial for the
student (CBE).

Assessing the Academic Environment

Although one single assessment method may not be appropriate to
answer all of the five questions identified by Salvia and Ysseldyke (1995),
the combination of academic assessment methods can provide informa-
tion to make appropriate instructional recommendations and educational
placement. In addition to academic testing, an assessment of the academic
environment is frequently conducted to identify classroom and instruc-
tional variables that influence student learning, and to identify the stu-
dent’s reaction to academic tasks in their natural environment.

Classroom and Behavioral Observations

SPs use classroom observations, along with test data, to generate hy-
potheses about why a student may be having difficulty in particular areas
of school or learning. Behavioral observations that occur within the class-
room provide information about academic engagement, interactions with
peers and teachers, problem-solving skills, as well as student reactions to
the classroom environment. Shapiro (1996) suggests a systematic-direct
observation approach as the best practice when collecting observation
data. Classroom observations provide an opportunity for the psychologist
to observe students in their natural setting, allow for a broader role than
the traditional diagnostic approach, and often provide a sense of account-
ability for both the psychologist (e.g., follow-up with teacher) and for the
teacher (e.g., integrity of intervention implementation). SPs use a variety of
observation methods, both unstructured (i.e., anecdotal event recording,
antecedent, behavior, consequence recording) and structured (i.e., event
or frequency recording, duration recording, time-sampling procedures).

Personality and Behavioral Assessment

Personality assessment is the process of collecting data about student
behavior, social–emotional functioning, and affective difficulties (Knoff,
1995). SPs use objective techniques (e.g., trait scales) and some projec-
tive techniques to collect this data. Trait scales (e.g., State–Trait Anxiety
Inventory) examine relatively stable personality traits through self-report
measurement, which is used along with other data to develop working hy-
potheses about the student’s social–emotional functioning. SPs also use
projective techniques (e.g., Kinetic Family Drawing, Children’s Appercep-
tion Test, Incomplete Sentences) to help develop working hypotheses about
the student.
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Behavior rating scales or questionnaires (e.g., Behavior Assessment
Scale for Children [BASC], Child Behavior Checklist [CBCL]) may be used to
identify global areas of student behavior problems. These global tests are
frequently followed by instruments that focus on specific behavior prob-
lems or symptoms (Reynolds Adolescent Depression Scale [RADS], Child-
hood Depression Inventory [CDI]). Although these instruments are widely
used, psychometric properties, response bias, and second- or third-party
respondent problems should be considered during interpretation.

One behavior assessment method used by SPs is functional behavioral
assessment (FBA). FBA identifies environmental conditions and/or variables
that support or maintain problem behavior (McComas & Mace, 2000). Sys-
tematic manipulation of antecedents and consequences are made to iden-
tify the function of the behavior. A mini-experiment method is used to test
hypotheses about the function of student behavior and data from the as-
sessment is used to design interventions. The reauthorization of IDEA (1997)
required that an FBA be conducted and a behavior intervention plan (BIP)
be implemented prior to disciplinary action for children with disabilities.
Thus, it is important for SPs as well as other educators, to be familiar with
FBA approaches and processes.

Adaptive Behavior Assessment

Adaptive behavior has traditionally been identified as “personal inde-
pendence and social responsibility, or the skills that are necessary to take
care of oneself and get along with others” (AAMR, 1992 as cited in Harrison &
Robinson, 1995, p. 753). Today, adaptive behavior encompasses a broader
scope of skills, which are developmental, and increase in number and com-
plexity as an individual grows older. More recent definitions of mental re-
tardation require that greater emphasis be put on adaptive behavior. Al-
though adaptive behavior rating scales (e.g., Vineland Adaptive Behavior
Rating Scales, Scales of Independent Behavior) provide valuable informa-
tion about all children, they are usually administered when students are
suspected of being mentally retarded.

Infant, Preschool, and Developmental Testing

Although many SPs primarily work with school-aged children, some
also provide services to infants, toddlers, and preschoolers. IDEA (1997)
mandates that services must be provided for children aged 3–21 years,
and recommends that services are provided to children birth to 3 years
old. States that provide services for these very young children are eligi-
ble for additional funds from the federal government. Because some of
the children are not attending schools, states and local communities must
locate children to determine if special services are needed. Children are
typically referred or identified following a visit to the pediatrician, a com-
munity screening (e.g., Child Find), preschool screenings, or kindergarten
roundup (Preator & McAllister, 1995). Psychologists may administer devel-
opmental screening tests to identify areas of potential developmental delay.
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SPs then work with other professionals to provide services to those children
prior to attending school and/or when the child is school-aged.

INDIRECT INTERVENTION: CONSULTATION

Consultation is a primary mode of intervention used by SPs to effect
therapeutic change for children. Consultation is an indirect service in
which the consultant (SP), after receiving a referral (or verbal request for as-
sistance) from a teacher or parent, uses a problem-solving process to gen-
erate targeted interventions to be implemented by the classroom teacher
and/or parent.

Consultation differs from a medical model orientation that has histor-
ically guided the provision of health (including mental health) services. In
the medical model orientation, a referral is made to the psychologist who
assesses the “ill” child and then reports his/her diagnostic impressions and
plan for treatment back to the referral source. The psychologist prescribes
a treatment program that is typically implemented through counseling or
some other direct method of implementation. This model assumes that the
problem (illness) resides within the child and largely ignores the surround-
ing environment. The process is prescriptive as the psychologist tells the
parent/teacher what will be done to “cure” the child. If direct treatment is
not successful, little has been done to alleviate the stress surrounding the
child’s problems. This model features one-way communications and very
little serious collaboration.

The consultation model used by most SPs assumes a collaborative and
ecological stance toward the assessment-treatment process. Whereas the
path to treatment in this model also begins with the referral from the
teacher or parent, the psychologist (consultant) broadly assesses not only
the child, but also environments and people that are a critical part of the
child’s life. After the assessment information is collected, collaborative con-
sultation takes place between the psychologist/consultant and the parent
or teacher. In this model, treatment is implemented by the teacher or par-
ent and occurs in daily interaction with the child. The focus in this model
is on environmental variables and daily interaction and not on the child
only. The process is not prescriptive but rather features a collaborative ori-
entation with mutually agreed upon targets for change as well as goals and
interventions. Open and ongoing communications are part of the process
with continued use of a problem-solving orientation. This approach takes a
different posture toward the parent or teacher (consultee). The consultee is
assumed to be a competent professional (teacher) that has unique knowl-
edge of the child and their profession, and can meaningfully contribute to
the development and implementation of a successful intervention.

Mental Health Consultation

Gerald Caplan (1963) developed the first comprehensive model of
mental health consultation during his work in Israel in 1949 with large
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numbers of immigrant children with a staff far too small to provide tradi-
tional services. Caplan emphasized a lack of professional objectivity as the
principal barrier preventing the consultee from success in working with the
child. When this problem is encountered, the consultant uses verbal and
nonverbal approaches called “theme interference reduction techniques” to
help the consultee regain an objective view of the problem leading to more
effective intervention approaches. Medway and Updyke (1985) completed
a meta-analysis on 24 studies that examined mental health consultation
and found positive effects for the approach on consultees and to a lesser
extent on children.

Behavioral Consultation

Behavioral consultation arose from classical and operant conditioning
theories, but it was strongly influenced by social learning theory in late
1960s and 1970s. The notion of the situational specificity of behavior and
reciprocal determinism (Bandura, 1978) gave rise to Bergan’s (1977) model
of behavioral consultation. For Bergan, the consultant’s role is to provide
psychological information to the consultee in the form of behavioral tech-
niques designed to remediate the problem at hand, and hopefully prevent
future occurrences. The behavioral consultant works to develop a collegial
relationship with the consultee, while at the same time carefully structur-
ing the verbal exchanges in an effort to influence the consultee to opera-
tionally define the problem, and then select and implement an intervention
plan based on behavioral principles.

Conjoint behavioral consultation (CBC; Sheridan & Colton, 1994) and
ecobehavioral consultation (Gutkin, 1993) are two related consultation
models that have evolved from behavioral consultation. In CBC, the con-
sultant includes the child’s parents along with the teacher in the consul-
tation process. In this way, improved communication between home and
school and more complete information increases the support, ownership,
and responsibility for implementation and follow-through on interventions.
A related goal of CBC is to prevent future occurrences of the problem by im-
proving the knowledge and skills of the teacher and parents. By involving
the home and school in the process, the chance for generalization of the
behavior to these two key settings is evident.

Gutkin (1993) argued to expand the concept of behavioral consultation
to include more distal environmental variables in the consultation pro-
cess. In ecobehavioral consultation, the consultant seeks to understand
and collect data on the ecological context of the problem that may include
both proximal and distal variables. By taking into account the relevant
systems of influence (Bronfenbrenner, 1979), interventions developed from
this perspective are much more likely to be successful.

In a review of the effectiveness of consultation, Sheridan, Welch, and
Orme (1996) found that “behavioral consultation (BC) studies have afforded
the most consistently positive results. Specifically, of all BC studies re-
viewed (N = 21), 95% reported at least one positive outcome . . . ” (p. 344).
Sheridan, Eagle, Cowan, and Mickelson (2001) found significant effect sizes
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on the average for the use of CBC with 52 children with learning and/or
behavioral problems.

Group Consultation

The various types of multidisciplinary teams that work in schools offer
opportunities for SPs to consult with groups that include teachers, par-
ents, and other professional staff. Prior to the initiation of a complete psy-
choeducational assessment, the school makes proactive efforts to solve
the student’s problem(s) within the classroom environment. These teams
have many names including student assistance teams, teacher assistance
teams, pre-referral teams, or intervention assistance teams to name a few.

SPs frequently function as group consultants and facilitate these team
meetings. In this role, they assist the team to define the problem, set goals,
brainstorm solutions, select and implement trial interventions, and evalu-
ate the effectiveness of the treatment. A review of the effectiveness of these
teams suggests that they have not been effectively studied. For example,
Welch, Brownell, and Sheridan (1999) found that half of the published
studies on school-based problem-solving teams used no methodological
design. In most studies, consumer satisfaction with the process was the
most frequently cited outcome measure.

Evaluating Outcomes in School Consultation

Consultation services have been evaluated with three different types
of measures: (1) outcome measures; (2) process measures and; (3)
satisfaction and preference surveys. Outcome measures of consultation
include the degree to which the child is ultimately helped as a result of
his/her teacher or parent engaging in consultation. To this end, class-
room observations of behavior, individual or group achievement tests,
curriculum-based measures, behavior rating scales, goal attainment rat-
ings, or measures of effect size are typically used to measure outcome
effectiveness.

Process measures are used to assess treatment integrity or to detect
the nature and quality of interactions that take place between the
consultant and consultee. Measures of this sort include the Consulta-
tion Analysis Record (CAR; Bergan & Tombari, 1975; Bergan & Kratochwill,
1990). The CAR has been used in behavioral consultation research to as-
sess the influence of types of verbalizations on the consultee. Satisfaction
and preference surveys include instruments that are designed to provide
the consultant with feedback on teachers’ preferences for consultation ap-
proach (e.g., mental health or behavioral consultation), satisfaction with
the process and benefits of participating in consultation.

COUNSELING AND OTHER SERVICES

Although counseling is a service provided by SPs, many schools
also have counselors and/or social workers that also provide counseling



SCHOOL PSYCHOLOGY SERVICES 41

services. As a result, counseling is rated as being of lesser importance as
a service (as compared to assessment and consultation) provided by SPs
(Rosenfeld, Leung, & Oltman, 2000). Counseling, when provided, is typ-
ically short-term in nature and related more to adjustment problems at
school or home rather than to severe psychopathology. Severe and chronic
mental health problems are generally beyond the competence and scope of
services provided by the school psychologist and these cases are typically
referred to professionals outside the school. SPs may provide individual or
group counseling services (Millman, Schaefer, & Cohen, 1980) for problems
such as: (1) social isolation; (2) school refusal; (3) noncompliance; (4) test or
generalized anxiety; (5) stealing; (6) cheating; (7) impulsivity/distractibility;
(8) low self-esteem and; (9) overdependency. Tharinger and Stafford (1995)
suggest a seven-stage model for individual school-based counseling that
includes: (1) deciding whether the child is an appropriate referral/candidate
for counseling. If appropriate, the counseling plan would be developed and
would include: (2) gaining a working alliance with the child; (3) identifying
goals; (4) developing a plan for change that may involve teacher consulta-
tion; (5) implementation of the counseling plan; (6) assessing progress and
planning for termination and; (7) follow-up to evaluate the success of the
counseling program.

Other services provided by SPs include organizational consultation,
program evaluation, transition services, and developing prevention pro-
grams. Consistent with their background in consultation, SPs interested in
systems change work to improve conditions in schools, school district, or
communities. Whereas organizational change efforts may use a problem-
solving approach, a number of system variables such as political, cultural,
quality-of-life, and organizational climate must be considered before orga-
nizational change can take place (Knoff, 1995).

The development and implementation of new and innovative programs
in the schools require an effective program evaluation effort. SPs are fre-
quently called upon to lead a program evaluation effort to assess curricular,
social, or discipline innovations.

Through their work with special populations in the schools, SPs are
frequently involved in planning transition services for special education
students as they begin to reach the end of their school career. With less
than 25% of special education students becoming fully employed after high
school (Levinson, 1995), the IDEA amendments require transition planning
for all students with IEPs by age 16. SPs training in learning and devel-
opment, psychological assessment, consultation, and intervention makes
them vitally important team members when planning for the transition of
a student to independent living.

A stronger emphasis of primary and secondary prevention of school
problems has resulted from the realization that society does not have
adequate resources to provide intervention services to all students in
schools that need them (Albee, 1968). From another perspective, the devel-
opment of skills, or the reduction of risk factors in children that reduce the
likelihood of academic problems or psychopathology seems to be within the
purview of schools (Adelman & Taylor, 2000). SPs are well suited to work
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on prevention programs due to their holistic view of children, knowledge
of the school climate and culture, and their research and measurement
knowledge.

INNOVATIVE MODELS OF SCHOOL PSYCHOLOGY
SERVICES DELIVERY

Within the past 10 years, there has been an increase in school-based
mental health programs. Perhaps the most well known of these are the
Memphis City Schools Mental Health Clinics (MCSMHC; Pfeiffer & Reddy,
1998). The MCSMHC is a state-licensed mental health center that offers a full
array of mental health services (e.g., consultation, counseling, crisis inter-
vention, chemical dependency) while maintaining a mission of support to
special education staff and students. In addition, the MCSMHC offers unique
prevention and health promotion activities. This site provides doctoral in-
ternship training in school psychology and was the first to be recognized
by the American Psychological Association’s first Award of Excellence in
School Psychological Services Programs.

Project ACHIEVE (Knoff & Batsche, 1995) is an exemplary, building-wide
school reform process that focuses on enhancing teachers’ problem-solving
and classroom management skills, providing comprehensive services to be-
low average students, and improving parental involvement in education. In
Project ACHIEVE, school psychologists play critical roles in training and con-
sulting with staff as well as providing services to children. Project ACHIEVE

has shown impressive results in reducing discipline referrals and improv-
ing academic achievement.

SUMMARY AND CONCLUSIONS

SPs provide services primarily to students within the school setting
through psychoeducational assessment, individual and group consulta-
tion, and counseling and intervention. Following the Education of All Hand-
icapped Children Act (PL 94–142) in 1975, the demand for SPs and these
services has increased. SPs receive specialized training to work with chil-
dren and their families to identify variables that may be negatively affect
a student’s learning. SPs are trained in the use of intellectual assessment,
academic assessment, personality and behavioral assessment, and adap-
tive behavior assessment. SPs use these instruments, along with record
review, interviews, and observations, to identify learning disabilities, men-
tal retardation, and behavior problems. More recently, the role of the SP

has changed, with the emphasis on consultation and intervention rather
than solely on assessment-related activities. SPs have also been involved in
many reform and partnership programs designed to best serve the needs
of children and their families. SPs provide individual consultation services
to teachers and parents, group and individual counseling with students,
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and are crucial members of educational teams that make decisions about
student learning.

Future Directions in School Psychology

Undoubtedly there are many changes ahead for school psychology as
a profession. However, there are several future directions for school psy-
chology that will have the most profound impact on the practitioner and
researcher. In the assessment arena, an increasing emphasis on evaluative
instruments that provide better links to interventions will continue to lead
to greater use of functional behavior assessment and curriculum-based
assessment tools. This movement seems to be leading to a decreasing em-
phasis on intelligence tests and the development of shorter instruments.
In addition, the SP will need to consider the ecology of the student’s envi-
ronment along with the ability to better assess environmental influences
on the student’s behavior.

Research on behavioral and group consultation has led to calls for the
use of functional behavior assessment in the consultation process. The in-
creased use of functional behavior assessment in consultation will improve
the rigor of the process and increase the chances of isolating effective in-
terventions through the use of experimental methods. The aftermath of the
recent school shootings has led to improved approaches in crisis consul-
tation and counseling. In this vein, SPs view their role in the development
of school crisis plans as quite important (Rosenfeld et al., 2000).

If the recent past provides an indication of the immediate future, then
the emphasis on the use of evidence-based interventions (EBI) will con-
tinue to grow (Kratochwill & Stoiber, 2002). EBIs are those intervention
approaches that have garnered enough scientific evidence through rigor-
ous experimentation and replication to be deemed “evidence-based.” The
movement toward the use of EBIs in practice will influence researchers,
thus improving their research methods in an effort to enhance the practi-
tioner’s and consumer’s confidence in psychoeducational interventions.

Finally, the limited resources of social service agencies and schools
have led to improved partnerships between state and local community
groups that seek to serve children and their families. Links between
schools, mental health agencies, law enforcement, and other child ser-
vice organizations are recognized as ways to provide a continuum of care
and pool scarce resources. From an ecological and treatment generaliza-
tion standpoint, it makes good sense for these types of partnerships for
children to grow and prosper.

REFERENCES

Adelman, H. S., & Taylor, L. (2000). Moving prevention form the fringes into the fabric of
school improvement. Journal of Educational and Psychological Consultation, 11, 7–36.

Albee, G. W. (1968). Conceptual models and manpower requirements in psychology. American
Psychologist, 23, 317–320.



44 STEVEN W. LEE and T. RENE JAMISON

American Psychiatric Association. (1994). Diagnostic and statistical manual of mental disor-
ders (IV). Washington, DC: Author.

Bandura, A. (1978). The self system in reciprocal determinism. American Psychologist, 33,
344–358.

Bergan, J. R. (1977). Behavioral consultation. Columbus, OH: Merrill.
Bergan, J. R., & Kratochwill, T. R. (1990). Behavioral consultation and therapy. New York:

Plenum.
Bergan, J. R., & Tombari, M. L. (1975). The analysis of verbal interactions occurring during

consultation. Journal of School Psychology, 13, 209–226.
Bramlett, R. K., Murphy, J. J., Johnson, J., Wallingsford, L., & Hall, J. D. (2002). Contem-

porary practices in school psychology: A national survey of roles and referral problems.
Psychology in the Schools, 39, 327–335.

Bronfenbrenner, U. (1979). The ecology of human development. Cambridge, MA: Harvard Uni-
versity Press.

Brown, D. T. (1981). Graduate training in school psychology. Journal of Learning Disabilities,
14, 378–379.

Carey, K. T., & Wilson, M. S. (1995). Best practices in training school psychologists. In
A. Thomas & J. Grimes (Eds.), Best practices in school psychology III (pp. 171–190).
Washington, DC: National Association of School Psychologists.

Caplan, G. (1963). Types of mental health consultation. American Journal of Orthopsychiatry,
33, 470–481.

Fagan, T. K., & Wise, P. S. (2000). Historical development of school psychology. In School
psychology: Past, present, and future (2nd ed., pp. 19–60). White Plains, NY: Longman
Publishing Group.

Gresham, F. M., & Witt, J. C. (1997). Utility of intelligence tests for treatment planning,
classification, and placement decisions: Recent empirical findings and future directions.
School Psychology Quarterly, 12, 249–267.

Gutkin, T. B. (1993). Moving from behavioral to ecobehavioral consultation: What’s in a name?
Journal of Educational and Psychological Consultation, 4, 95–99.

Gutkin, T. B., & Conoley, J. C. (1990). Reconceptualizing school psychology from a service
delivery perspective: Implications for practice, training and research. Journal of School
Psychology, 15, 203–223.

Harrison, P. L., & Robinson, B. (1995). Assessment of adaptive behavior. In A. Thomas &
J. Grimes (Eds.), Best practices in school psychology III (pp. 753–762). Washington, DC:
National Association of School Psychologists.

Hosp, J. L., & Reschly, D. J. (2002). Regional differences in school psychology practice. School
Psychology Review, 31, 11–29.

Individuals with Disabilities Education Act of 1997 (PL-105-17), 20 U.S.C. Chapter 33.
Jacob-Timm, S., & Hartshorne, T. S. (1998). Ethical-legal issues in the education of pupils

with disabilities under IDEA. In Ethics and law for school psychologists (pp. 95–174, 148–
167). New York: Wiley.

Knoff, H. M. (1995). Best practices in facilitating school-based organizational change and
strategic planning. In A. Thomas & J. Grimes (Eds.), Best practices in school psychology
III (pp. 849–864). Washington, DC: National Association of School Psychologists.

Knoff, H. M., & Batsche, G. M. (1995). Project ACHIEVE: Analyzing a school reform pro-
cess for at-risk and underachieving students. School Psychology Review, 24, 579–
603.

Kratochwill, T. R., & Stoiber, K. C. (2002). Evidence-based interventions in school psychology:
Conceptual foundations of the Procedural and Coding Manual of Division 16 and the
Society for the Study of School Psychology Task Force. School Psychology Quarterly, 17,
341–389.

Levinson, E. M. (1995). Best practices in transition services. In A. Thomas & J. Grimes (Eds.),
Best practices in school psychology III. Washington, DC: National Association of School
Psychologists.

McComas, J. J., & Mace, F. C. (2000). In E. S. Shapiro & T. R. Kratochwill (Eds.), Behavioral
assessment in schools: Theory, research, and clinical foundations (pp. 78–103). New York:
The Guilford Press.



SCHOOL PSYCHOLOGY SERVICES 45

Medway, F. J., & Updyke, J. F. (1985). Meta-analysis of consultation outcome studies.
American Journal of Community Psychology, 13, 489–505.

Meyers, J., & Nastasi, B. K. (1999). Primary prevention in school settings. In C. R. Reynolds &
T. B. Gutkin (Eds.), The handbook of school psychology (3rd ed.). New York: Wiley.

Millman, H. L., Schaefer, C. E., & Cohen, J. J. (1980). Therapies for school behavior problems:
A handbook of practical interventions. San Francisco, CA: Jossey-Bass.

Pfeiffer, S. I., & Reddy, L. A. (1998). School-based mental health programs in the United States:
Present status and a blueprint for the future. School Psychology Review, 27, 84–96.

Preator, K. K., & McAllister, J. R. (1995). Assessing infants and toddlers. In A. Thomas &
J. Grimes (Eds.), Best Practices in School Psychology III (pp. 775–788). Washington, DC:
National Association of School Psychologists.

Rosenfeld, M., Leung, S. W., & Oltman, P. K. (2000). A practice analysis of certified school
psychologists. Princeton, NJ: Educational Testing Service.

Salvia, J. A., & Ysseldyke, J. E. (1995). Assessment in special and remedial education (6th ed.).
Boston: Houghton Mifflin.

Sarason, S. B. (1971). The culture of the school and the problem of change. Boston: Allyn &
Bacon.

Shapiro, E. S. (1996). Academic skills problems: Direct assessment and intervention (2nd ed.).
New York: The Guilford Press.

Sheridan, S. M, & Colton, D. L. (1994). Conjoint behavioral consultation: A review and case
study. Journal of Educational and Psychological Consultation, 5, 211–228.

Sheridan, S. M., Eagle, J. W., Cowan, R. J., & Mickelson, W. (2001). The effects of conjoint
behavioral consultation: Result of a 4-year investigation. Journal of School Psychology,
39, 361–385.

Sheridan, S. M., Welch, M., & Orme, S. F. (1996). Is consultation effective? A review of outcome
research. Remedial and Special Education, 17, 341–354.

Tharinger, D., & Stafford, M. (1995). Best practices in individual counseling of elementary-
age students. In A. Thomas & J. Grimes (Eds.), Best practices in school psychology III
(pp. 893–908). Washington, DC: National Association of School Psychologists.

Welch, M., Brownell, K., & Sheridan, S. M. (1999). What’s the score and game plan on teaming
in schools: A review of the literature on team teaching and school-based problem-solving
teams. Remedial and Special Education, 20, 36–49.



4

Providing Services within a
School-Based Intensive
Mental Health Program

ANNE K. JACOBS, CAMILLE RANDALL, ERIC M.
VERNBERG, MICHAEL C. ROBERTS, and

JOSEPH E. NYRE

As outlined in the Individuals with Disabilities Education Act (IDEA, 1990,
1997), emotional disturbance (ED) is designated by a multidisciplinary
team, including the parents, when a child shows a number of difficulties
in functioning. Within the group labeled ED, impairments in functioning
range from relatively mild difficulties that can typically be managed in reg-
ular educational settings (with additional supports) to moderate or severe
disturbances in multiple domains (Hodges, 2004). It is this more severely
disturbed spectrum of children with serious emotional disturbance (SED)
that is most in need of the intensive mental health service model described
here. Children with severe SED struggle to function day by day, despite ef-
forts of family members, school personnel, and mental health profession-
als. Within the classroom, they may withdraw and refuse to participate in
learning exercises or may become disruptive, interfering with other stu-
dents’ learning. Coexisting learning disabilities often hinder educational
progress, and compound the interference produced by difficulties in mood
and behavior. All of these factors contribute to long-term academic failure
and low rates of graduation from high school (Duchnowski, 1994; Rubin,
Daniels-Beirness, & Bream, 1984; U.S. Department of Education, 1991).
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Children with SED may also show a variety of bizarre and dangerous be-
haviors that result in restrictive, out-of-home placement (e.g., residential
treatment center, juvenile detention facility, or psychiatric hospitalization).
In many instances, a cycle develops wherein the extreme behaviors of chil-
dren with SED are countered with negative, controlling adult behaviors both
at home and at school (Long, 1995; Shores, Gunter, & Jack, 1993).

Over time, mental health professionals have used diverse treatments
in an effort to help children with SED. Inpatient hospitalization, residential
programs, and day treatment have historically been used to treat chil-
dren showing severe impairments in functioning. The challenges faced
by these services include ensuring the generalization and maintenance of
treatment effects after discharge (Weisz, Donenberg, Han, & Weiss, 1995;
Weisz, Weiss, & Donenberg, 1992), and difficulties in decreasing the be-
havior problems of children presenting with multiple psychiatric diagnoses
(Jacobs, 2002). Research suggests a pattern in which children with severe
impairments who are removed from their typical environments for treat-
ment showed difficulties in functioning once they are returned to their typ-
ical settings (Ringeisen & Hoagwood, 2002). Alternatively, systems-of-care
approaches relying heavily on community mental health centers (CMHC)
offer the possibilities of providing a variety of services on an outpatient
basis while children remain at home and in school. Obstacles faced in
these systems of care include limited implementation of empirically sup-
ported treatments and difficulties in securing resources for sustaining the
intensive, coordinated services that children with SED require. Ultimately,
it is the schools that are responsible for maintaining the children’s be-
haviors and providing appropriate education for much of the day. Self-
contained behavioral disorder (BD) programs are frequently called on to
manage the behaviors of children with SED for part or all of the school day.
Unfortunately, severely impaired children served through self-contained
BD programs alone, or in conjunction with the diverse services available
from community mental health centers or private practice mental health
professionals, often continue to show poor outcomes overall (Greenbaum
et al., 1996; Osher, Osher, & Smith, 1994). Families, researchers, and clin-
ical practitioners continue to search for effective models for working with
children with SED.

CHARACTERISTICS OF THE INTENSIVE MENTAL
HEALTH PROGRAM

The Intensive Mental Health Program (IMHP) is a school-based thera-
peutic classroom designed to address the needs of children with moderate-
to-severe SED through diverse, comprehensive services (Vernberg, Roberts,
& Nyre, 2002). One unique characteristic of the IMHP is to require children’s
continued enrollment in their original, neighborhood school for half of their
school day to facilitate the goal of an eventual full-time transition back to
the neighborhood school. The neighborhood schools, then, are commit-
ted to maintaining educational ownership for IMHP students and creating
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solutions (often in consultation with IMHP staff) for demanding behaviors
with extant resources for the portion of the day the IMHP students attend.
Although the IMHP is school-based, each child’s individualized behavior
program follows him or her throughout the day at the neighborhood school,
home, and any extracurricular activities. The IMHP strives for a consistent
behavioral program to be in effect for the child for all hours he or she is
awake. If nocturnal enuresis is a presenting problem, the behavioral pro-
gram may even extend into sleeping hours.

The IMHP is also characterized by its provision of an array of evidence-
based psychosocial and biomedical treatments. Modalities include individ-
ual therapy, group therapy, evaluations of medication trials, social skills
training, anger management, relaxation, and instruction of other coping
skills. Services for medically fragile children are also coordinated and im-
plemented as needed in specific cases. The IMHP staff provides consis-
tent consultation on the children’s behavior across settings, therapeutic
needs, and academic progress with parents, guardians, and other service
providers in an effort to synthesize therapeutic modalities. The IMHP orga-
nizes service coordination with all other service providers so as to prevent
the piecemeal services between agencies and to encourage the generaliza-
tion of treatment effects once the child transitions out of the IMHP. Finally,
the program is characterized by its rigorous collection and evaluation of
data from empirically valid measures. Information is constantly gathered
on children’s functioning in a variety of settings from a variety of infor-
mants. These data are evaluated weekly in team and supervision meetings
to inform clinical decisions. This informational database has also been an-
alyzed to add to the growing body of literature on the effective treatment of
children with SED (e.g., Greenbaum et al., 1996; Hoagwood & Cunningham,
1992; Osher et al., 1994). Taken together, these characteristics address
the significant emotional, behavioral, and academic needs of children with
SED and endeavor to produce more positive outcomes for this high-risk
population.

CREATION AND COST OF THE IMHP

The IMHP was created in 1996 to address the challenges of serving
children with SED in the schools and is a joint venture between the
Lawrence Public Schools and the Clinical Child Psychology Program
at the University of Kansas. It began with one half-day classroom and
expanded to four classrooms within 5 years. The IMHP can now serve 24
children in a district with 5,500 elementary school children. Faculty and
postdoctoral fellows from the Clinical Child Psychology Program serve
as clinical supervisors for master’s level psychologists, who are students
enrolled in the doctoral program at KU. The classroom therapists are
employed directly by the school district. Participating special education
teachers, paraprofessional teachers, principals, school psychologists, and
social workers are all employees of the Lawrence Public Schools. The
annual cost for providing these intensive services, including salaries for
the core classroom staff, currently averages $9,300 per child. After federal
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and state reimbursement for special education services, the average cost
to the school district is reduced to under $6,000 per child. Compared to
alternative settings such as juvenile detention centers, residential treat-
ment centers, and inpatient hospitalization, the IMHP costs significantly
less (Nyre, Vernberg, & Roberts, 2003). The strong investment of money
and space made by the school district helps ensure the ownership and
stability of high-quality services through the IMHP.

STAFF REQUIREMENTS OF THE IMHP

Due to the extreme behaviors demonstrated by the children admitted
to the IMHP and the intensity of services provided, a ratio of three staff
for six children is maintained in each classroom. The core classroom staff
includes (a) a special education teacher, who serves as the lead teacher;
(b) a paraprofessional teacher, who assists both in academic and behav-
ioral interventions; and (c) two master’s level therapists, who alternate days
in the classroom, provide individual and group therapy, coordinate and
monitor the implementation of the service plan, and conduct home visits.
Outside of the classroom are doctoral-level psychologists who provide su-
pervision and consultation for the behavioral and therapeutic interven-
tions implemented in the classroom, neighborhood schools, and in-home
interventions. A school social worker is assigned to each classroom and
aids the implementation of the service plan with the neighborhood school
and outside service providers. A school psychologist provides consultation
regarding the Individualized Education Plan (IEP) service plan implemen-
tation, school policies and procedures, and state and federal educational
regulations. Each classroom has a treatment, outcome, and process con-
sultant (TOP), who collects, analyzes, and presents data to inform clinical
decision making and for research purposes. A child psychiatrist may also
serve as part of the team to consult regarding medication management.

Nine guiding principles were central in the development of the IMHP

as a program to obtain better outcomes for children with SED who were
not succeeding in public schools despite receiving numerous services
(Vernberg et al., 2002). The children requiring placement in the IMHP typ-
ically present with more than one psychiatric diagnosis, have numerous
service providers, and have homes characterized by stress, and sometimes
chaos. The nine guiding principles were influenced by the research on
empirically supported treatments for children (e.g., American Academy of
Child and Adolescent Psychiatry, 1997; Lonigan & Elbert, 1998) and the
Child and Adolescent Service System Program (CASSP) principles (Day &
Roberts, 1991). The IMHP principles are: (a) maintain placement in the
child’s home and neighborhood school, (b) emphasize an empirical ap-
proach to guide interventions, (c) focus on cognitive and behavioral skill
development, (d) attend to cross-setting linkages and events, (e) empha-
size generalization and maintenance of treatment outcomes, (f ) collaborate
with family members and other service providers involved with the child,
(g) view assessment and diagnosis as an ongoing process, (h) maintain a
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developmental focus, and (i) cultivate an authoritative parenting style for
adults involved with the child. These nine guiding principles are central to
the service delivery features and the treatment features of the IMHP.

SERVICE DELIVERY FEATURES

Service delivery features are held constant across all children in the
IMHP and are organized into six areas of service: therapeutic classroom,
neighborhood school, home, collaboration, transition, and supervision.

Therapeutic Classroom

Children are expected to attend the classroom 3 hours a day, 5 days a
week. They receive at least 30 minutes of individual therapy twice a week
and 40 minutes of group therapy (social skills group) 4 days each week.
Group check-in, where children share thoughts, feelings, and goals, occurs
for 15 minutes each day (i.e., processing group). The intensity of services
necessitates a child-to-staff ratio that is relatively smaller than typical spe-
cial education services. No more than six children are in a classroom with
three staff members. The IMHP develops and follows an individualized be-
havior plan that utilizes a modified token economy. Classroom staff rate
children’s attainment of individual target behaviors on individualized point
sheets and complete daily symptom rating forms every day. Children who
earn a specified percentage of their points are allowed to participate in
daily free time and special activities each week. Those who do not earn
the needed percentage of points use the free time to do academic work.
Gotcha tickets (“Gotcha being good’’), part of the modified token economy,
are earned by the children every day. Children can turn in their tickets
for small toys during Gotcha ticket shopping, which is held once a week
for older children and twice a week for the younger group. Whereas the
point sheet feature is a type of response-cost system, the Gotcha system
primarily utilizes positive reinforcement. It also allows staff to monitor how
frequently each child receives praise and positive feedback.

Neighborhood Schools

Children are expected to attend their neighborhood schools for 3 hours
each school day. Similar to the therapeutic classroom, the teachers in the
neighborhood school rate students’ target behaviors on their point sheets
and utilize consistent behavioral strategies during the portion of the day
that they attend. Gotcha tickets are also used to reward desired behaviors
in the neighborhood school. Especially as children approach transitioning
back to their neighborhood schools full time, the Gotcha system is faded
or schools are encouraged to set up their own reward systems.
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Home

Home service features include ongoing collaboration with their par-
ents or caregivers, with the goal of maintaining children in a family set-
ting whenever possible. Parents and guardians are trained in behavioral
strategies, taught how to rate target behaviors on the point sheet, and are
encouraged to hand out Gotcha tickets each day. Parents also agree to
participate in home visits by the IMHP staff at least twice a month. The
content of these visits reflects the family’s need and may include fam-
ily therapy, monitoring cleanliness and safety, providing help with basic
needs, consultation on specific problem behaviors, or simply checking up
on family progress toward goals for their children.

Collaboration

While children are in the IMHP, several collaboration features are of-
fered. The masters-level therapists take the lead on the behavioral and
therapeutic interventions without disrupting helpful service provision al-
ready in place. The IMHP staff coordinates services and thus draws from
expertise already present in the children’s lives. This activity is no small
feat because many enrollees received numerous services prior to their ad-
mission to the IMHP; as an extreme example, one child had over 20 inde-
pendent service providers. Unfortunately, for children referred to the IMHP,
such services have often been accessed in a piecemeal fashion, with no
overall treatment plan or complete assessment of the various factors at
play in the children’s lives.

The IMHP staff developed a number of documents and procedures in an
effort to provide better service coordination. IMHP staff distributes a collab-
orative contacts form, listing contact information for all service providers,
to everyone involved with the child within the child’s first month in the
program. During this first month, the IMHP therapists also develop and
distribute a comprehensive service plan to all service providers listing spe-
cific goals and objectives in multiple settings and domains of function-
ing (Vernberg et al., 2002). The IMHP staff collaborates with neighborhood
school staff weekly regarding the children’s behavior and the use of the
behavior management system. Core Team meetings involving the parents
or guardians, neighborhood school staff, and all involved service providers
are organized by IMHP staff every 4–6 weeks for each child. If the children
are receiving psychotropic medications, as many do, the IMHP staff meets
with the medication prescriber and provides a summary of target behaviors
and daily symptom ratings at least once a month.

Transitions

As children begin to function at a level where they can successfully
transition to their neighborhood school full time, as evidenced by the var-
ious data collected, the IMHP staff holds a transition meeting with the
neighborhood school and service providers. A written agreement detailing
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the timeline for the transition and any services to be provided following
the transition is developed and signed by all involved parties. The imple-
mentation of this transition plan is reviewed with the child’s team 2 and
4 weeks after the transition to ensure that the plan is going smoothly or
to problem-solve around any difficulties that arise. Although each transi-
tion plan is individually tailored to the child’s needs, a gradual increase
in time spent in the neighborhood school, supported by consultation and
careful monitoring by IMHP staff, are hallmarks of the transition process.
IMHP personnel also contact the family and neighborhood school staff 3 and
6 months after the transition is completed to provide additional consulta-
tion and support as needed.

Supervision

Clinical supervision features occur throughout the child’s treatment
in the IMHP. Therapists complete a comprehensive evaluation form for each
child. This evaluation includes developmental and behavioral history and
assessment of current functioning across several domains. It is completed
within each child’s first month in the program and is updated at least
once a month. Therapists discuss each child’s case with a doctoral-level
psychologist during clinical supervision at least once a week. Social skills
and emotion management groups are planned during supervision and care
is taken to ensure that didactic and experiential material addresses each
child’s level of comprehension or functioning. Supervision is also available
during nonscheduled times as crises emerge. The entire IMHP classroom
staff meets together once a week for at least 40 minutes to review classroom
procedures and discuss each child’s progress.

PSYCHOLOGICAL TREATMENT FEATURES

The treatment features are child-specific, based upon the information
gathered by the IMHP team regarding each child’s strengths and emotional,
behavioral, and academic concerns. These features are the “active ingre-
dients’’ of each child’s treatment and are delivered by way of the service
delivery features. The service plan developed under IDEA regulations and
procedures provides a brief summary of the treatment features for each
child and is organized by the following domains: home, therapy, medical,
academic, and service coordination. Plans are distributed to the child’s
family and all involved service providers and are modified in consultation
with everyone involved in the child’s care. Treatment features are further
categorized into case conceptualization, treatment selection, and treatment
implementation.

The therapists develop a comprehensive case conceptualization for
each child within 1 month of admission. A thorough case history is gath-
ered along with an evaluation of current functioning that includes informa-
tion from empirically supported, psychometrically sound, age-appropriate
measures. The IMHP team gathers information from multiple informants
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including the children, parents or guardians, neighborhood school staff,
other service providers, and direct observation of the children in a vari-
ety of settings. Based on the presenting concerns, therapists incorporate
information from available practice parameters for assessment and case
conceptualization (e.g., American Academy of Child and Adolescent Psychi-
atry, 1997). Therapists create the case formulation by considering numer-
ous paradigms (e.g., biological, behavioral, cognitive, cognitive-behavioral,
family systems, attachment, and cultural and socioeconomic factors). This
case conceptualization is reviewed and modified as additional information
becomes available.

The course of treatment closely follows the initial case conceptualiza-
tion. When selecting appropriate treatments, the IMHP staff first works with
the child’s parents and neighborhood school staff to agree upon treatment
goals or measurable targets for change. These treatment goals fall into a
variety of areas including biological regulation, overt behavior, social cogni-
tions, and relations with family members, peers, and teachers. Additional
environmental factors that may cause or maintain undesirable behavior
also become a focus of the treatment goals. Therapists select interventions
that are appropriate to the case conceptualization and treatment goals
and that have been determined to be efficacious or probably efficacious
(Lonigan & Elbert, 1998).

Treatment implementation is fine tuned through clinical supervision
each week. During these supervision times, Research consultants present
graphs of behavioral data from the Daily Point Sheets and Daily Symptom
Rating scales. Therapists and supervisors rely on these data as objective
behavioral indicators of child functioning. The progress of treatment im-
plementation in the IMHP, neighborhood school, and the child’s home is
reviewed, as well as the child’s progress in individual and group ther-
apy. Supervisors provide guidance on difficulties that arise in individ-
ual or group therapy or in working with the family, neighborhood school,
and other service providers. Supervisors use relevant research to guide
therapists through treatment decisions. A semistructured supervisory for-
mat maintains a solution-focused atmosphere and ensures that previously
assigned therapeutic tasks are attempted or achieved.

ADMISSION TO THE IMHP

Children are referred to the IMHP by the multidisciplinary team in their
neighborhood school when a critical need for services has been identified.
This need becomes evident when these children continue to function poorly
despite receiving numerous services in their neighborhood schools, includ-
ing placement in Behavior Disorders classrooms, and, often, services from
outside service providers. Children may be referred to the IMHP following in-
patient hospitalization or a serious attempt to harm themselves or someone
else. Once the referral has been made, the IMHP staff conducts an evalua-
tion of the child’s functioning. Information is gathered from the family and
other adults involved in the child’s life. Therapists also glean information
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from standardized behavioral scales and observations in the neighborhood
school. If the IMHP Admissions Team deems the referral appropriate, the
IMHP sends representatives to the child’s IEP meeting to discuss the eval-
uation and recommendation for admission to the IMHP. The decision to
place a child in the IMHP is made by the multidisciplinary team, includ-
ing the child’s parents, at the neighborhood school. If the family and team
agree to admission, the services provided by the IMHP are documented in the
child’s IEP. The neighborhood school staff maintains responsibility for the
child’s IEP.

DIAGNOSES AND BACKGROUND OF CHILDREN IN THE IMHP

All children admitted to the IMHP have demonstrated dangerous, dis-
organized, or severely disruptive behaviors. They have received at least
one Diagnostic and Statistical Manual—Fourth Edition [DSM-IV] diagnosis,
though most have more than one diagnosis on record. A majority of IMHP

students are diagnosed with a disruptive behavior disorder. Many also dis-
play symptoms of anxiety and mood disorders. Approximately one third of
the children enrolled in the first 5 years displayed psychotic features at
some point during treatment (Vernberg, Jacobs, Nyre, Puddy, & Roberts,
2004), and a significant proportion of the children meet the criteria for
Posttraumatic Stress Disorder. In addition to emotional and behavioral
difficulties, many of the children also have learning difficulties. Otherwise
well-functioning families may have difficulty addressing the index child’s
extreme behaviors. However, 70% of the families have a history character-
ized by notable family dysfunction such as domestic violence, child abuse
or neglect, out-of-home placement for the child, or parental psychiatric
or substance abuse problems (Vernberg et al., 2004). These families have
often been involved with child protection, juvenile corrections, and commu-
nity mental health services. At the time of admission, 20% of the children
were living out of the home in foster care, therapeutic group homes, the ju-
venile detention center, or other residential settings (Vernberg et al., 2004).

PROVIDING THE NECESSARY PHYSICAL STRUCTURE
WITHIN THE SCHOOLS

Several elements of the IMHP physical environment have been found to
be helpful in providing the service delivery and treatment features. Class-
rooms that are large enough to provide space for group therapy separate
from the academic space help children distinguish between school work
and the types of activities associated with psychotherapy. If a child be-
comes overly disruptive during group therapy or academics, the separate
spaces in the classroom allow the child or the rest of the class to be moved
to stop possible social reinforcement or modeling of inappropriate behav-
ior. Having a seclusionary time-out room inside the IMHP classroom has
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been extremely advantageous. Close proximity allows children to be moved
quickly to time-out, which prevents or reduces time in physical restraint
and reduces the risk to others. Staff observing the child in time-out can
easily signal other staff if they need to be relieved or require additional
help keeping the child safe. Occasionally, children become so disruptive in
time-out that it becomes necessary to have the rest of the class temporarily
relocate (to the library, for instance). IMHP staff supervises all seclusion-
ary time-outs closely. Behaviors displayed before and during time-outs are
carefully documented and are reviewed and signed by at least two staff
members. Parents receive a copy of the time-out log.

For the modified token economy, having a closet or cabinet space avail-
able for housing the Gotcha ticket store helps keep the items organized and
separate from personal belongings or classroom materials. It also allows
the store items to be secured out of the children’s view during nonshopping
times, thereby avoiding distractions during academic and therapy time.
Finally, having toys and games that encourage social skills practice during
earned free time is important to the overall classroom climate and for the
generalization of learned skills.

PROVIDING THERAPY WITHIN THE SCHOOLS

Some school principals have been able to provide a consistent, private
location for individual therapy when a classroom has been placed in their
school building. In other cases, therapists balance needs for confidential-
ity and avoid disrupting the routines of other students as they search for
a suitable space for therapy. Some spaces offered by schools for individ-
ual therapy, despite being private and nondisruptive to other students, are
not deemed appropriate for use. More humorous examples from our his-
tory include staff bathrooms and chemical-laden cleaning closets. Using
classrooms during off-periods or the offices of half-day staff can be good
compromises. It has been important to review rules to encourage children
to respect the classrooms and offices of others. Though it is preferable to
have individual therapy in a standard location each session, this has not al-
ways possible. In these cases, both the child and therapist remain flexible,
moving themselves and needed therapeutic materials to different locations.
The lack of a consistent individual therapy room may have limited the use
of certain therapeutic tools such as sand trays or large dollhouses. Typi-
cally, arrangements that are satisfactory to both the therapist and other
school staff have been negotiated with a little effort.

MEASURING EFFECTIVENESS

Daily Measures

The IMHP received a 3-year grant in 2001 from the U.S. Department of
Education for the purpose of evaluating outcomes. This grant allowed the
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hiring of research assistants (TOP consultants), who are not school system
employees, for each of the four classrooms. The TOP consultants collect var-
ious outcome measures that help inform therapists’ treatment decisions
as well as contribute to the overall evaluation of the IMHP. The Daily Point
Sheet and Daily Symptom Ratings are two important sources of informa-
tion on child behavior. The Daily Point Sheet serves three functions: (a) as a
tool for changing child behavior, (b) as a source of communication between
adults in all the children’s settings, and (c) as data for use in evaluating
outcomes. When marking the point sheet, school staff provide a data point
for every 5 minutes of the child’s school day. Parents and guardians pro-
vide qualitative ratings of child behavior after school, around bedtime, and
during the family’s morning routine. IMHP staff completes the Daily Symp-
tom Ratings after the children leave the classroom each day. Symptoms
are rated on a 9-point scale, providing a useful gauge of child behavior as
well as medication effects ratings. TOP consultants graph information from
the Daily Point Sheets and the Daily Symptom Ratings weekly for use in
group supervision, team meetings, and Core Team meetings with parents
and other service providers. These continuous records of functioning help
staff examine patterns of child behavior, possible intervention effects, and
maintain an accurate clinical picture of each child. This is especially help-
ful in cases where those involved with the child encounter a series of crises
and may lose sight of the overall course of treatment and long-term gains
relative to baseline functioning.

Outcome Measures

A number of additional assessment measures also are used through-
out each child’s involvement with the IMHP. Measures and frequencies are:
(a) Child and Adolescent Functioning Assessment Scale (CAFAS; Hodges,
2000; Hodges, Wong, & Latessa, 1998) completed three times a year;
(b) Behavioral Assessment System for Children (BASC; Reynolds & Kam-
phuis, 1992) completed twice a year by parents, IMHP teachers, and neigh-
borhood school teachers; (c) Diagnostic Interview for Children and Ado-
lescents (DICA: Welner, Reich, Herjanic, Jung, & Amado, 1987) at intake;
(d) Parenting Stress Index (PSI: Abidin, 1995) once a year; (e) Hope Scales
(Snyder et al., 1996, 1997) for adults and children once a year; and (f )
HOME Scale (Caldwell & Bradley, 1994) twice a year. As the study contin-
ues, efforts are made to collect the CAFAS and BASC at 6 months and 1 year
following discharge.

INITIAL OUTCOMES

Child Functioning

The funded project to evaluate the effectiveness of the IMHP is still in
progress at the time of this writing. However, initial outcomes were explored
in a study by Vernberg et al. (2004) using CAFAS ratings completed from in-
formation in the children’s files. A significant majority of the 50 children
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(84%) included in this study showed clinically significant improvement in
their overall functioning as measured by the total CAFAS score. An exam-
ination of the individual CAFAS scales found that the children improved
significantly in their behaviors at school and home, behaviors toward oth-
ers, expression of moods and emotions, self-harm, and problems in think-
ing. Significant improvement was not found in their behaviors in the com-
munity, though levels of impairment on this scale were relatively low at
admission. Significant changes were also not seen on the two caregiver
scales that rate the family’s ability to meet the material needs of the child
and the family’s ability to provide social support. In some cases, caregiver
impairment was rated as becoming worse over time. This finding may re-
flect a more thorough observation of the child-rearing environment by the
therapist over the course of treatment. Overall, changes in functioning were
positive over time and the majority of the children in the program success-
fully transitioned back into their neighborhood schools full time.

Factors Related to Outcomes

Factors related to IMHP children with good outcomes versus poorer out-
comes have been examined (Nyre, Roberts, Jacobs, Puddy, & Vernberg,
2002). Results highlight the complexity of the children’s cases, as well
as the importance of the IMHP’s emphasis on service coordination. Bet-
ter agreement and coordination among the IMHP staff, family members,
neighborhood school personnel, and outside service providers were linked
to better outcomes for children in the IMHP. Better outcomes were found
for children who showed greater participation in individual and group
cognitive-behavioral therapy and the individualized behavior management
system. Particular strengths of the IMHP appear to be found in the thera-
peutic interventions addressing difficulties in depressed or anxious mood
and self-harm. Children who did not respond as well to IMHP interventions
tended to be older, received less support from service providers, and had
been diagnosed with more DSM-IV diagnoses. Low responding children re-
mained in the IMHP almost twice as long as other children before transition-
ing full time back to their neighborhood schools. This finding may reflect
more entrenched habits, more severe or complex presenting concerns, or
more variable approaches among concurrent environments and systems.

Family Involvement

Given the apparent importance of family participation (Nyre et al.,
2002), investigators examined levels of family involvement in treatment
and child functioning (Richards, Bowers, Lazicki-Puddy, Krall, & Jacobs,
2002). Family involvement was measured by (a) parents’ completion of the
Daily Point Sheet ratings, (b) written notes to IMHP staff in the comments
section of the point sheet, (c) attendance at Core Team and other treatment
meetings, and (d) facilitating home visits by therapists. Parents who wrote
more notes to IMHP staff on the Daily Point Sheet had children who engaged
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in less self-harmful behaviors and demonstrated greater improvements in
overall functioning at discharge. Parents who had greater attendance at
IMHP Core Team meetings also demonstrated a greater ability to provide a
safe and supportive home environment for their children. Finally, in fam-
ilies where the caregivers were less able to meet their children’s material
needs, it was found that IMHP therapists made more frequent home visits
to try to help enhance their resources.

FUTURE DIRECTIONS

Initial studies of the effectiveness of the IMHP for treating children with
SED show promising results. The completion of the grant project will permit
more comprehensive outcome studies, integrating information from all the
measures administered to children, their families, and school staff. Out-
comes for children receiving services in the IMHP will be evaluated against
outcomes for comparison groups of children who received services from a
local community mental health center or who received special educational
services for at least half their school day each week. The evaluation of the
IMHP and comparison groups will include behavioral and financial data.

The rich level of data collected in the IMHP evaluation will allow in-
teresting examinations of processes and outcomes. Individual factors that
predict varying child outcomes can be explored. Similarly, examinations
of the functioning of systems in which children live can be conducted.
Current projects address aspects of service coordination in the IMHP and
satisfaction with the IMHP by various stakeholders (e.g., children, parents
or guardians, neighborhood school staff). Children with SED present clini-
cally with a diverse number of symptoms and experiences. Treatment re-
sponse for subgroups of children, such as children exposed to single trau-
mas versus children who endured a series of traumatic events, can be
explored.

Children with severe SED can pose challenges to service delivery, but
positive gains can be made with the type of service organization and deliv-
ery provided through the IMHP. One possible way to replicate the IMHP model,
in part, would be to examine the effects of the critical treatment compo-
nents (e.g., enhanced behavior management, consultation, service coordi-
nation, family involvement, individual therapy, group therapy, and process
groups) when applied to a typical, self-contained BD program. Additional
replications could involve integrating clinical child psychologists to address
the diverse needs of children with severe SED within a school.

One of the strengths of the IMHP is its linkage to a university. This as-
pect provides a large number of qualified therapeutic staff, a strong empir-
ical foundation, and program evaluation expertise or staff. School districts
without nearby universities could establish linkages with local professional
psychologists and other mental health providers possessing expertise in
treatment of severe childhood disorders. When integrating outside profes-
sionals, it is important to clearly delineate roles so as to avoid turf issues
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between outside psychologists and psychologists already within the school.
Creating an environment of mutual respect between diverse professionals,
collaborating as a team, and turning to the scientific literature to solve dif-
ferences of opinion are ways in which turf problems have been minimized
through the IMHP (Roberts, Jacobs, Puddy, Nyre, & Vernberg, 2003). The
model of IMHP service delivery not only shows promise in outcomes for
children with severe SED, but it also provides a favorable example of child-
focused, professional collaboration.

REFERENCES

Abidin, R. (1995). Parenting Stress Index professional manual (3rd ed.). Odessa, FL: Psycho-
logical Assessment Resources, Inc.

American Academy of Child and Adolescent Psychiatry. (1997). Practice parameters for the
assessment and treatment of children and adolescents with conduct disorder. Journal
of the American Academy of Child and Adolescent Psychiatry, 36(10 Supplement), 122S–
139S.

Caldwell, B. M., & Bradley, R. H. (1994). Environmental issues in developmental follow-up
research. In S. L. Friedman & H. C. Haywood (Eds.), Developmental follow-up (pp. 235–
256). San Diego: Academic.

Day, C., & Roberts, M. C. (1991). Activities of the Child and Adolescent Service System Pro-
gram from improving mental health services for children and families. Journal of Clinical
Child Psychology, 20, 340–350.

Duchnowski, A. J. (1994). Innovative service models: Education. Journal of Clinical Child
Psychology, 23(Suppl.), 13–18.

Greenbaum, P. E., Dedrick, R. F., Friedman, R. M., Kutash, K., Brown, E. C., Lardieri, S. P.
et al. (1996). National Adolescent and Child Treatment Study (NACTS): Outcomes for
children with serious emotional and behavioral disturbance. Journal of Emotional and
Behavioral Disorders, 4, 130–146.

Hoagwood, K., & Cunningham, M. (1992). Outcomes of children with emotional disturbance
in residential treatment for educational purposes. Journal of Child and Family Studies,
1, 129–140.

Hodges, K. (2000). Child and Adolescent Functional Assessment Scale (3rd ed.). Ypsilanti, MI:
Eastern Michigan University.

Hodges, K. (2004). Child and Adolescent Functional Assessment Scale (CAFAS). In M. E.
Maruish (Ed.), The use of psychological testing for treatment planning and outcome as-
sessment (3rd ed., pp. 405–442). Hillsdale, NJ: Lawrence Erlbaum.

Hodges, K., Wong, M. M., & Latessa, M. (1998). Use of the Child and Adolescent Functional
Assessment Scale (CAFAS) as an outcome measure in clinical settings. Journal of Behav-
ioral Health Services & Research, 25, 325–336.

Individuals with Disabilities Education Act. (1990). Pub. L. No. 101-476; 20 U. S. C.
Chapter 33.

Individuals with Disabilities Education Act, Amendments. (1997). Pub. L. No. 105-17.
Jacobs, N. J. (2002). A program evaluation assessing outcomes of youth admitted to

a psychiaric community facility: A study of the impact of policy change over time
(Doctoral dissertation, University of Kansas, 2002). Dissertation Abstracts International,
63, 2587.

Long, N. J. (1995). Why adults strike back: Learned behavior or genetic code? Journal of
Emotional and Behavioral Problems, 4, 11–15.

Lonigan, C., & Elbert, J. (Eds.). (1998). Special issue on empirically supported psychosocial
interventions for children. Journal of Clinical Child Psychology, 27, 138–226.

Marsh, D. T., & Fristad, M. A. (Eds.). (2002). Handbook of serious emotional disturbances in
children and adolescents. New York: Wiley.



INTENSIVE MENTAL HEALTH PROGRAM 61

Nyre, J. E., Roberts, M. C., Jacobs, A. K., Puddy, R. W., & Vernberg, E. M. (2002, August).
Treating SED in an intensive school-based mental health program. In E. M. Vernberg
(Chair), EBT and children who are impulsive, aggressive, psychotic, and failing. Sympo-
sium conducted at the annual convention of the American Psychological Association,
Chicago.

Nyre, J., Vernberg, E. M., & Roberts, M. C. (2003). Serving the most severe of serious emo-
tionally disturbed students in school settings. In M. D. Weist, S. W. Evans, & N. A. Lever
(Eds.), Handbook of school mental health: Advancing practice and research (pp. 203–222).
New York: Kluwer.

Osher, D., Osher, T., & Smith, C. (1994). Toward a national perspective in emotional and
behavioral disorders. Beyond Behavior, 6, 6–17.

Reynolds, C. R., & Kamphuis, R. W. (1992). Behavior Assessment System for Children: Manual.
Circle Pines, MN: American Guidance Association.

Richards, M. M., Bowers, M. J., Lazicki-Puddy, T., Krall, D., & Jacobs, A. K. (2002, October).
The influence of family involvement on changes in child functioning within a school-based
intensive mental health program. Poster presented at the Kansas Conference in Clinical
Child and Adolescent Psychology, Lawrence, Kansas.

Ringeisen, H., & Hoagwood, K. (2002). Clinical and research directions for the treatment
and delivery of children’s mental health services. In D. T. Marsh & M. A. Fristad (Eds.),
Handbook of serious emotional disturbance in children and adolescents (pp. 33–55). New
York: Wiley.

Roberts, M. C., Jacobs, A. K., Puddy, R. W., Nyre, J. E., & Vernberg, E. M. (2003). Treating
children with serious emotional disturbances in schools and the community: The Inten-
sive Mental Health Program. Professional Psychology: Research and Practice, 34, 519–526.

Rubin, K. H., Daniels-Beirness, T., & Bream, L. (1984). Social isolation and social problem
solving: A longitudinal study. Journal of Consulting and Clinical Psychology, 52, 17–25.

Shores, R. E., Gunter, P. L., & Jack, S. L. (1993). Classroom management strategies: Are they
setting events for coercion? Behavioral Disorders, 18, 92–102.

Snyder, C. R., Hoza, B., Pelham, W. E., Rapoff, M., Ware, L., Danovsky, M. et al. (1997). The
development and validation of the Children’s Hope Scale. Journal of Pediatric Psychology,
22, 399–421.

Snyder, C. R., Sympson, S. C., Ybasco, F. C., Borders, T. F., Babyak, M. A., & Higgins, R. L.
(1996). Development and validation of the State Hope Scale. Journal of Personality and
Social Psychology, 2, 321–335.

U.S. Department of Education. (1991). To assure the free appropriate public education of all
children with disabilities: Annual report to Congress on the implementation of the Individ-
uals with Disabilities Act (13th ed.), Washington, DC: Author.

Vernberg, E. M., Jacobs, A. K., Nyre, J. E., Puddy, R. W., & Roberts, M. C. (2004). Innovative
treatment for children with serious emotional disturbance: Preliminary outcomes for a
school-based intensive mental health program. Journal of Clinical Child and Adolescent
Psychology, 33, 359–365.

Vernberg, E. M., Roberts, M. C., & Nyre, J. (2002). School-based intensive mental health treat-
ment. In D. T. Marsh & M. A. Fristad (Eds.), Handbook of serious emotional disturbances
in children and adolescents (pp. 412–427). New York: Wiley.

Weisz, J. R., Donenberg, G. R., Han, S. S., & Weiss, B. (1995). Bridging the gap between
lab and clinic in child and adolescent psychotherapy. Journal of Consulting and Clinical
Psychology, 63, 688–701.

Weisz, J. R., Weiss, B., & Donenberg, G. R. (1992). The lab versus the clinic: Effects of child
and adolescent psychotherapy. American Psychologist, 47, 1578–1585.

Welner, Z., Riech, W., Herjanic, B., Jung, K. G., & Amado, H. (1987). Reliability, validity, and
parent–child agreement studies of the Diagnostic Interview for Children and Adolescents
(DICA). Journal of the American Academy of Child and Adolescent Psychiatry, 26, 649–653.



5

Inpatient Pediatric
Consultation–Liaison
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BRYAN D. CARTER and RENEE T. VON WEISS

As the scope of this book illustrates, there are many forms and modalities
of mental health services for children and their families. One such venue
is that of Pediatric Consultation–Liaison (Peds C/L). Within this modality,
a specialized child mental health consultant (typically a pediatric psychol-
ogist or child psychiatrist) advises the physician or provides direct ser-
vices to medically hospitalized children regarding behavioral, emotional,
or familial aspects of the child’s symptoms and illness (Drotar, Spirito &
Stancin, 2003; Kazak, 2002). As a subspecialty practice, Peds C/L rep-
resents perhaps the most active collaboration between pediatricians and
child psychologists and psychiatrists (Olson, Mullins, Chaney, & Gillman,
1994; Walker, 1988).

PREVIOUS RESEARCH ON PEDIATRIC
CONSULTATION–LIAISON SERVICES

Despite a long history of Peds C/L services (Fritz, 1990; Lewis, 1994;
Lewis & King, 1994; Roberts, Mitchell, & McNeal, 2003; Routh, 1985;
Stabler, 1988), there is a relative dearth of studies characterizing the ar-
ray of services provided by Peds C/L services despite their centrality to
hospital-based pediatric psychology and child psychiatry. In one of the
first studies of referral problems to a Peds C/L service, Drotar (1995)
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surveyed 528 children and adolescents who were pediatric inpatients. The
most frequently reported referral questions included evaluation of devel-
opmental delay, adaptation and adjustment to chronic illness or physical
disability, concerns regarding the psychological factors in physical symp-
tom presentation, behavior problems, and managing psychological crises
(Drotar et al., 2003).

Olson et al. (1988) at the University of Oklahoma Health Sciences Cen-
ter (where the first formal training program in pediatric psychology was es-
tablished) conducted a retrospective review of the records of 749 inpatient
referrals seen by their pediatric psychology service at Oklahoma Children’s
Hospital over a 5-year period. Referrals seen, in order of greatest frequency,
were depression or suicide attempt, adjustment problems to chronic ill-
ness, and behavior problems. General Pediatrics requested consultations
most frequently, followed by Surgery and Adolescent Medicine. Almost a
third of the children seen for in-hospital consultation were subsequently
seen for outpatient follow-up. Health care professionals making referrals
were generally very satisfied with the services of the Peds C/L team and
expressed a high likelihood of making future referrals for consultation.

In a similar study, Rodrigue and colleagues (1995) conducted an ar-
chival review of 1,467 records of in-hospital (n = 448) and outpatient
(n = 1,019) referrals to a health sciences center-based pediatric psychol-
ogy service at the University of Florida Health Sciences Center from 1990 to
1993. General Pediatrics (40%), Pediatric Hematology or Oncology (31%),
Adolescent Psychiatry (15%), Pediatric Intensive Care (5%), and the Burn
Unit (4%) accounted for most of the inpatient referrals. The most common
reason for referral (inpatient and outpatient) was assessment of cognitive
or neuropsychological functioning (reflecting the strong psychological as-
sessment orientation of this particular Peds C/L service) followed by ex-
ternalizing behavior problems, comprehensive psychological evaluation,
presurgery or transplant evaluation, and adjustment problems to chronic
illness. A retrospective survey of 143 referring health professionals indi-
cated generally high overall satisfaction with service quality.

In the Knapp and Harris 10-year review of clinical reports (1998a) and
treatment outcome (1998b) studies on pediatric consultation–liaison child
psychiatry, the authors surveyed both the categorical (illness-specific) and
noncategorical investigations into the psychiatric care of medically ill chil-
dren. They concluded that pediatric consultation–liaison services are in-
creasingly playing a role in meeting the emotional and behavioral needs of
pediatric inpatients via facilitation of individual and family adaptation to
the stressors associated with chronic illness.

Carter et al. (2003) at the University of Louisville School of Medicine
conducted a prospective case-controlled study of pediatric inpatients re-
ferred for consultation at Kosair Children’s Hospital. One hundred and
four referrals were matched with nonreferred controls for age, gender, and
illness type or severity and completed parent- and self-report behavioral
rating scales to assess for adjustment or functioning. Nurses completed in-
hospital ratings of behavioral or adjustment difficulties. Goal attainment
and satisfaction ratings were obtained from the referring physicians,
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parents or guardians, and the consultant. Results from this, the only
case-controlled study of Peds C/L services, indicated that referrals exhib-
ited more behavior, adjustment or coping difficulties than nonreferrals by
parent-, nurse- and self-report. Some of the most frequently employed in-
terventions included coping strategies interventions, cognitive and behav-
ioral therapies, and case management. Referring physician and consultant
ratings of goal attainment were high, as were physician ratings of satis-
faction and parent or guardian ratings of overall helpfulness of the Peds
C/L service.

THE CHILDREN’S HOSPITAL ENVIRONMENT

Setting Characteristics

As a consultant, the Peds C/L professional must constantly be cog-
nizant of the fact that they are seeing the pediatric patient “by invitation’’
of the attending physician and their medical team, and may be one of many
consultants asked to provide input to the case (Drotar, 1995; Fritz, 1993a).
Thus, for the consultant as an “outsider,” there are certain expectations
and rules of etiquette that are critical to follow, which requires a sophisti-
cated understanding of the structure and hierarchy of the medical system
in general, and the consultant’s specific health care setting. The consul-
tant role is thus one of collaboration with the system of medical care, not
resistance to it. This knowledge and awareness are critical to the success
of the consultation process, and maximizes the development of recommen-
dations and interventions that can be implemented with the support and
participation of the health care team.

As Fritz (1993a) has indicated, one component of understanding the
medical system is developing a working knowledge of children’s hospital
systems in general, as well as the unique aspects of the hospital envi-
ronment in which the consultant is operating. In general, there are three
basic types of hospitals, each with their own unique mission and values:
the university-based or affiliated hospital, the public hospital, and the pri-
vate hospital. University-based or affiliated hospitals, in which most Peds
C/L services tend to be established, emphasize training and the furthering
of medical knowledge as well as competent comprehensive care of the med-
ically ill child. As such, numerous members of the medical team, who may
rotate on various services, often have multiple contacts with each patient.
Therefore, during an extended hospital stay, a patient is likely to have mul-
tiple health care providers involved in one’s care, increasing the complexity
of the communication process.

In contrast, public hospitals, typically consisting of city and county
hospitals, have a mission to care for all patients regardless of ability to
pay. Budgetary issues and problems with continuity of care and patient
follow-through following discharge, are often of primary concern. As a re-
sult of these constraints, there is often a “minimalist” approach to the care
of patients (Fritz, 1993a) due to the many complicating factors that may
impinge upon more comprehensive care of the patient.
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The private hospital is typically serviced by community pediatricians,
most of who are in solo or group private practice settings (Fritz, 1993a). In
contrast to the university hospital, where attendees and trainees frequently
rotate services, pediatricians in the community often have long-term rela-
tionships with their patients. Therefore, it is extremely important to be in
close communication with the primary pediatrician and to discuss recom-
mendations with them before presentation to the patient and family, nurs-
ing staff, and health care team. One consideration somewhat unique to
the private hospital setting relates to payment for services provided, such
as who charges for the service, how the services is paid for, and what the
insurance company is willing to reimburse (Drotar, 1995).

Increasingly, to survive in the competitive health care marketplace,
medical schools and hospitals have had to be flexible in their structure
and organization, leading to a less clear delineation of academic and
nonacademic hospitals. For example, large for-profit hospital corporations
have contractually run some university hospitals, and many private hos-
pitals have become affiliated with university medical center settings, with
resident training and research collaborations. The Peds C/L consultant will
need to be cognizant of the impact of these various structural arrangements
on their practice in each setting.

Personnel Characteristics: The Hierarchy

In addition to having an understanding of the hospital system, it is
also important for the consultant to develop a “who’s who” knowledge
base of the component members of the medical team and hospital sys-
tem. Within the hospital hierarchy, the attending pediatrician or attend-
ing pediatric specialist has the ultimate responsibility for both the pa-
tient and the medical trainees. In a training-hospital setting, the pediatric
residents and fellows (specialists in training) are an integral part of the
hospital staffing. Pediatric residents are at different levels in their train-
ing and are still learning many of the basic procedures in the practice
of their clinical skills. Furthermore, they are continually rotating through
different services in the hospital. Medical students also are very involved
on the unit. Because they are in their first years of training, they do
not have significant experience, but are often involved in charting and
write-ups and may even be more thorough in their descriptions than
the other members of the team. For the Peds C/L consultant, familiar-
ity with the roles and responsibilities of the nursing staff, as well as a
strong collaborative connection, are critical (Drotar, 1995). Nurses typi-
cally have the most contact with the patients or families and make up
the largest proportion of clinical staff in the inpatient setting. Because
nurses are in the most advantageous position for observing patient and
family behaviors in the hospital, they often are the first to alert the attend-
ing and house staff physicians to concerns that lead to referral of cases
to the Peds C/L service. If the consultant neglects nursing staff percep-
tions and concerns, the effectiveness of the consultation can be seriously
hindered.
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Hospital social workers are another important component of the hos-
pital staff, with the specific roles of the social worker varying from hospital
to hospital. It is critical that the consultant have a working relationship
with the social services staff and understand what resources they provide
to prevent role confusion, redundancy, and lack of coordination (Drotar,
1995; Fritz, 1993a). Many times the social workers have extensive knowl-
edge of specific community resources, and serve as the liaison between the
hospital and local child protective and other social services. Similarly, it is
important to understand the role of the child life specialists (Fritz, 1993a),
whose main role it is to facilitate the child’s adjustment in the hospital en-
vironment, trying to make their experience as “normal’’ and comfortable as
possible, so that the child and parents can function despite the stresses of
being hospitalized. Finally, the ward or unit secretary can be an invaluable
resource in helping the consultant and team via coordinating the patients’
schedules, organizing paperwork, among other things.

Procedurally, the Peds C/L consultant is faced with multiple challenges
and obstacles even before beginning the consultation proper. In the era of
managed care and utilization review, children’s hospital stays have gotten
progressively shorter. On average, children in the United States are admit-
ted to hospitals for 3–4 days from admission to discharge (Drotar, 1995).
Thus, the consultant today may typically face a rather narrow window of
time in which to complete the consultation. Under frequent utilization re-
view, there are often pressures on the attending physician to get patients
out of the hospital as quickly as is medically possible, particularly when the
hospital census is high and there are children waiting for hospital beds.
To complicate matters, physicians may inadvertently delay the decision
to request a Peds C/L consultation while they are awaiting the findings
of various medical tests. The consultant is then faced with walking into
the patient’s hospital room, with the patient “packed up” and ready to go,
balloons tied securely to the Radio Flyer wagon. The patient and family
perception is often that the consultant is keeping the child in the hospital
at the very time they are excitedly anticipating going home. These health
care environment factors have resulted in Peds C/L professionals having to
perform their services ever more efficiently and expediently (Drotar et al.,
2003). Often, faced with multiple referrals, the consultant needs to triage
cases for their more or less emergent status to avoid the undesirable ex-
perience of showing up on the ward to evaluate the referral, only to learn
that the patient has been discharged home (Fritz & Spirito, 1993c).

THE PROCESS OF CONSULTATION

The Referral Process

Requests for inpatient pediatric consultations are made for a wide
array of presenting problems and referral questions. Many of the refer-
rals are made to address the following concerns: the differential diagno-
sis of organic versus psychogenic contributors to symptom presentation;
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adherence problems to medications and treatments; coping and adjust-
ment to chronic illness and trauma; pain management; decision making
for organ transplantation; behavior problems that present management
difficulties in the hospital; assessment and disposition of suicidal ideation
or attempt; end-of-life issues; difficulties with parents or family mem-
bers that impact on the child’s care and adjustment; and arranging for
post-hospitalization follow-up (Carter et al., 2003; Fritz, 1993b; Kremer &
Wasserman, 1994; Lewandowski & Baranoski, 1994; Olson et al., 1994).
On many Peds C/L services, patients and their families are seen for proto-
col consultation, where the consultant is typically requested to meet and
evaluate all new patients on a particular service as a matter of routine
to screen for psychosocial needs. This is particularly true of services that
care for patients with serious chronic and life-threatening illness such as
diabetes, cystic fibrosis, renal diseases, and childhood malignancies and
hematologic disorders. Many times the Peds C/L consultant working with
these specialty services will have involvement at the outpatient clinics to
provide continuity of care and opportunity for collaborative planning and
intervention.

The referral process may range considerably from service to service and
from case to case. The call to request a consultation may be made by the
unit secretary on the nursing unit where the patient is hospitalized, a med-
ical student, pediatric resident or subspecialty fellow, the patient’s nurse
or clinical nurse specialist, hospital social worker, or even the attending
physician. In teaching hospital settings, the attending physician often del-
egates such responsibility to the resident or medical student. Thus, there
is room for considerable distortion of information about the specific referral
problem(s) in the busy daily schedule of the medical team.

The broad variety of problems referred for consultation, and the ever-
pressing time constraints of inpatient work, demand that the consultant
give careful consideration to the screening and management of referrals
in their system (Carter et al., 2003; Drotar, 1995). Also, in many seem-
ingly straightforward case consultation referrals, there may be intricate
systems-related issues that will influence both staff perceptions of the
problem definition and, in turn, the management strategies employed
(Mullins, Gillman, & Harbeck, 1992).

Perhaps the most desirable mechanism for getting a referral, that is, for
accuracy of problem definition, is via a direct face-to-face contact between
the consultant and the referring physician. Though it may seem obvious,
it cannot be overstated that the success of any consultation is highly de-
pendent on the consultant and consultee coming to a consensus as to the
specific definitions of the referral problem(s) and desired outcome(s) from
the consultation. Without such agreement, it is increasingly likely that the
consultee will be dissatisfied with the process and outcome of the consulta-
tion. From a systems perspective, it is most important to inquire about the
nature of the referring professional’s interactions with the patient and their
family members, the expectations they have of the consultation, and their
beliefs about the type of assistance they (the referring professional or team)
should receive (Kazak, 2002). This model assumes a shared responsibility
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for problem solution involving a collaborative alliance of the patient, their
family members, physicians and hospital staff, and the consultant.

Setting the Goals for the Consultation

After establishing the general nature of the consultation request with
the referring physician or medical team member, the consultant must
establish contact with the parent or guardian and, depending on age and
developmental status, the pediatric patient. Often, when an inpatient con-
sultation is requested by the attending physician, the patient, or their
parent or guardian have limited input to the process and may even have
objections to being evaluated by a psychologist or psychiatrist. Thus, it is
important to encourage the referring physician to discuss their reasons
for requesting the consultation with the family and patient before the con-
sultant comes to meet with them. It is seldom helpful or effective for the
referring physician to suggest that the patient needs psychological or psy-
chiatric help, even in those consultations where the referring physician
suspects that the patient’s symptoms have a primarily functional basis, for
example, conversion or somatization disorders. Rather, the referring pro-
fessional might be advised to reframe the recommendation for Peds C/L
involvement as a frequently employed and natural mechanism for help-
ing all parties better understand the patient’s or family’s problems and
to come up with a solution in which all members can play a role, and
that will facilitate patient or family functioning in the midst of the medical
stressors.

Ideally, when the consultant initiates contact with the patient and their
family, all concerned will have at least a general agreement as to one or
more problem areas that need to be addressed in the consultation. Once the
consultant has met with the patient and parent(s) or guardian(s), mutually
agreed upon and achievable goals for the assessment and disposition can
be delineated. Goals should be fairly specific, problem-focused, and within
achievable time frames. As Carter and colleagues (2003) found in their
case-controlled study, clear delineation of consultation goals at the outset
of the process was associated with consistently high referring professional
ratings of consultation goal attainment as well as professional and patient
or family satisfaction with the service.

Pre-assessment Communication with Hospital Staff

It is critical for the consultant to review the patient’s clinical presenta-
tion with the referring physician, house staff, and nursing unit staff. Often
there is some degree of discrepancy between various team members’ per-
ception of the actual need for a consultation, and a failure on the part of
the consultant to address this factor may contribute to some “splitting,’’ or
even overt sabotage, of intervention efforts by the disagreeing team mem-
ber(s) (Robertson, Robison, & Carter, 1996). For example, the authors have
had experiences where nursing staff on another shift have actively under-
mined behavioral protocols when they felt that their input was not solicited
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or valued on the case, or they identified with some characteristic of the
child or family that made them want to be “protective’’ of the child from the
ill-advised efforts of the psychologist or psychiatrist. Such events need to
be handled tactfully by the consultant to build the trust and confidence of
the medical team and the patient or family.

Assessment

Consultations for hospitalized children typically follow a medical model
whereby the consultant conducts an assessment of the referred pediatric
patient and advises the referring physician and medical team about the
findings and management of psychosocial aspects of the patient’s care
(Drotar et al., 2003). Even this more traditional model entails a complex
process involving multiple interviews with child, family, and staff, repeated
behavioral observations, perhaps formal psychological assessment, com-
munication of findings to the hospital staff via written, telephone, and
face-to-face contacts, and implementation of intervention procedures often
under tight time constraints of competing medical procedures and insur-
ance limitations (Drotar, 1995).

Parent- or Guardian-Based Information

Multisituational assessment methods have distinct advantages for
the Peds C/L consultant, although time and logistical constraints often
demand a highly streamlined process, heavily reliant upon clinical in-
terviewing, history taking, and behavioral observation. Various parent-
report measures of child behavioral problem, such as the Child Behavior
Checklist (CBCL; Achenbach, 1991) and Behavioral Assessment System for
Children-Parent Report Form (BASC-PRF; Reynolds & Kamphaus, 1998),
may assist the consultant in obtaining normatively referenced data re-
garding more pervasive difficulties in adjustment that may contribute to
the child’s presentation in the hospital. In their case-controlled study of
Peds C/L referrals, Carter et al. (2003) found that referred patients had
significantly more externalizing and internalizing behavioral problems on
the CBCL than their nonreferred hospitalized peers, suggesting that pre-
hospitalization behavioral difficulties are likely to assist in predicting the
need for referral.

Patient-Based Information

Self-report and direct psychological assessment (e.g., developmental
and cognitive tests) measures may be more difficult to obtain with in-
hospital consultation referrals due to a number of factors including the
pediatric patient’s physical condition, nonavailability due to absence from
their room for diagnostic tests and treatments, uncooperative behaviors,
and the distressing aspects of being in the hospital environment that make
it difficult for the patient to concentrate; for example, pain, emotional up-
set, frequent interruptions, and so on. Nonetheless, such instruments may
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provide efficiency in assessing referrals when such questions as the child’s
cognitive ability to understand illness- and treatment-related information
and procedures is in question, or concerns about the level of psycholog-
ical distress and adjustment are of paramount importance. In the Carter
et al. (2003) study, referrals had significantly higher scores on the self-
report version of the BASC and on the Children’s Depression Inventory (CDI;
Kovacs, 1992) than children and adolescents who were not referred to the
Peds C/L service, suggesting the potential usefulness of self-report mea-
sures.

Nursing-Based Observations

Input of the nursing staff is extremely helpful, if not critical, in assess-
ing a referred patient. In addition to a thorough review of the patient’s med-
ical history and current treatment plans, nursing notes and gathering ob-
servational information from the nursing staff, who have frequent contact
with the child and their family, can often be quite revealing as to the actual
meaning behind the medical record notes (Drotar, 1995). Kronenberger,
Carter, and Thomas (1997) developed a 47-item nurse-completed measure
of a child’s behavior during medical hospitalization titled the Pediatric In-
patient Behavior Scale (PIBS). The PIBS has 10 factor-analytically derived
subscales covering a variety of internalizing and externalizing behaviors
that may directly impact the child’s ability to function in the hospital set-
ting. The PIBS has acceptable interrater reliability, high internal Causey, &
Carter, 2001). Kronenberger, Carter, and Lombird (1999) found that 7 of
the 10 PIBS subscales (Oppositional-Noncompliant, Positive-Sociable, With-
drawal, Conduct Problems, Distress, Anxiety, Overactive) had very strong
internal consistency reliability and discriminant validity, leading to the rec-
ommendation that the three remaining PIBS subscales be used with caution.
The PIBS represents much-needed efforts to expand the array of tools avail-
able to assess coping and adjustment in the medically hospitalized child
and adolescent.

Assessing Family and Systems Factors

As Kazak (2002) observed, there has been an increasing emphasis on
family-centered perspectives in conceptualizing and treating chronic ill-
ness in children. This has been objectively reflected over the past decade
in a doubling of the number of empirical studies published in the Jour-
nal of Pediatric Psychology that include data from multiple members of the
family. However, this aspect has been more characteristic of the explicative
research literature (e.g., Spirito & Stark, 1994), whereas being slower to de-
velop in the clinical intervention literature and often involving integration
of individual and family-based treatment procedures (e.g., Kazak, Penati,
Brophy, & Himelstein, 1998; Wysocki et al., 2000). Systems-based perspec-
tives go beyond focusing on the family system, positing that the reciprocal
interaction with the health care and other systems requires a broad-based
collaborative approach (McDaniel, Hepworth, & Doherty, 1992).
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Communication of Findings and Recommendations

There are multiple ways in which the consultant communicates their
findings and recommendations to the referring physician, health care
team, and the parents and child. Communications to the hospital staff
are routinely provided via a consultation report or progress note en-
try in the patient’s medical chart. In the senior author’s (BC) hospi-
tal setting, there is a separate “Consults’’ tabbed section to the chart.
However, it is our practice to place our initial consultation report in
the “Progress Notes’’ tabbed section, as this is the place in the chart
typically reviewed first by the treatment team when they pick up the
chart. The unit secretary typically will move the report to the “Consults’’
tabbed section if the patient is in the hospital over an extended pe-
riod of time. Consultation reports are typically fairly brief, specific and
problem-focused, with brief descriptions of the presenting problem(s), a
developmental and medical history, a review of current treatments and
medications, a summary of the consultant’s evaluation of the referral
problem, and specific recommendations for intervention and disposition.
Additional entries of ongoing interventions provided by the consultant are
documented in the “Progress Notes’’ section of the chart. Our team has
developed a two-page Pediatric Consultation Form that organizes these
data in a format that ensures the key areas are covered in the report.
More detailed reports are often needed for complex referral questions in-
volving formal psychological testing, complex child protective issues (e.g.,
factitious-disorder-by-proxy), and others. Finally, hospitals are increas-
ingly moving toward electronic records systems, which may provide more
creative (and sometimes cumbersome) ways to communicate with the
health care team.

Ideally, the Peds C/L consultant also provides the referring physi-
cian and members of the health care team feedback via telephonic
or, even better, face-to-face communication. The increased interpersonal
communication of face-to-face discussion with a colleague can maximize
the usefulness of the consultation, clarify roles in arranging a disposi-
tion for the referral, and even provide opportunities for informal teaching
(Drotar, 1995).

Finally, the patient and their parents will often request information
about the findings and recommendations of the consultation evaluation.
This can be an important part of the trust-building phase of a therapeu-
tic relationship, if the consultant is going to be involved in providing such
services while the patient is in the hospital, or via outpatient follow-up
in the clinic or the consultant’s office. Many families are initially quite
defensive about the prospect of being evaluated by a psychologist or psy-
chiatrist, particularly if the request is to evaluate possible psychogenic
factors contributing to their symptom presentation. Such clinical chal-
lenges call for considerable empathy, skill, and tact on the part of the Peds
C/L consultant.

Additionally, with increasingly shorter hospital stays in recent years,
the Peds C/L consultant is often required to arrange for follow-up services
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for referred cases. Extensive knowledge of community and regional re-
sources is required to insure maximal efficacy and continuity of care
beyond the hospital setting.

PRACTICE ARENAS OF PEDIATRIC CONSULTATION

Arenas of Intervention: The Five C’s of Pediatric Consultation

One way of characterizing the activities of the Peds C/L team is accord-
ing to the arenas of practice or intervention into which most case referrals
can be categorized. A convenient alliterative pneumonic device might be
called the “Five C’s of Consultation: Crisis, Coping, Compliance (Adher-
ence), Communication and Collaboration.’’ These are overlapping arenas,
for example, assisting a patient and their family with coping with their
illness and treatment procedures is also likely to improve adherence with
treatment and involve improving communication between patient or family
and their treatment team.

Crisis

Patients and families referred for Peds C/L service involvement are of-
ten in an initial state of shock and disbelief about the seriousness of the
child’s illness or injury and the bewildering details and decisions of medical
evaluation and treatment (Drotar & Zagorski, 2001). As such, they often
are in need of very focused interventions to give them some sense of basic
understanding and control. The consultant must be capable of empathi-
cally engaging in active listening so as to determine the patient’s or family’s
view of the situation and to create a working relationship. Additional skills
include crisis intervention, needs assessment, providing direction, mobi-
lization of social supports, finding areas for parental or child control and
interpreting and reframing child or family reactions to staff. Pollin (1994,
1995) has developed a medical crisis counseling model that has the follow-
ing components: the primary focus is on the medical condition; interven-
tions target normalizing the emotional distress experienced; the consultant
helps the patient and family identify concrete actions that can be taken to
cope successfully. These procedures are particularly relevant to children
and families in crisis in a pediatric trauma setting.

Coping

One of the areas in which pediatric psychology and C/L child psychi-
atry have made the greatest contribution is in understanding how chil-
dren cope with and adapt to medical stressors (Harbeck-Weber, Fisher, &
Dittner, 2003). During the course of medical evaluation to establish a diag-
nosis, and in the process of medical treatment, the child may be exposed to
a multitude of stressors. These include acute stressors such as venipunc-
tures, injections, minor surgeries, and more lengthy procedures such as
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hospitalizations, major surgeries, repeated painful dressing changes,
chemotherapy, among others. In the case of chronic illnesses such as di-
abetes, cystic fibrosis, various childhood cancers, chronic renal disease,
hemophilia, sickle cell disease, and others, the child and family may face
months, years, or even a lifetime of stressful and hassling procedures and
lifestyle modifications, often with an uncertain course and outcome.

Both developmental and individual factors play a major role in de-
termining the child’s adaptation to the stressors of illness or injury and
treatment. Younger children are generally more vulnerable due to their
limited linguistic and cognitive abilities, because the child’s knowledge and
understanding of health concepts, their ability to employ internal coping
resources and to access external supports are more limited than that of
older children and adolescents (Harbeck-Weber & Peterson, 1993). Various
perspectives have been employed in conceptualizing children’s preferred
coping styles, as well as the applicability of various coping strategies to
the demands of different stressful situations (Peterson, Oliver, & Saldana,
1997). In anticipation of a stressful experience, some children may attempt
to gather information and familiarize themselves with the procedures (sen-
sitizers), whereas others may avoid conversation about the stressors and
refuse to look at or distract themselves from the specific stressful stim-
uli (repressors). These different coping styles have been shown to be as-
sociated with the child’s adaptation to surgery and hospitalization, lower
rates of salivary cortisol production (a physiological indicator of stress re-
sponse), and child cooperation pre- and postsurgery (Harbeck-Weber et al.,
2003).

Rothbaum, Weisz, and Snyder (1982) have conceptualized children’s
coping somewhat differently, along the dimensions of the extent to which
the child modifies their objective situation (primary control) versus focus-
ing on modifying their own emotional and behavioral reactions to the stres-
sor (secondary control). There is some evidence suggesting that primary
control strategies are most effective when employed to cope with stres-
sors over which the child has control, whereas secondary control strate-
gies are most effective with uncontrollable stressors (Compas, Malcarne, &
Banez, 1992).

Interventions in facilitating child and family coping often begin with
providing basic information and education about their illness and treat-
ment procedures. This educational component might be facilitated by the
use of videotaped or in vivo models that demonstrate the use of positive
coping strategies and teach mastery skills. Additional coping interven-
tions might involve cognitive-behavioral and strength-building interven-
tions, coping strategies intervention, the use of operant reward programs,
integrating parent participation, evaluating and mobilizing family and so-
cial supports, assisting patient and family in understanding and navigating
the complex medical system, directive and expressive medical play ther-
apy, pain and anxiety management skills training (relaxation, distraction,
imagery, emotive imagery, hypnosis), sensitizing medical staff to individ-
ual child needs and perceptions, and psychopharmacologic medications to
decrease anxiety and improve mood.
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Finally, it cannot be overly emphasized that systems factors, both fam-
ily and health care system related, play a crucial role in children’s coping
with both short-term and chronic health concerns. These aspects of the pe-
diatric patient’s “social ecology’’ (Thompson & Gustafson, 1996; Wallander,
Varni, Babani, Banis, & Wilcox, 1989) may influence coping and adjust-
ment more than illness-related or demographic factors. Such family en-
vironment variables as parental freedom from serious psychopathology,
family adaptability, cohesion, encouraging emotional expression, commu-
nication and conflict resolution skills have been shown to impact on the
child’s coping with their illness and treatment (Wallander & Thompson,
1995). Indeed, family-based interventions with such health conditions
as diabetes (Wysocki et al., 2000), recurrent abdominal pain (Sanders,
Shepherd, Cleghorn, & Woolford, 1994), and sickle cell disease (Kell,
Kliewer, Erickson, & Ohene-Frempong, 1998), have been demonstrated to
improve child adjustment and decrease behavioral problems.

Compliance (Adherence)

The authors have employed the term “compliance’’ for this section to be
consistent with our alliterative teaching device. However, the term “adher-
ence’’ is preferable (and used here as a synonym) as it implies the coopera-
tive and collaborative participation of the patient with the health care team
in maximizing the patient’s or family’s approximation of the recommended
medical care regimen.

Adherence to medical treatment regimens is a major pediatric health
concern (La Greca & Bearman, 2003), with estimates on nonadherence as
high as 50% in some studies, and even higher for patients with chronic
illnesses necessitating long-term behavior changes in the child and care-
takers (Rapoff, 1999). Unlike most adult patients, children’s adherence to
their medical regimens is more heavily influenced by developmental and
family factors. The very complexity of the medical management of many
chronic and serious pediatric illness, for example, severe asthma, insulin-
dependent diabetes, cystic fibrosis, and others, often necessitate stress-
ful role relationship changes within the family that require considerable
reorganization and redistribution of time and responsibilities, and possi-
bly impact on such factors as marital satisfaction and parent adjustment
(Quittner, Espelage, Opipari, Carter, & Eigen, 1998). Thus, the failure to
adhere to prescribed medical regimens may be due to a variety of factors
including lack of education and training (information and skills) in the
regimen, difficulty in understanding the procedures (cognitive and learn-
ing ability skills), fearfulness and anxiety (emotional issues), interference
of the treatment with normal activities and functioning (developmental
and lifestyle change issues), and parent or child dynamics (family factors),
among others.

The very process of monitoring adherence presents methodological
challenges for the patient, family, and health care team. Multiple methods
might be employed including direct observations of the patient’s behavior;
assays of blood, urine, or saliva; self-report via diaries or 24-hour recall,
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health care provider ratings, counting remaining medications, and a va-
riety of monitoring devices, for example, blood glucose meters (La Greca
& Bearman, 2003). Each of these methods has inherent limitations such
as labor intensity, unreliability, expense, susceptibility to deception, and
others. Even within the more closely controlled confines of the inpatient
setting, pediatric patients and their families may fail to administer med-
ications on schedule or in the appropriate doses, refuse to follow dietary
guidelines, fail to follow physical activity guidelines, or be uncooperative
with medical procedures that involve pain and discomfort. Interventions
likely to be employed to facilitate patient and family adherence in the in-
patient pediatric setting include the following: information and education;
teaching mastery skills (role play, reversal, rehearsal); behavioral man-
agement contracting; removing barriers to compliance; monitoring and
charting performance of medical treatment components; altering family or
health care system dynamics; normalizing or reframing the patient’s con-
dition; altering patient or family lifestyle behaviors; altering expectations
of family or health care providers to coincide with realistic developmen-
tal needs; negotiation and compromise. Since a comprehensive review of
the pediatric adherence intervention literature is beyond the scope of this
chapter, the reader is advised to see the excellent review by La Greca and
Bearman (2003).

Communication

The Peds C/L consultant to inpatient pediatric units often must con-
front situations where staff have initiated the referral due to encountering
behavioral difficulties with the child or their family that are proving disrup-
tive to the functioning of the hospital unit. The patient and family, at times
unaware of the referral, are often at the point of significant frustration
and defensiveness as the consultant steps into a potentially volatile situ-
ation. Such conditions require strong skills in communication and diplo-
macy, and great sensitivity to patient, family, and medical team issues
(Brown & Macias, 2001). This situation is greatly facilitated by the Peds
C/L consultant arranging and coordinating staffings on complex cases,
maintaining a regular presence at service rounds and team meetings, en-
gaging in ongoing collaborative relationships with hospital staff, assisting
with increasing cultural sensitivity, and respectively reframing patient or
family and staff behaviors to facilitate understanding. Effective consultant
involvement with such multidisciplinary teams is maximized when roles
are clearly delineated, relationships are well established and ongoing, and
there are realistic expectations of just what the consultant can provide
(Brown & Macias, 2001).

Collaboration

Although this area is listed as the last of the five C’s, it is perhaps
the most pervasive in that it underlies, to a great extent, the potential
successfulness of practice in the other four arenas. Indeed, so important
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is the collaborative relationship to the conduct of pediatric consultations
that Drotar (1995) titled the opening chapter of his book Consulting with
Pediatricians: Psychological Perspectives, “Evolution of collaboration
among psychologists and pediatricians: A brief history.’’ Drotar provided
historical documentation of the struggles in the evolution of this relation-
ship in service, teaching, and research. We have found that some of our
best professional service collaborations with our pediatric colleagues have
often evolved out of collaborations in research. Perhaps the communica-
tion skills developed in establishing research goals and procedures facili-
tate understanding and communication about clinical issues with patients
and their families.

FINANCIAL AND INSURANCE ISSUES

One of the greatest administrative challenges to Peds C/L services is
the lack of adequate funding, particularly in the current fiscal environ-
ment of managed care (Drotar & Zagorski, 2001), mental health carve-outs,
state and federal budget deficits, reductions in Medicaid benefits, and so
on. With the advent of managed care, and particularly behavioral health
carve-out plans, adequate reimbursement for services has become a strug-
gle for many Peds C/L services, particularly broad-based services that do
not have substantial financial backing from specialty services, for exam-
ple, hematology–oncology, endocrinology, and others. Typically, managed
care plans require preauthorization for services, which can be difficult to
obtain prior to initiating the consultation process in the busy and rushed
hospital setting. Many times the consultation needs to be completed before
the authorization has been formally obtained, placing the financial risk on
the Peds C/L service. Even when authorized, many insurance companies
deny payment for a variety of reasons, which may have to be appealed for
reimbursement.

Because most pediatric hospitals in the United States maintain policies
of admitting all patients, regardless of ability to pay, they are particularly
vulnerable to economic factors. Additionally, these hospitals also are likely
to admit patients who are initially designated as “self-pay,’’ that is, they
have no insurance or Medicaid coverage. Such hospitals are heavily de-
pendent on local, regional, and state assistance to cover the expenses of
caring for these patients. This dependence also makes these facilities par-
ticularly vulnerable to economic downturns when these funds are in short
supply, or unavailable. Furthermore, in many states, Medicaid plans will
not reimburse for the services of a psychologist or psychology and psychi-
atry trainees on the Peds C/L service.

Most insurance plans are geared toward more traditional service de-
livery mechanisms, such as outpatient mental health, inpatient psychi-
atric, or psychiatric day treatment. For example, the daily in-hospital
contacts needed to assess, execute, and manage behavioral interventions
for treatment adherence and coping in a child with a serious illness of-
ten do not fit the template employed for review of claims by the mental
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health care-outs of most insurance plans. These factors contribute to of-
ten chronic problems in funding Peds C/L services, despite the fact that
referring physicians and health care workers see them as often essential
to the management of the child’s medical illness and overall welfare (Carter
et al., 2003). Consequently, by necessity Peds C/L services often need to
seek additional sources of funding, such as grant and contract support.
Many hospitals and specialty services underwrite a significant portion of
Peds C/L services to offset the unacceptable losses that would otherwise be
incurred.

Recently, a new set of CPT codes (Current Procedural Terminology)
has been developed specifically for services in health psychology, estab-
lished in collaboration between the American Medical Association and the
American Psychological Association. Whereas these Health and Behavior
Codes are most appropriate for a broad array of Peds C/L services, their use
has been problematic for a number of reasons. For one, services provided
using Health and Behavior Codes are to be billed to the patient’s medi-
cal (not mental health) benefits, using the ICD-9 diagnostic code for their
physical condition (not a DSM-IV or ICD-9 mental health diagnostic code).
Whereas Medicare recognizes these services provided by a psychologist,
many Medicaid, managed care, and other insurance plans have been ret-
icent to recognize these codes. The bills are frequently forwarded by the
physical health benefits plan to the carved-out mental health component,
where they are not readily recognized and where no preauthorization has
been obtained or documented. The request for payment is then denied,
because the service was billed under the medical diagnosis, instead of the
psychiatric diagnosis. Hopefully, these codes will eventually receive recog-
nition and acceptance in the health care and insurance industries, mini-
mizing the difficulties experienced during this transition.

TRAINING ISSUES

Changes in health care have been accompanied by corresponding
changes in pediatric psychology. Currently, there is not a standardized
approach to training in Peds C/L (Spirito et al., 2003). With the expan-
sion of pediatric psychology programs, there has been growing emphasis
on the need to identify standards of training in specific areas of pediatric
psychology, such as Peds C/L. In 1999, the Society of Pediatric Psychology
commissioned a task force to recommend how current pediatric psychology
training should be done at the predoctoral, intern, and postdoctoral levels
(Spirito et al., 2003). One of the core recommendations of this report was
that trainees should have experiences in interdisciplinary settings (e.g.,
health centers and hospitals), as well as experience working with a vari-
ety of health care providers (e.g., physicians, nurses, physical therapists,
etc.) in multidisciplinary activities, such as interdisciplinary and teaching
rounds. Moreover, the committee explicitly recommended training in Peds
C/L. Although the committee expanded Peds C/L to include consultation
in general, the main points are applicable to Peds C/L.
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Specifically, the members of the task force recommended that trainees
be versed in the various models of consultation and have the ability to
complete focused and brief consultations with patients and family mem-
bers, as well as with the medical staff (Spirito et al., 2003). It was also
recommended that pediatric psychologists have experience in consulting
with nonmedical professionals concerning the psychosocial aspects of pe-
diatric medical conditions. The committee also commented that pediatric
psychologists often act as a liaison between members of the medical staff
or between medical staff and families.

To achieve these competencies in consultation–liaison, the commit-
tee recommended that trainees have both didactic and experiential learn-
ing experiences, including readings and seminars related to the models of
consultation, communication between physicians (medical staff) and pa-
tients, and issues of professional stress and burnout. Furthermore, it was
recommended that training include observation of supervisors conducting
consultations and presentations by faculty to medical staff and physicians.
It also was recommended that students have opportunities to conduct con-
sultations, relay feedback to the referring physicians, and participate in all
aspects of writing in the medical chart notes.

Results from a survey of pediatric psychology predoctoral intern-
ships suggest that consultation–liaison is increasingly being incorporated
into training programs (Mackner, Swift, Heidgerken, Stalets, & Linscheid,
2003). All of the survey respondents (i.e., 35 of 52 programs) reported their
programs provided opportunities in Peds C/L. On average, departments re-
ceived 362 consults per year, with a range between 10 and 1,430. Among
the subspecialties, trainees most often had consultation experiences in
hematology or oncology, neurology, gastroenterology, adolescent medicine,
and pulmonary medicine. The most frequent disease group reported was
diabetes, followed by developmental disabilities, traumatic brain injury,
and cystic fibrosis. Results indicated that pain management was the most
frequently used intervention. Feeding interventions, as well as coping and
support with rehabilitation and bone marrow transplants, were also com-
monly employed.

The training program within the University of Louisville School of
Medicine in the Division of Child & Adolescent Psychiatry is similar to many
of the programs described in Mackner et al.’s (2003) study, and follows
many of the task force’s recommended guidelines (see Spirito et al., 2003).
Trainees in our program are involved in multiple areas of Peds C/L. The
team comprises a faculty pediatric psychologist (service director), a predoc-
toral intern, one to two postdoctoral fellows, a child psychiatry fellow, and
a graduate student from the health psychology track of a local doctoral pro-
gram in clinical psychology. A second faculty pediatric psychologist (who
works half time in a rehabilitation setting) and part time child psychia-
trist, are also part of the team. As the trainees gain more expertise over the
course of their rotation, they take on additional responsibility and auton-
omy. For example, at the beginning of their 4-month rotation, the psychol-
ogy predoctoral intern usually observes the faculty member conducting a
consultation, followed by the intern assisting the faculty member with the
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consultation. With time, the intern becomes more independent, such that
at the completion of the rotation, the psychology intern is able to conduct
the majority of the consult by him or herself with only minimal supervision
from the faculty member. Child psychiatry fellows rotate on the service ev-
ery 6 months, whereas the pediatric psychology postdoctoral fellows are
on the service the full year of their training. Increasingly, the postdoctoral
fellows are able to take on supervisory functions with the predoctoral in-
tern and leadership positions in providing coverage for services where our
Peds C/L team has greater involvement, for example, hematology–oncology.
As the trainees progress through the rotation, they take on increasingly
greater responsibility and autonomy in the consultation process. Peds C/L
service rounds conducted three mornings per week and provide an avenue
to discuss issues related to consultation, such as effective communication
with physicians.

FUTURE NEEDS

Roberts, Brown, and Puddy (2002) urged that increased efforts be
made toward the development of evidence-based interventions in clinical
practice to improve service delivery within medical systems. For progress
to be toward this goal, future research into Peds C/L services needs to
verify the disturbances in adaptation experienced by hospitalized children
and their families by applying standardized instruments that measure ad-
justment and psychological functioning in prospective samples of inpa-
tient pediatric referrals, via multiple informants, to avoid the limitations
found in measurement by other investigators of Peds C/L services (Harris,
Canning, & Kelleher, 1996). In particular, there is a need for information
as to whether or not pediatricians and pediatric specialists are sensitive
and appropriate in their referrals of specific cases for consultation, iden-
tification of the types of psychiatric diagnoses represented among referred
pediatric inpatients, and further identification of the clinical issues and
needs of these children. Furthermore, more specific information is needed
about the efficacy of Peds C/L services in attaining the goals set in the
consultation contract between the referring physician and the consultant,
as well as general satisfaction with the services from the perspective of the
referring physician and the pediatric inpatient’s parent or guardian. Fi-
nally, the efficacy of our training methods in Peds C/L need to be exposed
to empirical investigation as the field moves toward further expanding the
roles psychologists and psychiatrists play in inpatient pediatric settings.
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Mental Health Services
for Children in Pediatric
Primary Care Settings

TERRY STANCIN

Psychologists,1 and pediatricians have been collaborating to care for chil-
dren’s health and mental health care needs since at least the latter half of
the 20th century. However, most of the collaboration between pediatric psy-
chologists and pediatricians has taken place in hospital settings and has
focused on children with physical conditions. Recently, there has been in-
terest in expanding opportunities for mental health services in outpatient
medical settings, where the majority of children obtain primary and acute
medical care. Primary care refers to a broad range of health care services
delivered in outpatient (ambulatory) medical settings that focus on pre-
vention of illness, promotion of health and wellness, and amelioration of
consequences of chronic health conditions. Primary care can be contrasted
with acute and urgent care health services that are directed toward sick or
injured children. In the United States, primary care providers (PCPs) of chil-
dren are usually pediatricians and family medicine physicians, with some
care also delivered by nurse practitioners, nurse clinicians, or physician
assistants.

This chapter describes the basis for this service trend, presents mod-
els of service delivery, describes common problems and skills needed to
address them in the primary care setting, outlines opportunities for the
future, and summarizes available outcome data.

TERRY STANCIN • Department of Pediatrics, MetroHealth Medical Center, Case Western
Reserve University School of Medicine, Cleveland, Ohio 44109.

1“Psychologist’’ is used throughout this chapter to refer to doctoral level mental health pro-
fessionals with advanced training in pediatric psychology. However, many of the activities
could be adapted for provision by non-doctoral level mental health clinicians including social
workers and nurse specialists.
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PEDIATRIC FACTORS

There has been growing interest in psychosocial issues in pediatrics
since the late 1960s (e.g., Haggerty, 1986; Starfield & Borkowf, 1969; Task
Force on Pediatric Education, 1978), much of which has raised aware-
ness of pediatricians regarding their responsibilities to identify and ad-
dress mental health needs of children. In a series of studies beginning in
the late 1970s, Elizabeth Costello and others (e.g., Costello, 1986; Costello
et al., 1988; Goldberg, Regier, McInerny, Pless, & Roghmann, 1979) es-
tablished that significant behavior problems are present in 11–20% of
school age children in primary care. The prevalence rate is even higher
for preschool-age children and children from economically disadvantaged
families (Lavigne et al., 1993). Moreover, up to 50% of parents express con-
cerns about their child’s behavior during routine pediatric appointments
(Costello & Shurgart, 1992; Horwitz, Leaf, Leventhal, Forsyth, & Speechley,
1992; Sharp, Pantell, Murphy, & Lewis, 1992; Starfield & Borkowf, 1969).
Although the prevalence of childhood behavioral problems in primary care
is well documented, PCPs have been shown to identify less than half of
the children who might need services (Sharp et al., 1992). Moreover, most
patients referred for mental health services by their PCP never make it to
their initial appointment. Therefore, although child behavior problems are
common in primary care settings, they are clearly underidentified and un-
dertreated (Perrin & Stancin, 2002).

Pediatric leaders have expressed the importance of responding to the
mental health needs of children seeking pediatric attention (e.g., Haggerty,
1986; Perrin, 1999). Although pediatricians do receive some training in be-
havioral and developmental pediatrics, this training is usually minimal and
most do not have the skills to adequately address complex psychosocial
needs (Perrin, 1999). Even if they had the skills, PCPs probably do not have
enough time to adequately care for child mental health needs. Routine well-
child care now involves many time-consuming tasks including prevention
and early detection of diseases, prevention of unintentional trauma, as-
sessment of family health and safety, immunizations, and comprehensive
care of children with chronic health and developmental conditions (Green,
1994). PCPs are expected to address so many issues during routine care that
they cannot be expected to be competent or have sufficient time to address
the spectrum of mental health issues as well (Perrin & Stancin, 2002).

PEDIATRIC PSYCHOLOGY INFLUENCES

The idea for providing behavioral health services in primary care
settings has been advocated by psychologists for many years (e.g.,
Christophersen, 1982; Drotar, 1993; Roberts & Wright, 1982; Routh,
Schroeder, & Koocher 1983). The earliest descriptions of psychological ser-
vices in primary care (e.g., Smith, Rome, & Freidman, 1967) indicated that
they were consultative in nature and primarily involved colocating activi-
ties (i.e., behavioral and primary care services provided in the same place).
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Carolyn Schroeder’s pioneering work with the Chapel Hill Pediatric
Psychology Practice raised awareness of the potential scope and impact of a
primary care psychology practice (Schroeder, 1979, 1999, 2004; Schroeder,
Goolsby, & Stangler, 1974). Dr. Schroeder’s visionary practice included
clinical, teaching, research, community advocacy, and public health com-
ponents that continues to serve as a model today. Initially, clinical pro-
grams were offered free of charge in exchange for training opportunities
for psychology and other mental health trainees. A “call-in hour’’ gave par-
ents an opportunity to inquire about development and behaviors. Weekly
evening parent groups focused on normal development topics. Half-hour
“come-in’’ sessions allowed parents to discuss developmental and behav-
ioral concerns. A developmental screening program identified children at
risk for developmental problems. These services were so well received by
families and pediatricians that clinical activities were greatly expanded into
an integrated, collaborative private practice. Prevention activities included
the development of a parent resource library and a series of parent hand-
outs on common behavioral concerns (e.g., toilet training). Direct clinical
services for a variety of problems (e.g., negative behaviors, anxiety, atten-
tion deficit hyperactivity disorder [ADHD], adjustment issues) were provided.
Schroeder (2004) noted that the “treatment’’ activities she and her group
provided were often in the role of consultant to pediatricians or parents
who carried out the actual intervention with a child. Interventions focused
on brief, problem-focused treatments. The practice emphasized the use of
protocols for common problems (e.g., enuresis, sleep problems, negative
behaviors) and parent or child groups, which proved to be both cost ef-
fective and efficient treatment modalities. Not only were the psychologists
“therapists’’ (providing direct treatment to child, parents, and family), but
also they were often educators (of physicians, parents, and teachers), ad-
vocates (in court, schools, and community), and case managers (coordinat-
ing services among various medical, school and community providers). The
practice placed a high value on training of health care providers (medical
and mental health) and conducting clinical outcome research.

Interest in primary care is growing in pediatric psychology. Dennis
Drotar (1995) featured descriptions of collaborative outpatient pediatric
practices in his important text, Consulting with Pediatricians (e.g., Hurley,
1995). A special issue of the Journal of Pediatric Psychology was devoted
to Pediatric Mental Health Services in Primary Care Settings in 1999
(Stancin, 1999). In her Society for Pediatric Psychology Presidential Ad-
dress, Maureen Black (2002) advocated for pediatric psychologists to de-
velop and evaluate health promotion programs for use in primary care.
Recently, Spirito et al. (2003) and others (e.g., Drotar, Spirito, & Stancin,
2003; Perrin, 1999; Stancin, 1999; Wildman & Stancin, 2004) have rec-
ommended expansions of pediatric primary care service models, training
activities, and research efforts.

Why the increased interest? One explanation is the change in prac-
tice patterns and roles for pediatric psychologists in recent years (Drotar
et al., 2003). Pediatric psychologists specialize in the evaluation and
treatment of psychosocial concerns of children seen in medical settings.
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Because children are spending less time in the hospital than in years past,
most medical care is now delivered in pediatric ambulatory settings. Pedi-
atric psychologists, who were accustomed to seeing children with medical
conditions while they were in the hospital, are now seeing those children
in the outpatient clinic instead. Moreover, as noted previously, pediatri-
cians are seeking broader assistance in addressing psychosocial concerns
of children in the primary care setting. Thus, opportunities for outpatient
collaboration are growing rapidly.

TRADITIONAL VERSUS PRIMARY MENTAL HEALTH CARE

Within traditional primary care settings, mental health services are
considered to be separate specialty care. If a PCP recognizes that a child
may have a behavioral or emotional problem, then he or she might refer
the family to a psychologist in the same way that a referral might be made
to a neurologist or gastroenterologist. In most settings, the psychologist is
located in a different office, and communication between the medical and
mental health provider may be limited to a courtesy call or perhaps a brief
letter or report summarizing the specialist’s assessment and treatment re-
sults. Table 1 outlines some of the differences between traditional child
mental health services and primary care mental health services.

There are several problems with this traditional model of mental health
service for PCPs and families. First, most children do not receive men-
tal health services from behavioral specialists. Rather, families seek and

Table1. Comparisons between Traditional and Primary Care Mental Health
Service Models

Traditional model Primary care model

No. of patients Few patients Many patients

Time 50-minute sessions Flexible time limits (sometimes
15–30-minute sessions)

Patient problem severity Severe Mild to moderate

Prevention and early
intervention
opportunities

Few Many

Treatment focus Multiple problems Targeted, specific problems

Treatment course Long-term, many sessions Brief, short term

Treatment period Termination of case after
treatment is completed

Continuity of care: contact oc-
curs as needed throughout
childhood

Mental health provider
role with family

Single role as therapist Multiple roles (therapist, teacher,
advocate, case manager)

Accessibility to child’s
PCP

Difficult to access directly Visible and accessible

Communication with
child’s PCP

Little or no communication Prompt, frequent feedback and
case discussion
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obtain services from PCPs even for problems that are clearly “psycho-
logical’’ (e.g., depression, anxiety, ADHD) (Strosahl, 1998). For example,
Cunningham and Freiman (1996) estimated that 44% of all child mental
health care in the United States is delivered solely by PCPs. Another problem
with the traditional model is that it is often difficult to link families with
mental health services after they leave the PCP office. Most families enjoy
an ongoing relationship with their PCP, yet that individual may not be in-
volved in ongoing care once an outside psychologist is involved. Moreover,
many problems (sometimes referred to as “biopsychosocial conditions’’) are
not presented to PCPs by families as either medical or psychological, but
as both (e.g., abdominal pain associated with school avoidance). Families
may view traditional mental health services for biopsychosocial conditions
as confusing at best, and often as inadequate.

COLOCATION, COLLABORATION, AND INTEGRATION

Three key variables define the service delivery of mental health services
in primary care (Strosahl, 1998):

Colocation

Colocation is considered to be a necessary, but not sufficient, condition
for primary care mental health services. That is, although it is crucial that
behavioral services be located in close proximity to medical services, colo-
cation does not guarantee that practices will be integrated. Moreover, be-
havioral and medical services need to have overlapping office hours so that
providers can have easy access to one another for consultation (Strosahl,
1998).

Collaboration

Collaboration refers to the practice of providers with separate sets of
expertise bringing their work together so as to coordinate treatments be-
tween the two. Collaboration may occur without colocation, but it always
includes a rich exchange of communication between providers (Blount,
1998; Drotar, 1995).

Integration

Integration implies that mental health services are a component of pri-
mary care, rather than a specialty service (Blount, 1998). Integrated prac-
tices offer behavioral health services to children with and without mental
health diagnoses.

Services may vary in primary care settings from being colocated to fully
integrated. At one end of the continuum, pediatric and mental health prac-
tices may have separate offices, staff, waiting space, and records, but are
conveniently located next to one another. Referral is facilitated by location,
but interaction between medical and mental health staff may be minimal.

A mid-continuum collaborative practice includes specialty mental
health care that is delivered in a primary care setting. In this practice, a
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psychologist may be part of the primary care team, with shared offices,
staff, and possibly records. However, the psychologist sees patients for
mental health services determined by screening procedures or PCP refer-
ral, and is not necessarily part of routine primary care. The psychologist
in this setting may have frequent contact with the medical providers and
may follow what has been termed a collaborative care model (McDaniel,
Campbell, & Seaburn, 1995). Psychologists using a collaborative care
model may assume a variety of responsibilities in the primary care prac-
tice including organizing and administering developmental and behavioral
screening programs, running psychoeducational or therapeutic groups for
children and for parents (e.g., related to divorce, ADHD), providing individual
counseling, coordinating services for children with chronic health condi-
tions, and communicating with schools and community agencies (Perrin,
1999; Perrin & Stancin, 2002).

At the most fully integrated end of the practice continuum are those
that follow a primary mental health care model, described as one in which
behavioral specialists provide consultative, time-limited services within a
primary care setting (Strosahl, 1998). The goal is to provide consultative
support to PCPs rather than to take over responsibility for providing all men-
tal health services to the primary care population. Strosahl distinguished
between specialty mental health care (behavioral services delivered in a
primary care setting) and primary care behavioral health (fully integrated
mental health services delivered in primary care settings). A fully integrated
care practice focuses on behavioral health issues and the behavioral health
provider is considered to be an integral member of the general health care
team. Integrated services may be “horizontal’’ (for an entire population,
e.g., behavioral screening) or “vertical’’ (targeted to a group of patients,
e.g., those with ADHD) (Strosahl, 1998).

Strohsahl predicted that the next era of managed health care will
involve integrated services as well as development of cost- and quality-
oriented delivery systems. A model of integrated service delivery, he argued,
is necessary to reduce redundant administrative and infrastructure costs,
to address consumer demands for simpler “one-stop shopping’’ service
delivery venues, and to contain utilization and costs because so much
of medical treatment hinges on psychological and psychosocial issues
(Strosahl, 1998). In a fully integrated practice, patients may be just as
likely to be seen by a psychologist or PCP (or both). Which provider sees
that child or parent may depend on the setting, the needs of the child and
family, interest and skills of the provider, time availability, or economic
factors (Schroeder, 2004).

COMMON CHILD MENTAL HEALTH PROBLEMS IN PRIMARY
CARE SETTINGS

Although children of all ages are seen in primary care settings, the
majority of patients are infants and very young children. This is because
infants need to be seen for about a dozen well-child visits during the first
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2 years of life for immunizations and other preventive interventions, but
only once yearly after the age of 2 years until adulthood (Green, 1994). The
relatively large infant and toddler population in primary care settings offers
important opportunities for prevention and early intervention services such
as developmental monitoring, screening for developmental delay, promo-
tion of healthy parent–child interactions, and detection of parental mental
health problems (Drotar et al., 2003; Roberts & Brown, 2004).

Referrals for psychological services from primary care settings may
differ considerably from inpatient pediatric psychology referrals. Studies
describing the nature of referral problems of children seen for primary
care behavioral services have shown that the most frequently referred
problems are negative behavior such as tantrums, oppositional behav-
ior, defiance, noncompliance, and aggression (Charlop, Parrish, Fenton, &
Cataldo, 1987; Finney, Riley, & Cataldo, 1991; Schroeder, 2004; Sobel,
Roberts, Rayfield, Barnard, & Rapoff, 2001). For example, Finney et al.
(1991) reported that 56% of children referred in their primary care psychol-
ogy clinic had behavioral problems such as aggression, sleep and mealtime
struggles. Toileting (e.g., enuresis) and somatic (e.g., recurrent abdominal
pain) problems were also common reasons for referral. Similarly, Sobel
et al. (2001) reported that the 100 children seen for psychological ser-
vices at two primary care settings were referred for externalizing problems
(i.e, disruptive, negative behaviors) (45%), internalizing problems (e.g, de-
pression, anxiety) (23%), school-related problems (e.g., attention, learning)
(15%), adjustment problems (7%), diagnosis for medical or psychological
problem (4%), habit disorders (4%), and medical problems (3%). The major-
ity of diagnoses made by psychologists were oppositional defiant disorder
(22%), ADHD (22%), and adjustment disorder (14.4%).

HOW ARE SERVICES PROVIDED?

There is a broad range of behavioral service options in a primary care
setting including consultation, direct clinical services (assessment and
treatment), case management, forensics, and community agency involve-
ment (Drotar et al., 2004; Schroeder, 2004). The type and scope of ser-
vices offered will depend largely upon the philosophy and interests of the
providers within the practice. In practices that are more integrated there
are larger opportunities for comanagement of patients, with and without
mental health diagnoses.

Psychologists in primary care settings need to be cognizant about sev-
eral issues. First, PCPs may need assistance in identifying children in need
of behavioral attention and in linking them to services (Riekert, Stancin,
Palermo, & Drotar, 1999). Moreover, they may be most likely to miss the
problems in children in earlier or milder stages of development when they
are most amenable to early intervention. Results from a recent study by
Lochrie and Roberts (2003) using clinical vignettes indicated that PCPs were
likely to identify and refer problems that were severe (e.g., severe depres-
sion), but were more likely to misidentify the presenting problems when
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they were mild. Lochrie and Roberts suggest that onsite primary care
psychologist providers may be of assistance in teaching PCPs about how
behavior problems develop over time so that early intervention could take
place.

Screening

Having onsite mental health collaborators helps to facilitate referrals
and removes many of the inherent barriers to care for children. However,
colocation may not be sufficient to insure that children who would benefit
from mental health services will receive them. It is often useful for psycholo-
gists in primary care settings to design and implement developmental and
behavioral screening protocols and procedures that fit an office practice
(Perrin & Stancin, 2002; Stancin & Aylward, 2003; Stancin & Palermo,
1997).

Screening for disease (e.g., lead poisoning) is a concept that is quite
familiar to physicians, so it is not surprising that PCPs would be interested
in ideas for efficient and accurate ways to identify children in need of de-
velopmental or mental health services. By definition, “screening’’ refers to
a process for identifying a child in need of further evaluation and possible
treatment, but does not provide a diagnosis. Screening procedures appear
to be a cost-effective way to increase the identification of children who
might benefit from mental health services, although data on comparative
effectiveness of techniques are lacking (Stancin & Palermo, 1997).

In primary care settings, it is sometimes useful to use a two-
step screening procedure for child developmental and behavior prob-
lems (Simonian, Tarnowski, Stancin, Friman, & Atkins, 1991; Stancin &
Aylward, 2003; Stancin & Palermo, 1997). For example, a “first stage’’
screening measure may be administered to all children in a setting, such as
the PCPs’ waiting room or in the exam room. First-stage procedures often
use parent or caretaker responses on a questionnaire or a short, struc-
tured interview that can be completed and scored in less than 10 minutes.
For children whose scores exceed a set criterion, a longer, “second-stage’’
screening procedure may follow to provide more detailed information about
the nature and severity of concerns. Second-stage screening instruments
tend to be multidimensional in focus and have normative standards by
which to evaluate severity of problems (Stancin & Aylward, 2003). In the
absence of formal screening procedures, a child’s problem is recognized
because a parent raises a concern with the PCP during the office visit
(Barlow, Wildman, & Stancin, 2002). Ideally, the PCP and parent would
then discuss how the family would like to pursue help for the problem.

What Happens When a Behavior Problem Is Identified?

Depending on the skill and interests, the PCP may feel comfortable pro-
viding counseling for milder concerns (e.g., sleeping through the night,
temper tantrums, picky eating). Other concerns may be referred to the
psychologist (e.g., school refusal, depressed mood, learning problems). If a
referral is being made, it is important that the family have an opportunity
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to discuss the referral with the PCP. The family will want to know why they
are being referred and what to expect from the psychologist (Drotar, 1995).

PCPs and primary care psychologists should agree on referral proce-
dures and questions. A conversation between the PCP and psychologist
prior to the mental health appointment can be useful in clarifying con-
cerns. Moreover, because the PCP usually knows the family well, he or she
is often in a position to convey valuable insights about the child and fam-
ily. During the initial mental health appointment, it is useful to discuss the
family’s understanding about the reasons for the referral (Drotar, 1995).
Some parents express confusion or misunderstanding, especially if the
child is viewed to have a medical, not psychological problem. For exam-
ple, parents may wonder why a child whose problems appear to them to be
physical (e.g., abdominal pain, headaches, fatigue) would need to be seen
by a psychologist. Indeed, it is sometimes not clear to the psychologist! If
the PCP has explained to the family that stress or other psychological fac-
tors may be contributing to physical problems, then the psychologist and
family can begin to look for sources of stress and develop interventions to
reduce symptom severity.

Primary care mental health services differ from traditional services
in the level of communication between PCP and psychologist. PCPs expect
prompt feedback from the psychologist about their patients (Drotar, 1995),
done formally (via letter or chart notes) or informally (in person or by
phone). Most PCPs are interested in hearing from psychologists and many
participate directly in the implementation of behavioral treatment plans.
Most PCPs value psychologist insights and are appreciative of practical,
relevant suggestions about how they might also assist the family with be-
havioral concerns. Communication between psychologist and PCP should
not be misconstrued as “casual,’’ in that confidentiality matters must be
carefully considered. Therefore, it is important that a family has the op-
portunity to discuss with the psychologist how and what information can
be shared with others, including the PCP.

Intervention Strategies in Primary Care

As was aptly described by Schroeder (2004), mental health interven-
tions in primary care settings may be traditional treatments delivered in
nontraditional ways. For example, time constraints are usually more flex-
ible and variable. In primary care settings, the mental health professional
often cannot adhere to a 50-minute session but may have only 10 or
15 minutes with a patient. It is not unusual for a patient to have brief,
frequent visits and approximate appointment times (Blount, 1998). Treat-
ments tend to be more focused, goal oriented, and didactic (Blount, 1998).
Therefore, psychologists tend to be use cognitive-behavioral, solution-
focused or family systems treatment approaches. In the referred children
described by Sobel et al. (2001), 79% were treated with behavioral tech-
niques (e.g., bibliotherapy, parent training, behavior management), 10.5%
with cognitive-behavioral methods (e.g., relaxation, social skills training,
problem solving), 8% with supportive counseling, and 2.5% with physi-
cal techniques (e.g., diet, exercise). Behavioral treatments in primary care
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settings also tend to be brief. Sobel et al. (2001) reported that the majority
of patients saw a psychologist between one and five times (81%), and that
the modal number of sessions was one.

PREVENTION AND PUBLIC HEALTH MODELS

Because children are seen by PCPs longitudinally from infancy, psychol-
ogists in primary care settings may have an important role in developing
and promoting public health agendas that include prevention and early
intervention (Drotar et al., 2003; Roberts & Brown, 2004). It would be es-
pecially helpful to implement prevention services targeted at the most fre-
quently occurring issues including negative behaviors and other common
problems. Psychologists in primary care have the opportunity to develop
and evaluate prevention strategies, and to emphasize training in effective
prevention methods (Roberts & Brown, 2004).

Drotar et al. (2003) suggest that psychologists in primary care need to
move beyond services for individuals to more broad-based community ini-
tiatives. A prevention-based model of primary care mental health services
developed in Australia appears to have potential for applicability and effec-
tiveness in the United States (Tynan, 2004). The “Triple P’’ (Positive Parent-
ing Program) model developed by Matt Sanders, Ph.D., is a comprehensive,
integrated system of mental health care that includes both primary care
and specialty mental health providers (Sanders, 1999). The Triple P model
is based on empirically supported interventions and includes five levels.
Level 1 involves education and universal prevention (e.g., television pro-
motional series on common child behavior problems). Level 2 emphasizes
brief, problem-specific sessions conducted by PCPs on common, normal be-
havior challenges. Level 3 focuses on structured individual parent training
sessions conducted by PCPs for mild behavioral concerns. Level 4 includes
parent group sessions for more severe problems conducted by a mental
health specialist (or PCP with additional training). Finally, Level 5 provides
for intensive group or individual interventions by a mental health profes-
sional. One of the interesting aspects of the Triple P model is that it em-
phasizes training PCPs to provide basic empirically supported behavioral
interventions. Tynan (2004) argued that if PCPs were effective in providing
prevention and early intervention services in primary care settings, then
psychologists could focus more on program development, evaluation, train-
ing and interventions with more severe cases. Clinical trials are currently
underway in the United States to study whether the Triple P model can be
transported to the United States (Matt Sanders, Ph.D., personal commu-
nication, January 17, 2003).

PRACTICE ISSUES

There are several practical considerations when establishing a primary
care practice. As in any business arrangement, it is critical that the medical
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and mental health providers adhere to similar philosophical ideas about
their service delivery model. The practice will need to use a common model
and language that makes sense to all providers. Setting up a practice re-
quires an investigation of financial matters including a delineation of pay-
ers for services, scheduling, and space issues. Prior to implementing any
integrated service, Blount (1998) recommends involving not only physi-
cians and office managers, but nursing staff and the entire clinical team
in the planning process. Moreover, it is usually important for medical and
behavioral providers to have regular structured meetings to discuss cases
and practice issues (Blount, 1998).

Confidentiality issues are complex in the primary care setting. Prac-
tices need to decide how much of the medical and mental health data needs
to be shared and how to document information. As all health care practi-
tioners prepare for federal regulations regarding privacy (i.e., Health Insur-
ance Portability and Accountability Act of 1996 [HIPAA]), they must deter-
mine whether to keep a single/joint record or to maintain separate medical
and mental health records. Practices that share a single medical record will
need to decide how much confidential information is recorded and who will
be able to access the records. Families should be clearly informed about
how confidentiality will be maintained in an integrated practice.

What Are the Skills Needed to Succeed in a Primary Care
Mental Health Service Setting?

Formal, supervised training is important for those who choose to prac-
tice in primary care settings, although few mental health professionals
have the opportunity. Schroeder (2004) incorporated psychology trainees
at all levels in the Chapel Hill practice, as well as social work, medical stu-
dents, and residents, but this is unusual. The primary care setting may
require an attitude shift and a willingness to be accessible, flexible, and
creative; not all psychologists have the temperament necessary to succeed
in the primary care setting.

In addition to broad clinical child and pediatric psychology training, the
successful psychologist in a primary care setting must have a firm grasp of
normal child development and behavioral concerns from infancy through
late adolescence. Knowledge and facility with behavioral and developmen-
tal screening and assessment techniques are essential. The primary care
psychologist should be competent to deliver brief, solution-focused, and
family systems treatments, often by applying behavioral and cognitive be-
havioral approaches, to children from birth through adolescents and their
parents. The primary care psychologist must possess psychoeducational
skills, especially related to parenting behavioral and discipline topics. Of-
ten, group therapy skills are important for offering to parent and child
groups on a variety of common issues (e.g., ADHD, divorce, social skills).
The pediatric primary care psychologist should be comfortable serving as
a liaison to schools and other agencies that serve children.

The primary care psychologist must also be familiar with general pe-
diatric medical issues, including anatomy, physiology, disease processes,



96 TERRY STANCIN

pharmacology, and preventive medicine (Blount, 1998). Knowledge about
the evaluation and treatment of psychosocial aspects of child and ado-
lescent chronic and acute medical conditions is essential. The primary
care psychologist must be comfortable discussing a patient’s need for
psychopharmacology, although not as a replacement for a psychiatrist
(Blount, 1998). This is a particularly important issue because Sobel et al.
(2001) reported that 44% of the children that received psychological ser-
vices in their primary care setting were taking medication related to their
psychological diagnoses.

Opportunities in Academic Primary Care Settings

Academic primary care settings offer several additional opportunities
beyond clinical services, where psychologists may be integral to training
a variety of health care professionals and to research activities (Drotar,
1995). Because national accreditation standards and training guidelines
require structured educational experiences in behavior and development
during pediatric residencies (Coury, Berger, Stancin, & Tanner, 1999), pe-
diatric psychologists have often assumed a central or leadership role in
teaching pediatric residents about child mental health needs. Psychologists
in academic primary care settings are ideally situated to provide clinical
supervision (“precepting’’) for pediatric residents regarding child develop-
ment and behavioral issues that arise during primary care pediatric office
visits.

Economic Constraints

The medical cost-savings involved when mental health care is inte-
grated into primary practice is compelling, although there are few data
available with pediatric populations than with adult populations. For ex-
ample, Cummings, Dorken, Pallack and Henke (1990, cited by Blount,
1998) found that focused mental health services targeted toward the high-
est utilizers of medical care reduced medical costs by as much as 38%
even with the cost of mental health treatment included. Several other cost
benefits derive from higher rates of patient satisfaction, lower provider
turnover, and ultimately increased productivity in the general workforce
(Blount, 1998).

Despite the growing recognition of the importance of delivering mental
health care in pediatric outpatient settings, providers have faced difficult
challenges when trying to obtain reimbursement for services. Coding and
billing are complex issues in any mental health setting, but are particularly
troublesome in primary care. Insurance reimbursement is driven by codes
for diagnosis and procedures, and mental health services in primary care
settings do not always fit neatly into recognizable codes. Many insurance
companies and other third-party payers are unfamiliar with the range of
mental health services in primary care practices and may be reluctant to
agree to payment. For example, brief interventions services may be offered
for behavioral problems when they are in the early problem stage; that is,
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parent training in behavior management for parents with a preschool child
with oppositional behavior. In this case, reimbursement may be denied
because services are provided for mental health conditions that do not
meet diagnostic criteria for a mental disorder.

The Diagnostic and Statistical Manual for Primary Care (DSM-PC), Child
and Adolescent Version (Wolraich, Felice, & Drotar, 1996), is a coding sys-
tem developed as a way to describe the kinds of child mental health prob-
lems most often treated in primary care settings. This system allows not
only child symptoms to be coded (e.g., anxiety), but also incorporates the
child’s environmental stresses (e.g., divorce). One of the intentions for de-
veloping the DSM-PC was the expectation that with an increased number of
diagnostic classifications for children, it would be easier to identify chil-
dren, thus leading to more requests for reimbursement. Although infor-
mation about the DSM-PC has been disseminated to pediatricians and some
psychologists, it has not been adopted by most pediatric practices (Drotar,
1999). Moreover, there are many unanswered questions regarding training
and implementation as well as how insurance payers view the DSM-PC codes
(Black, 2002; Drotar, Sturner, & Nobile, 2004).

Another reimbursement challenge sometimes occurs with managed
care organizations (Drotar & Zagoski, 2001). It is not unusual for medi-
cal care to be covered under one payer with mental health care “carved
out’’ and managed by another. In a primary care practice, it is important
that care does not become fragmented because of reimbursement issues.

EVALUATION OF BEHAVIORAL HEALTH SERVICES
IN PRIMARY CARE SETTINGS

Although research in primary care settings poses difficult obstacles
(Drotar & Lemanek, 2001), it is critical that psychologists demonstrate the
need for and effectiveness of their services. At a practical level, many PCPs
will expect some proof of effectiveness before they will accept nonphysi-
cians as colleagues. Moreover, insurance payers will need to be convinced
that interventions are needed before they will be willing to reimburse them.
Research evaluating patient and provider satisfaction and effectiveness of
mental health services in primary care has been supportive of interven-
tions (Charlop et al., 1987; Finney et al., 1991; Kanoy & Schroeder, 1985;
Sobel et al., 2001; Tynan, Schuman, & Lampert, 1999). However, studies
have been primarily descriptive in nature and randomized controlled trials
that would empirically evaluate the efficacy of primary care interventions
compared with other service systems have not been reported (Drotar et al.,
2003).

Well-integrated primary behavioral health care services should fo-
cus on controlling medical costs while optimizing health care outcomes
(Strosahl, 1998). Finney et al. (1991) addressed the question of whether
brief targeted therapy for common behavioral problems in a pediatric out-
patient clinic would reduce the level of pediatric health care utilization.
In this study, not only were treatments effective in decreasing behavior
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problems, but also there was a decrease in the number of medical visits
in the behaviorally treated group that did not occur in a matched com-
parison group of children from the practice that did not receive behavioral
treatment. Similarly, Finney, Lemanek, Cataldo, Katz and Fugua (1989)
demonstrated a decrease in medical utilization as well as improvement of
pain symptoms among children with recurrent abdominal pain following
multicomponent, targeted behavioral therapy.

CONCLUDING REMARKS

Outpatient pediatric clinics and primary care practices are gaining at-
tention from pediatricians and psychologists as important settings for child
mental health services. Whereas in the past, much of the collaboration
between pediatric psychologists and pediatricians focused on children in
hospitals who were physically ill, there are many opportunities to extend
work to community practices and academic primary care settings. Pedia-
tricians note that there is a great unmet need for services and pediatric
psychologists are eager to respond to those needs.

Although several models have been described, the empirical basis of
psychological services in pediatric primary care settings is at an early stage.
In many respects, issues overlap with practices in other public and private
mental health arenas. Quality of care, access to services, availability of
empirically supported interventions, managed care, and reimbursement
constraints (to name a few) are as important in primary care as they are in
other treatment settings. Pediatric psychologists need to develop and test
models that incorporate these broad mental health considerations within
the primary care setting and also take advantage of the rich opportunities
available for innovation with prevention, intervention, and public health
initiatives.

There are many opportunities for psychologists to impact the mental
health status of children by providing services in primary care settings, yet
integrated models of care in family medicine and internal medicine prac-
tices seem to have evolved more rapidly than pediatric models. Why more
child mental health professionals have not established such practices as
yet is unclear. Possible reasons may include lack of training opportunities
necessary to obtain requisite skills, reimbursement patterns that favor ser-
vices for the most seriously disordered children over early intervention and
prevention activities, and perhaps a reluctance of mental health providers
to partner with physicians out of concern for being delegated to a secondary
status. However, it has been my experience and that of others (e.g., Drotar,
1995; Schroeder, 2004) that pediatricians highly value the contributions
psychologists make in service, teaching and research in primary care, and
that many welcome us as partners and colleagues. Similarly, many of us
psychologists who work in primary care settings cannot imagine working
with children without a pediatrician colleague close by with whom to col-
laborate on the health and mental health care of our patients.
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Providing a Range of
Services to Fit the Needs of
Youth in Community Mental

Health Centers
JULIANNE M. SMITH-BOYDSTON

Community mental health centers (CMHCs) share a rich history in the
United States, which dates back to the period immediately following World
War II. Before this time, mental health issues were stigmatized and many
people with mental illness remained without effective treatment or were in-
stitutionalized (Grob, 1991). After the war, at least three factors converged
to improve mental health care. First, rather than simply confining people
with mental illness, mental health professionals, and the communities that
they served began to value the treatment of patients in less restrictive envi-
ronments. Second, the advent of psychotropic medications made it increas-
ingly possible for patients to be appropriately discharged from institutions
while having their mental health needs met (Grob, 1991). Third, federal
funding in the 1960s assisted communities in developing CMHCs to treat a
range of disorders. In concert with this funding, federal mandates outlined
specific areas that would be targeted by the CMHCs, including outpatient,
inpatient, day treatment, emergency services, and educational guidance to
the community (Mechanic, 1998). CMHCs were also encouraged to pursue
diagnostic and rehabilitation services, training, research, and evaluation.
Presently, CMHCs around the country provide a range of services individu-
alized to their own communities and are less bound by clients’ abilities to
pay than many other service delivery institutions.

Although they serve their specific community needs, CMHCs continue
to provide primary services to their individual clients. Services are usually
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divided into adult and child services, with treatment ranging from mild
difficulties to severe or chronic mental illness. Treatment teams may com-
prise master’s and Ph.D. level psychologists, bachelor’s and master’s level
social workers, counselors, psychiatrists, and nurses. The professionals
work together with the goal of providing the most effective resources for
the youth and family. An initial intake helps to identify the potential needs
of the youth and family that then guides the resulting treatment plan and
process as well as potential referral to other resources. During the initial
intake, the youth may be identified as severely emotionally disturbed (SED),
which indicates that (1) the youth has a diagnosable disorder as defined
by the Diagnostic and Statistical Manual-IV-TR (DSM-IV-TR, American Psy-
chiatric Association [APA], 2000) and (2) this condition affects their func-
tioning in at least one area such as within the family, at school, or in the
community. The average percentage of youth identified as SED within the
community ranges from 5% to 8% (Friedman, Katz-Leavy, Manderscheid, &
Sondheimer, 1996).

Due to the overwhelming needs of youth identified with SED, guidelines
have been developed through a systems-of-care to facilitate and govern
treatment services (Stroul & Friedman, 1986). This philosophy represents
a way to provide comprehensive care to youth and families that may differ
in its expression across communities. Core components to a system-of-
care include services that are child centered and family focused, and in
which the needs of the family are primarily represented. In addition, ser-
vices should be community-based to ensure that youth are treated in the
least restrictive environment. Finally, individuals who provide services in
these systems should be culturally competent and be responsive to the
differences across families. A primary theme in this philosophy is the diffi-
cult task of coordinating services across different public sectors that may
be serving youth.

Considering the overlap of mental health services with other public
sectors in service of youth with SED, there has been increased focus on
the characteristics of youth across sectors and interconnections across
settings or systems of care (Garland et al., 2001). Primary sectors of care
that have been identified for children include alcohol and drug services,
child welfare, juvenile justice, mental health services, and public schools.
Garland et al. (2001) found that across sectors, 54% of youth were diag-
nosed with at least one disorder, with disruptive behavior disorders being
diagnosed more often (50%) than anxiety (10%) or mood disorders (7%). In
addition, youths with substance abuse difficulties are found in all public
sectors, particularly juvenile justice and mental health settings (Aarons,
Brown, Hough, Garland, & Wood, 2001). This fact suggests that youth
who are behaviorally acting out in aggression or antisocial behavior may
be identified in a system with higher frequency, either referred by par-
ents or teachers or because they have broken the law. It also supports
using more intensive treatments in these sectors for particular behavior
disorders.

Services for youths in CMHCs can be categorized into outpatient
and community-based alternatives. Outpatient services encompass more
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traditional services including individual, family, and group treatment.
In addition, medication services are provided on an outpatient basis.
Community-based alternatives have been guided by system-of-care prin-
ciples and are being increasingly used by professionals, particularly for
youth identified as SED. Examples of these community-based services in-
clude case management, Wraparound Care, Family Preservation, and Mul-
tisystemic Treatment (MST). Individual centers may differ in how they carry
out these services, but general ideologies are similar across communi-
ties.

OUTPATIENT SERVICES

Outpatient services typically make up the largest percentage of con-
sumers at a CMHC. During the initial intake with a client, the therapist
gathers information on referral behavior, background history, past assess-
ments and interventions, and present requests to help guide recommen-
dations for particular services that meet the needs of the client. After the
intake, service recommendations are then based on the extent of difficulties
and family input. If the youth is seen as non-SED or SED with mild symp-
toms, it is likely they will participate in less intensive individual, family, or
group treatment.

Outpatient services are traditionally delivered at the CMHC; however,
few studies have evaluated the overall effectiveness of services delivered at
CMHCs. Positive treatment changes on externalizing and internalizing Child
Behavior Checklist (CBCL) scores have been found between treatment and
control groups for school-aged children (Dalton et al., 2000). In addition,
although cognitive treatment has been associated with increased treatment
success, support has also been found for parent and youth’s abilities to use
treatment strategies rather than particular treatment methods (Shapiro,
Welker, & Jacobson, 1997). Unfortunately, these studies have shown some
weaknesses in design in that they often lack experimental control over con-
ditions, and frequently rely on retrospective reviews of client information
or therapist report of progress (e.g., Dalton et al., 2000).

Because of the need to provide comprehensive outpatient services in
a CMHC, medication prescription and monitoring is fairly routine. Children
may be referred to a psychiatrist at a CMHC by outside agencies, such as
pediatricians or schools. In addition, ongoing outpatient therapists may
refer children to psychiatric services. There are several factors that may
prompt a referral to the psychiatrist. These factors include symptom pat-
terns that may be ameliorated with medication intervention such as inat-
tention, hyperactivity, or depression, degree of corresponding comorbid
problems, intensity of symptoms that have not changed following out-
patient interventions, or parental preference for medication management.
When evaluating a new client, psychiatrists gather background history of
the family, which also focuses on medical issues of the child and family,
referral symptoms, and past interventions used to treat symptoms. During
the evaluation, if medication is deemed appropriate, psychiatrists prescribe
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medication that fits the symptom picture. After a designated time of use,
the client and family report to the psychiatrist the perceived effectiveness
of the medication and prescriptions are modified as needed.

Some studies have documented the changing patterns of medication
use in CMHCs over time (Safer, 1997; Storch, 1998). Storch (1998) compared
use in the CMHC to inpatient treatment and found differences in diagnoses,
types of medication used, and differences in age at prescription. He re-
ported that 82% of patients in a CMHC received more than one diagnosis,
and most common medications prescribed included antidepressants, stim-
ulants, and mood stabilizers. Safer (1997) documented trends across four
separate mental health centers from 1988 to 1994, including an increase
in medication use overall, increase in polypharmy or the use of more than
one medication, and increase in antidepressants compared to other medi-
cations, including stimulants. These trends highlight the critical nature of
medication use in CMHCs and the necessity of coordination between ser-
vice providers regarding individual or family psychological treatment and
medication management.

CASE MANAGEMENT SERVICES

Consistent with a systems-of-care perspective, communities are begin-
ning to increase financial support for community-based services for youth
to remain in their natural environment rather than being placed in in-
patient units. The shift from inpatient treatment to outpatient services,
including case management, has been occasioned by a number of factors.
For example, it has been shown that hospitalization can prove very costly
to communities and there are data to suggest that inpatient treatment may
be inappropriate and possibly harmful to some youth (Pfeiffer & Strzelecki,
1990). In addition, the length of stay for hospitalization is much shorter
than in the past, requiring that crisis stabilization is often the primary goal
rather than empowering families or making changes through behavioral in-
terventions (Sondheimer, Schoenwald, & Rowland, 1994). Although youth
diagnosis is predictive of hospital reentry (i.e., psychotic disorder more
likely than other disorders), availability of community-based services also
appears related to decreased rates of rehospitalization (Pavkov, Goerge, &
Lee, 1997).

Case management services are frequently employed in CMHCs for youth
identified as SED in need of more intensive services. A case manager may
assist with service access and coordinating services across providers and
systems. This task is seen as a core need in current systems-of-care think-
ing. As defined in a system-of-care model, case managers not only coordi-
nate services but also monitor progress, facilitate communication across
systems, help families plan services and identify strengths and needs,
and rely on family input to guide the treatment process. Although case
management is seen as critical, it is unusual for case managers to work
independently with a family separate from a treatment team so it can
be difficult to define this professional role and assess its effectiveness.
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More about using case management within a team approach is described
below.

There has been some empirical support obtained for Intensive Case
Management (ICS) used in a team approach to increase participation in
treatment services, use of wider range of services, and positive outcomes for
SED youth (Burns, Farmer, Angold, Costello, & Behar, 1996). The strengths
of case management services include providing a missing link to service ac-
cess and coordination from traditional outpatient services, as well as being
more intensive and comprehensive in meeting youth and family needs. A
potential drawback to case management includes some difficulties defining
what case managers actually do in the field since their role is so broadly
defined. In addition, the case manager’s role may become confusing to fam-
ilies in relation to other professionals from different sectors and there may
be overlap or fragmentation in services if there is not continuous coordi-
nation among professionals regarding treatment goals.

WRAPAROUND SERVICES

A stronger focus on the individual needs of youth with SED and their
families has developed in what are called wraparound services (Grundle,
2002; Huffine, 2002) in that the services are provided as needed by a child
and family in a coordinated way, not fitting the child to services, but, in
essence, “wrapping’’ services around the child. This model is centered on
a strengths-based approach that looks to overcome difficulties by building
on the youth and families’ assets. Further, it is predicated on the dual as-
sumptions that (1) children should be treated in the context of their com-
munity, and (2) that the family can work to improve their ability to function
independently (Myaard, Crawford, Jackson, & Alessi, 2000; Malysiak,
1997).

Basic to the wraparound process is that a treatment team works
together on goals developed by the family. These team members may
include a therapist, case manager, and possible other members such as
a youth specialist or parent support worker. The therapist or Qualified
Mental Health Professional (QMHP) generally oversees the treatment plan
and guides the other team members in their goals for a particular fam-
ily. As described previously, a case manager typically assists in pulling
together members of the team, developing goals, and coordinating treat-
ment delivery. Team members may also include a youth specialist, who
works directly with youth building skills in the community, and a parent
support specialist, who may be another parent who has had a child with
SED in services and supports the parent through the treatment process.
The members of the team are identified by the family and, by definition,
should not be predominantly professional staff. Therefore, although thera-
pists and other professionals such as school personnel may be a part of the
team, the family also identifies natural resources such as family, friends,
neighbors, among others that can support them in meeting treatment
goals.
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Community-based care has taken national spotlight with the National
Evaluation of the Comprehensive Community Mental Health Services for
Children and their Families Program (Holden, Friedman, & Santiago, 2001;
see Chapter 25 for more details). Controversial findings of community-
based services (Burns, Hoagwood, & Mrazek, 1999; Bickman et al., 1995;
Bickman, Summerfelt, & Noser, 1997), particularly in comparison to
university-based treatment studies (Weisz, Donenberg, Han, & Weiss,
1995) have led to efforts to operationalize treatment services more effec-
tively in order to stay true to a systems-of-care theory and assess improve-
ments in this care compared to traditional care with potential cost savings.
The Comprehensive Community Mental Health Services for Children and
their Families Program provides federal monies to a range of communi-
ties to test the theory propositions. The treatment protocols are individu-
alized to the communities but based on the principles of system-of-care.
These principles include a focus on the individual needs of the family and
youth, including the strengths in the system, input of the family into treat-
ment goals and interventions, collaboration across settings to coordinate
the family services, and use of the least restrictive treatment setting for the
youth and family (Stroul & Friedman, 1986). The project has shown posi-
tive results for treatment fidelity and comparison with traditional services
(Hernandez, Gomez, Lipien, Greenbaum, Armstrong, & Gonzalez, 2001),
cost sustainability (Foster, Kelsch, Kamradt, Sosna, & Yang, 2001), and
family participation at all levels of treatment (Osher, Kammen, & Zaro,
2001). In addition, improvements have been found across communities in
children’s behavioral and emotional symptoms as well as increases in their
functioning (Manteuffel, Stephens, & Santiago, 2002).

FAMILY PRESERVATION

Family preservation models have been in existence for several decades
in the social work area. Their function within these settings have tradi-
tionally been preventing out-of-home placement for children in dangerous
settings where there may be the imminent threat of out-of-home placement
due to such factors as physical or sexual abuse or neglect by caregivers.
Such high risk often necessitates short-term, intensive services that may
help the caregivers to learn skills to potentially avoid a costly and emotion-
ally stressing placement. In addition, work is done in the home with the
caregivers and child focusing on specific goals. Examining family strengths
and working in the family system, such as the school and neighborhood
is seen as key, which enhances theories concentrated on individual work
with the youth.

Programs that come from a family preservation model may focus on
brief (1–2 months) or longer-term (3–6 months) goals. Brief programs tend
to focus on immediate crises and helping families to secure resources to
avoid out-of-home placements. A challenge to these shorter programs is
finding ways to make lasting changes with families. Intensive longer-term
programs are seen as giving workers more time to provide comprehensive
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services to change systems that may have perpetuated the problem be-
havior. Some outcome results of these programs show that the intensive
longer-term programs may show more lasting effects on changed behav-
ior than the short-term crisis focused programs (Nelson, Landsman, &
Deutelbaum, 1990).

An example of a family preservation program that combines aspects of
brief and long-term programs is the Homebuilders Model (Haapala, 1996).
The program was initiated in 1974 as an intensive, in-home family- and
community-based crisis intervention program. Although the average length
of service in the program is 4–8 weeks, therapists have very small caseloads
of 1–2 families so that the service in the 2 months is very concentrated and
flexible for scheduling time that meet the family’s needs. Six key principles
are used to guide the treatment, including building on the family strengths,
being mindful of the systems involved in change, creating a partnership
with the family for making change, individualizing services for the family,
developing short-term goals, and selecting staff that are able to engage
families and identify or focus on necessary change areas. During treat-
ment, realistic goals are developed with the family focusing on a limited
number of target behaviors that can be changed so as to increase family
functioning and lessen the change of the youth’s out-of-home placement.
The services range from meeting concrete needs of families such as food,
clothing, or shelter, to providing a range of therapeutic services for the
youth and family, which may include didactic training regarding child de-
velopment, monetary budgeting, anger management, assertiveness, and
individual or family treatment. The primary goal is to teach the family new
skills so that they are able to function better and have longer-term positive
outcomes.

Family preservation programs have been housed in different commu-
nity agencies, such as CMHCs and work closely with social service case
workers. Programs such as the Homebuilders Model have shown effective-
ness in keeping children in homes (Haapala, 1996). However, there have
been limitations of other family preservation projects (e.g., poor implemen-
tation of the model by having high caseloads) that have called into question
the overall effectiveness of this service delivery approach, particularly for
long-term changes with children and families.

MULTISYSTEMIC TREATMENT (MST)

The MST program, which is similar to family preservation but with
a focus on juvenile offenders, may also be offered in CMHCs. MST is a
community-based, short-term, intensive program that was designed to re-
duce and prevent youth criminal activity, and decrease out-of-home place-
ment of youth (Henggeler, Schoenwald, Borduin, Rowland, & Cunning-
ham, 1998). Their model for evaluating and disseminating MST is unique
and has a special relevance to public community-based service settings.
MST works to empower caregivers and relies on the collaboration of all
systems (i.e., family, school, peer, and neighborhood) involved to meet
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treatment goals. Although similar to a family preservation model, MST uses
treatment theory and empirical research regarding multiple risk factors
associated with delinquency. Treatment targets validated causes of delin-
quency, namely peer relationships, school performance, and community
factors. MST treatment is crisis-oriented, working intensively with families,
due to the high threat of out-of-home placement of the youth. Therapists
hold lower caseloads in order to be able to provide a wide range of ser-
vices to families, as well as be available for crisis intervention. In addition,
treatment is short term, lasting an average of 3–5 months, focusing on
the family’s goals and strengths, and building supports in their natural
environment.

Multiple outcome studies (summarized in Henggeler, 1999) have
shown the effectiveness of this program for reducing recidivism and out-of-
home placements for youths in the juvenile justice system. MST is also listed
as an empirically validated program for conduct disorder (Kazdin & Weisz,
1998) as well as by the Surgeon General (U.S. Department of Health and
Human Services, 2001). Clinical trials have shown short- and long-term
positive outcomes for youth and particularly strong effects when compared
with traditional treatment.

Previous treatment approaches for juvenile offenders include nondirec-
tive, client-centered counseling, psychodynamic therapy, and punitive pro-
grams such as intensive supervision, electronic monitoring, boot camps,
and “scared straight’’ programs. Although most of these approaches have
shown poor results and some even have shown some deleterious effects on
juvenile offenders, many communities still use these approaches. However,
with tighter budgets, and the support of effective programs by the Surgeon
General, more communities may begin to adopt programs that have been
supported by the research literature. MST has shown not only beneficial
treatment results but also cost effectiveness when compared to other pro-
grams for juvenile offenders (Washington State Institute for Public Policy,
1998).

Based on clinical findings regarding its effectiveness and cost savings,
MST Services, which is the main administrative oversight organization of the
individual programs, has worked to disseminate the program into a vari-
ety of applied settings to evaluate whether similar results can be shown
in these settings (Schoenwald, Brown, & Henggeler, 2000). A major fea-
ture of those dissemination trials has been an emphasis on the necessity
of treatment adherence and other quality assurance procedures. Dissem-
ination and treatment quality assurance for the MST program include an
initial 1 week intensive training series that focuses on the principles and
treatment with MST, followed by weekly consultations from MST Services,
quarterly treatment workshops for MST staff, and regular review of clini-
cal outcomes. This frequency and intensity of supervision and oversight is
necessary in part because of the conceptual nature of MST treatment. Each
case is analyzed individually with unique treatment goals and procedures
to fit with the identified youth and family. This approach is distinguished
from other dissemination projects of mental health services that have used
a manualized, standardized set of treatment procedures because the MST
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procedures in particular are individualized for each family but follow the
same set of nine MST principles.

Considering the effectiveness of MST with juvenile offenders, MST pro-
ponents have examined the use of similar principles for youth with SED

presenting with psychiatric crises (Henggeler, Schoenwald, Rowland, &
Cunningham, 2002). Preliminary research has shown this treatment as an
effective alternative to inpatient hospitalization (Sondheimer et al., 1994).
Since it has been shown that many youths cross different sectors of care
(Garland et al., 2001), it is reasonable to assume that treatments effec-
tive for one set of youth may also work for another set. Therefore, much
of the MST process is similar for youths in psychiatric crises as with juve-
nile offenders, but there are also unique aspects for this population. MST

plans for youths in crisis are defined by the youth being potentially ac-
tively at risk to harm of self or others, as evidenced by suicidal, homicidal,
or psychotic symptoms. Goals for these crisis plans involve keeping the
youth safe, providing emergency services in the youth’s natural environ-
ment, and empowering the caregivers to be able to respond to the crisis
and to future difficulties. Added to the MST team is a crisis caseworker
to respond to emergencies, implement crisis plans, and gather informa-
tion to help prevent further crises. In addition, a child psychiatrist works
closely with the team for medication maintenance. As with traditional MST,
each team member is held responsible for the outcomes of the youth and
family.

MST Services are also devising a continuum of care, which can follow
the youth and family through stages of treatment (Henggeler et al., 2002).
This helps to keep continuity between the family and MST therapists and
theoretical orientation, but also fits the intensity of the program to the
needs of the family, from very intensive interventions to less intensive out-
patient care. This type of system works well in a CMHC, given the chronicity
of most cases, particularly children identified as SED.

There are strengths and weaknesses of delivering MST in a community
program based in a CMHC. The strengths, as stated earlier, involve em-
pirical validation, potentially greater connection to families and commu-
nity partners, and short-term intensive work that makes changes in the
youth’s natural environment to support further changes. Challenges with
this program include how different it is to traditional outpatient services
and to traditional team approaches that include having a therapist, case
manager, and possibly other players such as a youth specialist and parent
support worker. Because MST has one therapist performing many of these
roles, it can be very different for most CMHCs to implement. In addition,
the program is very “top-heavy’’ with many requirements for programs to
maintain MST licensure, which includes not only the initial trainings but
also ongoing consultation and booster trainings by MST consultants. Al-
though it is understood how important these procedures are to protect
dissemination, it can be very costly for individual centers to support. That
is one of the reasons that MST Services initially assists communities to as-
sess their commitment to the program theoretically and financially to find
ways to sustain the program in the long term. However, in tough financial
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times, unless there is commitment from state and local communities for
funding, it can be difficult to maintain the full program.

EVALUATING STRENGTHS OF CMHCS

From their initial inception, CMHCs have been federally mandated to
evaluate the effectiveness of their treatment programs. Several different
methods have been used to evaluate treatment programs, including as-
sessing caregiver and child satisfaction with the program, examining child
behavior change over time, and assessing the lack of negative outcomes,
such as hospital reentry or criminal recidivism rates. In addition, cost-
effectiveness studies can be critical components to see if the program
cost outweighs outcomes that are obtained. However, an analysis of cost-
effectiveness should be attempted only after it is known that the interven-
tion is effective in some way (Naar-King, Siegel, Smyth, & Simpson, 2000).

There are some aspects of CMHCs that make them very rich areas for
clinical research. As suggested by latest calls to research from the National
Institute for Mental Health (NIMH) that focus on public health, the next
generation of empirical investigation needs to be conducted in the “real
world’’ with difficulties that families face day to day and focus on potential
improvements in quality of life (Foxhall, 2000). This more naturalistic re-
search approach will assist in making the assessed interventions powerful
across settings and populations and make them more useful to everyday
practitioners. Because CMHCs have a very diverse client population, studies
can be done on the effectiveness of treatment programs with comorbid con-
ditions, which would be an important expansion to the present research
primarily done in academic settings with a very homogenous group, such
as those with a single diagnosis. In addition, the range of different profes-
sionals working in the CMHC would assist in evaluating the “team approach’’
and insight that is gathered from the range of professionals working with a
youth and family. Studies can also assess the range of treatments available
from outpatient work such as individual, group, family, and medication
treatment, to more intensive community-based services. Also, as stated
before, CMHCs share a federal mandate to evaluate their work to assess if
interventions lead to youth behavior change and endearing changes in the
family system.

CHALLENGES FACING CMHCS

There are also some potential challenges to conducting research in a
CMHC setting. Although CMHCs have been mandated to evaluate their ser-
vices, much of this research has included state-funded basic evaluations
such as assessing youth behavior change on a single questionnaire such
as the CBCL (Achenbach, 1991) or client satisfaction with services. Unfor-
tunately, these measures are not always seen as priorities by the CMHC

staff and there may be much missing data unless funding sources attach
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importance to the information. In addition, the personnel at CMHCs often
have a range of training that may, or may not, include training in research
methods. This variance may influence the staff’s acceptance of research
procedures or therapist adherence to established protocols. Also, because
CMHCs can be very distinct across the country, it may be very difficult to
compare techniques or protocols across communities if they are providing
services very differently. In fact, it can be difficult even statewide to adopt
similar procedures unless there is a mandate to do so.

Wagner, Swenson, and Henggeler (2000) documented particular chal-
lenges in evaluating community-based interventions. These guidelines can
be used to examine research completed in CMHCs. First, the authors dis-
cussed potential weak research design due to insufficient sample size, high
attrition, low treatment fidelity, and difficulties in randomizing subjects. It
is more difficult in a CMHC to randomize subjects to different control groups.
However, some studies have used dropout lists of children who completed
the initial assessment but then rejected further services or therapy wait-list
comparisons (Dalton et al., 2000).

Second, difficulties can arise in designating treatment guidelines and
evaluating therapist’s adherence to developed protocols. This is a par-
ticular difficulty with operationalizing the wraparound process, because
there are so many unique and individualized components to the treatment
(Malysiak, 1997). However, the ongoing system-of-care study has devel-
oped implementation assessment strategies to examine the organizational
arrangements and service delivery domains to see how it relates to family
outcomes using qualitative and quantitative measures (Vinson, Brannan,
Baughman, Wilce, & Gawron, 2001). The MST program uses their nine treat-
ment principles as the foundation to have families evaluate the effective-
ness of therapists in the program (Henggeler et al., 1998).

Third, participant issues can be an issue, particularly engaging com-
munity members as well as families into the treatment, obtaining informed
consent, and increasing motivation for families to participate in the re-
search portion of the treatment. This issue is not as difficult for CMHCs
because often the program evaluation measures are integrated into the
ongoing treatment programs. Therefore, measures such as the CBCL or the
Child and Adolescent Functioning Assessment Scale (CAFAS; Hodges, 1990,
1994 revision; Hodges, Wong, & Latessa, 1998) may be used with fami-
lies as normal procedures during treatment intake and then again at the
completion of treatment. However, incorporating additional measures may
be difficult due to not only community acceptance but also engagement
of staff around the necessity of the measures. Therefore, didactic training
can be important at all levels and feedback regarding outcomes can be very
informative and motivating to staff.

Fourth, the clinical culture can be a barrier to treatment progress,
including differing training of professionals and the range of treatment
approaches used. Schoenwald, Brown, and Henggeler (2000) identified
characteristics of therapists that are related to effective practice. These
characteristics include openness to peer supervision, ability to have
treatment approaches evaluated, a strong work ethic, an ability to be
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ecologically minded when treating the child and family, flexibility, intelli-
gence, open-mindedness, and empathy with the client. The authors stated
there is always a challenge of hiring appropriate staff for community-based
work that is influenced by professional qualifications, therapist character-
istics, and cultural understanding. This challenge could make or break the
treatment outcomes, because research has shown that connection with
therapist may explain a large part of treatment success.

Last, community challenges were noted, including obtaining the en-
gagement of important community leaders and connections with agencies
that have input on the characteristics of the youth and possible involve-
ment with the youth’s outcome. CMHCs interact with many different com-
munity members, including social services, adoption and foster placement
agencies, schools, hospitals, and juvenile justice authorities. It is critical
that they have the buy-in and commitment of these agencies to conduct
program evaluation. In fact, information gathered from evaluating treat-
ment practices can be used by these agencies to advocate for continued
treatment or funding decisions.
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Outpatient–Private Practice
Model†

BERNADETTE M. LANDOLF

In the United States, outpatient private practice emerged as a distinct
model for delivering mental health services in the latter half of the 1800s.
Prior to that time, the young discipline of psychiatry was concerned al-
most exclusively with the care of severely disturbed individuals confined
to asylums, and other mental health disciplines had not yet evolved
(Brown, n.d.; Reisman, 1991). Since then, private practice has become a
major vehicle for delivering mental health services. A brief summary of
some of the key setting factors and antecedent events that contributed to
the development of, and eventual boom in, outpatient private practice in
the United States will be presented followed by an examination of contem-
porary private practice as a model for delivering mental health services to
children, adolescents, and families.

From the late 1700s to the middle 1800s, post-Enlightenment concern
for the less fortunate coupled with a growing respect for rationality and
science contributed to a shift away from superstitious, inhumane, and pes-
simistic views of psychological disturbance, which led to the warehousing
(or worse) of afflicted individuals, to more scientific, humane, and opti-
mistic views that fostered a search for effective treatments (Reisman, 1991).
Between 1869 and 1879, neurologists George Miller Beard and S. Weir
Mitchell helped legitimize less severe forms of psychological disturbance,
and neurologist William A. Hammond published a paper entitled, “The
Non-asylum Treatment of the Insane,” thus helping to move the locus of
mental health care from asylums to outpatient practices (Brown, n.d.).
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In 1879, scientific psychology coalesced as a discipline, and not long
afterward, in 1896, Lightner Witmer initiated the field of clinical psy-
chology by opening a psychological clinic, the first of its kind in the
world, at the University of Pennsylvania. Witmer’s clinic served primar-
ily children and may be viewed as an early forerunner of child guidance
clinics (Reisman, 1991). Adolf Meyer, a pathologist and director of the New
York Psychiatric Institute, initiated the practice of psychiatric social work
in 1904 (Reisman, 1991). Interest in psychoanalysis and other forms of
psychological therapies rose in the United States after Sigmund Freud
and Carl Jung delivered a series of lectures at Clark University in 1909
(Reisman, 1991). During the same year, social reformer, writer, and philan-
thropist Ethel Sturges Dummer, physician William Healy, and others cre-
ated the Juvenile Psychopathic Institute in Chicago, considered by many to
be the first child guidance clinic in the world (Jones, 1999; Reisman, 1991).
Around 1917, states began legally recognizing psychologists as experts in
mental retardation, much to the displeasure of psychiatrists and others
in the medical profession interested in protecting what they considered
their turf (Reisman, 1991). Demand for outpatient mental health services
grew and then skyrocketed after World War II. The federal government re-
sponded by providing funding for graduate training in psychology, and
predictably, the number of graduate programs increased. At about the
same time (middle 1940s), states began enacting certification and licens-
ing laws for psychologists, thereby allowing them to practice independently
(Reisman, 1991).

The most recent boom in outpatient private practice began during
the 1960s with the passage of “freedom-of-choice” legislation requiring
third-party payers to provide reimbursement for services regardless of
which licensed or certified professional (e.g., psychiatrist or psychologist)
delivered the services (Routh, 1994). During the late 1970s and early
1980s, litigation resulted in at least two key court decisions that held
that non-M.D. mental health practitioners were entitled to practice in-
dependently (i.e., without physician oversight) and to receive third-party
reimbursement for their services (Reisman, 1991). Thus, during the 1960s,
1970s, and early 1980s, legislation and litigation provided another source
of funding for psychologists in private practice; opened the doors of private
practice to social workers, psychiatric nurses, professional counselors,
marriage and family therapists, and others; and provided a major financial
impetus for entrepreneurship in the delivery of mental health services.

Eventually, and not surprisingly, a tightening of the financial reigns
became necessary when health care spending skyrocketed. With the rise
of managed care in the 1990s, a new climate was created—a climate un-
supportive of unfettered growth in the business of health care delivery. As
a result, providers are now forced to compete for fewer dollars. During this
period of adaptation, changes are bound to occur throughout the system
that will alter the ways in which mental health services are delivered. For
the time being, however, private practice continues to be an important and
viable service delivery model.
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DEFINITION AND ORGANIZATIONAL SCHEMES

For the purposes of this chapter, the outpatient private practice model
includes single- and multi-owner professional practices that, within appli-
cable legal parameters, function autonomously in the provision of outpa-
tient mental health services for compensation and whose financial solvency
depends on the compensation collected for those services. The model sub-
sumes sole proprietorships and multi-owner practices in various forms
regardless of size. In the current context, a sole proprietorship is a pro-
fessional practice owned and managed by one person (i.e., the sole pro-
prietor). The sole proprietor has unlimited liability with regard to any
financial responsibilities and legal actions arising from the conduct of
any agent of the proprietorship. That is, both personal assets of the pro-
prietor and practice assets may be claimed by creditors or other parties
to satisfy obligations of the practice. Chapman (1990) described several
forms of sole proprietorships including solo practices with no support staff,
single-owner practices with or without support staff or practitioner em-
ployees, and groups of two or more sole proprietors who share overhead
expenses. All of these are subsumed under the definition of private practice
above.

Similarly, multi-owner practices (i.e., partnerships) can be organized
in a variety of ways and still qualify as private practices according to
the definition above. Laws governing multi-owner organizations vary from
state to state. In general, unless the partnership agreement specifically
exempts one or more partners from liability (as would organizing as
a limited liability partnership, professional corporation, or limited lia-
bility company), all partners are subject to the same financial and le-
gal exposure as they would be if they practiced as independent sole
proprietors.

Excluded from the definition of private practice above is any service de-
livery entity that derives a significant portion of its operating revenue from
sources other than fees collected directly from clients for services rendered
to those clients (e.g., publicly funded agencies or nonprofit agencies that
rely on donations, grants, and other external sources of funding). Service
delivery entities that are not financially or operationally independent of a
larger organization that provides services other than direct mental health
services to clients (e.g., universities, schools, hospitals, managed care orga-
nizations, etc.) also are excluded. Superficial features (e.g., size of the prac-
tice, appearance of the physical plant, ownership arrangements, etc.) are
not what distinguishes private practice from other service delivery models.
Autonomy is the defining feature—a private practice is self-directed and
self-reliant. Thus, the distinction between private practice and employer-
based practice blurs as involvement of third-party payers (insurance com-
panies, managed care organizations) increases. That is, at some point along
the continuum, the private practitioner is no longer financially or opera-
tionally independent and instead becomes a de facto employee of the third
party.
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POPULATIONS SERVED

There are no reliable data regarding the number of children, ado-
lescents, and families seen for treatment exclusively in outpatient pri-
vate practice settings. Citing research by Burns, Hoagwood, and Maultsby
(1998), which estimated that between 5% and 10% of children and their
families utilize outpatient mental health services annually, the 1999 Sur-
geon General’s report on mental health identified outpatient treatment as
the most common form of treatment for children and adolescents (Satcher,
1999). As is the case with other data sources, the term “outpatient” refers
to many modes of outpatient service delivery, both public and private.

Private mental health professionals are not the leading source of out-
patient mental health services to children and youth. Burns et al. (1995)
found that nearly three quarters of the severely emotionally disturbed chil-
dren they followed who received treatment received at least some men-
tal health services from the education sector whereas fewer than half
received some mental health services from the specialty mental health
sector (psychiatric hospital, psychiatric unit in a general hospital, resi-
dential treatment center, group home, partial hospitalization, therapeutic
foster care, mental health center, detoxification unit, outpatient drug and
alcohol clinic, case management, or private mental health professional).
These researchers and others (Hoagwood & Erwin, 1997) have concluded
that schools are the primary source of outpatient mental health services
to children (cf. Satcher, 1999). Thus, although private practitioners are
financially and operationally independent, they must remain cognizant of
the high probability that their child clients are receiving mental health ser-
vices from other sources (such as schools) and must be able to coordinate
services with other agencies when necessary.

Kazdin, Siegel, and Bass (1990) surveyed 1,162 psychologists and psy-
chiatrists involved directly with the treatment of children, approximately
half of whom were primarily employed in private practice settings. The
psychologists and psychiatrists included in the sample reported that one
third of their caseloads consisted of middle socioeconomic status (SES) chil-
dren referred for treatment; the other two thirds were evenly split between
upper-middle to upper SES and lower-middle to lower SES referred young-
sters. Upper SES children accounted for the lowest percentage of cases
(6.6% of psychologists’ caseloads, and 7.2% of psychiatrists’ caseloads).
The racial composition of the average caseload, aggregated across the two
provider groups, appeared comparable to census data for 1980 and 1990
(cf. Office of the Assistant Secretary for Planning and Evaluation, 1997).
These data should not be interpreted to mean that the clientele of ev-
ery outpatient private practice is representative of the U. S. population
at large vis-à-vis economic and racial composition. What they do sug-
gest is that the outpatient private practice model does not disproportion-
ately include or exclude individuals from one or more economic or racial
groups.

Just as outpatient private practice does not necessarily include or
exclude individuals from particular SES or racial groups, neither does
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it necessarily include or exclude individuals with particular presenting
problems. Kazdin et al. (1990) asked the psychologists and psychiatrists
in their sample to rank the five problems most frequently seen in their
practices. The problems most frequently reported were emotional (inter-
nalizing) problems, behavioral problems at home, behavioral problems at
school, parent–child problems, and learning problems.

Private practice is, perhaps, the most flexible service delivery model.
A private practitioner can locate anywhere there is sufficient demand for
services. Considering that part-time practice is an option, private practi-
tioners may be found where demand for services is not sufficient to sup-
port a larger or more complex service delivery model. Although the private
practice model is able to serve a demographically diverse clientele and a
broad range of presenting problems, its survival depends on the ability of
its clients to financially support its operations. Apart from this economic
constraint, the model places no restrictions on service delivery. Unless a
private practitioner decides to limit the scope of the practice in some way,
such limiting does not exist as it does, for example, when there is an insti-
tutional mandate to serve a particular population.

ECONOMICS OF PRIVATE PRACTICE

Members of the helping professions seem prone to subscribe to the
dichotomy of helper versus businessperson. This dichotomy is neither log-
ical nor useful. Regarding its logicality, the dichotomy fails to recognize
that anyone who receives recompense for goods or services is de facto a
participant in an economic transaction. Moreover, the dichotomy fails to
recognize that in any endeavor involving the exchange of some form of
compensation for goods or services, the source of compensation—whether
from individual consumers, taxpayers, insurance companies, charities, or
other sources—conveys no information at all about the helpfulness of the
endeavor. Clearly then, the dichotomy is a false one.

Apart from its falseness, the dichotomy can and should be challenged
for more utilitarian reasons. The dichotomy encourages the perception that
helping occurs in isolation from a larger societal context. In so doing, help-
ing is likely to be viewed only in terms of benefits provided. Unfortunately,
focusing exclusively on benefits provided obscures the fact that helping,
regardless of the form it takes (e.g., providing clinical services, consulting,
teaching or training, conducting research, etc.), consumes limited human
and financial resources. Thus, the dichotomy distracts from the critical ac-
tivity of evaluating the benefits of helping relative to its costs and therefore
does nothing to encourage accountability. Those paying for services pro-
vided by the helping professions should and will make judgments regard-
ing the value of the services independent of whether the provider believes
they are valuable, and this holds true regardless of the venue in which the
services are rendered.

That private practice is both a service delivery enterprise and an eco-
nomic enterprise does not make it unique relative to other settings in which
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members of the helping professions function. What makes private practice
unique is that its practitioners function autonomously, are directly com-
pensated by consumers for services provided, and depend on that compen-
sation to allow them to continue providing services.

Private practices receive funding through fees paid by clients or clients’
insurers (including managed care companies). Clients may include individ-
uals or organizations. Services offered include psychotherapy (individual,
family, and group therapies), consultation, staff training or continuing edu-
cation, professional supervision, and contractual services (e.g., as an inde-
pendent contractor for an employee assistance program). Research grants
in private practice settings are not unheard of, but this source of funding
is not a major one in most private practices.

In private practice settings, revenue generated from service delivery is
used not only to compensate the provider or providers for services rendered
but also to cover costs associated with operating the practice (e.g., office
space, utilities, supplies, support staff salaries, malpractice insurance,
general liability insurance, other forms of insurance, training or contin-
uing education, licensing fees, taxes, etc.). For the practice to survive, the
fees collected must match or exceed the cost of providing a standard of
service that is acceptable to the owner or owners of the practice and also
meets or exceeds applicable legal and ethical requirements. Although theo-
retical orientation, practice philosophy (e.g., the value placed on empirical
research), and other ideological factors certainly impact decisions concern-
ing which services to offer and the manner in which to offer them, the
extent to which certain basic economic principles are followed will deter-
mine whether the practice continues to serve the community or goes out
of business.

The variety of fee arrangements possible within private practice set-
tings is constrained by laws, ethical guidelines, and economic reality. Ther-
apists can offer services free of charge (pro bono), they can set fees based
on a sliding scale (i.e., the fee charged a particular client is based on the
client’s income level), they can write off some portion of a fee or offer to pro-
vide some services free of charge or at a reduced rate, or they can charge
full fee for all services. Full fee is usually comparable to the standard fee
profile for similarly licensed professionals in a particular geographic loca-
tion, but some providers may charge significantly more or less depending
on their unique circumstances. Group practices may structure fees based
on the experience level or licensure of the various service providers on staff.
Private practices that serve as training sites for local educational institu-
tions may offer reduced fees for services rendered by trainees. Participating
in managed care or insurance plans usually means that a therapist agrees
to see clients at a reduced fee (the managed care or insurance company’s
“usual and customary” fee) in exchange for a greater number of referrals
from the manage care or insurance organization. Therapists may offer fur-
ther fee reductions to clients with insurance, but any such fee reduction
must be reflected on claims. It is both illegal and unethical to reduce a
client’s fee and submit a claim to a third-party payer indicating that the
client paid a higher fee.
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Because private practitioners are paid based on their time, and
because there are a limited number of hours a therapist can work and
still maintain a high level of quality, decisions regarding fee arrangements
necessarily involve a balancing act. In setting fees, practitioners must con-
sider a number of important issues including clients’ needs, which ser-
vices are required to meet their clients’ needs, for which services to charge
(e.g., responding to phone calls of varying lengths, responding to e-mail
communications, reviewing reports and other sources of background in-
formation, completing treatment plans and satisfying other requests or
requirements for interagency communication or coordination of services,
extra-session time required to design intervention programs, transporta-
tion to and from in vivo sessions, etc.), amount of income required to keep
the practice afloat, amount of compensation required to maintain thera-
pist morale, range of available treatment options and the cost-effectiveness
associated with each option, and many others.

Whether a practice can absorb reductions in fees depends at least
in part on the financial health of the practice and the costs required to
provide services. Services differ along a number of dimensions including
their cost to practices (e.g., therapist time, support and material costs,
etc.), their cost to clients (e.g., financial costs, time lost, etc.), and their
effectiveness. Traditional in-office talk therapies place relatively few bur-
dens on a practice’s resources whereas other types of therapy can place
extraordinary burdens on a practice’s resources. The use of video self-
modeling, for example, has been shown to be a potentially useful compo-
nent in the treatment of selective mutism, but the initial investment in
equipment (digital movie camera, video-editing software, computer with
enough power to run video-editing software, and other hardware and soft-
ware) and the resource costs associated with the time and expertise re-
quired to do the filming and subsequent editing (or paying someone else
to do it), are massive compared to the resource costs of traditional in-
office psychotherapy (Kehle, Madaus, Baratta, & Bray, 1998; Kehle, Owen,
& Cressey, 1990). Similarly, Webster-Stratton’s Incredible Year’s Parent,
Teacher, and Child Training program (Webster-Stratton & Reid, 2003) is
impressive for its strong theoretical and empirical bases; numerous stud-
ies support both its efficacy and its effectiveness (Chambless & Ollendick,
2001; Taylor & Biglan, 1998). Those wishing to use the program will incur
considerable start-up costs including the cost of materials, training, and
supervision. There are many casual, relatively inexpensive ways to provide
parent training that, although less likely than Webster-Stratton’s program
to be effective, may allow practitioners to lower the per unit fee as start-up
costs associated with such approaches are negligible. As a further example,
exposure-based interventions (e.g., reinforced practice, participant model-
ing, exposure and ritual prevention) enjoy strong theoretical and empirical
support as components in the treatment of anxiety disorders in adults and
children (Chambless & Ollendick, 2001; Weisz & Jensen, 2001). Clients
may be able to manage exposures on their own or with the assistance of
family members, but the therapist’s presence is often necessary for an ex-
posure to be successful. Out-of-office services, such as in vivo exposure,
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require an inordinate amount of therapist time in the form of travel to and
from sessions (including the necessity to build in a reasonable cushion for
unforeseen delays caused by traffic and road construction). Some of this
time may not be billable, but it still reduces the amount of time available
to schedule other clients. Furthermore, costs associated with the automo-
bile (e.g., fuel and wear and tear) and other ancillary costs also need to
be considered. In summary, because services differ along a number of di-
mensions including their cost to practices, some practices may have less
freedom than others to negotiate lower per unit fees; however, services that
are more costly to provide per unit or hour may actually shorten the length
of therapy and therefore be more cost-effective for clients in the long run.

One of the most difficult decisions a private practitioner must make
regarding financial arrangements is whether to participate in insurance
plans or operate exclusively on a fee-for-service basis. On the one hand,
participating makes the per unit cost of therapy more affordable for those
who cannot pay the per unit cost out of pocket. On the other hand, par-
ticipating in insurance plans places increased administrative burdens on
practices (e.g., by requiring a greater proportion of administrative work
from clinical staff or the addition of clerical staff to handle the pro-
cessing of treatment plans and claims) and restricts service delivery in
ways that do not necessarily lead to improved outcomes. In their excel-
lent review of the empirical literature on behavioral family interventions,
Taylor and Biglan (1998) discussed several insurance industry policies that
limit practice arbitrarily and fail to support (and may actually exclude) the
implementation of empirically supported treatments—an obvious quality-
of-care issue. For example, many insurance companies will authorize for
reimbursement only those services in which the “identified patient” (i.e.,
the child) is present even though the treatments with the strongest empir-
ical support for some of the most commonly seen problems (e.g., conduct
and oppositional problems) involve working primarily with the parents (see
Brestan & Eyberg, 1998; Chambless et al., 1998; Chambless & Ollendick,
2001; Nathan & Gorman, 1998; Roth & Fonagy, 1996). Additionally, arbi-
trary caps on length of sessions or number of sessions allowed may force
clinicians to omit key components (e.g., practice, role-playing, and in vivo
exposure) of empirically supported treatments (see Ollendick & King, 1998;
Webster-Stratton, 1984; Webster-Stratton, Kolpacoff, & Hollinsworth,
1988).

In addition to the policies discussed by Taylor and Biglan (1998), sev-
eral other insurance industry policies fail to acknowledge and provide for
differences between adult and child treatment. For example, third-party
payers generally will not reimburse for meetings between a therapist and
a child’s school even though such meetings may be needed to coordinate
treatment efforts. Additionally, most third-party payers will not reimburse
for two different services provided to the same client on the same day even
though providing both services on the same day may be clinically justifi-
able and cost-effective for the family. So, for example, if a child is being
treated for obsessive–compulsive disorder and is seen for an exposure ses-
sion, the parents cannot be seen on the same day (if the parents wish to be
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reimbursed for both sessions) even if treatment success depends on mak-
ing sure the parents are not inadvertently reinforcing their child’s avoid-
ance or compulsive behavior and seeing all parties on the same day is
cost-effective for the family.

Private practitioners may decide against participating in managed care
or insurance plans for economic reasons (e.g., to avoid incurring addi-
tional administrative costs), to avoid having their practice limited in ways
that could adversely impact the quality of services provided, or for both of
these reasons. Insurance industry policies favor a pathology-based, linear
model of treatment (i.e., the medical model). Unless policies change to ac-
commodate field or systems thinking, many child, adolescent, and family
therapists in private practice will find participating in managed care or
insurance plans frustrating. Practitioners who elect to participate with in-
surance or managed care companies may wish to attempt to forge special
contractual arrangements with those companies allowing them to obtain
reimbursement for services not otherwise covered. Practitioners who are
familiar with the scientific literature and can present a coherent case
supported by data (i.e., data from the literature as well as program eval-
uation data from their own practices) may have some success in negoti-
ating with third-party payers. Ultimately, however, policies must change
to accommodate the special needs of children and empirically supported
treatments that deviate from the simplistic pathology-based, linear model
of treatment.

FACTORS INFLUENCING SERVICES OFFERED

As mentioned previously, the private practice model places no restric-
tions on service delivery. Within rather broad legal and ethical bounds, pri-
vate practitioners are free to offer whatever services they deem appropriate.
A practitioner’s theoretical orientation, the setting in which the practice is
located, and broader market forces all influence service delivery.

Theoretical orientation influences service selection and delivery in a
number of ways. Whether a therapist subscribes to a behavioral orienta-
tion, psychodynamic orientation, eclectic orientation, family systems ori-
entation, or any number of other orientations will affect selection of treat-
ment goals and the means by which the therapist will attempt to achieve
those goals. Theoretical orientation also affects therapists’ receptivity to
research findings. In their survey of 279 primarily adult therapists in pri-
vate practice (all members of Division 29, Division of Psychotherapy, of the
American Psychological Association), Morrow-Bradley and Elliott (1986)
found that theoretical orientation was the strongest and most consistent
correlate of research utilization with behavior or cognitive therapists rat-
ing therapy research as being more useful, and psychodynamic therapists
rating it as being less useful. Research utilization by private practition-
ers did not differ from research utilization by nonprivate practitioners, nor
did research utilization by academicians differ from research utilization by
nonacademicians.
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The unique demands of the setting in which a private practice is
located, including the population served within the setting, influence which
services are offered and shape the way in which services are delivered. For
example, compared to traditional child-focused private practices, private
practices in primary care settings see more clients, spend less time with
each client, see a lower proportion of severely disturbed clients, and fo-
cus more on prevention and early intervention than on treatment of severe
problems (Schroeder, 1997). For a more complete discussion of mental
health services in primary care settings, see Chapter 6 of this volume.

Looking beyond the immediate setting, characteristics of the market
in which a practice is located can also affect service delivery. Large pop-
ulation centers can support a range of practice types from general prac-
tices to highly specialized practices. Less populated areas cannot support
a high degree of specialization; therefore, practices located in those areas
tend to be more general (unless they are able to reach beyond their more
immediate market and attract clients regionally or nationally). Moreover,
highly competitive areas, that is, areas containing a high concentration
of providers, encourage niche marketing as therapists attempt to gain a
competitive edge over others in their area.

Unlike service delivery models that receive funding from government or
other external sources, private practice is more directly influenced by mar-
ket forces. Offering consumers a choice is the cornerstone of a free market,
but in health care delivery, the public interest is best served by placing
a priority on client safety even if doing so limits choices. Many fear that
the current marketplace, characterized by an oversupply of psychothera-
pists competing for shrinking funds, is fertile ground for the proliferation of
untested, fringe, or harmful therapies (Tavris, 2003). Indeed, Kazdin (2000)
identified more than 550 different forms of child psychotherapy, most of
which have no empirical support. Furthermore, several popular therapies
(e.g., some peer-group interventions for conduct disordered youth and crit-
ical incident stress debriefing) have been shown to be potentially harm-
ful (Dishion, McCord, & Poulin, 1999; Lohr, Hooke, Gist, & Tolin, 2003),
and recent efforts to identify ineffective or iatrogenic therapies are bound
to turn up more (Lilienfeld, Lynn, & Lohr, 2003). Finally, several recent
cases involving the death of children at the hands of therapists utiliz-
ing treatments lacking sufficient scientific grounding (e.g., rage reduction
therapy and rebirthing therapy) have received national attention (Cohen,
1996; Mercer, 2002). Clearly, compelling support exists for concerns re-
garding public heath risks associated with the proliferation of untested
therapies. No service delivery system is inherently immune to factors ca-
pable of promoting the adoption of practices that push the boundaries of
what is professionally and ethically defensible; however, because of the
freedoms that characterize the private practice model, the economic pres-
sures associated with an increasingly competitive market, and the expe-
dience of differentiating one’s practice from all others, private practice
is perhaps more susceptible to such factors than other service delivery
models.
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OUTPATIENT PRIVATE PRACTICE AND THERAPEUTIC
EFFECTIVENESS

The literature on the efficacy of child psychotherapy has grown to over
500 studies (Weisz & Jensen, 2001). Four meta-analyses encompassing a
wide range of target problems and treatments are often cited to provide
evidence for the efficacy of child psychotherapy (Weersing & Weisz, 2002;
Weisz, Donenberg, Han, & Weiss, 1995; Weisz & Weiss, 1993). The four
meta-analyses (Casey & Berman, 1985; Kazdin, Bass, Ayers, & Rodgers,
1990; Weisz, Weiss, Alicke, & Klotz, 1987; Weisz, Weiss, Han, Granger, &
Morton, 1995) summarized the findings of more than 300 randomized con-
trolled studies published between 1952 and 1993. The studies included
in the four meta-analyses involved more than 11,000 subjects (Weisz &
Weiss, 1993) between the ages of 2 and 18 years, and found that, on aver-
age, treated children had a better outcome than approximately 76% to 81%
of control children. Moreover, two of the four meta-analyses showed that
treatment effects were maintained at follow-up, which averaged 6 months
across studies (Weisz et al., 1987, 1995).

In contrast to the large number of studies evaluating the efficacy of
structured treatments administered under contrived conditions, very few
studies exist that evaluate the effectiveness of child psychotherapy as it
is practiced in real-world clinic situations. Weisz and Jensen (2001) found
only 14 treatment versus control studies that involved clinic-referred chil-
dren (rather than recruited subjects) treated in actual clinic settings (rather
than nonclinical settings such as university labs) by practicing clinicians
(rather than researchers and their assistants) using standard treatments
typically practiced in those settings (rather than structured, research-
based treatment protocols). Meta-analytic examination of these studies
showed that, on average, treated children had no better outcome than
untreated control children (Weisz et al., 1995; Weisz & Jensen, 2001).
Weisz et al. (1995) concluded that two independent factors account for the
difference in outcomes between research therapy and clinic therapy favor-
ing the former: first, clinic-referred children are more difficult to treat than
children recruited for research therapy, and, second, most research studies
employ behavior or cognitive behavior therapies whereas most practicing
clinicians favor nonbehavioral therapies.

The literature regarding outcomes of child psychotherapy as it is de-
livered in private practice settings is weaker yet. Of the 223 controlled
outcome studies summarized by Kazdin et al. (1990), fewer than 1% in-
volved treatment conducted in private practice settings. Weisz et al. (1995)
commented that the effectiveness of treatment delivered in individual and
group private practices is a question that is largely unaddressed in the
literature.

Differences in outcomes between research therapy and clinic ther-
apy (i.e., practice-as-usual) are not limited to psychosocial treatments
but are also seen with pharmacologic treatments (Weisz & Jensen, 1999;
MTA Cooperative Group, 1999). Moreover, as with psychosocial treatments,
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there is a dearth of evidence supporting the effectiveness of pharmacologic
treatments as delivered in the community, for example, polypharmacy
(Weisz & Jensen, 1999).

Clearly, the successful implementation of research findings in clinical
practice is a matter of public safety, and efforts aimed at encour-
aging research-informed practice and practice-informed research are
worthwhile. Articles suggesting ways to adapt empirically validated treat-
ments to clinical practice are beginning to appear in the literature
(Connor-Smith & Weisz, 2003). Although it is not yet clear to what ex-
tent manualized treatments can be modified without sacrificing therapeu-
tic integrity, at least two conditions would seem to be essential to making
successful modifications. First, the therapist should have a firm under-
standing of the theoretical underpinnings of the treatment so as to avoid
the pitfalls associated with viewing treatment as a “bag of tricks” rather
than the application of a coherent theoretical system; and second, the
key components of the treatment must be preserved. The first condition
presents the greatest hurdle for private practitioners as many will have to
seek additional education, training, and supervision. Promoting the use
of empirically supported treatments among practitioners is an extremely
complex issue and one which requires the combined efforts of practitioners;
researchers; professional organizations; education, training, or research
institutions; funding sources (including third-party payers and granting
agencies); journal editors; regulatory bodies; client advocacy groups; and
others.

CONCLUSIONS

Outpatient private practice is an extremely flexible and adaptable ser-
vice delivery model. It has survived for more than 125 years in this country
and will continue to survive as long as there are clients willing and able
to pay for services. The model accommodates work with children, adoles-
cents, and families, but insurance industry policies often do not support
clinically justifiable and empirically validated practices with this unique
and complex population. Because private practices are self-directed,
entrepreneurial enterprises, market forces will always have a significant
impact on their operations, including service delivery. The mental health
field’s greatest challenge will be to help create an environment that sup-
ports private practitioners’ desires to provide consistently high-quality,
cost-effective services.
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Inpatient Treatment Models†

LUIS A. VARGAS and ARTEMIO DE DIOS
BRAMBILA

Inpatient psychiatric services for youth1 have undergone significant
changes since inpatient units were established in the 1920s and 1930s
to treat children with autism and schizophrenia and to manage children
with postencephalitic brain damage (American Psychiatric Association
[APA], 1957; Hendren & Berlin, 1991). Over time, inpatient psychiatric
services developed multimodal, integrated programs in the context of
a therapeutic milieu for children whose mental disorders could not be
treated on an outpatient basis (Berlin, 1978). Inpatient treatment was
similar to residential care in treatment philosophy and length of stay
(Jemerin & Philips, 1988). Both were influenced by developmental psy-
chodynamic perspectives on treatment of youth that were dominant at
the time (e.g., Bettelheim, 1950, 1974; Berlin, 1978; Noshpitz, 1982;
Redl, 1959, 1966) and emphasized psychosocial interventions within a
safe and protected environment in which the demands of and stresses
from the family and the community were reduced. For the period from
1970 to 1986, the average length of stay in state psychiatric hospitals
and psychiatric units in general hospitals decreased whereas the length
of stay for youth in private psychiatric hospitals increased from 1980
to 1986 (Mandersheid & Millazzo-Sayre as cited in Ponton, 1991). Fur-
ther, during the 1970s and 1980s, hospital-based psychiatric units grew
significantly in number (Harper & Geraty, 1987) and admission rates
rose from the 1980s to the 1990s (Weller, Cook, Hendren, & Woolston,
1995).
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1The term “youth” will be used to refer to both children and adolescents.
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The change toward shorter lengths of stay has been attributed to a
number of factors that include: (1) the increased knowledge and devel-
opment of psychotropic medications, along with the emergence of bio-
logical psychiatry in which the biological aspects of mental disorders are
emphasized; (2) growing interest in and need for rapid and safe treatments
(Jemerin & Philips, 1988); (3) decreased coverage by third-party payers
due to rising costs and increased numbers of youth hospitalized (Harper &
Geraty, 1987); (4) growing public and professional concern that youth
were being inappropriately hospitalized (Knitzer, 1982; Weithorn, 1988;
Weller et al., 1995); (5) the emergence of managed care organizations (MCOs)
and behavioral health organizations (BHOs); (6) the “systems-of-care” move-
ment that promotes the idea that the mental health needs of youth are
best met in community-based, family-centered, and prevention-oriented
services that are integrated and coordinated across providers (Friedman,
1994; Stroul & Friedman, 1986); and (7) the development of recommen-
dations and policies by professional groups to “tighten up” the criteria for
hospitalization of youth using the notions of “acuity,” “danger to self or
others,” and “least restrictive environment” (American Academy of Child
and Adolescent Psychiatry [AACAP], 1989; APA, 1976; Joint Commission on
Accreditation of Hospitals, 1988).

Under pressures to both reduce admissions to inpatient units and de-
crease lengths of stay, the child- and adolescent-oriented models based on
establishing therapeutic environments as the primary vehicles of change
were abandoned or modified in preference of inpatient models that focus on
symptom alleviation and improvement in functional impairment sufficient
to move the youth to a lower level of care as quickly as possible. However,
acute inpatient services and residential treatment centers are appropriate
for some youth with severe mental disorders. It is estimated that 9–13%
of youth experience serious mental disorders that substantially interfere
with or limit their ability to function at home, school, and community and
5–9% have disorders with extreme functional impairment (Manderscheid &
Sonnenschein, 1996).

ORGANIZATION OF ACUTE INPATIENT SERVICES

Inpatient hospitalization is the most restrictive level of care for youth. It
consumes the largest part of the mental health resources, about half of the
funding for children and adolescent mental health (Burns, Hoagwood, &
Mrazek, 1999). In addition, it is the clinical intervention with the weakest
evidence base, particularly in relation to the resources consumed and the
risks associated with hospital-based treatment for youth (U.S. Department
of Health and Human Services [USDHHS,], 1999). Nevertheless, because
some children with severe mental disorders require a restrictive treatment
environment, hospitals remain an integral component of a system of care
(Singh, Landrum, Donatelli, Hampton, & Ellis, 1994).

Current acute psychiatric inpatient facilities incorporate an array
of medical and behavioral health services for the primary purpose of
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“stabilizing” the mental condition or crisis of a youth sufficiently so that
the youth no longer poses an imminent risk of harm to self or others or
is no longer severely functionally impaired. Many providers offering acute
inpatient services aspire to provide treatment within a “biopsychosocial”
model in which the array of interventions integrates the biological, psy-
chological, and social aspects of mental disorders. In a biopsychosocial
model, treatment is implemented by multidisciplinary teams that provide
comprehensive assessments and an array of services that includes medica-
tion, psychotherapy, allied therapies (speech and language, occupational,
art, and recreational therapies), and milieu treatment. Inpatient services
are clinically directed by an attending psychiatrist. The inpatient milieu is
viewed as a critical component of the therapeutic intervention. These mul-
timodal therapies are meant not only to address and resolve the underlying
issues of presenting clinical problems, but also to teach more socially adap-
tive skills to maintain the youth in their homes, schools, and communities.
The implementation of the biopsychosocial model has been demonstrated
to be costly, of long duration, and its effectiveness difficult to ascertain. As
a result of the emphasis on medical or crisis stabilization under managed
care, the treatment focus in inpatient services is primarily on symptom al-
leviation and interventions that improve functional impairment to reduce
“acuity.”

Criteria for Hospitalization

Most MCOs and BHOs have clinical criteria that require that acute in-
patient care for youth provide multidisciplinary assessments and multi-
modal interventions in secure units that have daily medical care, defined
as 24-hour nursing care and daily medical care by a psychiatrist or, for
children under the age of 12 years, a child psychiatrist (see, e.g., AACAP,
1989). Lengths of stay are usually short (from days to a few weeks) because
of the focus on “stabilization.” Acute inpatient units must be prepared to
provide special treatment that includes physical or mechanical restraints,
seclusion, use of PRN medications, and locked units.

Acuity is usually defined by the MCO or BHO as including: (1) a DSM-IV

Axis I diagnosis and (2) evidence of imminent danger to self or others or se-
vere functional impairment. The latter typically includes a serious suicide
attempt or suicidal ideation and intent; serious threats or assaultive be-
havior due to a mental disorder; self-mutilation; risk-taking behavior that
poses danger to self or others; violence due to a mental disorder, delusions
or hallucinations that pose a risk of danger to self or others; bizarre or dis-
organized behavior, disorientation, or psychomotor agitation or retardation
that grossly impairs the youth’s ability to function at a less restrictive level
of care; inability to maintain age-appropriate self-care or responsibilities
due to a mental disorder; and the experience of severe or life-threatening
side effects of or atypical responses to psychotropic medication. Contin-
ued stays in acute inpatient psychiatric units must be reviewed at every
few days and discharge planning must be evident from the time of admis-
sion. MCOs or BHOs have discharge criteria that typically include meeting
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treatment goals and objectives, no longer meeting admission criteria, lack
of participation of youth or family in treatment, or lack of indication of
likelihood to benefit from treatment.

In spite of documented admission criteria, their interpretation and im-
plementation varies across the United States, as well as among MCOs and
BHOs, and service providers. The variability in adherence to these admission
criteria demonstrates how difficult it is to apply them to a diverse, complex,
and idiosyncratic clinical child and adolescent population. Dalton, Mueller,
and Forman (1989) noted that the problem with rigid criteria for hospital-
ization is that admission is determined by other factors, particularly the
resources available to the referrer. Decisions to hospitalize are dependent
upon the nature and quality of mental health services within the contin-
uum of care in the community. Thus, the admission threshold cannot be
an absolute, based on factors restricted to the specific case; rather it has to
allow for the expertise and resources within the referrer’s array of services,
and in other local services (Maskey, 1998).

Safeguards for Unnecessary Admissions

To prevent unnecessary admissions and promote safe care when hos-
pitalization is necessary, a policy statement was developed and recom-
mended by the AACAP (1989). The AACAP standards state that hospitaliza-
tions should be used only when treatment in a less intensive setting is not
possible or has failed and that patients should be placed in the least in-
tensive and least restrictive level of care compatible with safe and effective
treatment (APA, 1989). Such standards can only be attained when (1) less
restrictive services are available; (2) criteria for access to each level of care
are clearly delineated; and (3) a strategy is in place for easy transfer from
one level of restrictive care to a less restrictive one (Burns et al., 1999). In
addition to these standards, state mental health statutes specify criteria
that must be met for a youth to be voluntarily or involuntarily hospitalized
(e.g., that the youth suffers from a mental disorder that needs treatment,
that the youth is likely to benefit from treatment, and that the treatment is
consistent with the “least drastic means principle” ), and may require as-
signment of guardians ad litem for hospitalized youth to ensure that that
admissions are appropriate. Furthermore, parent support and advocacy
groups provide youth and their families with information and assistance
in understanding and meeting the rights of youth within the mental health
system.

Economic Factors Influencing Use of Inpatient
Hospitalization

According to Blanz and Schimdt (2000), pressure from insurance com-
panies influences decisions as to whether a hospital inpatient admission
is a viable option. Based on insurance claims, Patrick, Padgett, Burns,
Schlesinger, and Cohen (1993) showed that a cut in inpatient benefits that
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occurred between 1978 and 1983 led to a 22% drop in the rate of inpatient
hospitalization for youth. The role of insurance companies has become
more integral in the decision-making processes for inpatient hospitaliza-
tion for children and youth. Towbin and Campbell (1995) noted that re-
ferrals for inpatient admission have been subject to greater prescreenings
and authorizations. This increased complexity in the decision-making pro-
cess involved in the hospitalization of youth has resulted in less seriously
impaired patients being diverted to other levels of care.

Other Factors Influencing Use of Inpatient Hospitalization

On one hand, the degree of impairment, acuity, and severity of disorder
displayed by patients entering inpatient services has increased (Towbin &
Campbell, 1995). On the other hand, as Martin and Leslie (2003) reported,
the number of youth admitted to inpatient psychiatric services decreased
by almost 24% from 1997 to 2000. Further, they noted that there was
a 20% reduction in inpatient days. Although economic factors associated
with managed care might explain these consequences, there are other fac-
tors that appear to predict psychiatric hospitalization. Pottick, Hansell,
Gutterman, White, and Raskin (1995) noted that psychiatric hospitaliza-
tion of youth is predicted by “(1) public or private insurance coverage ver-
sus no insurance; (2) previous hospitalization; (3) psychiatric diagnosis
of affective or psychotic disorders versus conduct disorders, adjustment
disorders, drug and alcohol abuse, and other disorders; and (4) age, with
adolescents more likely to be hospitalized than children” (p. 425).

FACTORS AFFECTING THE DELIVERY
OF INPATIENT SERVICES

Although many inpatient units aspire to provide interventions within a
biopsychosocial model, short lengths of stay often encourage use of med-
ications and discourage psychotherapies that do not have an immediate
impact on crisis stabilization. The movement toward biological psychiatry,
the increased knowledge and development of psychotropic medications,
and the pressure from funding sources to employ interventions that are
aggressive and have rapid results have encouraged the conceptualization
of the presenting problem as a medical illness in which the first line of
treatment is medication.

However, another movement, systems-of-care (Stroul & Friedman,
1986), has promoted greater attention to the conceptualization of brief
inpatient hospitalization as only one level of care within a continuum
of other services. Deriving from a core tenet that youth should be
treated in their community whenever possible, one of the goals of in-
patient care is to prepare the family, school, and community to better
meet the discharged patients’ needs. Thus, inpatient units influenced
by the system-of-care philosophy are more likely to incorporate very ac-
tive case management and ecologically oriented interventions to develop
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the necessary supports and resources in the family, school, and com-
munity to better meet the patients’ needs. Many MCOs and BCOs, along
with state departments or divisions of children’s behavioral health ser-
vices, also have encouraged the development of mental health de-
livery systems that include intensive and comprehensive outpatient
programs to maintain youth with serious mental disorders in their
communities. These include wraparound services that incorporate case
management, home-based treatment, behavior management specialists
in the home or school, multisystemic treatment approaches such as
Multisystemic Therapy (Henggeler, Schoenwald, Borduin, Rowland, &
Cunningham, 1998), treatment foster care, and day treatment programs,
any of which may be arranged prior to the patient’s discharge to opti-
mize the likelihood of successful re-integration back into the home and
community.

Use of Medications

One of the concerns about the pressure by MCOs and BCOs to keep inpa-
tient care as brief as possible has been the potential overemphasis on the
use of medication during the inpatient stay. There are not sufficient data
at this point to indicate if this is, in fact, the case. The use of medication
across all levels of care has increased. In a study using data from two na-
tionally representative surveys of the general population focusing on youth
18 years of age or younger, the overall rate of the use of psychotropic med-
ications increased from 1.4 per 100 youth in 1987 to 3.9 in 1996 (Olfson,
Marcus, Weissman, & Jensen, 2002). In the 1990s, psychotropic medica-
tion use for youth under 20 years of age reached a level close to adult
utilization rates; the prevalence of psychotropic medication use for these
youth increased two- to three-fold (Zito et al., 2003). This is consistent
with a study by the Center for Health Care Policy and Evaluation (2000),
which showed that the use of selective serotonin reuptake inhibitors
(SSRIs) increased 62% and other antidepressants, excluding tricyclic an-
tidepressants, increased 195% during the period of 1995–1999. Use of
central nervous system stimulants also increased from 23.8 to 30.0 per
1000 youth.

Although it is not clear how inpatient psychiatric services fared, as
compared to outpatient services, in the use of psychotropic medications
over this time period, another study using a national database on pri-
vately insured youth sheds some light on this issue (Martin & Leslie, 2003).
The authors concluded that reductions in the intensity of and reimburse-
ment in inpatient and outpatient psychiatric services continued through
the late 1990s. Along with these declines were concurrent increases in
the use and costs associated with psychotropic medications, especially for
youth with mood and anxiety disorders, and a shift toward medication-
based outpatient treatment. They noted that, as lengths of stay in inpa-
tient settings decreased and there was also a reduction in outpatient visits
(about 11%) and a decline in payments per outpatient visits (about 6%)
from 1997 to 2000, the number of youth receiving medication increased
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by almost 5% and the mean medication-related costs per outpatient in-
creased by about 21%.

Accessibility to Inpatient Services

It is estimated that more than 7 out of 10 adolescents who suffer
from mental health problems are not receiving any services (U.S. Public
Health Service, 2000). Access to inpatient services for youth with seri-
ous mental disorders is particularly problematic (President’s New Freedom
Commission on Mental Health, 2003). Many states have closed acute inpa-
tient beds due to budget cuts. Families complain that they must hospitalize
their children in facilities that are distant from their homes. Families in cri-
sis are reluctant to seek care in hospital emergency rooms that are not well
equipped or staffed to handle the needs of youth with serious mental disor-
ders. Others complain that insurance companies are only willing to pay for
stays that are too short to allow for stabilization. The lack of health insur-
ance poses yet another obstacle to access. In 1999, 14% of children in the
United States did not have health insurance (Annie E. Casey Foundation,
2002).

The problem for ethnic minority youth is likely to be even greater.
About one fourth of African Americans, about 21% of Asian Americans
and Pacific Islanders, and about 37% of Latinos are uninsured (Brown,
Ojeda, Wyn, & Levan, 2000). About 20% of American Indians report hav-
ing access to the Indian Health Service and 24% of American Indians
and Alaska Natives do not have health insurance (Brown et al., 2000).
There are very few data currently available on ethnic or racial dispar-
ities on the use of inpatient psychiatric services for youth. However,
there is evidence that many ethnic minority youth, with the possible ex-
ception of African Americans (Cohen & Hesselbart, 1993), receive even
fewer mental health services than European Americans. African Ameri-
can youth are less likely than European American youth to have made
a mental health outpatient visit (Cunningham & Freiman, 1996) and
less likely than European American youth to receive mental health care
(Zahner & Daskalakis, 1997). Few African American youth receive psy-
chiatric inpatient care (Chabra, Chavez, Harris, & Shah, 1999) but many
African American youth are treated in residential treatment centers (RTCs)
(Firestone, 1990). This is possibly due to African American youth lack-
ing health insurance, because RTCs are often funded from public sources,
and to the fact that child welfare agencies often initiate treatment for
African American youth (USDHHS, 2001). The few studies that are avail-
able show that Latino youth are underrepresented in mental health ser-
vices (USDHHS, 2001). Zwillich (2000) noted that 80% of Latino youth with
mental health problems do not receive any services. Among other barriers
that many ethnic minorities face in accessing mental health care, in gen-
eral, and inpatient services, in particular, are: limited financial resources
or poverty, limited awareness on how to negotiate mental health systems,
limited providers who speak their languages, and, for some, immigration
status.
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EVALUATION OF INPATIENT SERVICES

Although there is a paucity of controlled studies on the outcome of
inpatient psychiatric care of youth, some studies suggest the usefulness
of inpatient care. Blotcky, Dimperio, and Gossett (1984) reviewed 24 un-
controlled follow-up studies of children under the age of 12 years who
were treated in psychiatric hospitals. The follow-up period in these studies
ranged from 6 months to 24 years. They found that all follow-up studies
reported some positive treatment outcomes, with more than half demon-
strating positive long-term outcome. They further found that a favorable
prognosis was positively correlated with three broad groups of variables:
(1) patient variables (e.g., adequate intelligence, later onset of symptoms,
nonpsychotic and nonorganic diagnoses, absence of antisocial features or
bizarre symptoms), (2) family variables (e.g., healthy family functioning),
and (3) treatment variables (e.g., adequate lengths of stay, specialized treat-
ment programs and involvement in aftercare).

Applying a more rigorous methodology and statistical procedure,
Pfeiffer and Strzelecki (1990) identified 34 studies, published between 1975
and 1991, focusing on the outcome of inpatient treatment of child and ado-
lescent mental disorders. They concluded that psychiatric hospitalization
of youth is often beneficial, particularly if special aspects of treatment are
fulfilled; for example, a good therapeutic alliance (Clarkin, Hurst, & Crilly,
1987), treatment with a cognitive-based, problem-solving skills training
package (Kazdin, Esveldt-Dawson, French, & Unis, 1987), completion of
treatment program (Gossett, Barnhart, Lewis, & Phillips, 1977, planned
discharge (White, Benn, Gross, & Schaffer-Lopez, 1979) and aftercare ser-
vices (Gossett et al., 1977) are present. Outpatient aftercare (Gossett et al.,
1977), availability of foster home placements (Stewart, Adams, & Meardon,
1978), and low level of psychosocial stress in the postdischarge environ-
ment (Cohen-Sandler, Berman, & King, 1982; Koret, 1980) have been iden-
tified as necessary to ensure the transfer and generalization of treatment
gains to the discharged patient’s environment and to minimize the risk for
rehospitalization.

As may be expected, healthier patients respond more favorably to in-
patient psychiatric treatment (Pfeiffer & Strzelecki, 1990), especially youth
with adequate intelligence, later onset of symptoms, nonpsychotic and
nonorganic diagnoses, absence of antisocial features or bizarre symptoms,
or a pure anxiety or affective disorder (Blotcky et al., 1984; Pfeiffer &
Strzelecki, 1990; Sourander & Phia, 1998). Severe parent or family pathol-
ogy and poor family functioning, as evidenced by parental substance
abuse, child abuse or maltreatment, or parents’ previous psychiatric hos-
pital treatment, appear to be negative elements in the outcome of many
hospitalized youth (Gabel & Schindledecker, 1990; Sourander et al., 1996).
In general, adverse family circumstances change less during hospitaliza-
tion than the child’s symptoms do (Robertson & Friedberg, 1979).

A report by the Surgeon General on mental health (USDHHS, 1999) in-
dicated that only three controlled studies have examined the outcome of
inpatient care and all three studies, which date prior to 1990, showed
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that community care was at least as effective as inpatient care. Blanz and
Schmidt (2000) pointed out that only a few studies of inpatient child and
adolescent treatment outcome have been published since the Pfeiffer and
Strzelecki (1990) review. Two recent studies show conflicting outcomes. In
an uncontrolled study of one inpatient facility, Mayes et al. (2001) found
that children improved significantly in their psychological functioning at
discharge and follow-up at 1 and 6 months. Furthermore, they found that
children who were more impaired at admission showed greater progress
during their hospital stays but did not maintain their gains at follow-
up, when compared to children with less serious problems. Children with
emotional disorders, as opposed to those with behavior disorders, had a
better outcome. A controlled study compared two German child and adoles-
cent inpatient settings with home-based treatment (Mattejat, Hirt, Wilken,
Schmidt, & Remschmidt, 2001). Although both treatment groups improved
and had similar effect sizes, there was no difference in the two treatment
groups at discharge from the program and at follow-up periods of 8 months
and 3 years. The authors suggest that home-based treatment should be
used more frequently due to its effects and cost.

ORGANIZATION OF RESIDENTIAL TREATMENT
CENTERS (RTCS)

RTCs are the second most restrictive level of care for youth. They provide
services to about 5–8% of treated youth; however, they consume almost
one fourth of the resources for mental health services for youth (Burns,
Hoagwood, & Maultsby, 1998; Warner & Pottick, 2003). RTCs can vary
greatly, from settings that are similar to inpatient psychiatric services to
those that are similar to group homes; they may be located in hospitals,
on small campuses, or embedded in communities. Consequently, they do
not have a uniform organization. However, RTCs are often developed around
the “therapeutic milieu.” The key elements of a therapeutic milieu consist
of the maintenance of a safe and containing environment, a highly struc-
tured program, physical and emotional support, collective involvement of
the child, family, and staff in the RTC regimen, and continuous evaluation of
all therapeutic interventions (Gunderson, 1978). A therapeutic milieu “em-
phasizes the therapeutic manipulation of time and space and of individ-
ual and group experiences in order to make the children’s living situation
itself a comprehensive therapeutic intervention” (Cotton, 1993, p. 5). Al-
though theoretical orientations utilized in RTCs vary, a psychosocial model
is often espoused within the therapeutic milieu that includes, for example,
use of a peer culture to change individual and group behaviors, the imple-
mentation of multimodal therapies, development of alternative strategies of
modulating emotions and impulses, psychoeducation to prepare the resi-
dent for reentry into the community, and development self-awareness and
relapse prevention strategies for the children’s and adolescents’ mental
disorders.
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There is also great variability in the staffing and training of staff in RTCs.
Some RTCs provide a full array of services similar to those offered in inpa-
tient psychiatric services and include psychiatrists, psychologists, social
workers, nurses, counselors, and allied therapists, along with the parapro-
fessional staff members who supervise the youth on a 24-hour basis. In
these types of RTCs, all of these staff members take part in administering
the treatment program. In other RTCs, professional staff provides services
primarily in the context of the paraprofessional staff’s work with the youth;
psychiatrists, psychologists, or other professional staff may serve as con-
sultants to those actually administering the treatment program. RTCs vary
considerably in their staff-to-resident ratio and in their ability to ade-
quately monitor and supervise their residents. One notable trend in RTC

care is the shift toward greater family and community participation in the
transition of the residents into their homes and communities. RTCs are
making greater use of wraparound services to decrease lengths of stay
and recidivism and to improve the residents’ functioning in their home
environments.

Concerns about the Use of RTCs

There have been a number of concerns expressed about the use of RTCs:
(1) the lack of admission criteria (Wells, 1991); (2) the lack of uniform stan-
dards for RTCs (e.g., with regard to organization, structure, staffing); (3) the
variability in the training of line staff; (4) the cost of these programs ( Burns
et al., 1999; Friedman & Street, 1985; USDHHS, 1999); (5) the placement of
youth in RTCs that are outside of their communities and sometimes even
in other states (Stroul & Friedman, 1986); and (6) the risk that youth may
be adversely affected by placement in RTCs (Barker, 1998). Nonetheless,
RTCs must now treat much more seriously disturbed youth than previously
(Leichtman, Leichtman, Cornsweet Barber, & Neese, 2001; Warner &
Pottick, 2003). Unlike psychiatric inpatient services, the resident popu-
lation of RTCs can vary considerably. Youth are placed in RTCs for a variety
of reasons: severe emotional problems; inability of the youth to adequately
function at home and in the community; violent and aggressive behav-
ior; continued but not imminent risk of harm to self or high likelihood
of victimization; delinquent or severely oppositional and defiant behavior;
substance abuse; and runaway risk. Some of these populations may not
be likely to benefit from placement in an RTC. For example, youth with vi-
olent and aggressive behavior do not appear to respond positively to RTC

placement (Joshi & Rosenberg, 1997).

Changes in Lengths of Stay

Historically, RTCs were long-term facilities that ranged from 6 months
to 18 months, and sometimes even longer. Under managed care, the youth
seen in these facilities are more psychiatrically disturbed and often come
from multiproblem families; often they do not have consistent or avail-
able natural support systems (USDHHS, 1999). The shift in RTC populations
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toward youth with enduring and pervasive mental disorders reflects the
cascade effects of having the more disturbed and, at times, medically frag-
ile or diagnostically complicated patients being referred from acute psy-
chiatric hospitals (due to increasingly shorter lengths of stay) for further
stabilization and treatment in RTC settings. Currently, RTC lengths of stay
may range from 2 weeks to 3 months, depending on the patient’s severity
of psychiatric symptoms, degree of functional impairment, and the adult
caretaker’s capacity to maintain the emotionally disturbed youth at home
and in the community.

EVALUATION OF RESIDENTIAL TREATMENT CENTERS

Youth placed in RTCs constitute a difficult-to-treat population. Unfor-
tunately, there is a lack of RTC outcome studies in the last 20 years. Fur-
ther, the results of not providing residential care are unknown. Most of the
outcome studies are uncontrolled and were published in the 1970s and
1980s (Curry, 1991; USDHHS, 1999). Burns et al. (1999) reported that there
were only three controlled studies of RTCs. Two of these studies were of a
program (“Project Re-Education”) that is not typical of most RTC programs,
based on a treatment model developed in the 1960s, which used teacher-
counselors supported by mental health consultants and Outward Bound-
type camping activities. Adolescents completing this program improved
in self-esteem, showed a decrease in impulsiveness, and demonstrated
greater internal control as compared to the untreated group (Weinstein,
1974). A follow-up study of this program showed that, when outcomes
in adjustment were maintained 6 months post discharge, those outcomes
were better predicted by community factors, which led the researchers to
suggest that this RTC program was as effective as interventions in the ado-
lescent’s community (Lewis, 1988). The third study, which compared RTC

with therapeutic foster care, showed that the two treatment programs were
equally effective but RTC was twice as expensive (Rubenstein, Armentrout,
Levin, & Herald, 1978).

The uncontrolled studies of RTC suggest that 60–80% show gains in ar-
eas that included clinical status, academics, and peer relationships (Burns
et al., 1999; USDHHS, 1999). Some uncontrolled RTC studies, subsequent to
the Surgeon General’s report (USDHHS, 1999), have followed its recommen-
dations to further examine differential outcomes and the coordination of
between RTC staff and community services. Lyons, Terry, Martinovich, Pe-
terson, and Bouska (2001) reviewed 285 care records at multiple intervals
for youth placed in eight RTCs in a western state. They found that youth
improved during their stay in all of the RTCs and that there were differen-
tial changes in the residents. Specifically, youth in all eight RTCs showed
improvement in high-risk behaviors (suicidal ideation, self-mutilation, and
aggression toward people). Depression and reality testing improved, while
disobedience, impulsivity and sexualized behavior remained the same.
They suggest that RTC placement may be more effective for youth with
posttraumatic stress and other emotional disorders as opposed to those
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with attention-deficit or hyperactivity or disruptive behavior disorders.
Leichtman et al. (2001) reported on an intensive short-term residential
program at the Menninger Clinic created in response to managed care.
They conducted an analysis of follow-up data on 123 adolescents who
were admitted between March 1994 and January 1998. The emphasis in
this short-term program was on helping youth transition from RTC into
the community, where children and their families could continue to work
on problems at home. Leichtman and his colleagues found that the adoles-
cents showed substantial improvement at discharge and that improvement
was sustained for the year following discharge. They suggest that gains
can be maintained only if discharge planning includes an emphasis on
working with families, participation in community activities, and discharge
planning.

Although these studies reflect a favorable outcome for RTCs, the find-
ings of these RTC studies should be viewed as tentative due to their method-
ological flaws, such as the absence of control groups and diagnostic
heterogeneity in the RTC populations. The sustainability of gains in RTC

appears to depend on the supports available in the child’s or adolescent’s
environment after discharge from RTC, involvement of the adolescents’
families, participation in community activities, and discharge planning
(Burns et al., 1999; Leichtman et al., 2001; USDHHS, 1999; Wells, 1991).

CULTURAL RESPONSIVENESS OF THE INPATIENT
SERVICES AND RTCS

Despite the increasing amount of literature on cultural competence
standards and guidelines in the provision of services to youth, there is
little written about how to actually carry out culturally responsive inter-
ventions in inpatient settings and RTCs. A few authors (Canino & Spurlock,
2002; Hendren & Berlin, 1991) have given attention to the need to address
culture within the psychiatric inpatient or RTC milieu. It is likely that ethnic
minority youth experience the inpatient environment as quite foreign and
emotionally destabilizing (Vargas & Berlin, 1991). The inpatient units in
which seriously emotionally disturbed youth are placed and in which they
must live for a period of time are often based on the values and beliefs
of the dominant culture. These values and beliefs are represented in the
way the units of structured, in the way staff interact with the youth, in the
types of rules staff has for the youth, and on the types of behaviors that
are overtly and covertly encouraged or discouraged or rewarded or pun-
ished. Placement of an ethnic minority youth into an American mainstream
psychiatric inpatient unit or RTC may be likened to the experience of an
emotionally fragile exchange student living in a family with unfamiliar cus-
toms, beliefs, and attitudes. For the seriously emotionally disturbed, ethnic
minority youth who already are experiencing significant stresses, the place-
ment experience may not facilitate or promote improvement unless these
cultural issues are addressed or integrated into the treatment program.
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CONCLUSION

The research literature on the outcomes of psychiatric hospitalization
and residential care of youth remains methodologically flawed and limits
any causal inferences on the effectiveness of inpatient psychiatric treat-
ment. Furthermore, because most studies on inpatient care and residen-
tial care have been conducted prior to 1990 and the delivery of inpatient
care has changed dramatically since then, the effectiveness of inpatient
care, as it is delivered today, is unknown. Acute psychiatric inpatient hos-
pitalization and RTCs will very likely continue to have a place in child and
adolescent mental health services. Regardless of the innovative, intensive,
community-based outpatient treatment models that are being developed
and are showing positive results in the treatment of youth with serious
mental disorders, some youth will still have crises or exacerbation of their
mental disorders that do not respond to or cannot be treated in intensive
community-based outpatient services. However, the success of inpatient
services and RTCs is, in part, dependent on the coordination and integra-
tion with “discharge partners” (e.g., families, community-based services,
medical services, and schools).
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Child Abuse Prevention and
Intervention Services

MICHELLE R. KEES and BARBARA L. BONNER

The abuse and neglect of children and adolescents continues to be a major
social, legal, health, and mental health problem in the United States. The
most recent figures for 2002 show that more than 3 million children were
reported for suspected child maltreatment. An estimated 896,000 children
were determined to be victims of abuse or neglect by Child Protective Ser-
vices (CPS), establishing an abuse rate of 12.3 per 1,000 children (U.S. De-
partment of Health and Human Services, 2004). These cases include chil-
dren who were neglected, physically abused, sexually abused, and psycho-
logically maltreated. Research studies over the past 30 years have clearly
documented the short- and long-term effects of abuse and neglect, and
the degree to which maltreated children are at risk for psychological, psy-
chiatric, and delinquency problems that call for effective mental health
interventions (e.g., Egeland, Yates, Appleyard, & van Dulmen, 2002; Felitti
et al., 1998; Kolko & Swenson, 2002).

For children in foster care, 50–80% experience developmental and
mental health problems, a rate significantly higher than matched so-
cioeconomic comparisons (Landsverk & Garland, 1999; Pilowsky, 1995).
Children and adolescents in the child welfare system are increasingly being
referred for mental health services as part of a family’s treatment plan; how-
ever, recent figures indicate that less than half of all children whose families
were being investigated for physical or sexual abuse actually receive men-
tal health services (Kolko, Selelyo, & Brown, 1999). Children who have
been sexually or physically abused are more likely to receive services than
children who have experienced neglect or other types of maltreatment
(Garland, Landsverk, Hough, & Ellis-Macleod, 1996). Racial and ethnic

MICHELLE R. KEES and BARBARA L. BONNER • Center on Child Abuse and Neglect,
Department of Pediatrics, University of Oklahoma Health Sciences Center, Oklahoma City,
Oklahoma 73104.

151



152 MICHELLE R. KEES and BARBARA L. BONNER

differences have also been suggested as a factor influencing whether chil-
dren receive mental health services. In a sample of foster care children,
Garland et al. (2000) found that White American children were more likely
to receive mental health services than were African American or Latino
children, even when controlling for age, gender, type of maltreatment, and
need for services.

In the past, child maltreatment services centered on interventions for
families in which abuse had occurred, typically including case manage-
ment by the CPS workers and referrals for outpatient health and mental
health services. As the number of child abuse and neglect cases continued
to increase and studies reported that federally funded abuse treatment
programs had limited effectiveness (e.g., Cohn & Daro, 1987), a strong
movement emerged to focus on preventing maltreatment before it occurred.
Interestingly, this movement developed from the private sector through
nongovernmental organizations rather than the public sector, which is
atypical for major social and health problems. Early leadership in the pri-
mary prevention of child maltreatment came from the National Committee
to Prevent Child Abuse and Neglect, now known as Prevent Child Abuse
America (PCA). A recent national initiative, “The National Call to Action to
End Child Abuse,’’ is designed as a major, collaborative, long-term effort to
end child abuse in the next generation (Chadwick, 2002; Hensler, 2000).

Currently, service provision in the field of child maltreatment is de-
signed to reduce the harm caused by child maltreatment, strengthen the
family’s ability to care for their children, and prevent future incidences of
abuse and neglect. However, it is not always clear how to accomplish these
objectives. Specifically, a number of questions require answers, such as at
what point should services be offered, what type of services should be pro-
vided and in what setting, who should receive services, how should these
services be organized and delivered, and which services are effective across
the various types of abuse.

The services to prevent child abuse and to intervene with children and
families affected by child abuse hold unique characteristics in compar-
ison to other mental health services. Services in this area are delivered
to both parents and children, but with different treatment goals. Parent-
ing services are designed to alter potentially abusive parenting behaviors,
whereas services for children are focused on treating abuse-specific symp-
toms. Child maltreatment interventions also exist on a continuum, starting
at the level of primary prevention or public education, to prevention ser-
vices for at-risk populations, investigation of child abuse, and intervention
services for children and parents. Across the continuum, these services
are organized in different structures and delivered in a variety of settings,
including the family’s home, schools, and traditional mental health set-
tings such as outpatient agencies, group homes, residential, and inpatient
settings.

This chapter will address service delivery for parents and children in
the field of child maltreatment across the continuum of need, from pre-
vention to intervention. The chapter will utilize a public health model (i.e.,
primary prevention, secondary intervention, and tertiary intervention) to
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review and describe the types of services and the various settings in which
abused children and their families receive services.

PRIMARY PREVENTION: PUBLIC HEALTH MODEL

The primary prevention of child maltreatment is a relatively new area
of focus and generally follows a public health model. This model of pre-
vention is designed to raise public awareness about a problem and provide
information to the general public, in this case about healthy parenting and
preventing abuse before it occurs. The primary prevention of child mal-
treatment is conducted at the local, state, and national levels, and often in-
cludes prevention messages via the media, as well as community resources
to contact for help. The information is typically provided through television
public service announcements, brochures in doctors’ offices, announce-
ments on radio talk shows, advertisements in newspapers and magazine
articles, billboards, and more recently, through the Internet. Although this
approach has been viewed as less important than other more targeted ap-
proaches to at-risk populations, research studies have found that public
awareness and education programs may be critical components in imple-
menting major changes in behavior such as attitudes and values regarding
parenting (Daro & Donnelly, 2002).

Adult-Focused Prevention

Most primary prevention programs in child maltreatment have been
aimed at adults and have focused on the prevention of physical abuse.
These include programs such as “Don’t Shake Your Baby,’’ which is de-
signed to prevent shaken baby syndrome (Showers, 1992). Few primary
prevention programs have been developed or described in the literature
to prevent neglect, although the majority of substantiated cases of mal-
treatment each year are of neglect. Even with the major focus on child
sexual abuse over the past 15 years, only one public health campaign tar-
geting potential adult sexual abusers has been described in the literature.
This program included a broad-based media campaign targeting adults,
a one-to-one communications strategy that provides information to agen-
cies working with at-risk families, a toll-free helpline for adults in sexually
abusive situations, and strategies to educate decision makers and leaders
(see Chasan-Taber & Tabachnick, 1999).

Child-Focused Prevention

Primary prevention programs have also targeted children. Programs
have been implemented in schools, day care settings, and churches and
have focused primarily on the prevention of sexual abuse, although some
programs focus on overall safety skills. The primary prevention of sexual
abuse is unique in that it has focused almost exclusively on potential vic-
tims (i.e., children), rather than potential abusers (i.e., primarily adolescent
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and adult males). This approach is the opposite of prevention efforts in
physical abuse that focus solely on potential abusers. There are no child-
focused prevention programs for physical abuse, neglect, or psychological
maltreatment currently described in the literature.

Sexual abuse prevention programs for children are typically group-
based instructional programs that teach children what sexual abuse is,
how to protect themselves, and what to do if abuse occurs. A meta-analysis
of research studies evaluating these types of programs found significant
follow-up effect sizes, indicating that sexual victimization prevention pro-
grams are successful in teaching children concepts related to sexual abuse
and self-protection skills (Rispens, Aleman, & Goudena, 1997). The ad-
visability of this approach (i.e., that children are capable of preventing
their own abuse) has been questioned and whereas studies have docu-
mented that children’s knowledge is increased (Berrick & Barth, l992;
Finkelhor, Asdigian, & Dziuba-Leatherman, 1995a, 1995b), no studies
have documented the effectiveness of the programs in reducing the sexual
victimization of children. The disturbing findings from a national survey of
children who participated in school-based, comprehensive sexual victim-
ization prevention programs were that these children were not less likely
to experience sexual abuse, but were slightly more likely to be injured if
victimized (Finkelhor et al., 1995a, 1995b). One positive finding, however,
has been that sexual abuse prevention programs provide an opportunity for
children to disclose sexual abuse and thus prevent continued abuse. Two
studies found that both an intensive media-based program and a school-
based intervention resulted in significantly more disclosures of sexual
abuse (Hoefnagels & Baartman, 1997; Oldfield, Hays, & Megel, 1996).

SECONDARY PREVENTION: SERVICES WITH
AT-RISK POPULATIONS

Major efforts and a range of programs have been implemented with
parents thought to be at risk for child maltreatment over the past
30 years, with varying levels of success in preventing abuse and neglect.
The programs have targeted various populations, including teenage par-
ents, parents with substance abuse problems, single parents living in
poverty, first-time parents, and parents with limited cognitive abilities. The
programs are often described as early intervention rather than child abuse
prevention to convey a more positive focus. These programs have been
implemented in schools for teenage parents, in hospitals for new parents
thought to be at risk, in outpatient mental health and family support agen-
cies, and in the family’s home.

Family Support Programs

In the past decade, there has been a growing trend to provide early,
comprehensive, and individualized services to families with young children
and millions of dollars of public and private funds have been utilized for
community-based family support programs, home visitation programs,



CHILD ABUSE PREVENTION AND INTERVENTION SERVICES 155

respite care, and crisis child care services. Family support programs are
designed to empower people by increasing the individual’s and family’s ca-
pabilities. The programs are voluntary and are based on a family-centered
philosophy, which states that services to children and families should (1)
be offered to the entire family and not to children and parents separately,
(2) build on the strengths of the family, (3) allow families to make decisions
about the kind and extent of services they receive, (4) include a wide array
of comprehensive and individualized services for families, and (5) be offered
preventatively (Kagan, 1994). This model of service delivery has become in-
creasingly popular with human service providers, including home visitors,
social workers, and professionals providing early intervention services.

In spite of the rapid expansion of the model nationally, there is mini-
mal evidence as to the effectiveness of the programs (St. Pierre, Layzer, &
Barnes, 1995). To date, few empirical studies have been conducted to de-
termine the proper implementation of the model, which families are likely
to utilize the services, and what techniques could be used to successfully
engage and retain the families in the programs. Previous research has in-
dicated that this type of voluntary, prevention-oriented program has high
rates of attrition and low levels of participation (Daro & Donnelly, 2002).

The small number of studies that have examined the service delivery
process has found that the tenets of the family-centered approach are not
being consistently implemented with families, that service providers are
focusing almost exclusively on the child, and that much less time is be-
ing spent dealing with family issues or modeling appropriate behavior for
the parent (Downey, Hebbler, & Lopez, 1996). A more recent study echoed
these earlier findings in that there was little evidence that services were be-
ing delivered to address the individual needs of the families. On a positive
note, however, families seen as being at high risk for negative child out-
comes remained in the programs longer and received more types and more
intensive services than families seen as being at low risk (Green, Johnson,
& Rodgers, 1999).

Home Visitation Programs

Early intervention programs have been found to have significant effects
on parental behavior and child well-being and home visitation has been ad-
vocated as being a service delivery model with the potential to effect a wide
range of family issues, including child abuse (Margie & Phillips, 1999). Sev-
eral home visitation models have been developed, implemented, and stud-
ied to varying degrees for their effectiveness. Two of the programs that are
particularly relevant for abused and neglected children are Healthy Fami-
lies America and the Olds Nurse Home Visitation Model. Several rigorously
controlled studies of the nurse home visitation model suggest that home
visits started during pregnancy have positive effects on maternal behav-
ior, abuse potential, and the long-term development of the child (Kitzman
et al., l997; Olds et al., 1997, 1998, 1999).

The Healthy Families America (HFA) model uses a variety of nonpro-
fessionals to provide services in the homes and has been adopted and
implemented by several states to provide services statewide. In 1997,
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approximately 18,000 families were participating in HFA intensive home
visitation services provided by more than 270 HFA programs in 38 states
and the District of Columbia (Daro & Harding, 1999). Preliminary results
of HFA program evaluations suggest that HFA programs may be most suc-
cessful at improving parent–child relationships, but have limited success
in the prevention of child maltreatment, improving the mother’s life course
outcomes, and in health care status and utilization (Daro & Harding, 1999).

Despite the widespread adoption and implementation of home visita-
tion programs to prevent child maltreatment, the results of recent studies
have not found positive results (Chaffin, Bonner, & Hill, 2001). To date,
none of the major home visitation models being implemented nationwide
have documented consistent positive effects in important areas such as
increased social support for families, improved child development, or re-
duced child abuse and neglect, leading to the conclusion that home visita-
tion may not be the most effective intervention for a broad set of goals and
that additional research is needed to determine which specific factors the
model can effect (Daro & Donnelly, 2002).

School-Based Programs

Other intervention programs for families viewed to be at risk for abuse
have been conducted through comprehensive school-based services. In
these programs, a variety of issues are addressed, including parenting
skills, family socialization, and educational development, with child abuse
prevention being one of the many associated positive outcomes. For exam-
ple, Chicago’s Child–Parent Centers (CPC), provide preschool education for
low-income children, continued education programs after preschool, and
a range of school-based family support and education services. In a large-
scale (N = 1408 children) evaluation of CPC, participants in the preschool
program showed significantly lower rates of court petitions for child mal-
treatment in comparison to children in alternative kindergarten interven-
tions (5% vs. 10.5%; Reynolds & Robertson, 2003). Families participating
in the extended education program up to third grade also showed signif-
icantly lower rates of child maltreatment reports versus the comparison
group (3.6% vs. 6.9%; Reynolds & Robertson, 2003). These findings sug-
gest that ecologically based early intervention programs offering a range of
service components may prove to be a promising approach to child abuse
prevention.

TERTIARY INTERVENTION: INVESTIGATION
AND TREATMENT

Investigation

Child Protective Services (CPS)

For cases of suspected child maltreatment, services are initially
provided by state, county, or city Child Protective Service agencies. The
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overarching mission of CPS is to protect children from harm. The activities
of CPS center on investigation and protection, which may include inten-
sive home services to prevent the removal of children from their homes,
placement in foster care, or later adoption. Service delivery occurs in the
home and community for investigation, in-home or agency-based services
for family preservation, and in foster care homes.

CPS agencies across the nation have been fraught with complaints
about limited resources, too few workers, and excessively high caseloads.
CPS workers are in the position of having to make important decisions about
the safety of children, yet their training and expertise varies widely and they
are often criticized for making inconsistent or inappropriate decisions. Re-
search in this area has shown that decision making about the safety of
children does vary across workers, even among those considered to be
child welfare experts (Rossi, Schuerman, & Budde, 1996). Based on simi-
lar case information, one child welfare worker may decide that removal is
in the best interest of the child, whereas another worker could advocate for
in-home services to prevent removal. Efforts to cope with limited resources,
high caseload demand, and increased liability for errors have resulted in
some states seeking new strategies for investigation and implementation
of services.

One model supported by the Office of Child Abuse and Neglect and the
Children’s Research Center, a division of the National Council on Crime
and Delinquency, is that of Structured Decision Making (SDM; Children’s
Research Center [CRC], 1999). SDM is a new approach to service organi-
zation and delivery that impacts decision making at all points of service
within CPS, including removal, placement, family reunification, termina-
tion of parental rights, and adoption. The goals of SDM are to increase the
structure of decision making, improve the consistency and validity of deci-
sions, target the available resources to children at most risk of harm, and
improve service delivery within CPS (CRC, 1999).

The SDM approach consists of several components, the most important
of which is a highly structured and detailed assessment protocol that then
determines case priorities and all subsequent services and recommenda-
tions. SDM has been implemented in several states, including Michigan,
where randomized trials of SDM versus services as usual has shown that
SDM is associated with positive changes in decision making, greater partic-
ipation in services by families, improved service provision, and lower rates
of new abuse substantiations (Baird, Wagner, Caskey, & Neuenfeldt, 1995;
Baird, Wagner, Healy, & Johnson, 1999).

After CPS has investigated a child abuse allegation via the SDM model
or other approaches, services may be recommended as a preventive in-
tervention, or when abuse is clearly substantiated, a treatment plan will
be court-mandated for families. In most states, mental health services are
not provided by CPS to the child or to the parent; rather services are pro-
vided through linkages to mental health agencies. For example, CPS may
recommend parenting classes to a parent or individual therapy for a child
as a condition of reunification. CPS often contracts with community agen-
cies or recommends outpatient agencies, paid through Medicaid, self-pay,
or other insurance, that would deliver these services and provide reports
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back to CPS and the court on the child’s and family’s progress. At this point,
services offered by CPS primarily take the form of monitoring the parent for
treatment completion and the child for safety and progress in treatment. If
the child is returned to the parent, CPS typically continues to monitor the
family for a period of time. Other services offered by CPS may include treat-
ment or service referrals for other issues (i.e., substance abuse, housing,
employment), placement in foster care, or adoptive placement for children
permanently removed from their families.

Child Advocacy Centers

Another avenue of investigation for child abuse allegations is that of
Child Advocacy Centers (CACs). The establishment of CACs was a major de-
velopment in the field of child maltreatment occurring in the mid 1980s.
The centers were developed primarily in response to cases of child sexual
abuse to streamline and more comprehensively address the investigation
and prosecution of these cases. CACs are staffed by multidisciplinary teams
of professionals with personnel from CPS, law enforcement, medicine, men-
tal health, and the legal system. Multidisciplinary teams are increasingly
more common in cases of child abuse and neglect for both investigation
and intervention. The benefits of a multidisciplinary team approach in-
clude that multiple sources of knowledge, skill, and expertise are available
to collaborate on cases of child abuse and can provide more accurate and
complete information.

CACs are located in the community or are hospital-based in child-
friendly settings where the child can be interviewed, medically examined,
and triaged or treated for mental health problems, thereby reducing the
number of places and times a child is interviewed. CACs are generally
funded by private donations, and state and federal grants. There are cur-
rently over 200 centers operating nationally, and the National Children’s
Alliance (www.nca-online.org) has been organized to set criteria for team
structure and provide ongoing training and technical support. A study con-
ducted in California (California Attorney General’s Office, 1994) has doc-
umented the effectiveness of the centers in reducing the number of child
interviews.

Intervention Services with Parents

Child maltreatment interventions vary in their intended population
and may be designed either for parents in an attempt to prevent fu-
ture abuse, or for children to address abuse-specific symptoms. The
services are provided in various settings, including the family home,
community-based mental health centers, and specialized centers that
provide services to families referred for maltreatment. For parents with
serious mental health or substance abuse problems, short-term inpa-
tient treatment may be necessary before outpatient interventions can be
effective.
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Outpatient Services

For physically abusive parents, interventions primarily occur in an
outpatient setting and have historically been provided through a psycho-
educational group or parenting class format in community agencies. Cur-
riculum and content in parenting groups and classes often vary, and there
is minimal empirical research to support any specific program content in
preventing future child physical abuse.

Innovative treatment approaches in the area of physical abuse have
been emerging in the past 5–10 years. These programs are conducted in
an outpatient setting and include both the parent and child in treatment.
Kolko (1996) published one of the few empirical studies in recent years on
treatment of physically abusive parents and their children. The families
were randomly assigned to either cognitive-behavioral treatment (CBT) or
Family Therapy (FT) and were assessed weekly over 12 sessions. Although
the results indicated continuing high levels of physical discipline, parental
anger, and family problems, the CBT children and parents reported lower
levels of physical discipline and parental anger than FT parents. Kolko sug-
gested that the results might be improved through increasing the length of
treatment and the comprehensiveness of the treatment interventions.

Another promising intervention designed to modify abusive parental
behavior, Parent–Child Interaction Therapy (PCIT), is based on the work of
Eyberg (Eyberg, 1979; Eyberg & Boggs, 1989). PCIT is a dyadic parent–child
training program that teaches parents specific behavioral skills through di-
rect coaching from therapists via a “bug-in-the-ear’’ wireless device. (For
a full description of the program, see Hembree-Kigin & McNeil, 1995.) PCIT

was initially developed to address child behavior problems but has recently
been applied to prevent physical abuse recurrence. Unlike group therapy
or parenting classes, new parenting skills are practiced in vivo, are behav-
iorally specific, and are learned to set criteria. In a randomized clinical trial,
Chaffin et al. (2004) compared a community parenting group to a combined
PCIT and motivation intervention for parents where physical abuse was an
issue. Families in the combined PCIT and motivation condition had signifi-
cantly lower physical abuse recurrence at 3-year follow-up in comparison
to the community parenting group (20% recurrence for PCIT vs. 60% for
parenting groups). The effects of PCIT and the motivation intervention were
inherently intertwined in the research design, and a current project by
Chaffin and colleagues is focusing on dismantling these intervention com-
ponents to assess the independent, long-term effects of PCIT versus a mo-
tivational intervention on physical abuse recurrence (M. Chaffin, Personal
communication, July 8, 2004). This new project is being implemented
through a local community agency as a dissemination trial, with a spe-
cial interest in enhancing treatment retention and participation.

Home Visiting Programs

To address physical or emotional neglect of children, interventions
have centered more on a home visiting model. Despite robust national
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statistics indicating that neglect is the most prevalent form of child mal-
treatment with a high rate of recurrence, few studies have focused on
evidenced-based models for specifically addressing neglect. Perhaps one of
the best-documented treatment programs for abusive and neglectful fam-
ilies is Project 12-Ways (Lutzker & Newman, 1986). The program provides
in vivo treatment (e.g., in homes) in an effort to improve generalization
and reduce the stigma that may be attached to clinic-based programs. The
services provided include training in parenting, stress reduction, assertive-
ness, self-control, leisure time activities, job placement, money man-
agement, health maintenance and nutrition, home safety, and behavior
management across multiple settings. Other program components include
basic skills training for children, marital counseling, social support groups,
alcohol treatment and referral, and unwed mother services.

Based on recurrence data from 352 families receiving services from
Project 12-Ways and 358 comparison families, Project 12-Ways appears to
be successful in reducing future child abuse and neglect (Lutzker & Rice,
1987). However, abuse and neglect were not separated in this study, and
it is unclear what percentage of the treatment families or families with
repeated offenses were neglectful families. Currently, a randomized trial
of a modified version of Project 12-Ways, SafeCare, is being implemented
through statewide community dissemination and rigorously evaluated with
high-risk neglectful families (D. Hecht, Personal communication, July 8,
2004). SafeCare is being evaluated through the combined efforts of lo-
cal treatment providers, the Oklahoma Department of Human Services,
the National Institutes of Health, and the Centers for Disease Control and
Prevention.

Family Preservation Services (FPS)

Intensive, in-home family preservation services are sometimes offered
to parents as an intervention to maintain children in the home and pre-
vent future abuse. Most families referred to FPS are not new to the child
welfare system and have one or more previously confirmed reports of
abuse or neglect (Littell & Schuerman, 2002). FPS may include a variety
of services, including outpatient therapy for the parent or child, parent-
ing classes, in-home services, and referrals to other treatment providers.
Unfortunately, controlled research studies on FPS have not been promis-
ing, with FPS showing minimal impact on the prevention of out-of-home
placement or recurrence of child maltreatment (Schuerman, Rzepnicki, &
Littell, 1994). Even when looking at specific subgroups of child welfare
families receiving FPS (i.e., those with substance abuse, new to child wel-
fare, teen parents, housing problems only), FPS versus regular child welfare
services was not associated with a decrease in subsequent maltreatment
or risk of out-of-home placement (Littell & Schuerman, 2002). In addition,
the duration of services, intensity of services, and breadth of services had
no discernible impact on outcomes. Advocates have suggested that greater
matching between family presenting problems and the FPS offered may be
more promising.
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Interventions with Children

Interventions have typically focused on the physically abusive or ne-
glectful parents and until recently, failed to assess and provide treatment
for children. Preventing child abuse is only one aspect of intervention, and
treating child victims of abuse must also be considered (Kaplan, Pelcovitz,
& Labruna, 1999). Attention to the treatment needs of children has re-
cently increased, with new efforts to develop and validate interventions
that address abuse-specific symptoms in children. Interventions for child
abuse victims should be tailored to the child’s presenting symptomatology,
recognizing that not all abused children will require mental health services
(Chaffin, 2000).

Outpatient Services

Services for child victims of abuse are most often provided in outpatient
settings, either in individual or group format, and with varying degrees of
parental involvement in the treatment. Play therapy approaches have per-
vaded the literature and clinical practice; however, the effectiveness of this
type of intervention has not been well supported (Kaplan et al., 1999). Re-
search suggests that structured behavioral and cognitive-behavioral inter-
ventions may be more effective than less directive approaches in treating
child victims of abuse (Cohen & Mannarino, 1998; O’Donohue & Elliot,
1992). Treatment interventions should focus on the child’s specific symp-
toms and draw from the clinical research literature on evidenced-based
treatments for those symptoms, such as exposure-based therapy for post-
traumatic stress and anxiety symptoms, cognitive interventions for depres-
sion, and behavioral parent training for children with behavior problems
(Chaffin, 2000).

Looking at specific types of abuse, intervention research has focused
predominantly on children who have been sexually abused. In a random-
ized clinical trial with child sexual abuse victims comparing cognitive-
behavioral group treatment versus nondirective supportive group therapy,
Cohen and Mannarino (1998) found that cognitive-behavioral group treat-
ment was the strongest predictor of preschoolers’ positive behavioral and
emotional outcome at posttreatment and at 12-month follow-up. In an-
other randomized design, Celano, Hazzard, Webb, and McCall (1996) found
a structured intervention was more effective in increasing caregiver sup-
port of the child and decreasing negative attributions by the caregiver (e.g.,
self-blame). Parents’ reactions to the sexual abuse and support given to
the child are strongly associated with children’s behavioral and emotional
treatment outcomes (Cohen & Mannarino, 1996, 1998). Thus, teaching
parents how to respond to their children in a developmentally appropriate,
nurturing manner about abuse issues is a valuable goal of treatment. In
summary, clinical research findings suggest that services for child sexual
abuse victims should be structured, can be conducted effectively on an
outpatient basis, and should include nonoffending parents and their re-
sponse and attributions regarding the abuse.
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School-Based Services

Few interventions for child abuse victims have been developed and ini-
tiated within the school setting. Group or individual treatment of abuse-
related trauma symptoms in a school setting poses a variety of problems
including questions about confidentiality, problems of reintegrating into
the classroom after a difficult session, and missing valuable class time.
School-based programs have been developed to address children’s exter-
nalizing and disruptive behaviors in general, which are more typical in
abused and neglect children than nonabused children. Effective behavioral
approaches to classroom difficulties have emphasized the modification of
teacher attention, differential reinforcement of appropriate behaviors, use
of tokens, teaching or self-management strategies, and consequences for
inappropriate behaviors (see review by McGoey, Eckert, & DuPaul, 2002).

A variety of other issues related to child abuse can also arise in a school
setting. Horton (1996) describes the appropriate steps for school psychol-
ogists to take when responding to a child’s disclosure of abuse, including
reporting the suspected abuse to child welfare personnel, consulting with
the parents when appropriate, and making referrals for therapeutic ser-
vices. School personnel also need to carefully consider how to respond to
a child with aggressive sexual behaviors, including parent consultation,
making classroom placement decisions, and establishing adequate super-
vision while the child is in a school setting (Horton, 1996).

Foster Care

Children removed from their homes and placed in the state’s custody
have access to services delivered in nontraditional settings. Removed chil-
dren may be placed in traditional foster care, kinship care with relatives,
a temporary shelter, a group home, a residential center, or an inpatient
psychiatric facility. Children with health, developmental, or mental health
needs may be placed in treatment or therapeutic foster care (TFC) homes,
where the foster parent has received additional training in mental health,
developmental, or health issues. TFC homes were initially recommended to
meet the needs of children in foster care, reframing foster care as an ac-
tive intervention instead of just a living situation (Ruff, Blank, & Barnett,
1990). TFCs are more therapeutic in nature and allow a child with signifi-
cant emotional, behavioral, developmental, or medical problems to remain
in a family setting instead of being placed in a residential or an inpatient
facility. In addition to TFC placement, these children often participate in
outpatient therapy or other therapeutic programs.

Children who cannot be placed in homes immediately or where homes
are not available may be temporarily placed in shelters with other children
who have been removed from their homes. Other children with significant
behavioral or mental health problems, including adolescents who are more
difficult to place, may be placed in residential centers or group homes. Resi-
dential centers and group homes include other children in similar circum-
stances, but have fewer children than shelters and are often structured
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in a semi-home environment. In many shelters and residential centers,
the center staff and counselors provide some form of mental health treat-
ment either on a group basis, such as a survivor’s group (child victims of
sexual abuse) or social skills training, or through individual therapy. Chil-
dren with significant mental health problems (i.e., suicidality, psychosis)
will likely be placed in short-term inpatient hospitalization until they are
stabilized.

SUMMARY AND CONCLUSIONS

In summary, children and families can be involved in several levels
of services related to child maltreatment, from primary prevention pro-
grams that focus on all children and adults, to early interventions that
target populations at risk for maltreatment, and finally, investigative ser-
vices and interventions for children and their families after abuse or neglect
has occurred. The current research and program evaluations studying the
effects of primary prevention and early intervention programs reveal few
positive, long-term outcomes in actually reducing abuse and neglect. Con-
siderable research is needed to determine which aspects of which programs
are effective with which parents.

There is a major lack of research on mental health service utilization
by maltreating families and their children. The limited research available
indicates that only about 50% of these children receive mental health ser-
vices. Despite the overwhelming data on the negative psychological effects
of maltreatment, the current system is not effectively meeting the needs
of these children. Moreover, the literature currently offers a limited un-
derstanding of what treatments are most effective with children who have
experienced abuse. After abuse has occurred, there are studies that docu-
ment the effectiveness of cognitive-behavioral interventions with sexually
abused children. However, these studies have been conducted in academic
settings and have not been disseminated widely in the field. More work is
necessary to develop and validate treatments for children who have expe-
rienced physical abuse, psychological maltreatment, and neglect. Efforts
to then disseminate these evidence-based treatments into practice will be
a critical step in the field.
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Sexually transmitted diseases (STDs) are a significant health problem for
adolescents. Each year approximately 3 million adolescents acquire an STD

(Cates, 1999). Of adolescents who are sexually active, one in four will get
an STD before the age of 18 (Cates, 1999). In general, adolescents have
higher rates of STDs than adults. More specifically, adolescent girls have
the highest rates of gonorrhea and chlamydia, and young adult women
have the highest risk for human papilloma virus (HPV) in comparison to
other age groups and males (Centers for Disease Control and Prevention
[CDC], 2002).

For biological, social, and behavioral reasons, adolescents may be at
risk for acquiring STDs. For example, a young girl is at biological risk for
HPV and its carcinogenic effects, due to her developing cervix (Biro, 1992).
Further, adolescents may not have the same level of immunity as older
individuals (Aral & Holmes, 1990). In addition to the greater susceptibility,
there may be high rates of STDs among their partner pool (Biro, 1992). Given
the asymptomatic nature of many STDs (Wang, Burstein, & Cohen, 2002),
adolescents may be unaware of their infection and ability to transmit to
others. The sexual behaviors of some adolescents place them at further
risk; for example, approximately 16% of sexually experienced adolescents
have four or more partners by the time they are 18 years old (CDC, 1998)
and only 58% of teenagers reported using a condom the last time they had
intercourse (CDC, 1998).
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The medical problems associated with acquiring an STD can be signif-
icant for adolescents and their offspring. Some STDs, such as herpes sim-
plex virus (HSV) and human immunodeficiency virus (HIV), can be life-long
infections, making one at continued risk for transmitting infection to oth-
ers. Long-term negative health outcomes of other STDs such as involuntary
infertility, cervical cancer, pelvic inflammatory disease, and ectopic preg-
nancy are of particular concern for females (Aral, 2001). Infections can be
passed to neonates leading to devastating consequences including blind-
ness, neurological complications, and even death (Institute of Medicine,
1997).

In addition to the medical consequences of these infections, adoles-
cents may experience a variety of emotions in response to the acquisition of
STDs. These reactions can include depression, anxiety, or concerns about
potential medical and interpersonal consequences. Adolescents typically
employ a number of coping strategies that vary in terms of effectiveness
(e.g., problem solving, emotional regulation). Interestingly, it appears that
adolescent coping responses do not vary based on age, STD history, or type
of infection (i.e., bacterial vs. viral); rather, they vary based on the strengths
the adolescent brings to the situation (Rosenthal & Biro, 1991; Rosenthal,
Biro, Cohen, Succop, & Stanberry, 1995b). Perception of an STD may be
related to coping. Adolescents who view STD acquisition as being more neg-
ative are more likely to use a greater number of coping strategies (Rosenthal
et al., 1995b). Those adolescents who do not think about their STD, wish
that their STD would just magically resolve, or attribute their STD acqui-
sition to their interpersonal character rather than their behavior (Baker
et al., 2001; Rosenthal & Biro, 1991) may have greater difficulty imple-
menting health-promoting actions (e.g., seeking treatment and using STD

protection in the future). This is consistent with the findings that adoles-
cents who have a history of an STD are not more likely to seek care promptly
(Fortenberry, 1997) and many go on to have a second STD episode (Burstein
et al., 1998).

Another important aspect of coping is managing the interpersonal se-
quelae of telling current and future partners. Little is known about how
adolescents manage to have these discussions, which are difficult even for
adults who presumably are more experienced in discussing sexually in-
timate matters (Liu, Detels, Li, Ma, & Yin, 2002). Adolescents anticipate
telling their parents and expect that their parents will be helpful. Consis-
tent with developmental changes in other areas of psychological develop-
ment, younger adolescents are more likely to think they would tell their
parents, but adolescents of all ages believe that their parents would be
helpful if told (Rosenthal, Biro, Cohen, Succop, & Stanberry, 1995a).

In addition to the medical and psychological consequences of STDs,
there are societal consequences as well. The financial burden to society is
estimated at $8 billion yearly for diagnosis and treatment of non-HIV STDs
and their complications (American Social Health Association [ASHA], 1998).

It takes both behavioral strategies and biomedical approaches to re-
duce the number of new STD cases. Current research on individually based
interventions (i.e., condoms, topical microbicides, and vaccines) will be
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presented first followed by a review of research on programmatic inter-
ventions (i.e., health care, community or schools, and parent).

INDIVIDUALLY BASED INTERVENTIONS

Condoms

For people who choose to be sexually active, the male condom is con-
sidered to be the most effective method of preventing STDs. If properly used,
male condoms protect the couple against infection by providing a barrier.
A recent review of condom effectiveness studies found that condoms de-
crease the risks associated with STDs. The evidence is strongest for condom
effectiveness in the protection of HIV and other “discharge” diseases (i.e.,
gonorrhea, chlamydia, and trichomoniasis). Condoms may provide some
protection against HPV-associated diseases, in particular cervical neoplasia
in women and genital warts in men. The evidence was less conclusive for
the other STDs (i.e., syphilis) due to insufficient data and sparsity of well-
controlled published studies (National Institute of Allergy and Infectious
Diseases, 2001). Studies, published since the review, have found that con-
doms offer significant protection against genital herpes (Wald et al., 2001).

Condoms are only effective in preventing STDs if used consistently and
correctly. Adolescents do not use condoms consistently; one study noted
that 63% of sexually experienced adolescents reported inconsistent con-
dom use (Boyer et al., 2000). This inconsistent use of condoms by an
individual can occur for several reasons including dislike for the feel of
condoms during intercourse, lack of condom availability, lack of perceived
susceptibility, and lack of knowledge about the protective effect of condoms
against STDs (Donald, Lucke, Dunne, O’Toole, & Raphael, 1994; Jadack,
Fresia, Rompalo, & Zenilman, 1997). Condom use also can be affected by
relationship characteristics, such as level of partner trust, length of rela-
tionship, and sexual communication (Ellen, Cahn, Eyre, & Boyer, 1996;
Jadack et al., 1997). For example, condoms are used more frequently with
“one-night stands” or in shorter relationships than they are with steady
partners (Ellen et al., 1996).

For girls, one obvious obstacle to male condom use is that it requires
negotiation and communication skills. Many people do not develop these
skills until early adulthood. In addition, carrying condoms may result in
perceptions of girls as promiscuous or “easy” (Hiller, Harrison, & Warr,
1998). Concerns about the lack of female control have led to the devel-
opment of the female condom. Acceptability studies of the female condom
found that when enrolled in studies, females and their partners find the fe-
male condom acceptable to use. Many adult women state a preference and
intentions to use female-controlled barrier methods because they feel more
in control of disease protection (Cecil, Perry, Seal, & Pinkerton, 1998). Posi-
tive partner attitudes, familiarity with use, discussions with other women,
belief that the female condom provided better prophylactic efficacy than
the male condom, and perception that the device increases sexual pleasure
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are associated with acceptability (Choi, Gregorich, Anderson, Grinstead, &
Gomez, 2003; Witte, El-Bassel, Wada, Gray, & Wallace, 1999).

Only a few studies have been conducted on adolescent’s acceptability
of the female condom. As seen with adults, the device was acceptable,
not as difficult as first perceived, and more likely to be used with more
familiarity (Marshall, Giblin, Simpson, & Backos, 2002). However, clinical
experience shows that it is not a widely used method, and care providers
rarely suggest its use to adolescents, perhaps because it is anticipated that
adolescent females will find it cumbersome, expensive, nondiscrete, and is
not easily commercially available in most areas.

Topical Microbicides

One future exciting new female-controlled option would be topical mi-
crobicides, which are chemical products that would be used intravaginally
or intrarectally to prevent STD infection. Currently, there are several types
of microbicide products that are in various stages of development; however,
they may not be available to the public for many years (Rosenthal, Cohen,
& Stanberry, 1998).

If these products are to have an impact on infection rates, they need to
be safe, effective, and acceptable to potential users. Acceptability studies
have shown that topical microbicides theoretically are acceptable to a sig-
nificant number of female users, and most females believe that the prod-
uct would be an important option for women. Predictors of acceptability
included women’s current use of condoms, perception of exposure to risk,
relationship status, race, and product characteristics, such as attractive-
ness of the product, ease of insertion, degree of messiness, amount of vagi-
nal wetness, and ability to insert the product several hours before coitus
(Darroch & Frost, 1999; Hammett et al., 2000; Short, Mills, Majkowski,
Stanberry, & Rosenthal, 2003). Unique issues for adolescents may include
developmental barriers to any STD protective method including anticipating
intercourse, perception of susceptibility to STDs, and perceptions of efficacy
based on concrete characteristics of the product (Short et al., 2003).

Vaccines

A method that would help protect adolescents from STDs and would
not require negotiation skills is vaccines. Vaccines are one of medicine’s
primary methods of eradicating disease (CDC, 1999). At the present time,
there is only one vaccine for a sexually transmitted pathogen (hepatitis
B). Vaccines for HPV, HSV, and HIV are in clinical trials (Cao et al., 2003;
Koutsky et al., 2002; Stanberry et al., 2002) and vaccines for other STDs
are in development.

Experiences with non-STD-related vaccines indicate that the existence
of a vaccine does not always lead to acceptance. Due to the possible stigma
associated with STDs, acceptance of STD vaccines may be even more difficult.
However, research has indicated that STD vaccine acceptability is affected
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by the same factors that influence vaccines for non-STDs, such as access is-
sues, vaccine efficacy, health beliefs, and fears associated with needles and
adverse effects (Liau, Zimet, & Fortenberry, 1998; Zimet, Fortenberry, &
Blythe, 1999).

Efforts have been made to increase immunizations. Perhaps the most
effective effort has been the school entry laws and free vaccines under
the Vaccine for Children program. Individual-level interventions focusing
on adolescents have included peer incentives, such as class pizza par-
ties, to increase the return of vaccine consent forms at school (Unti, Coyle,
Woodruff, & Boyer-Chuanroong, 1997). Others have found that telephone
plus mail reminders (Sellors et al., 1997) and postal reminders with health
belief information (e.g., susceptibility to STDs, benefits of vaccine) as op-
posed to appointment card reminders (Hawe, McKenzie, & Scurry, 1998)
increased vaccine compliance rates. Additional recommendations, which
have not been formally tested, include providing individual incentives
(Guajardo, Middleman, & Sansaricq, 2002), reducing costs by not charg-
ing for the office visit, recording immunization status, and offering im-
munizations to adolescents during health care visits (Kollar, Rosenthal, &
Biro, 1994).

PROGRAMMATIC INTERVENTIONS

Medical Treatment

Health care providers can make a difference through routine screen-
ing, prompt treatment, fostering partner notification, and educational ef-
forts. For a review of the medical management of STDs, the reader is re-
ferred to the Sexually Transmitted Diseases Guidelines 2002 (CDC, 2002).
Routine screening can be a very effective way to identify adolescents with
asymptomatic infections (Cohen, Nsuami, Martin, & Farley, 1999). It is
recommended that sexually experienced adolescents be screened annu-
ally for chlamydia (CDC, 2002). Even when adolescents are symptomatic,
they may delay care-seeking. Adolescents who perceive greater barriers to
care, have lower self-efficacy in their response to an STD, view STDs more
seriously, have a prior history of STDs, feel more stigmatized by STDs, are
symptomatic, are female, and take longer to seek health care for an STD

(Fortenberry, 1997). Partner notification and treatment can help to de-
crease STDs in the adolescent population. Despite the fact that adolescents
report that they prefer to notify their partners on their own (self-referral),
and self-referral may be an easier method of locating partners, research
suggests that provider notification is more effective (Oh et al., 1996). Self-
referral may be facilitated by confidence in their ability to notify partners
and greater relationship quality (e.g., supportive, emotionally connected)
with their partners (Fortenberry, Brizendine, Katz, & Orr, 2002).

Health care providers also can serve as a resource for adolescents
as they learn to make healthy sexual decisions. Although adolescents
sometimes feel uncomfortable or embarrassed discussing sexual issues
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(Klein, Wilson, McNulty, Kapphahn, & Collins, 1999), some evidence sug-
gests that they are motivated to discuss sexuality with their health care
providers, and they want their health care providers to ask about their
sexual history directly (Rosenthal et al., 1999). One study found that ado-
lescents were more likely to discuss risk-taking behaviors, including sexual
risk behaviors, with their health care providers when they met without a
parent present, had more overall risk factors (e.g., alcohol use, sex without
contraception, smoking), had sought health information, and had a female
health care provider (Klein & Wilson, 2002). Studies indicate that educa-
tion and counseling about STDs and prevention methods during office visits
can increase condom use (Boekeloo et al., 1999).

Parents also serve as an important resource for adolescents, although
concerns about confidentiality may provide a barrier to care for some.
A number of youth have reported that they do not seek health care be-
cause they do not want their parents to know about their sexual behaviors
(Burack, 2000; Klein et al., 1999). Other adolescents reported that they
would stop accessing care if parental notification was required (Reddy,
Fleming, & Swain, 2002). Research indicates that adolescents want their
health care providers to explain confidentiality in detail, in a language that
they can understand, and in a manner that communicates care and trust
(Ford, Thomsen, & Compton, 2001). Given the concerns regarding con-
fidentiality, all 50 states and the District of Columbia have laws grant-
ing adolescents the right to consent to and receive confidential STD-related
health care, with 30 states explicitly identifying HIV testing as one of the
services (The Alan Guttmacher Institute, 2003). Providers should be aware
of their state laws regarding STD prevention and treatment so that they can
protect adolescents’ rights to confidentiality while at the same time foster
adolescent–parent communication.

Community and School-Based Interventions

Community and school-based interventions (both, school-based clinic
interventions, and service learning programs) may play important roles in
reducing the STD epidemic.

STD/HIV Programs

STD/HIV programs include both those labeled “abstinence-only” and
those labeled “abstinence plus safer sex” programs. Both types of pro-
grams promote abstinence (particularly among young adolescents) as be-
ing the safest way to protect persons from STDs and unwanted pregnancy.
Abstinence-only education teaches that sexual activity should occur only
within the context of a marital relationship, that abstinence has social,
psychological, and health benefits, and that sexual activity outside of mar-
riage leads to negative consequences, such as STDs, unwanted pregnancy,
and psychosocial difficulties (Section 510, Title V of the Social Security
Act, 1998). Abstinence plus safer sex programs do not designate a spe-
cific time or context in which sexual activity is appropriate. Unlike the
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abstinence-only programs, abstinence plus safer sex programs also teach
alternative methods to prevent STDs/HIV (e.g., condom use).

Some studies evaluating abstinence-only programs have reported pos-
itive effects (Goldfarb et al., 1999). However, many of these studies have
significant methodological flaws, making their results difficult to interpret,
replicate, and draw conclusions (Kirby, 2002). For example, an evalua-
tion of two abstinence-only programs of middle school-age children found
that the intervention significantly reduced the onset of sexual behavior
and decreased sexual intercourse and intentions to have intercourse at a
1-year follow-up (Goldfarb et al., 1999). Though these results may seem en-
couraging, age was not distributed evenly across the groups. Significantly
fewer control participants were in the highest age category, and there-
fore the results could have simply reflected age differences. Other outcome
studies with better designs have failed to demonstrate positive results of
abstinence-only programs (Kirby, 2002) and some have even demonstrated
undesirable effects (Christopher & Roosa, 1990). For example at 1- and
2-year follow-up the Success Express Program, which is a 5-week program
for low-income, middle school-age children, found no significant improve-
ments in self-esteem, family communication, sexual attitudes, and sexual
behaviors. Moreover, males participating in the intervention showed an in-
crease in precoital sexual activity after 1 year (Christopher & Roosa, 1990).

In contrast, several well-designed outcome studies of abstinence plus
safer sex programs have yielded positive results. These programs have been
shown to decrease age of sexual initiation, reduce unprotected sexual ac-
tivity, decrease the number of sexual partners, increase use of condoms
and other contraceptives, and increase knowledge about STDs or AIDS. More-
over, there has been no evidence that teaching adolescents about safer sex
is associated with increased sexual activity (Kirby, 2002). An example is
Becoming a Responsible Teen. This 8-week program is aimed at providing
adolescents with knowledge and behavioral skills to help them reduce their
risk of acquiring HIV/AIDS. Participants engage in weekly group sessions on
AIDS education, sexual decision-making skills, technical competency skills,
refusal and condom negotiation skills, problem-solving skills, and social
support and empowerment. At 1-year follow-up, intervention participants
were more likely than control participants to delay sexual initiation, show
reductions in unprotected intercourse, display increases in protected inter-
course with condoms, and exhibit increases in behavior skills (e.g., refusal
skills) (St. Lawrence, Brasfield, Jefferson, Alleyne, & O’Bannon, 1995).

When several programs with well-designed studies were reviewed by
Kirby (2002), those programs that reduced unprotected sex were found to:
(1) use approaches based on theories of health behavior; (2) allow sufficient
time to accomplish the objectives; (3) provide accurate information about
the consequences of unprotected sexual behavior; (4) use teaching meth-
ods that were varied, allowing the adolescent to personalize information
in a meaningful manner; (5) directly address social pressures to engage in
sexual behavior; (6) provide models of and opportunities to practice sex-
ual communication including refusal and condom negotiation skills; (7)
recruit facilitators who were proponents of the program and provide them
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with adequate training; (8) use behavioral goals and teaching methods that
were appropriate to age, sexual experience, and culture of the participants;
(9) address specific sexual behaviors; and (10) make a clear connection be-
tween sexual activity and contraceptive or condom use.

School-Based Health Clinics

The first school-based health clinic (SBHC) opened in Texas in 1970
(Kirby, Waszak, & Ziegler, 1991) and as of 2002, approximately 1,500 SBHCs
throughout the United States were in existence (The Center for Health and
Health Care in Schools, n.d.). SBHCs provide various health services, in-
cluding routine physical exams, primary care, and mental health services.
They are located conveniently within or near a school and are adolescent-
friendly and inexpensive (Gullotta & Noyes, 1995). SBHCs often provide care
to those who are uninsured (Kisker & Brown, 1996), which is important
given the large number of adolescents and children who are uninsured
(Elixhauser et al., 2002).

Soon after SBHCs came into existence, providers recognized the role
SBHCs could play in the sexual health of adolescents and there was evidence
that offering reproductive health care through SBHCS may help reduce
teen pregnancy rates (Edwards, Steinman, Arnold, & Hakanson, 1980).
Not all agree that SBHCs should provide reproductive health services, con-
traceptives, and condoms to adolescents (Peak & Hauser McKinney, 1996).
Yet at the very least, studies indicate that providing reproductive health
services and prevention methods to adolescents does not increase adoles-
cent sexual behaviors (Kirby et al., 1999). At the very most, studies show
that providing condoms to adolescents decreases rates of unprotected sex
(Schuster, Bell, Berry, & Kanouse, 1998).

Service Learning Programs

Service learning programs are based on the belief that there are com-
mon causes for risk-taking behaviors. As such, these programs develop
broad interventions that target these causes, so that several different risk-
taking behaviors, such as school failure and sexual health-comprising be-
haviors, can be reduced (Allen, Philliber, Herrling, & Kupermine, 1997).

Adolescents in these programs typically volunteer in a variety of com-
munity settings (e.g., nursing homes, hospitals, schools). Afterward they
reflect on their volunteer experience and participate in group conversations
or education about adolescent-related issues (e.g., life skills, physical, so-
cial, and emotional development, drug use, sexually transmitted diseases).
These programs hope to teach adolescents adult-like responsibilities that
will help them develop competencies and autonomy, make better decisions
for themselves, form positive relationships with peers and adults, learn
to cope with their emotions, and develop long-term goals. Service learn-
ing programs have been shown to reduce adolescent sexual behaviors and
pregnancy rates (Allen et al., 1997; O’Donnell et al., 1999).
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Parent Interventions

As noted below, parents clearly play an important role in the devel-
opment of healthy sexual behaviors; however, less is known about how
to help parents be more effective in this role. When parents communi-
cate with adolescents about sexuality and STD prevention, adolescents tend
to have greater sexual knowledge, delay sexual initiation, engage in less
risky behavior, have greater skill in communicating about sex and con-
dom use, and display more conservative attitudes about sexual issues
(Diiorio, Kelley, & Hockenberry-Eaton, 1999; Dittus & Jaccard, 2000;
Miller & Whitaker, 2001). Further, parental monitoring is associated with
the adolescent having a lower incidence of STDs, pregnancy, and high-risk
partners, and increased condom and contraception use (Baker et al., 1999;
Crosby et al., 2002; DiClemente et al., 2001). Interventions have focused on
having the parents and children simultaneously getting information, learn-
ing a skill, or doing an activity. In these studies, adolescents and parents
gained knowledge and the skills that were taught (e.g., condom use skill
and problem-solving skills) (Blake, Simkin, Ledsky, Perkins, & Calabrese,
2001; Winett et al., 1993). However, one study examining the effects of the
intervention on actual risky behaviors found no behavioral changes in the
adolescent (Xiaoming et al., 2002). It may be that unless programs also
provide behavioral skills for adolescents, there may be limited impact on
risk behaviors.

CONCLUSION

Sexually transmitted diseases are a critical public health problem for
our teens, and the problem is something that we cannot afford to leave
“hidden” and ignored (Institute of Medicine, 1997). The medical and psy-
chological effects of STDs and their sequelae and the costs associated with
STD-related care can be devastating for individuals and society. A wide
range of interventions (e.g., fostering condom use, developing new biomed-
ical methods, routine screening, and school-based programs) are needed
to help reduce the initial acquisition and further transmission and seque-
lae of STDs. Interventions will need to be comprehensive and implemented
at a variety of levels. For example, it is always easy to assume that new
biomedical approaches, such as vaccines will provide an instant, easy, and
complete solution, but this is not realistic. Vaccines only will be effective if
behavioral approaches are used to enhance their acceptance. In addition,
through community or school-based programs and parent interventions,
adolescents can learn about their susceptibility to STDs/AIDS, develop skills
to implement safer sex behaviors (e.g., abstinence, condoms, care-seeking
behavior), and learn about new methods of protection as they become avail-
able. Thus, health care professionals (e.g., nurses, physicians, psycholo-
gists), policy makers, members of the community, and adolescents and
their families must work together to reduce the acquisition and cost of
STDs to our youth and society.
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Treatment Services for
Adolescent Substance Abuse∗

BEVERLY PRINGLE and JERRY FLANZER

Adolescent substance abuse has been a public health concern for decades,
but the scientific knowledge base on the services engaged to treat this
problem is comparatively new. This nascent knowledge base is poised to
expand exponentially, as researchers and treatment providers struggle to
meet a rising demand for evidence-based treatment services. Until recently,
research on adolescent substance abuse consisted primarily of a limited
set of large-scale national studies of adults that included adolescent sam-
ples (e.g., Drug Abuse Reporting Program, Treatment Outcome Prospective
Study, National Treatment Improvement Evaluation Study), small studies
with methodological problems, and program evaluations. Within the past
decade, adolescent substance abuse and its treatment have developed as
important topics of inquiry in their own right, with more resources and
high-quality research efforts being targeted on this persistent and press-
ing public health issue. These advances notwithstanding, few communi-
ties provide sufficient treatment services for adolescents who use alcohol,
marijuana, nicotine, and other illicit drugs. Only about 10% of adoles-
cents who need substance abuse treatment currently receive it (Substance
Abuse and Mental Health Services Administration, [SAMHSA], 2002), and of
those who receive treatment, only about one quarter receive the full range
of services prescribed (Dennis & McGeary, 1999).

This chapter focuses on the nature of adolescent substance abuse
and the services intended to treat it. For clarity, we use the term, treat-
ment services, broadly to denote the full range of health and social services
employed to contend with substance abuse disorders in adolescents. These
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may include medical, psychological, welfare, educational, employment, fi-
nancial, and housing services, among others. We use the term, therapy,
to denote specific talk, behavioral, and pharmacological strategies used to
treat the symptoms of substance abuse. Substance abuse treatments and
treatment programs for adolescents typically include one or more therapies
plus other treatment services.

This chapter begins with a brief description of the nature of adolescent
substance use and misuse, including the unique developmental issues of
adolescence. We then review the small but growing set of substance abuse
therapies showing the most promise for treating adolescents and describe
the levels of care most commonly delivered to youth. The chapter concludes
with a discussion of the key treatment service issues, including availability
of services; breadth, integration, and targeting of services; staffing; financ-
ing; costs; and diffusion of research into practice.

SUBSTANCE USE AND ABUSE AMONG ADOLESCENTS:
NATURE OF THE PROBLEM

Illicit substance use among adolescents has remained stable or de-
creased for 6 years in a row, according to 2002 data from Monitoring the Fu-
ture, an annual study of youth drug trends funded by the National Institute
on Drug Abuse (NIDA, 2003). The proportion of 8th and 10th graders report-
ing the use of any illicit drug during the prior year decreased significantly
from 2001 to 2002 (20% to 18% for 8th graders, 37% to 35% for 10th
graders). Adolescents reported specific declines in the use of marijuana,
some club drugs, cigarettes, and alcohol. Nonetheless, a substantial pro-
portion of adolescents report the use of substances each year, most com-
monly alcohol (39–72% past year use), marijuana (15–36% past year use),
and nicotine (11–27% past 30-day use). The prevalence in use of other
substances in 2002 trailed behind, ranging from a low of about 1% for
past-year heroin use across the three grade levels, to a high of almost 8%
for past-year use of tranquilizers among 12th graders and for past-year
use of inhalants among 8th graders. The only statistically significant in-
creases in adolescent substance use from 2001 to 2002 were 10th graders’
past-year use of crack cocaine (1.8–2.3%) and 12th graders’ past-year use
of sedatives (5.9–7.0%) (NIDA, 2003).

Because the biology of adolescence is unique, the abuse—and even
occasional use—of psychoactive substances during this period can have
far-reaching harmful consequences. Important organ systems, including
the reproductive, respiratory, skeletal, immune, and central nervous sys-
tems, mature during adolescence, which means that substances misused
during this period can disrupt not only normal function, but also the
natural maturational process. Adolescence is also marked by increased
risk for infectious disease and accidental injury, making the additional ef-
fects of misused substances on the immune and central nervous systems
especially harmful (Golub, 2000). Adolescents who use illicit substances
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are more likely to experience school truancy (Halfors et al., 2002); violence
and delinquency (Dembo & Schmeidler, 2003); and other negative health
consequences, such as unplanned pregnancy, sexually transmitted dis-
ease, trauma, accidents (Bonomo et al., 2001; Tapert, Aarons, Sedlar, &
Brown, 2001; Taylor, Kreutzer, Demm, & Meade, 2003), and hepatitis C
among injection drug users in particular (Gilvarry, 2000). High rates of
comorbid psychiatric and behavioral problems—both internalizing disor-
ders such as depression, anxiety, and traumatic distress and externalizing
disorders such as hyperactivity, attentional deficits, violent conduct, and
criminal behavior (Gilvarry, 2000; Greenbaum, Foster-Johnson, & Petrila,
1996; Rowe, Liddle, & Dakof, 2001)—are also prevalent among adolescent
substance abusers. Taken together, these associated risks and character-
istics make youth substance use a continuing and alarming public health
concern.

For years, most adolescent substance abusers who received treatment
did so in programs designed for adults (Kristiansen & Hubbard, 2001;
White, 1998). Results were disappointing, and researchers determined that
a firm understanding of youth development is critical for designing effective
treatments for adolescents (Dennis, 2002). Researchers identified ways in
which youth substance abusers differ from their adult counterparts and
implications that these differences have for treatment (Winters, Stinchfield,
Opland, Weller, & Latimer, 2000). For example, adolescents have shorter
substance use histories than adults, but these histories often include a
host of related troubles, such as conflicts with parents, difficulties with
school performance and peer relationships, and legal problems (Etheridge,
Smith, Rounds-Bryant, & Hubbard, 2001). Youth use more marijuana and
alcohol than adults, and their patterns of substance use are different, in-
volving more binge and opportunistic use (Dennis, 2002). Consequently,
the alcohol detoxification clinics and systems that have been institution-
alized for treating adult opiate addicts may have little value in treating
adolescents. Moreover, adolescents’ limited cognitive ability to recognize
potential problems associated with risky behavior (including drug use and
abuse) and to anticipate the negative, long-term consequences of their ac-
tions, renders inadequate many strategies used in motivating adults to
seek and accept treatment. Fortunately, the recent spate of research on
youth treatments has shown tailored services to be effective in achieving
many behavioral and psychological improvements, including decreases in
drug use, criminal activity, family problems, and other risky behaviors,
plus increases in school and job functioning (Azrin et al., 2001; Hser
et al., 2001; Jainchill, Hawke, De Leon, & Yagelka, 2000; Williams &
Chang, 2000). These promising results have affirmed the value of recog-
nizing and addressing the unique developmental needs of adolescents who
use or abuse substances.

Although any use of illicit substances during adolescence may inter-
fere with healthy development, not all youth who use substances will de-
velop behaviors and symptoms severe enough to diagnose as abuse or
dependence. However, for adolescents whose substance use escalates to
abuse, the traditional “acute care” model of substance abuse treatment and
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recovery may no longer be adequate (McLellan, Lewis, O’Brien, & Kleber,
2000). Rather, researchers and clinicians describe a complex picture of
recurring cycles involving substance use initiation, escalation to abuse,
health services intervention, remission, lapse, and relapse (Dennis & Scott,
2002). Once adolescents are diagnosed with a substance abuse disorder,
several full cycles spanning many years may be the norm for treatment
rather than the exception. Emerging work on the nature and course of
substance abuse, alone and in combination with other mental and physical
health problems, has profound implications for revising current interven-
tion paradigms, amending conceptualizations of treatment effectiveness,
improving the organization and delivery of services, and developing better
ways to finance services. A full understanding of how individual, social,
and treatment factors interact to extend or curtail these drug use trajecto-
ries is important for developing and delivering optimally effective systems
of intervention for adolescents at different developmental stages in their
own maturation and in their substance use and treatment careers.

PROMISING TREATMENTS FOR ADOLESCENTS WITH
SUBSTANCE USE PROBLEMS

Empirically tested, efficacious drug abuse therapies are the foundation
for effective care. Different therapies are used alone and in combination
within different treatment programs and modalities of care. Other health
and social services often augment drug abuse therapies to increase treat-
ment engagement, address psychosocial and health problems, and prevent
or reduce relapse. The therapies most commonly used with adolescents
include family-based and multisystemic therapies, cognitive-behavioral
therapy, pharmacotherapy, 12-step treatments, and therapeutic commu-
nities. Review articles with details on the efficacy of these and other treat-
ments include Crome (1999), Deas and Thomas (2001), Hser et al. (2001),
Jainchill (2000), Muck, Zempolich, Titus, Fishman, Godley, & Schwebel,
2001, and Williams and Chang (2000).

Family-Based and Multisystemic Therapies

Of the therapies most commonly used to treat adolescent substance
abuse, family-based therapies (Liddle et al., 2001; Robbins, Bacharach, &
Szapocznik, 2002; Rowe & Liddle, 2003) and multisystemic therapy
(Henggeler, Clingempeel, Brondino, & Pickrel, 2002) have received the most
empirical research attention and are recognized as among the most promis-
ing (Cottrell & Boston, 2002; Winters, Latimer, & Stinchfield, 1999). The
essential principle of these approaches is that adolescents’ psychoso-
cial environment, including their family and community, plays a role in
establishing conditions related to the adolescents’ drug use. Accordingly,
treatment providers attempt to enlist these different social systems to help
change the adolescents’ psychosocial milieu to protect against risky be-
haviors such as drug abuse.
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Cognitive-Behavioral Therapy

Cognitive-behavioral therapy (CBT) is widely employed for treating all
kinds of behavioral problems in adolescents, including substance use and
abuse (Crome, 1999). Theory underlying CBT posits that behavioral change
can be influenced by a combination of the thoughts (e.g., anticipatory
expectations, attributions, information processing) and emotions associ-
ated with particular behavioral events (Kendall, 1991). Thus, treatment
providers use CBT to change undesirable behaviors such as drug use by
modifying adolescents’ maladaptive thoughts and coping skills through
skills training in effective communication and social interaction, adaptive
problem solving, anger management, constructive interpretation of emo-
tions, and other strategies. Through CBT, adolescents learn how to avoid
opportunities for use of drugs or alcohol, decline unwanted offers, tolerate
and ease uncomfortable emotions, and reframe dysfunctional thoughts, all
of which can assist adolescents in resisting temptations to use or abuse
substances.

Pharmacotherapy

Pharmacological interventions for substance abuse typically are used
to counteract intoxication and withdrawal symptoms or to prevent re-
lapse. Less is known about pharmacological interventions—compared with
psychosocial interventions—for treating adolescent substance abuse. This
is due in part to difficulties in adequately assessing the safety and effi-
cacy of pharmacological treatments in minority-age populations (Crome,
1999). However, in the case of alcohol, the most widely used substance
among adolescents, it may also be due to the fact that only a small pro-
portion of adolescents have yet developed alcohol dependence (Crome,
1997), and, consequently, do not require medication to manage withdrawal
symptoms. Psychotropic medications to treat comorbid psychiatric dis-
orders (e.g., depression) have been used more widely with adolescents
than have medications to treat substance abuse per se (Deas & Thomas,
2001).

12-Step Programs

Twelve-step programs, such as Alcoholics Anonymous and Narcotics
Anonymous, are ubiquitous in the substance abuse treatment community.
These programs are based on 12 steps, developed by the founders of Al-
coholics Anonymous (Alcoholics Anonymous, 1976), that comprise both
a philosophy of and a process for recovery from alcohol abuse (Jainchill,
2000). Twelve-step programs conceive of addiction as a chronic illness in-
volving denial and loss of self-control, and they emphasize spirituality as a
key treatment component (Deas & Thomas, 2001). Recovering addicts often
use 12-step group therapy sessions as social support to help in preventing
relapse. The use of 12-step programs has received much more research
attention with adults than with adolescents. Researchers and treatment
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providers have begun to suspect that some tenets of 12-step programs
may not be developmentally appropriate for adolescents. This question has
sparked several recent studies (i.e., Kelly, Myers, & Brown, 2000, 2002;
Winters et al., 2000) to examine the efficacy of these approaches specific
to adolescent populations.

Therapeutic Communities

As the name denotes, the therapeutic community focuses on the com-
munity as the salient therapeutic ingredient for facilitating change. The
treatment, in essence, is full-time engagement with a community of peers
and staff members through a variety of structured community activities,
with the goals being abstinence from drugs and the development of per-
sonal insight, social responsibility, and commitment to specific therapeutic
community values (Jainchill, 2000). Originally designed for adult addicts
(see De Leon, 1997, 2000 for details), therapeutic communities have been
modified for adolescents, including the use of smaller communities, shorter
lengths of stay, greater family involvement, and less emphasis on con-
frontation (Etheridge et al., 2001; Jainchill, 2000). Therapeutic commu-
nities are, by definition, residential in nature. There is some variation in
the treatment period for adolescents, but most therapeutic communities
consider 6 to 12 months to be the recommended duration of treatment
(Jainchill, 2000).

TREATMENT FACILITIES AND MODALITIES
OF CARE FOR ADOLESCENTS

Approximately 37% of substance abuse treatment facilities in the
United States (excluding those in criminal justice institutions) report of-
fering special services for youth, according to data from the National Sur-
vey of Substance Abuse Treatment Services (Duffy, 2002). These facilities
are similar to those without adolescent programs in that over half are pri-
vate, nonprofit organizations; over three quarters provide drug or alcohol
urine screening; and about one quarter of their clients are in treatment for
alcohol problems only. Treatment facilities with special youth programs
also differ from facilities without them. For example, facilities with special
youth services tend to be somewhat larger than those without them (93 vs.
76 clients), and they are more prevalent in the Central and Western parts of
the country (39% of substance abuse treatment facilities in those regions)
than in the South (33%) and in the East (36%). The number of services pro-
vided in the facilities with adolescent programs and facilities without them
is similar, but the mix of services differs. For example, family counseling
and aftercare are more commonly provided in facilities with adolescent pro-
grams, whereas residential services and methadone or LAAM treatments are
more commonly found in facilities without an adolescent program. Fewer
facilities with adolescent services report substance abuse to be their main
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treatment focus (vs. mental health or other services), compared with adult
service only facilities (Duffy, 2002).

Additional empirical information about community treatment services
for youth, the youth who receive these services, and the modalities of care
through which the services are delivered, comes from the Drug Abuse
Treatment Outcome Studies for Adolescents (DATOS-A), 1993–1995, sup-
ported by NIDA. The DATOS-A program sample included 37 agencies in
six cities (Pittsburgh, Minneapolis, Chicago, Portland, Miami, and New
York), and the researchers assessed seven treatment services within three
treatment modalities, or levels, of care. The treatment services were
medical, psychological, family, legal, educational, vocational, and finan-
cial (Etheridge et al., 2001). The modalities of care were outpatient drug-
free, short-term inpatient, and residential. Study results showed that the
three modalities were distinguished by the location of service delivery,
services provided, clientele served, and planned duration of treatment
(Kristiansen & Hubbard, 2001; Rounds-Bryant, Kristiansen, & Hubbard,
1999).

Outpatient Care

Outpatient care for substance abuse typically connotes one or more
treatment services delivered to adolescents who travel to one or more treat-
ment facilities or by treatment providers who travel to the adolescents.
In DATOS-A, outpatient drug-free programs included regular and intensive
outpatient and day treatment programs, with planned durations of stay
ranging from 1 month to 2 years (Kristiansen & Hubbard, 2001). The ado-
lescent clientele tended to be somewhat younger than those receiving in-
patient or residential care, reported lower rates of regular drug use and
criminal activity, had the least drug treatment experience, and had higher
chances of meeting diagnostic criteria for anxiety, depression, and atten-
tion deficit (Kristiansen & Hubbard, 2001; Rounds-Bryant et al., 1999).
Delany, Broome, Flynn, and Fletcher (2001) found three groupings among
the DATOS-A outpatient programs based on the services delivered: one group
offered psychological, family, and aftercare services; a second group offered
these three core services plus medical services; and a third group offered
educational, vocational, and legal services—but not medical services—in
addition to the core trio of psychological, family, and aftercare services.
Program accreditation, greater diversity of client needs, and greater staff
resources were all related to the provision of a broader range of services in
these outpatient programs. The professional training of program directors,
however, was not related to extent of service offerings in these programs,
as it was in DATOS-A residential programs.

Inpatient Care

Inpatient care typically refers to the set of treatment services pro-
vided to adolescents during a hospital admission. In DATOS-A, short-term
inpatient programs typically involved medical stabilization and various
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forms of psychological counseling (e.g., individual, group, family, 12-step),
plus educational and aftercare services (Delany et al., 2001; Kristiansen &
Hubbard, 2001). Although the planned length of stay ranged from only
about 2 weeks to 1 month (Kristiansen & Hubbard, 2001), youth in these
short-term programs received more medical, psychological, and family
services than youth in the outpatient or residential programs. Thus, re-
searchers concluded that despite the shorter treatment duration, the em-
phasis on provision of services appeared to be stronger (Etheridge et al.,
2001). Adolescents in DATOS-A inpatient programs were more likely to be
White, female, psychiatrically impaired, and to report far more criminal
activity than their arrest rates indicated (Kristiansen & Hubbard, 2001).

Residential Care

As the term implies, residential care refers to the treatment services
provided to adolescents while they are living in a treatment facility. In the
DATOS-A study, residential care included a variety of therapeutic commu-
nity programs (traditional, short-term, and modified), halfway houses, and
shelter-based programs that provided traditional treatments plus services
designed to help resocialize clients for reentry into society (Kristainsen &
Hubbard, 2001). Overall, adolescents in DATOS-A residential programs were
referred to treatment primarily through the juvenile or criminal justice sys-
tems, and, compared with youth receiving outpatient and inpatient care,
they were more likely to use cocaine and heroin (Kristiansen & Hubbard,
2001; Rounds-Bryant et al., 1999). The planned length of stay in these
residential programs ranged from about 3 months to 1 year, with a me-
dian planned stay of about 5 months (Delany et al., 2001; Kristainsen &
Hubbard, 2001). Delany et al. (2001) found two major groupings of residen-
tial programs—one group that offered medical, psychological, educational,
and family services, and a second group that offered those four services
plus financial services and onsite aftercare. Programs in the latter group,
which offered more services, tended to have smaller capacities, somewhat
larger client-to-counselor ratios, a higher proportion of directors with ter-
minal or professional degrees, and clients with fewer treatment needs. The
professional training of program directors across the two residential pro-
gram groupings was related to more extensive service offerings.

KEY SERVICE DELIVERY ISSUES

The extent to which adolescents who use and abuse substances do
not obtain appropriate and adequate treatment services is alarming and
raises questions about the availability of treatment services for youth; the
breadth, integration, and targeting of those services; and the financing and
costs of treatment services. Two additional service delivery issues that may
be related to the undertreatment of adolescents are staffing and the trans-
fer of efficacious treatment therapies and services into effective community
interventions.
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Availability of Treatment Services

Inadequacy of substance abuse treatment services for adolescents is
widely reported, but the true scope of unaddressed needs in this population
remains unclear (Delany et al., 2001). Based on a statewide study, Harrison
and Fulkerson (1996, cited in Delany et al., 2001) estimated that three
quarters of youth in the state of Minnesota who had a substance use dis-
order in 1995 did not receive treatment. Presumably, given the wide range
of health and psychosocial problems associated with substance abuse dur-
ing adolescence, ready availability of a broader range of treatment services
than is currently available is critically needed.

Delany et al. (2001) analyzed data from DATOS-A to determine the asso-
ciation between organizational factors and availability of various services
across the three treatment modalities studied: outpatient drug-free, short-
term inpatient, and residential care. Results of these analyses showed that
“three factors—program accreditation” (by, e.g., the Joint Commission on
the Accreditation of Healthcare Organizations, the Commission on the Ac-
creditation of Rehabilitation Facilities), “diversity of patient needs, and the
staff/patient ratio—were found to be related to the range of on-site ser-
vices available to patients, but these factors differed based on whether
the program was providing care in a residential or an outpatient setting”
(p. 600). For example, among outpatient programs, accreditation was re-
lated to the provision of a wider array of services, and those outpatient pro-
grams with more diverse patient needs and greater staff resources offered
their patients a richer set of service options. In contrast, for the residential
programs in DATOS-A, accreditation was related to fewer services and staff
resources, and diversity of patient need did not have a significant effect
on the range of services provided. The short-term inpatient programs were
different still; they were relatively homogenous in terms of the services of-
fered, generally including medical, psychological, educational, family, and
aftercare services (Delany et al., 2001).

Breadth, Integration, and Targeting of Treatment Services

Effective treatment of adolescent drug abuse often requires the col-
lective contributions of psychological, family, educational, vocational, em-
ployment, legal, recreational, and financial services in addition to specific
drug abuse therapies (Williams & Chang, 2000). Program comprehensive-
ness is predictive of better treatment outcome in adolescents (Friedman &
Glickman, 1986), as it is in adults (McLellan et al., 1994). Yet, how to de-
liver comprehensive and coordinated services to youth to simultaneously
treat the symptoms of substance abuse, attenuate the varied and inter-
related negative consequences, and minimize relapse is a persistent and
perplexing dilemma.

Delivery of effective intervention services for clinically complicated
youth is especially challenging. Given the high rates of comorbid psy-
chiatric, medical, educational, family, legal, and other social problems in
substance abusing youth, plus the fact that co-occurring disorders can
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interact in ways to support problem behaviors in one or more of these do-
mains, treatment plans must encompass the full range of services needed
to address these related problems in an integrated manner. The extent
to which various services are fragmented or integrated may affect the de-
gree to which they are both utilized and effective. Case management has
a track record for promoting integration and continuity of care for indi-
viduals of all ages, especially among the dually diagnosed (e.g., Godley,
Godley, Dennis, Funk, & Passetti, 2002; Ho et al., 1999; McLellan et al.,
1999; Siegal et al., 1996). Ideally, case managers establish and maintain
linkages across agencies to enlist services not provided by the drug treat-
ment program, such as housing, medical care, child welfare, educational or
vocational services, and legal help. Recently, researchers primarily
studying treatment services utilization among adults are beginning to dis-
tinguish and study the differences between on-site and off-site case man-
agement (Friedmann, D’Aunno, Jin, & Alexander, 2000), which may have
implications for delivery of services to youth and families as well.

Equally important is the targeting of appropriate services to the ap-
propriate adolescents at the appropriate time in their drug use and treat-
ment careers. Kendall and Kessler (2002) make the case for recognizing
the developmental heterogeneity of youth in targeting interventions for
psychopathology, substance abuse, or both: “Research attention must be
paid to identifying the optimal match between the timing of the interven-
tion and the level of the children’s social, emotional, peer, and cognitive
development” (p. 1305). For example, the design and delivery of aftercare
or continuing care services—those support services that are provided af-
ter the intensive phase of substance abuse therapy has ended—is re-
ceiving increased research attention of late. Effective aftercare services
for a 13-year-old with a short drug-use career and relatively few col-
lateral problems, who has just completed her first treatment experience
will likely be quite different from aftercare services for an 18-year-old
youth with a long career of drug use and criminal involvement. Continu-
ing care and recovery management services that support adolescents who
have begun the recovery process have been especially underutilized and
understudied.

Treatment Staff Working with Adolescents

The understanding that adolescents have problems and treatment
needs unique from those of other drug-using populations raises questions
about who should treat youth and what skills they should possess. Given
the critical nature of the therapeutic alliance in efficacious psychother-
apy (Horvath, 2001) and in retaining individuals in drug abuse treatment
(Barber et al., 2001), knowledge about adolescent development and skill
in relating to and counseling adolescents appears to be of consequence.
Moreover, given the many different systems that influence the lives of drug
abusing youth (e.g., family, education, mental health, medical, welfare,
criminal justice), treatment practitioners need both knowledge of these in-
teracting systems and to be adept at skill in navigating them.
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Few studies have examined the adolescent treatment workforce (Pond,
Aguirre-Molina, & Orleans, 2002). To address this knowledge gap, the Cen-
ter for Substance Abuse Treatment and its Addiction Technology Trans-
fer Centers (ATTCs) have gathered data on the characteristics and needs
of the substance abuse treatment workforce. Early analyses of data for
the northwestern United States indicate a growing disparity between de-
mographic profiles of treatment providers and the adolescents they treat
(Northwest Frontier Addiction Technology Transfer Center [NFATTC], 2000).
For example, the workforce is predominantly White, female, and middle
aged (47 years average age), whereas the adolescent treatment popula-
tion is predominantly male, growing more racially and ethnically diverse,
and initiating drug use at increasingly younger ages. Whether this demo-
graphic divide between clients and treatment providers matters is an issue
of continuing debate among practitioners that calls for greater research
attention.

The NFATTC survey also found that substance abuse treatment coun-
selors serving adolescents often are former users themselves, not unlike
the counselors treating adult substance abusers. Conventional wisdom has
held that former users are among the most appropriate treatment providers
for adults, but little empirical evidence supports this practice. Recently,
some researchers have argued that former users may actually be harm-
ful in the role of treatment providers for adolescents. Citing observations
from her own research, Stevens (2003) has suggested that treatment de-
livered by young, healthy, gainfully employed, and recovering adults po-
tentially can have iatrogenic effects by conveying to youth the impression
that restoration of health after drug abuse during the teen years is eas-
ily attainable. Additional research can identify the knowledge, skills, and
experiences that best equip counselors to work effectively with substance
abusing youth.

Pollio’s (2002) recent survey of state licensure boards regarding state
certification requirements for substance abuse counselor revealed that no
state in the United States currently offers provider certification specific to
adolescents. Only five states stipulate that knowledge specific to the treat-
ment of adolescents and youth is required for licensure. Two states include
knowledge of human development in their licensing requirements, and
two other states require knowledge of family counseling or family educa-
tion. One additional state included knowledge of both human development
and family issues. These findings raise questions about how adequately
prepared are the practitioners currently treating youth drug abusers to
do so.

Beyond licensing and training requirements, financing of treatment
also influences the adolescent treatment workforce. The decrease in
provider reimbursement rates that has resulted from transition to man-
aged care has been credited with increased program instability and con-
sequent workforce displacement (Pond et al., 2002). Pond et al. found
poor compensation to be the most prevalent issue discussed in the lit-
erature on substance abuse treatment providers and in interviews with
key informants about workforce issues. The NFATTC survey pointed to low
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pay as a barrier for individuals considering the field of substance abuse
treatment.

Financing of Substance Abuse Treatment
Services for Adolescents

Substance abuse treatment historically has been financed through
public and private systems, but the clean delineation between these two
systems has softened over the past decade (Cavanaugh, 2002), and the
burden of financing has shifted from the private to the public sector
(Dilonardo, Chalk, Mark, & Coffey, & the CSAT/CMHS Spending Estimates
Team). It is clear, however, that financing—both public and private—of
treatment services for substance abuse has not kept pace with the growing
need (American Academy of Pediatrics, 2001). Moreover, the scant infor-
mation available on financing substance abuse services for youth depicts a
system based on the outdated view of substance abuse as an acute problem
requiring acute care.

Two thirds of all children in the United States have private insurance,
mainly through their parents’ employers or through family-purchased
plans (Kaiser Commission on Medicaid and the Uninsured, 2002). How-
ever, the health needs of adolescents are under-addressed, particularly in
terms of coverage for ancillary and behavioral health services often indi-
cated for treating substance abuse (Fox, McManus, & Reichman, 2002).
A limited number of outpatient therapy visits for substance abuse are
fully reimbursable in less than half of private plans and partially reim-
bursable in just over half. Residential care for substance abuse is espe-
cially rare and often limited to crisis intervention and detoxification services
only. Reimbursable insurance coverage typically excludes family therapy
(Cavanaugh, 2002), and the benefit limits and cost-sharing requirements
for substance abuse services generally exceed those for general medical
care (American Academy of Pediatrics, 2001).

Public funding for adolescent substance abuse presents a different
set of issues. Many different sources of public funding support substance
abuse treatment services for youth, including federal insurance and fed-
eral noninsurance-based financing, but these disparate funding streams
are not well coordinated, and each has its own set of requirements and
limitations (Cavanaugh, 2002; Solano, 1998). The results of a multistate
case study of publicly supported substance abuse treatment for adoles-
cents found that funding was both fragmented and insufficient to meet
adolescents’ treatment needs (Perry, 2002).

Two federal public insurance programs provide coverage for low-
income youth: Medicaid and the Children’s Health Insurance Program
(CHIP). Medicaid covers about 20% of children in the United States, and
CHIP covers an additional 3 million plus children (Kaiser Commission on
Medicaid and the Uninsured, 2002). About 20% of low-income children
remain uninsured. States administer Medicaid, with individual state poli-
cies governing how services are organized, financed, and delivered, creating
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discrepancies in financing and accessibility across states. Federal policy
permits Medicaid funds to be used to cover emergency services for sub-
stance abuse and outpatient treatment services, but there is wide variation
among the states in the type, amount, and intensity of adolescent sub-
stance abuse services provided under Medicaid at the state level (Geshan,
1999). Moreover, reimbursement rates and the supply of providers in some
geographic areas are low.

Congress sought to broaden health care coverage for low-income chil-
dren in 1997 [PL 105-33] by enacting the Children’s Health Insurance Pro-
gram, which targets low-income children who do not have other insur-
ance coverage (Kaiser Commission on Medicaid and the Uninsured, 2002).
States may use CHIP funds to expand Medicaid or to develop freestanding
programs; again, practices vary by state. Freestanding CHIP programs tend
to offer more limited benefits with more cost sharing requirements (General
Accounting Office, 1999). All states but one cover some form of substance
abuse treatment through CHIP, most commonly detoxification and limited
outpatient treatment, but reimbursable services vary considerably (Howell,
Roschwald, & Salake, 2000).

Federal noninsurance financing is the principal source of publicly
funded substance abuse services for the uninsured and for those indi-
viduals who need additional treatment services to supplement those cov-
ered by insurance (Cavanaugh, 2002). Federal policies support services to
treat adolescent substance abuse through block grants, categorical fund-
ing, and demonstration projects in six public policy domains: health, ju-
venile justice, family support and child welfare, education, housing, and
labor (Cavanaugh, 2002). The type, amount, and intensity of services sup-
ported under these domains vary widely, and there is little coordination
among them. In the health domain, the most important funding source
is the Substance Abuse Prevention and Treatment Performance Partner-
ship Block Grant (SAPTPPBG), administered by the Substance Abuse and
Mental Health Services Administration. States support over half of all sub-
stance abuse treatment services with these dollars. In many states, how-
ever, SAPTPPBG funds for youth are spent primarily on prevention services,
with little money targeted on youth treatment (Cavanaugh, 2002). Within
the juvenile justice system, drug courts are a major recent initiative to ad-
dress substance abuse, and the preliminary results are promising. Within
the family and child welfare systems, adolescent substance abuse appears
to be one among many needs competing for priority, and it rarely takes top
billing. In the education domain, two major federal policies provide for the
provision of adolescent drug abuse treatment services: the Vocational Re-
habilitation Grants to States and the Individuals with Disabilities Act. The
program for Safe and Drug Free Schools and Communities, funded with
education dollars, focuses primarily on prevention efforts. In federal hous-
ing programs, adolescent drug abuse treatment services can be provided,
but implementation is scarce. Finally, the Work Force Investment Act, ad-
ministered by the Department of Labor, allows for substance abuse treat-
ment services as a means for enabling successful employment of youth
(Cavanaugh, 2002).
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Costs of Treatment Services for Adolescents

Valid and reliable cost data on services used to treat youth substance
abuse are surprisingly sparse. Such information is critical for making in-
formed decisions about public health policy, budgeting, and optimal config-
urations of staffing and services required to produce the greatest treatment
result per resources expended for various subpopulations of adolescent
drug abusers. Economic data from the Fort Bragg Demonstration Project
suggest, for example, that average treatment costs for adolescents with
comorbid substance use and psychiatric disorders are more than twice
as high as for adolescents with only one of these disorders (King, Gaines,
Lambert, Summerfelt, & Bickman, 2000). Little work has been published
on the comparative costs of treatment for this and other subpopulations
of adolescents.

Early work in this area has emphasized the importance of evaluating
the full costs of the delivery of treatment services (e.g., Anderson, Bowland,
Cartwright, & Bassin, 1998; Cartwright, 1998; French, 1995)—above and
beyond the personnel, supplies, and depreciation costs typically accounted
for—to include “the value of all resources used in the treatment process in-
cluding resources received either in kind or at below market rates (French
et al., 2002, p. 85). Anderson et al. (1998) developed a method for es-
timating the full economic costs of delivering specific substance abuse
treatment services and offered an example of how cost estimates might be
produced for a best-practices treatment protocol. Of ultimate importance,
is using cost and outcome data together to determine comparative cost-
effectiveness and benefit-costs of treatment services provided (Anderson
et al., 1998; Cartwright, 1998; Cohen, 1998; French et al., 2002).

French et al. (2002) applied another analytic method—the Drug Abuse
Treatment Cost Analysis Program (French, 2001a, 2001b)—in the analysis
of economic data from the Cannabis Youth Treatment (CYT) study. The CYT

study, supported by the Center for Substance Abuse Treatment, examined
different treatment approaches delivered to adolescents and their families
(Dennis et al., 2002). Study goals included assessment of the effectiveness,
full costs, and cost-effectiveness of the various treatment approaches. Re-
searchers estimated the full costs of services delivery and reported eco-
nomic cost estimates per total treatment episode ranging from $1,089 to
$3,290 per adolescent; costs generally reflected intensity, duration, and
number of services provided (for details, see French et al., 2002). The next
steps will include combining these cost estimates with outcome data to
conduct cost-effectiveness and cost–benefit analyses.

Diffusion of Research into Practice

Despite recent advances in treating adolescent drug abuse, far too lit-
tle science-based treatment technology and knowledge makes its way into
community treatment settings in a timely manner (Liddle et al., 2002;
McLellan, 2002). Response to this perennial issue has progressed be-
yond simple exhortation of researchers to make studies more applied and
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findings more accessible to treatment providers. Efforts continue to pack-
age and deliver research findings to the field in easily digestible formats,
including print media (e.g., Treatment Improvement Protocol Series, Tech-
nical Assistance Publication Series, both published by the Center for Sub-
stance Abuse Treatment, SAMHSA; NIDA Notes, published by NIDA), electronic
media, conference presentations, hands-on workshops, and technical as-
sistance. Researchers increasingly develop treatment manuals to assist
practitioners in learning and adhering to specific evidence-based treatment
practices. Along with this proliferation of treatment manuals, however, is
the growing awareness that such manuals and other off-the-shelf prod-
ucts are useful but insufficient as stand-alone tools for accomplishing the
technology transfer task (Godley, White, Diamond, Passetti, & Titus, 2001;
Henggeler & Schoenwald, 2002). Fidelity to new treatment models—an im-
portant factor in the delivery of effective programs—is more complicated
than following a manual.

Also important is what practitioners and community treatment agen-
cies must do to efficiently capture and apply new knowledge and technolo-
gies in their organizations. As advances in treatment technology continue
at an accelerating pace, practitioners and community service agencies need
strategies for keeping abreast of the research and making informed selec-
tions from among the promising technologies available to them. This
complicated process of continuous organizational change aimed at im-
provement is gaining attention in the field of drug abuse treatment (e.g.,
Lamb, Greenlick, & McCarty, 1998; Roman & Johnson, 2002). Simpson
(2002), for example, integrated the organizational change literature and
theory into a model for transferring research to practice in substance abuse
treatment. The model involves four stages: exposure to new information,
adoption or intention to try an innovation, implementation or trial use, and
finally, practice or regular sustained use. Based on this model of technology
transfer, Lehman, Greener, and Simpson (2002) developed an assessment
tool for determining a treatment organization’s readiness for change to as-
sist researchers in studying change at the “receiving end” of the technology
transfer process. The flow of research to practice is only a part of the system
that needs to be developed, however. Greater and more effective inclusion
of treatment providers in the research process is also called for—not simply
as subjects of research, but as integral partners in research design, imple-
mentation, assessment, and technology transfer efforts (Brown & Flynn,
2002).

CONCLUSIONS

The world of substance abuse treatment for adolescents is chang-
ing rapidly. Efficacious therapies and other more comprehensive interven-
tions are being developed at an accelerating pace. Nonetheless, challenges
remain in delivering effective treatment services of adequate level, duration,
intensity, and breadth to all youth who need them at the appropriate times
in the youths’ drug use and treatment careers. Meeting these challenges
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will require well-financed systems of care that recognize and accommodate
drug abuse as the chronic relapsing condition that it is for many individu-
als. Much work needs to be done to establish an efficient system for both
translating evidence-based treatments into practice and, conversely, us-
ing the treatment experiences and practical dilemmas of practitioners to
inform new research. The time is right for a new generation of treatment
services research to tackle these important public health issues by building
on the recent and promising advances in the clinical treatment of adoles-
cent drug abuse.
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The onset of aggression and conduct problems during the early childhood
years paves the way for the development of a pattern of serious antiso-
cial behavior, including violence, substance abuse, and criminal offending
during adolescence and young adulthood (Hinshaw & Lee, 2003). This de-
velopmental progression, however, is not inevitable. Indeed, the relative
balance between risk and protective factors experienced along this path-
way appears to determine whether these aggressive children ultimately
experience deviant or healthy outcomes (Tolan, Guerra, & Kendall, 1995).

Risk factors for antisocial behavior emerge across multiple levels. Child
risk factors typically pertain to individual characteristics such as difficult
temperament, deficient emotional regulation, learning delays, and deficien-
cies or distortions in social information processing. Parental risk factors
include depression, substance abuse, negative attributions, and unrealis-
tic expectations. Familial risk factors center on economic hardship, social
isolation, and marital discord. These factors become manifest in coercive
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parent–child relationships, family violence, and instability. Peer rejection,
school failure, and affiliation with deviant friends are risk factors that can
emerge during the middle childhood years. Social contexts characterized by
depraved neighborhoods, substandard schools, and unsupervised recre-
ational facilities can also constitute significant risk factors for children
growing up in economically disadvantaged communities (see Hinshaw &
Lee, 2003, for a review).

Protective factors insulate children from risks associated with the
development of antisocial behavior. They promote a more normative or
resilient developmental pathway related to positive developmental out-
comes despite the existence of risks. Children’s protective factors include
academic success, positive social skills, prosocial peer relations, and posi-
tive attitudes toward school. Protective factors within a child’s environment
include having caregivers who employ supportive and authoritative parent-
ing, teachers who encourage children to become connected to their school,
and community institutions that provide opportunities and resources for
children to develop prosocial skills and positive friendships (see Masten &
Coatsworth, 1998, for a review).

The goals of early intervention and prevention programs for aggressive
children who are at risk of developing antisocial behavior are to reduce
the impact of risk factors and enhance the influence of protective factors.
If these goals are accomplished, children are expected to develop more
healthy outcomes as they mature into adolescence (Yoshikawa, 1994). In-
creasingly, a “developmental-ecological and multisystemic” framework has
guided intervention and prevention of antisocial behavior (Bloomquist &
Schnell, 2002; Henggeler, Schoenwald, Borduin, Rowland, & Cunningham,
1998; Tolan et al., 1995). The goal of this framework is to modify cumulative
risk over the developmental age periods and across multiple intersecting
systemic domains, including child, parent and family, school, peer, and
community contexts. Intervention designs informed by this approach are
thus multifaceted with components for the child (e.g., academic enrich-
ment, social competence training), parents (e.g., support, behavioral skills
training), and school (e.g., classroom-wide behavioral management sys-
tems, life skills curriculum) (see Bloomquist & Schnell, 2002, for a review).

Targeted prevention incorporates both selective and indicated preven-
tion approaches (Gordon, 1983). Selective preventive interventions focus
on individuals who are not yet showing any symptoms of developing prob-
lems despite being at heightened risk. The risk ranges from imminent to
lifetime based on family history, exposure to adverse life events, or living
in unhealthy environments. Indicated preventive interventions are directed
at high-risk individuals who already display early symptoms of developing
a problem.

The most promising targeted prevention programs designed to date
are for children at risk for antisocial behavior. These include the Montreal
Prevention Experiment (Vitaro, Brendgen, Pagani, Tremblay, & McDuff,
1999); The Fast Track Program (Conduct Problems Prevention Research
Group, 2002); the Metropolitan Area Child Study (Metropolitan Area Child
Study Research Group, 2002); the Incredible Years: Parents, Teachers, and
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Children Training Series (Webster-Stratton & Reid, 2003); and the First
Steps to Success Program (Walker et al., 1998). Collectively, findings from
controlled studies have demonstrated the beneficial effect of these pro-
grams in modifying proximal variables such as children’s social skills and
parents’ behavior management skills. Research evaluating the impact of
these programs on distal outcomes, such as reductions in the prevalence
of conduct disorders, school dropout, and drug abuse in adolescence and
adulthood is currently underway.

The Early Risers “Skills for Success” Program is another example of a
targeted prevention program. Early Risers has been developed and evalu-
ated by this chapter’s authors.1 The remainder of this chapter describes
the organizational structure, operational structure, and program structure
of the Early Risers model. Within each component, evidence-based “best
practices” that inform the Early Risers Program are presented. We briefly
discuss training, supervision, and fidelity procedures. We conclude this
chapter with an overview of research evaluation as well as future plans for
wide-scale dissemination of the Early Risers Program.

THE EARLY RISERS MODEL OF TARGETED PREVENTION

The Early Risers model is a targeted prevention program for children
who screen positive for the presence of aggression in the early elementary
grades, and who often live within a poverty context. Comprehensive and
coordinated intervention services are delivered for 2 or 3 years to qualify-
ing children and their families in home or community settings. Child- and
family-focused intervention components, known as “CHILD” and “FAMILY,”
respectively, are provided (see Table 1). The overarching goals of the Early
Risers Program are to enhance children’s functioning in self-regulation, so-
cial, and academic developmental domains, while facilitating family func-
tioning and parenting skills. As a result, it is hypothesized that children’s
social, behavioral, affective, and academic developmental competencies are
enhanced (August, Anderson, & Bloomquist, 1992), and bonds between the
child, parents, prosocial peers, and the school institution are strengthened
(Catalano & Hawkins, 1996), thereby preventing later antisocial behavior.

Organizational Structure

The Early Risers Program is modeled after a “community systems of
care” approach (Burns & Goldman, 1999), and as such, it features com-
prehensive and coordinated services designed to help the child and family
experience a seamless array of education, training, advocacy, support, and
specialized health services. Its administrative design includes a partner-
ship of collaborators who represent community schools, community health

1Other colleagues who have been part of the program development and evaluation are George
Realmuto, M.D., Elizabeth Eagan, Ph.D., and Joel Hektner, Ph.D. at the University of
Minnesota.
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Table1. Overview of Early Risers “Skills For Success” Program Interventions
Components

CHILD component
1. Summer Program—Children attend a 6- to 8-week summer program focusing on social

skills, reading enrichment or tutoring, and recreation.
2 “Circles of Friends” Program—Children attend weekly groups focusing on social skills,

reading enrichment or tutoring, and recreation during the school year.
3. Monitoring and Mentoring School Support Program—Each child’s academic function-

ing and school adjustment is systematically monitored and school-based interven-
tions are provided according to each child’s level of need throughout the school year.
Interventions include goal setting or attainment strategies, reading enrichment, tutor-
ing, consultation with teachers, and facilitating involvement of parents around school
issues.

FAMILY component
1. Family Skills Program—A needs-adjusted parent-focused intervention is provided dur-

ing the school year to enhance parent’s knowledge of child development, and parenting
skills, and to improve broader family interactions.

2. Family Support Program—Each family’s functioning is systematically monitored
throughout the duration of the Early Risers Program, and home-based interventions
are provided according to each family’s level of need. Interventions include goal setting
or goal attainment strategies, and assisting families in accessing community services.

Note: These intervention components are delivered over 2 or 3 years, and modified thereafter for booster
follow-up services.

or social services agencies, and university-based prevention specialists.
Usually one service provider assumes primary responsibility for delivering
Early Risers, but community partners contribute resources (e.g., finan-
cial, office space, personnel, etc.), or coordinate in service provision. These
partners are also jointly involved in ongoing oversight of the Early Risers
Program.

Operational Structure

Staffing and Logistics

The program can be delivered within a variety of community sites such
as faith centers, neighborhood service centers, YMCAs, and YWCAs. However,
schools appear to provide the optimal milieu. Program staff is typically re-
cruited from within the ranks of one of the collaborating community agen-
cies or from the schools. The primary service provider for the program is
the community prevention specialist, more commonly referred to as the
program’s “family advocate.” The typical family advocate has a bachelor’s
degree and several years of professional experience working with children
and families in education or human service settings. A full-time family
advocate can serve a caseload of up to 25 children and their families.
“Child assistants” (i.e., paraprofessionals) help the family advocates deliver
the CHILD programs. In a large-scale implementation where more than one
family advocate is employed, a program manager is necessary to coordi-
nate program activities, provide onsite supervision of the family advocates,
and maintain oversight of program fidelity. In a more recent expansion of



ANTISOCIAL BEHAVIOR 205

the program, a part-time licensed master’s-level mental health professional
was added to the program staff. This person is involved primarily with the
FAMILY component serving as a consultant for the family advocate, or as a
direct provider to those families who are experiencing more serious mental
health problems. Whenever possible, consultants from various community
agencies are identified to assist family advocates in locating and utilizing
appropriate community resources and services for their families.

Child Screening and Recruitment Procedures

In a large-scale implementation of a targeted program, screening is ne-
cessary to efficiently identify at-risk children (August, Realmuto, Crosby, &
MacDonald, 1995). Population-based screening of at-risk children is a sen-
sitive issue as selection errors are to be expected (e.g., false-positive or
false-negative errors). Problems related to labeling, stigma, and iatrogenic
effects need to be given careful consideration in designing a screening de-
vise. The Early Risers’ Program employs a population-based procedure to
identify children in early elementary school (e.g., K, 1st, and 2nd grades)
who appear to be at elevated risk for developing antisocial behavior. Screen-
ing is typically performed by classroom teachers who are asked to com-
plete a standardized behavior rating scale (e.g., Child Behavior Checklist–
Teacher Rating Form) on all eligible students in their classes (eligibility cri-
teria include consent to screen from parents). Children who are qualified
for participation in the prevention intervention include those who receive
scores on keyed aggressive and disruptive items that place them above a
specified threshold. The specified threshold can vary from 10% to 30% of
the student enrollment, depending on the community site of the program,
perceived need of the program in the community, and available resources.

Children who qualify for participation are subsequently recruited. The
family advocate conducts recruitment during a home visit. The family ad-
vocate describes the screening results and explains the goals and intended
outcomes of the Early Risers Program. Parents are given a brochure that
provides details on all program activities and names of staff to contact if
questions arise.

Program Structure

CHILD Component

CHILD is offered continuously throughout the year. The recommended
sequence begins with the 6-week Summer Program, followed by the “Circle
of Friends” Program, and then the Monitoring and Mentoring School Sup-
port Program during the regular school year.

Summer Program. Research shows that over the summer months
many high-risk children lose ground in academics and social skills (Cooper,
Nye, Charlton, & Lindsay, 1996). Hence, a summer program provides op-
portunities to deliver intensive and focused programming to children who
need them most.
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The Early Risers Summer Program is adapted from the Pelham and
Hoza (1996) summer treatment program for elementary-aged children with
attention-deficit/hyperactivity disorder or oppositional defiant disorder.
Children in the Pelham and Hoza program receive intensive behavioral,
social, milieu, recreational, and education-focused interventions. These
interventions are delivered 5 days per week over 8 weeks during the
summer. Pelham and Hoza found that children who attended their sum-
mer treatment program exhibited significant improvements on ratings by
parents, program counselors, teachers, and self-reports in the areas of be-
havior, social skill development, and improved self-esteem.

Program modifications were made to the Early Risers Summer Program
from Pelham and Hoza (1996) to accommodate the slightly younger age
group it serves as well as to facilitate its prevention focus. The program
takes place Monday through Friday for 6–8 weeks (typically mid-June to
mid-August). Previously, the Early Risers Summer Program has been con-
ducted in both full- and half-day formats. The half-day format typically
offers social skills training (1 hour), reading enrichment (1 hour), and cul-
tural and creative arts activities (1 hour). The full-day format typically pro-
vides an additional 3-hour academic component, as well. Ten to 15 chil-
dren are organized into a “track” with 2 or 3 staff (i.e., family and child
assistants). In previous applications of the program, peer mentors were
recruited to serve as positive role models and to provide opportunities for
the at-risk children to develop friendships with prosocial children.

“Circle of Friends” Program. Each child is invited to attend the
“Circle of Friends” Program during the academic year. The children at-
tend a 90–120 minute group held one afternoon or evening per week. The
group focuses on social competence training, which is augmented with
reading skills enhancement, homework assistance, and recreational activ-
ities. Some children also attend a regularly scheduled after-school program
offered by the school or community center on alternative weekdays. One
evening per month, family members attend a parent–child activity consist-
ing of food, recognition ceremonies, entertainment, and games.

Monitoring and Mentoring School Support Program. This program
is based on an adaptation of Christenson and colleagues’ “Check and Con-
nect” model of school-based services for elementary through high-school-
aged children (Christenson, Sinclair, Lehr, & Hurley, 2000). In Check and
Connect, practitioners engage in systematic monitoring of each child’s be-
havior and academic status at school, and provide advocacy, direct ser-
vices, and service coordination. The overall goal is to promote coordination
among the child, family, and school. In Check and Connect, all students
receive “basic interventions” that include monitoring and problem solving
about specific issues that emerge in the context of school. Children who
are at higher risk receive “intensive services.” Services include practical in-
terventions, facilitating home–school collaboration, and assisting the child
and family in accessing school-based services. Christenson et al. reported
that the Check and Connect program reduced school absences and tar-
diness in elementary through high school populations. It also improved
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children’s overall school adjustment, and reduced the likelihood that they
would drop out.

In Early Risers, the Monitoring and Mentoring School Support Program
is delivered as a needs-adjusted intervention with monitoring of all program
children and mentoring tailored to the assessed needs of each child. The
monitoring component is implemented in the form of three annual mon-
itoring assessments (fall, winter, spring) conducted in collaboration with
the child’s teacher. Indicators of child adjustment that are assessed over
time include (1) absenteeism per month, (2) behavioral classroom manage-
ment concerns, (3) academic difficulties, (4) bus incidents or behavioral
referrals, and (5) level of parental involvement regarding child problems.
Children are then classified into three levels of need, including Level 1
(low need), Level 2 (moderate need), and Level 3 (high need). Subsequent
delivery of services corresponds to these levels of need.

Of the approximately 25 children on a family advocate caseload, all
qualify for some monitoring, but typically only 5–15 children who are in
greatest need require individualized mentoring services. All children en-
rolled in Early Risers receive the Level 1 monitoring portion of the inter-
vention. The monitoring involves systematic collection and evaluation of
pertinent school adjustment information (as discussed above). If a problem
is discovered through Level 1 monitoring, children are then eligible for two
levels of mentoring services. Level 2 or “basic” mentoring services are pro-
vided to children with moderate needs or problems. Level 2 services include
at least biweekly visits with the child and episodic consultation with teach-
ers as indicated. Child-centered activities include encouragement of aca-
demic achievement, contracting for improved behavior in the school, and
individualized training of social skills and problem-solving skills. Level 3
or “intensive” mentoring services include child-focused academic tutor-
ing, intensive individualized social skills training, or referrals for additional
school- or community-based services. Early Risers’ parents are almost al-
ways involved in some fashion with Level 3 mentoring. Often there is a
need to coordinate one or more parent–teacher meetings to synchronize
home and school. Parents are encouraged to attend school functions and
conferences, to communicate with teachers, to assist with homework, to
encourage their child’s reading, and to share information with the teacher.

FAMILY Component

FAMILY is modeled in part, after the Triple P—Positive Parenting Program
(Sanders, Turner, & Markie-Dadds, 2002). Triple P is a multilevel system of
parent and family education and support. The Early Risers’ FAMILY compo-
nent includes the Family Skills Program and the Family Support Program.
Both programs are organized around a predetermined level of family need.
This level of need is determined by either an informal family assessment
or a formal interview-based assessment. Family advocates organize avail-
able information including their observations, expressed family concerns,
and results from standardized questionnaires to determine (1) the child’s
functioning, (2) the parents’ personal functioning, and (3) whether or not
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the family’s basic physical and emotional needs are being fulfilled. Each
family’s need is designated on a continuum ranging from Level 1 (low need)
to Level 2 (moderate need) to Level 3 (high need).

Family Skills Program. The Early Risers Family Skills Program pro-
vides information and specific skills training to enhance a parent’s child
management and personal coping skills, and broader family interactions.
To accomplish this, the interventions utilized in the Family Skills Program
include (1) training parents in child management procedures, (2) facilitat-
ing the parent–child relationship through play and bonding strategies, (3)
teaching personal coping strategies, and (4) improving familial interaction
skills. In Early Risers, the Family Skills Program is offered according to
the levels of need described earlier. Levels 1, 2, and 3 provide increasingly
intensive services.

All parents in the Early Risers Program are offered Level 1 program-
ming. Participating families receive one to two, 60–90-minute sessions
delivered in the home. Sessions focus on global parenting and normal
child development. Families receive information about normal stages of
child development addressing social, emotional, and academic domains,
and associated parenting challenges. During the initial in-home session(s),
parents are invited to a “Parents Excited About Kids (PEAK)” parent group.
The PEAK group is offered at the school or community center. This program
is information-oriented and delivered over eight, 90–120-minute sessions.
Four of these sessions are based on the Triple P “Tips Sheets” concept
(Sanders et al., 2002). The tip sheets give parents ideas to manage com-
mon child problems such as self-esteem, homework, behavior at school,
chores, bedtime, tantrums, and so on. The final four sessions is based on
parent-generated topics that can be delivered by the family advocate with
the assistance of outside speakers. If parents are unable or unwilling to
attend the PEAK group, an attempt is made to deliver an abbreviated ver-
sion of this intervention during the in-home Family Support Program visits
(described in the next section).

The program manager or mental health professional delivers Level 2
groups known as PEAK-2. This intervention typically involves approximately
15–25% of the families. Parents are encouraged to attend the PEAK-1 group
prior to participating in the PEAK-2 group. Parents are invited to attend
the PEAK-2 groups if their child is displaying moderate-to-severe behavior
problems and the family is judged to be functional. PEAK-2 consists of eight,
60-minute sessions and focuses on behavioral strategies targeting specific
problematic behaviors (e.g., aggression, oppositional behavior, and steal-
ing). Topics or areas of focus are selected from a menu to meet the apparent
unique needs of the attending families in a particular group. The areas of
focus might include promoting children’s social and educational develop-
ment, observing and tracking child behavior, child-directed interaction and
play, shaping positive behavior, ignoring mild negative behavior, defusing
power struggles, deescalating parent–child conflict, time out or removal
of privileges for noncompliance, standing or house rules, and monitoring
or supervising children. Again, if parents do not attend the PEAK-2 group,
elements of it are offered during Family Support Program home visits.
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Level 3 is an in-home intervention delivered by a mental health profes-
sional. The focus is on severe child, parent, or family problems. Approxi-
mately 5–10% of families need this level of service. Ideally parents or fami-
lies are referred to this service after they have completed Level 1 and Level 2
interventions. Level 3 is an individually tailored intervention of about eight
to twelve, 60-minute sessions. The focus is on behavioral strategies to
change targeted child behavior (e.g., aggression, defiance, and stealing),
and also on parent or family problems (e.g., parent depression, stress, and
relationship problems). Areas of focus are individualized for each family.
They might include some child-focused strategies provided in Level 2, as
well as use of a token system, specific interventions for stealing, parent
stress management, cognitive restructuring of parent thoughts, or family-
wide interaction skills such as problem solving, communication, and con-
flict resolution. In addition, referrals to other more intensive community-
based services are also part of this intervention.

The Family Skills Program is provided over 2 years. The first year calls
for delivery of the sessions as described above. Year 2 is basically for main-
tenance and reinforcement of previously learned skills. This takes place as
family advocates interact with the families during in-home Family Support
Program meetings. During the second year, the PEAK-1 and PEAK-2 groups
described for year 1 can also be offered to families who did not previously
participate or who may have changed levels over the year. If a third year of
family skills programming is offered, it tends to be more informal, activity-
based, and centered around topics and activities that are of specific inter-
est to the children and families. The goal of the third year is to maintain
previous gains by providing periodic contact with the family members.

Family Support Program. Our approach to family support is mod-
eled after the Family-Centered Intensive Case Management program
(Evans, Armstrong, & Kuppinger, 1996). In this program, case managers
assess the needs of each family, develop a service plan for each family, link
each family to needed services, coordinate meetings between the family and
service providers, and monitor each family’s ongoing needs and outcomes.
Essentially, the case manager provides direct interventions, assists fami-
lies in developing informal support systems, and functions as an advocate
for the family within the community and at school. Evans et al. found that
Family-Centered Intensive Case Management resulted in improvements in
child and family functioning for children aged 5–12 years who had a wide
range of adjustment problems.

Similarly, the Early Risers Family Support Program is a tailored case
management-anchored delivery system, composed of three key elements.
These core elements include (1) determining a family’s level of need by as-
sessing family functioning (discussed earlier), (2) setting strategic goals to
achieve family, parent, and child stability, and (3) linking families to com-
munity resources and services in order to assist them in meeting the goals
for their child or family. Family support services are delivered primarily
within the context of a home visitation model. Thus, family advocates typ-
ically drive to the home of the family for face-to-face visits or contacts.
If needed, however, the family support interventions can be delivered in
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a community center, a local restaurant, a child’s school, or some other
agreed-upon location. Families are assigned a set number of visits or con-
tacts determined by their level of need. They are prescribed a minimum
of 4, 6, and 12 visits at Levels 1, 2, and 3, respectively. The exact num-
ber of contacts can be adjusted if necessary. The success of the Fam-
ily Support Program is dependent upon the quality of the relationship
between the family advocate and the family, and the ability of the fam-
ily advocate to assist the family in accessing the community resources it
needs.

Of the approximately 25 families on a family advocate caseload, typi-
cally only 5–10 families require high-level services at any one point in time.
Family advocates work with family members to set and achieve personal
and child-centered goals. Progress toward achieving goals is determined via
a goal attainment scaling methodology. A menu of brief interventions and
service options are made available to the family. These include assisting
families in advocating for their child at school, accessing community-based
therapeutic services, accessing social or human services, and other such
options.

Training, Supervision, and Fidelity

The Early Risers training, supervision, and fidelity protocol is guided
by the Multisystemic Therapy Program example (Henggeler et al., 1998).
Training for all staff is conducted by university prevention specialists in
a standardized fashion. Each staff member is given a detailed Early Ris-
ers Program Manual that describes all intervention components and pro-
vides many useful forms to assist with screening, recruitment, intervention
provision, documentation, and fidelity monitoring. The initial Early Risers
training protocol involves a 4-day training seminar. All staff is required to
demonstrate mastery over all aspects of service delivery and be “checked
out” by training staff before completing training. Thereafter, training staff
remains available to intervention staff for ongoing consultation on an as-
needed basis.

The program manager provides ongoing supervision of intervention
staff in a group format. This format allows opportunities for family advo-
cates to collaborate on program issues, permits staff to brainstorm resolu-
tions to problems or access resources, and furnishes ample opportunities
for role play, modeling, and rehearsal. Periodic individual supervision with
each family advocate helps provide feedback and correction of intervention
sessions and also serves as an opportunity to review case management
notes. The program manager and community consultant assist the family
advocates in determining the level of child and family need, intervention
planning, family goal setting, action plans, intervention options, and assist
family advocates in locating resources.

The fidelity of program delivery is monitored throughout. Information
is systematically collected and reviewed by the university prevention spe-
cialist and the program manager. This includes examination of child and
parent attendance, documentation of services provided, direct observation
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of intervention provision, and consumer satisfaction data. Adjustments in
programming, staffing, and training are made based on fidelity monitoring.

TRANSFERRING EARLY RISERS FROM RESEARCH
TO PRACTICE

Early Risers was developed with the ultimate goal of utilization in “real
world” practice settings. Efficacy and small-scale effectiveness studies were
conducted prior to exporting it to broader practice settings. First, an Early
Risers’ efficacy study was conducted in schools located in four semiru-
ral communities in Minnesota. Across these communities, 20 elementary
schools were matched for relevant SES variables and randomly assigned
to program or control conditions. Kindergarten children in the 20 schools
were screened by their classroom teachers for aggressive behavior. Those
who met high-risk criteria were enrolled in the study (124 program, 121
control). The prevention trial began in the summer following the kinder-
garten year and ran continuously for 5 years. Three of the 5 years in-
cluded intensive intervention, followed by 2 years of “booster” intervention
at which time participants had completed the fifth grade. An evaluation
conducted following the first 2 years of intervention indicated that pro-
gram children made significantly greater gains in academic achievement
and classroom behaviors than the controls. Only the most severely aggres-
sive children, however, showed reductions in behavioral problems (e.g.,
aggression, hyperactivity, and impulsivity) (August, Realmuto, Hektner, &
Bloomquist, 2001). These effects were maintained following a third pro-
gram year and complemented by gains in social skills and adaptability
(August, Hektner, Egan, Realmuto, & Bloomquist, 2002). At a 4-year eval-
uation, evidence for generalization of program effects via peer assessments
in the natural school setting was found. Relative to controls, program chil-
dren were viewed by their peers as higher in leadership and social eti-
quette, and they chose friends who were lower in aggression (August, Egan,
Realmuto, & Hektner, 2003).

With validation of the program established, the next step was to trans-
port the program to a community setting and determine if program effects
could be sustained when delivered by community practitioners in a nat-
ural practice setting. The Early Risers effectiveness study was conducted
in an urban, economically disadvantaged community with mostly African
American families. Pillsbury United Communities in Minneapolis was the
primary service delivery agency adopting the program. Pillsbury United
Communities is a nonprofit agency that offers a network of neighborhood
family centers strategically located in high-risk neighborhoods through-
out the city. The overall strategy of this effectiveness trial was to provide
a program support infrastructure to the agency (e.g., manuals, prepro-
gram training, ongoing supervision and technical assistance, and regular
monitoring of intervention fidelity with feedback and correction). However,
the host agency was allowed to make program implementation adaptations
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in response to constraints faced by the agency. Kindergarten and 1st-grade
children enrolled in 10 Minneapolis public schools were screened for ag-
gressive behavior, randomized into program and control conditions, and
recruited for the study. The program was implemented over a 2-year pe-
riod. It included a baseline assessment followed by annual evaluations
thereafter. In comparison to the efficacy study, low rates of client participa-
tion plagued this effectiveness study. Only half of the child participants at-
tended at least half of the child sessions. Despite these problems, outcome
analyses showed program-related benefits. Similar to the results of the ef-
ficacy study, the children who participated in the Early Risers Program
made significant gains in social competence and school adjustment with
only the most severely aggressive children showing reductions in external-
izing behavior problems (August, Lee, Bloomquist, Realmuto, & Hektner,
2003). Academic achievement gains found in the efficacy study were not
replicated in the effectiveness research.

The next step is to turn the program completely over to community
provider systems and determine whether the program can be successfully
implemented with minimum program support services provided by the pro-
gram developers. A pilot practice initiative is currently under way in Hen-
nepin County, Minnesota. In this effort, the same intervention components
and administrative units as the Early Risers effectiveness study are being
utilized. The Hennepin County Children, Families, and Adult Services De-
partment will provide contractual oversight of the program and pay for the
standardized CHILD—Summer, CHILD—Circle of Friends, and FAMILY—Family
Skills Programs by unit of service delivered. Medical Assistance Targeted
Child Welfare Case Management will be billed by unit of service delivered for
the case management-orientated CHILD—Monitoring and Mentoring School
Support and FAMILY—Family Support Programs. Maximum effort will be
expended to improve attendance of participants in the program by em-
phasizing school-based and in-home delivery practices. A program evalua-
tion study is planned to determine the level of engagement (feasibility) and
pre-to–post-changes (impact).

SUMMARY

In this chapter we presented a comprehensive preventive intervention,
the Early Risers “Skills for Success” Program. Early Risers is an example
of a targeted prevention intervention designed to alter the developmen-
tal pathway leading to antisocial behavior in at-risk children as indexed
by the presence of early-onset aggressive behavior. The CHILD and FAMILY

components have been designed to reduce risk factors and promote pro-
tective factors over time across child, family, peer group, school and com-
munity systems. Randomized controlled studies provided evidence for the
program’s positive effect on child’s proximal outcome variables such as
reduced aggressive behavior and enhanced social skills. There is also ev-
idence that the Early Risers Program can be successfully implemented
by community practitioners in community settings. The Early Risers
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Program’s effectiveness in preventing the onset and continuation of an-
tisocial behavior as these high-risk children enter adolescence will be de-
termined through ongoing longitudinal research.
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Implementing Effective
Youth Violence Prevention
Programs in Community

Settings
PATRICIA A. GRACZYK and PATRICK H. TOLAN∗

The past decade has seen remarkable growth in the field of youth violence
prevention. There is an increased understanding of the biological and con-
textual factors that place youth at risk for violence, enhanced awareness of
the importance of identifying protective factors, and a proliferation of rig-
orously designed empirical studies that has allowed for the categorization
of many prevention efforts as efficacious, promising, or ineffective. As so-
ciety’s view of youth violence shifts from one that perceives youth violence
solely as a juvenile justice issue to a broader perspective that recognizes
youth violence as a public health issue, greater attention is being focused
on: clarifying the nature of youth violence and patterns in its occurrence
and prevalence; using epidemiological methodologies to identify putative
causal, risk, and protective factors; developing and evaluating the effective-
ness and generalizability of interventions; and widespread dissemination
of effective interventions (U.S. Department of Health and Human Services
(USDHHS), 2001). All these factors combine to set the stage in the coming
decade for even greater progress in understanding the roots of youth vio-
lence and finding ways to prevent and treat it.

A major challenge that remains to be addressed by researchers, prac-
titioners, and policy makers alike is to find ways to facilitate the utilization
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of quality youth prevention programs by community organizations.
Efforts to prevent youth violence can be significantly compromised when
organizations adopt programs that are ineffective or of unknown effec-
tiveness. In the landmark report on youth violence, the Surgeon General
concluded that, in spite of the variety of intervention programs avail-
able with demonstrated effectiveness in preventing and reducing youth
violence, community organizations (e.g., schools) continue to use inter-
ventions of questionable quality (USDHHS, 2001). Mendel (2000) proposed
that violence and other delinquent acts could be reduced substantially
by the simple act of funneling monies from ineffective programs to pro-
grams that work. However, the utilization of programs that are ineffective
or of unknown effectiveness is but one challenge to efforts to diffuse ef-
fective violence prevention practices. When effective programs are adopted
by community organizations, frequently they are so poorly implemented
that positive effects are compromised (Gottfredson et al., 2000; USDHHS,
2001). To summarize, many violence prevention initiatives currently be-
ing implemented within this country fall short of addressing the serious
problems facing young people and society that these initiatives are in-
tended to address.

What can be done to help organizations deliver high-quality violence
prevention programs? Although the answer to this question is complex and
multifaceted, we propose that a major advance would involve a more sys-
tematic and carefully defined focus on organizational and service delivery
characteristics that affect program delivery.

We start this chapter by presenting a brief overview of current knowl-
edge about youth violence and effective violence prevention interventions.
Youth violence refers to physical acts by young people that can result in
injury or death to another individual (USDHHS, 2001). As youth violence
prevention programs move from well-controlled efficacy trial conditions
to less-controlled community settings, organizational and service delivery
characteristics assume increasing importance. Therefore, we then focus
our discussion on organizational and service delivery issues from the per-
spective of violence prevention and broader organizational literatures. Our
review of these literatures is intended to be selective and descriptive, and
highlights three processes we believe are of particular relevance to the suc-
cessful implementation of violence prevention programs in community or-
ganizations. These processes are (1) program adoption, (2) staff training,
and (3) efforts to strike an optimal balance between fidelity to a program’s
design and adaptation to the local context.

CURRENT KNOWLEDGE ABOUT YOUTH VIOLENCE
PREVENTION

Prevalence of Youth Violence

In the United States, homicide rates among youth aged 15–19 years
began declining in 1994, after reaching record rates in the latter half of the
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1980s. Nonetheless, the rates of homicide continue to be among the highest
recorded for this age group, and the United States continues to be extreme
among the world’s countries in the rate of youth homicides. Homicide is
the second leading cause of death among young people aged 15–24 years
overall, and African American youth are five times more likely to be victims
of homicide than are Whites (Snyder & Sickmund, 1999). In contrast to the
decline in homicide rates, the incidence of nonlethal youth violence (i.e.,
aggravated and simple assaults) has remained relatively stable over the
past two decades. Rates of nonlethal violence have been averaging 34–44
per 1000 youth aged 12–17 years overall, with Native Americans having
the highest rates of victimization for violent crimes compared to persons of
other ethnic or racial backgrounds (Snyder & Sickmund, 1999). The rates
for nonlethal violence in the United States are still elevated compared with
other industrialized Western nations; however, they do not stand out as
distinctively as homicide rates.

Youth self-reported behavior contributing to violence also has declined
since 1993. According to the 2001 National Youth Risk Behavior Survey
(Centers for Disease Control and Prevention, 2002), 33.2% of high school
students reported they were involved in physical fights in the previous year
(compared to 42.5% in 1993), 17% carried a weapon the previous month
(compared to 26.1% in 1993), 12.5% participated in physical fights on
school property (compared to 16.2% in 1993), and 6.4% brought a weapon
to school (compared to 11.8% in 1993). Contrary to this downward trend
in the prevalence of violent-related behavior is the upward trend in young
people who fear for their safety. In 2001, 6.6% of students surveyed re-
ported that they felt unsafe going to school compared to 4.0% of students
in 1997. In summary, although youth violence and behaviors contributing
to violence had decreased from 1993 to 2001, more young people feel less
safe in school or going to and from school.

Types of Adolescent Violence

All youth violence is not the same. Distinguishing among the vari-
ous types of adolescent violence may be helpful in understanding differ-
ing contributing risk factors, needed responses, and targeting of violence
prevention efforts. Within the general category of violence, there are im-
portant variations in motives, apparent causes, populations most at risk
and, we suggest, the types of interventions needed. Four types of violence
have been proposed by Tolan and Guerra (1994) and are briefly described
below.

Situational Violence

Over half the violent acts committed by youth involve situational
violence that is not well explained by individual characteristics or prior
behavior (e.g., a fight at a sporting event; Tolan, 2001). Police records,
emergency room surveys, and other archival sources show increases in
violence during extreme heat, on weekends, and during times of social
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stress (Rotton & Frey, 1985). Similarly, an increase in aggression can
occur if pursued goals are blocked or unforeseen impediments to plans
occur (Averill, 1983). Living in poverty, particularly impoverished inner-
city communities, is linked to frequent but unpredictable stressful events
(Tolan & Gorman-Smith, 1997). In addition to these intrusive events, mi-
nority youth in these neighborhoods grow up facing ongoing discrimination
and social disparities (Gibbs, 1989; Prothrow-Stith, 1992). Apart from the
particular situational factors bearing down on inner-city youth, research
has identified two other social catalysts for youth violence: firearm access
and substance use, particularly alcohol (Cook, 1991; Rosenberg, 1991).
When there is access to firearms or alcohol has been consumed, the risk of
violence increases, separate from any risk explainable by individual char-
acteristics (Rosenberg, 1991).

Relationship Violence

Approximately 25% of youth violence involves interpersonal disputes
between persons within ongoing relationships (Tolan, 2001). Thus, rela-
tionship violence or violence among friends and family members is a com-
mon form of adolescent violence. Dating violence, for example, occurs at
disturbing rates. Bergman (1992) found that 15.7% of adolescent females
and 7.8% of males reported being physically victimized on dates. Notably,
most victims continued to date after the violence (e.g., 79.2% of female
victims), and over half of the victims were assaulted more than once by
the perpetrator. In some cases, relationship violence erupts as an unusual
incident, whereas in other cases it occurs periodically. In many cases, it ap-
pears that relationship violence is a familial habit; violence among parents
often extends to and among children (Steinmetz, 1986; Straus & Gelles,
1986). In any case, violence as part of a longstanding relationship is a
critical consideration in intervention planning, and seems to be related to
a mixture of social and psychological characteristics (Tracy, Wolfgang, &
Figlio, 1990).

Predatory Violence

Predatory violence is defined as that perpetrated intentionally, usually
as part of some criminal act. Muggings, robbery, and gang assaults are
common forms of this type of violence. Most estimates indicate that about
20% of adolescents commit such acts (Tracy et al., 1990), but only a small
portion of this group (5–8% of males and 3–6% of females) is responsible for
most of the predatory violence. Predatory violence is the type most studied
and is the target of almost all the adolescent violence prevention programs.
There is considerable research on the development of this type of violence,
at least as part of a pattern of ongoing antisocial behavior (Huesmann,
Eron, Lefkowitz, & Walder, 1984; Moffitt, 1993; Tolan & Loeber, 1993).
This type of behavior seems to be predictable, develops slowly over time
with onset by early adolescence, lasts long after adolescence, is depen-
dent on multiple risk factors, and seems to require intensive and early
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prevention and treatment intervention methods (Huesmann et al., 1984,
Moffitt, 1993; 1984; Tolan & Loeber, 1993). The age of first offense is a par-
ticularly critical predictor of risk for predatory violent behavior, as opposed
to prediction of aggression, general antisocial behavior, or any violence
(Tolan & Gorman-Smith, 1997).

Psychopathological Violence

Psychopathological violence refers to violent acts committed by indi-
viduals with psychotic symptoms, and accounts for approximately 5% of
homicides (Tolan, 2001). Of the four types, this form represents the clear-
est example of individual pathology, although environmental precipitants
may be necessary for its occurrence (Cornell, Benedek, & Benedek, 1987;
Mungas, 1983). Research, although scant, suggests that such behavior is
related to the neural system and severe psychological trauma and is not
merely a byproduct of the learning situations and contributors to other
types of violence (Lewis, Shanock, Pincus, & Glaser, 1980). Psychophar-
macological and other management methods targeted at carefully identi-
fied individuals seem warranted here, whereas these techniques are less
effective when used as interventions for other types of violence (Tolan &
Guerra, 1994).

What Can Work with Youth Violence

In the past 5 years, major national reviews have identified many effi-
cacious, promising, ineffective, and even harmful preventive interventions
that target violence or risk and protective factors associated with violence.
There are multiple reviews that can be consulted (e.g., Catalano, Arthur,
Hawkins, Berglund, & Olson, 1998; Lipsey & Wilson, 1998; Sherman et al.,
1997; Tolan & Guerra, 1994). Each emphasizes somewhat different criteria
but also have remarkable similarities in findings. Also, all identify effica-
cious programs, that is, programs that seem to have reliably determined
benefits for reducing youth violence. Perhaps the most authoritative review
is found in the Surgeon General’s report on Youth Violence (USDHHS, 2001)
and the related Blueprints for Violence Prevention project at the University
of Colorado, Center for Prevention of Violence, conducted by the Center
for the Study and Prevention of Violence (Elliott & Tolan, 1998). Readers
are referred to these reviews for information about specific youth violence
prevention interventions.

Rather than repeating the content of these reviews here, we summarize
the findings and implications for these for what can work in reducing youth
violence:

� There are many empirically supported avenues for treating and pre-
venting youth violence that range from individual, to family, to school
setting, and community focus (Elliott & Tolan, 1998; USDHHS, 2001).

� It appears that multicomponent programs are necessary to reach
high-risk youth and affect risk that is distributed across the
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general population and concentrated among high-risk youth (Tolan &
Guerra, 1994).

� Focus on the family as at least one component of a violence pre-
vention initiative seems necessary. For high-risk youth, a family
focus appears necessary and perhaps central in preventive efforts
(Henggeler, Melton, Brondino, Scherer, & Hanley, 1997).

� There is evidence that programs that affect social problem-solving
and related cognitive attitudes about use of violence and bonding to
school reduce rates of violence in the general population (Hawkins,
Farrington, & Catalano, 1999). However, the effects for high-risk
children remain unproven (Conduct Problems Prevention Research
Group, 1999; Metropolitan Area Child Study Group & Gorman-
Smith, 2003).

� To affect the overall prevalence of violence, the most promising ap-
proach is to combine universal or primary prevention efforts that at-
tempt to dissuade acceptance of violence in peer groups, classrooms,
homes, and the community with indicated prevention or secondary
prevention efforts targeting youth showing behavioral risk. These in-
dicated prevention initiatives must be multicomponent, substantial
in length, and coordinate and address home (family), school, and
community functioning of targeted at-risk youth (Tolan, 1998).

� The scant evaluation research on policy impact consistently supports
prevention over rehabilitation, therapeutic or enhancement, and
support of youth over punitive or penal approaches, and community-
based efforts over institutional efforts (Tolan & Gorman-Smith,
1997).

� The viability of interventions and policies depends heavily on the ac-
ceptance and support of the approaches by those organizations and
individuals charged with delivering them.

� The impact of a given program depends greatly on the organization
of its delivery, including the provision of appropriate training and
support to implementers. The effects of sound organization may be
as great as that of the actual intervention activities (Lipsey & Derzon,
1998).

WHAT IS IMPORTANT TO MAKE “WHAT CAN WORK’’ BE
USEFUL AND EFFECTIVE

The last two points in the previous list echo those expressed in the Sur-
geon General’s report (USDHHS, 2001) about the critical gap between what is
understood about how to prevent youth violence and what it takes to have
that occur at a scale that would have significant impact. These observa-
tions underscore the kinds of issues now surfacing with greater frequency
and intensity than ever before as efficacious prevention initiatives are be-
ing disseminated to a wide variety of community-based settings around the
country. These settings differ extensively in structure, mission, resources,
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population served, and the repertoire of implementer knowledge, skills,
and attitudes required for the effective delivery of violence prevention
interventions. Thus, greater attention to what is important in getting
effective interventions that can be effectively done in a way that promotes
their effectiveness is needed. Central to accomplishing that goal is recog-
nizing the importance of the interface between efficacious violence preven-
tion interventions, organizational factors that can facilitate or impede their
implementation, and the types of training local implementers will need to
insure that interventions are delivered with sufficient fidelity. It is to these
issues we now turn.

Program Adoption

Planning decisions made prior to program implementation can have a
significant effect on the success of a youth violence prevention interven-
tion. When an organization is considering the adoption of an intervention,
it is important that a primary adoption criterion is to select an empirically
validated program. In addition, organizational and target population char-
acteristics should be considered. To assist in this process, organizations
can conduct what Stufflebeam refers to as context and input evaluations
(Stufflebeam & Shrinkfield, 1985). Context evaluations include an accu-
rate assessment of the target population and its needs as well as a sub-
sequent determination of the program’s capability to address those needs.
In schools, such information is often obtained from student records. In-
formation can also be obtained through other means such as surveys,
focus groups, and interviews (Perry, 1999). Organizational structure and
resources are the issues addressed in input evaluations. Input evaluations
encourage organizations to analyze their infrastructure to determine if it is
sufficient to handle programmatic needs. At this stage, analyses consider
such factors as available and needed personnel and material resources,
budgeting issues, and feasibility. In short, it is important that community
organizations assess the fit of the program with the organization and the
needs of the youth to be served prior to implementing the program.

The Incredible Years Series (IYS; Webster-Stratton et al., 2001) provides
a good example of a program that assists organizations in determining
the fit of the program to the organization. IYS is an empirically supported
violence prevention program designated as a Blueprints model program
and a promising intervention in the Surgeon General’s report (USDHHS,
2001). The program provides a comprehensive questionnaire on its Web-
site (www.incredibleyears.com) to help organizations determine their readi-
ness for using the IYS program. Readiness questions cover such issues
as target population characteristics and needs; organizational goals and
philosophy; organizational commitment of time, material, and human re-
sources to training and program delivery; characteristics of candidate im-
plementers; and participant recruitment. Along with questions, this survey
also provides a rationale for including questions and related program re-
quirements, such as the need for both administrators and service providers
to be motivated and interested in the delivery of the program. This tool
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and others like it provide organizations with critical pieces of information
that allow them to systematically evaluate the likelihood that candidate
programs can be implemented successfully within their organizations to
serve the needs of their communities.

Implementer Training

Once a program has been chosen for adoption, the training provided
to implementers gains in importance and is a critical prerequisite for ef-
fective program delivery. When using the term training in this chapter,
we are referring to preimplementation training activities as well as ongo-
ing technical assistance and support provided during the initial phases of
implementation. Developers of violence prevention interventions use a va-
riety of training models and, at this time, there is limited empirical evidence
within the violence prevention field or broader prevention field that either
identifies characteristics of effective training models or organizational fac-
tors that are associated with positive training outcomes. To provide some
guidance on this issue, we summarize information from the broader train-
ing literature and discuss its relevance to violence prevention.

Organizational support for training activities can take many forms and
can influence training results by influencing implementers’ motivation to
learn, actual learning and retention, and their willingness to transfer newly
trained knowledge and skills to their work environment. Prior to training,
Baldwin and Magjuka (1991) found that trainees distinguished between
management “permission” and management “support,” with the latter re-
quiring a time commitment on the part of the manager either during the
training or in follow-up activities afterward. Trainees who at the start of
the training activity believed that their managers supported the activity
and expected supervisory follow-up after training also reported stronger
intentions to transfer trained knowledge and skills to the job.

The importance of principal support in school-based prevention work
has received initial support from recent studies and our own experiences
in implementing the Metropolitan Area Child Study (MACS; Metropolitan
Area Child Study Group, 2002) in schools serving disadvantaged com-
munities. Findings from a large national survey of school-based delin-
quency prevention efforts revealed that principal support predicted usage
of best practices and high-quality methods (Gottfredson et al., 2000;
Gottfredson & Gottfredson, 2002). Results from Greenberg and colleagues’
(Kam, Greenberg, & Walls, 2003) effectiveness study revealed that principal
support was associated with enhanced outcomes for inner-city students
who participated in the PATHS Curriculum (Promoting Alternative Thinking
Strategies; Greenberg, Kusche, & Mihalic, 1998), a program designated as
a model Blueprints program and a promising universal program in the Sur-
geon General’s report (USDHHS, 2001). Specifically, they found that a com-
bination of principal support and high-quality implementation resulted in
significant increases in student emotional competence and significant de-
creases in student behavioral dysregulation and aggression compared to
students in schools with low principal support.
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When undertaking teacher training for MACS, we worked to gain strong
support from central administration at the district level, engaged principals
in a meeting to explain the approach, to address their concerns, and to
gain their support, and then met with teachers to undertake the same pro-
cesses. This process helped to build the expectation that MACS was helpful
to the teachers, and that their efforts to learn and implement the program
would be supported by the organization.

In addition, post-training supervisory support and peer support have
been found to be important in determining whether trainees use what they
learned (e.g., Seyler, Holton, Bates, Burnett, & Carvalho, 1998). In com-
munity organizations, supervisors and peers can respond positively or neg-
atively when newly trained implementers of violence prevention programs
attempt to implement the intervention. Colleagues may provide support by
encouraging implementers to use what they have learned; however, peers
may also resist change and actively discourage implementers from intro-
ducing any new activities into the school or agency setting that might ul-
timately impact other members of the group. Similarly, supervisors can
encourage implementers’ efforts to use the intervention by establishing
posttraining goals for the implementers, allocating needed resources, or
by providing recognition for transfer efforts. There is also some evidence
to suggest that negative responses by supervisors may have more influ-
ence on transfer efforts than positive responses (Bates, Holton, Seyler, &
Carvalho, 2000).

Finally, implementers of violence prevention programs will enter train-
ing activities with preconceived notions about the relevance of the training
activities to them and their organization. Implementers who view deliv-
ering a violence prevention program as a digression from their primary
role or of minor relevance to the mission of their organization may be
less inclined to implement the program or to implement it with suffi-
cient integrity. This issue may be particularly relevant to classroom-based
or school-based violence prevention programs. The mission of schools
is often narrowly defined to focus solely on academic achievement and
the role of teachers limited to enhancing the academic achievement of
their students. With the added pressure of high-stakes testing, schools
may marginalize violence and other prevention efforts in deference to the
intense demands of academic accountability (Adelman & Taylor, 2003). In
the example of the MACS intervention teacher training, it was important
to recognize that teachers actively evaluate the training requirements,
the program utility, and the competing responsibilities when engaging
(or not) in training of a program meant to aid with violence prevention.
This will affect not only skill acquisition, but also fidelity to procedures,
program maintenance and adaptation, and likelihood of implementation
in a manner that can have similar effects to those found in efficacy
trials.

Unfortunately, the field of youth violence prevention has not under-
taken much systematic study of how these factors affect implementation
and ultimately participant outcomes. Although some studies are under-
way, their ability to direct on these matters is still uncertain. What is clear
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is that such work will be critical for advancing from what can work to what
will work in actual implementation.

Balancing Fidelity and Adaptation

A third significant issue facing community organizations adopting
evidence-based youth violence prevention interventions is to determine
how to implement them with sufficient fidelity while at the same time,
adapting them to local circumstances in a way that maximizes positive out-
comes for targeted participants. Thus, issues involving treatment fidelity
or implementation quality and adaptation have come to the forefront and
warrant attention in a more comprehensive and systematic fashion than
they have generally received in the past.

Treatment fidelity refers to the degree to which an intervention is
conducted as it was originally intended (Durlak, 1998) and historically
has referred to the discrepancy between the intervention as designed and
the intervention as delivered. Recently, we proposed an expanded defi-
nition of treatment fidelity for school-based prevention efforts (Graczyk,
Domitrovich, & Zins, 2003; Greenberg, Domitrovich, Graczyk, & Zins, in
press) that is based on Chen’s (1990, 1998) original model of implemen-
tation quality. According to the model, treatment fidelity is a function of
the extent to which the intervention was implemented as designed as well
as the extent to which the recommended implementation support system
(e.g., training, ongoing technical assistance) was used. Thus, organizations
need to consider both the intervention and the recommended supports to
delivery in their efforts to insure adequate treatment fidelity and ultimately
positive intervention effects.

Within the youth violence prevention and related prevention fields,
factors that influence effective program implementation have been iden-
tified and there are several references available that discuss these fac-
tors (e.g., Gottfredson et al., 2000; Graczyk et al., 2003; Greenberg et al.,
in press; Lipsey & Derzon, 1998; Lipsey & Wilson, 1998). Identified fac-
tors can be grouped according to the characteristics of the program itself,
the training and technical support provided to the implementers, and the
environmental conditions. In our expanded model (Graczyk et al., 2003;
Greenberg et al., in press), characteristics of intervention include such
things as the program’s essential components or “active ingredients,” the
dosage or amount of the intervention delivered to the target population,
the quality of materials, and participant responsiveness. The training and
technical support components include training content and training meth-
ods, model of supervision used, and implementer characteristics. Exam-
ples of environmental conditions that might impact the implementation of a
school-based prevention intervention include classroom climate, adminis-
trative support, the interface between the program and district goals, and
the quality of school–community collaborations. Preliminary support for
this model is found in the Gottfredson et al. (2000) study of school-based
delinquency prevention programs. Higher-quality implementation was as-
sociated with more standardized materials and methods, extensive and
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high-quality training and supervision, principal support, and integration
of the program into normal school operations. It is clear that the extent
to which a youth violence prevention initiative is delivered well is pred-
icated on a set of factors that extend beyond attributes of the program
itself.

Nonetheless, variations in program implementation are to be expected
as community-based organizations attempt to deliver an evidence-based
youth violence prevention intervention due to the inherent differences
between real-world settings and the controlled circumstances in which
programs were originally evaluated. Program developers can assist organi-
zations in addressing the fidelity–adaptation conundrum in several ways.
First, program developers can specify the active ingredients of an inter-
vention. Active ingredients are typically based in the program’s causal
theory and are critical to the intervention’s potential for generating pos-
itive outcomes. Implementers should be advised to make every effort to
deliver these critical components to the target population. Aspects of the
intervention that are not included in this category are those that could be
modified to fit the setting without compromising program effects. For ex-
ample, in the MACS program the social-cognitive intervention is focused on
modifying child beliefs about the acceptability of aggression, the utility of
aggression in solving problems, their responsibility to others in controlling
anger and aggression, and formulating plans for conflict management that
are more thoughtful and prosocial. These principles and the primary ac-
tivities used to orient the students and help them undertake the needed
behavioral practice are prescribed. It is believed that one cannot add on or
leave out components and still have the same intervention and the same
confidence in likely benefits. However, the examples used can and should
be locally developed and relevant. Moreover, there is more emphasis on
community-based violence in higher-risk communities than there might be
in less-threatening neighborhoods where violent incidents stand out more
in contrast to typical life. Along with suggestions for adaptations based on
environmental considerations, program developers can provide guidelines
for adaptations based on other considerations such as characteristics of
the target population. As an example, developers of the Incredible Years Se-
ries (Webster-Stratton et al., 2001) provide specific guidelines for adapting
their program depending on participant risk status and ethnicity.

Regrettably, there is currently little empirically derived information
available to guide community organizations in their adaptation efforts.
What information is available suggests that the more organizations digress
from a program or preventive strategy as it was designed and evaluated, the
greater the risk that program effects will be compromised (e.g., Botvin,
Baker, Dusenbury, Botvin, & Diaz, 1995; Botvin, Baker, Dusenbury,
Tortu, & Botvin, 1990; Connell, Turner, & Mason, 1985; Gottfredson,
Gottfredson, & Hybl, 1993). Therefore, to insure optimal outcomes, or-
ganizations are advised at this time to follow a program’s protocol to the
greatest extent possible and to seek advice from the program’s develop-
ers or technical assistance staff before initiating any adaptations in their
settings.
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CONCLUSIONS

The first goal of this chapter was to highlight the body of knowledge that
has accumulated within the field of youth violence prevention over the past
decade, as it has the potential to expand and strengthen the services that
are currently being provided by community-based organizations. In our
discussion of the four types of youth violence—situational, interpersonal,
predatory, and psychopathological—we noted that, although most youth
violence is of the situational or interpersonal type, most research and pre-
ventive interventions have targeted predatory violence. Clearly, a greater
emphasis on developing and implementing effective preventive efforts to
decrease the two most frequent forms of youth violence is warranted.

As high-quality violence prevention initiatives become the focus of
widespread dissemination efforts, processes contributing to their suc-
cessful implementation by community organizations become increasingly
more significant. Such processes include program adoption, implementer
training, and treatment fidelity. Thus, discussion of these three processes
within community organizations served as the second goal of this chapter.

One way to clarify the role of organizational factors to a program’s suc-
cess is to incorporate them into the program’s theory, specifically into the
theory’s implementation support system. According to Chen (1998), there
are two major components of a comprehensive program theory. The first
is the causative or causal theory, which specifies how the program pro-
duces its intended outcomes. The second is the prescriptive theory, which
provides guidelines for delivering the interventions and describes the con-
text that is necessary for the successful implementation of the interven-
tion, and includes consideration of the implementation support system.
Both the causal and prescriptive theories of an intervention need to be
considered. The causal theory can assist practitioners in screening and in
identifying the appropriate intervention to be used when a particular out-
come is targeted. The prescriptive theory is equally important because it
guides the daily activities of the program and identifies the environmental
supports needed to ensure high-quality programming. Inclusion of orga-
nizational factors in a program’s theory will allow researchers to test for
organizational effects in their research designs, which will in turn provide
a greater understanding of the role of organizational issues in achieving
program outcomes.

We also recommend that more attention be paid to training issues
in the violence prevention area, both scientifically and practically. More
specifically, we propose that: (1) successful transfer of training be a major
consideration when youth violence prevention initiatives are disseminated
to community organizations; (2) organizational and individual factors be
included in statistical models that test the effectiveness of training ac-
tivities in promoting successful transfer, and (3) research be conducted
that compares different training models for the same violence prevention
initiative.

Effective transfer of training is a function of successful adapta-
tion (Ford & Weissbein, 1997). Stated simply, the question is not “if”
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community-based practitioners will adapt programs to their unique
settings, but “how” they will adapt it. As mentioned earlier, program devel-
opers can provide guidance to organizations by specifying the active ingre-
dients of an intervention and providing specific guidelines for adaptation.
Furthermore, program developers can include content in their training ac-
tivities that goes beyond coverage of the violence prevention intervention
itself and includes information and skills to help implementers adapt the
intervention to their settings.

Administrators and supervisors in community organizations can in-
crease their return on investment in staff training activities and support
high-quality program implementation by fostering a positive implementa-
tion climate. Such support should include opportunities and resources
that allow program implementers time to practice, improve, learn from
their mistakes, support one another in their implementation efforts, and
effectively adapt what they learned to their daily work situations.

We hope that by devoting greater attention to organizational and ser-
vice delivery issues in the future, community organizations will be better
able to attain a high degree of success in their usage of evidence-based
youth violence prevention approaches. We propose that greater consider-
ation of these issues will help advance violence prevention from a field of
great promise to one of great effect.
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The management of adolescent sex offenders involves the coordination of
a variety of systems, primarily the mental health system, juvenile justice
system, and the child protective system (CPS). The focus of this chapter
is on delivery systems for adolescent sex offenders. However, to under-
stand current approaches, we will first describe some basic literature on
the (1) scope of the problem, (2) characteristics and classification system for
this group, and (3) assessment and risk assessment approaches. Through-
out this chapter, it is noted that anyone considering delivery systems for
adolescent sex offenders should give thought to how these systems will
interact and work together.

SCOPE OF THE PROBLEM

Early studies of adolescent sex offenders tended to dismiss concerns
about this population (Markey, 1950). However, beginning in the 1980s,
evidence gathered from a number of sources suggested adolescent sex of-
fenders accounted for 30–50% of offenses against children and 15–20%
of rapes (Barbaree, Hudson, & Seto, 1993) with more recent reviews pre-
senting similar findings (Righthand & Welch, 2001; Weinrott, 1996). In
addition, data from the National Incident Data Reporting Systems (Snyder,
2000) on offenses reported to the police show a very similar pattern. The
age of offenders committing the greatest number of sexual assaults is 14,
although this varies with the age of the victim. For those victims between

WILLIAM D. MURPHY, JACQUELINE PAGE, and REBECCA ETTELSON • Department of
Psychiatry, University of Tennessee Health Science Center, Memphis, Tennessee, 38105.

231



232 WILLIAM D. MURPHY et al.

the ages 6 to 11, the greatest number of offenses is committed by 13–14-
year-olds. For 12–17-year-old victims, the most frequent age of the offender
is 17 years, and for those over 18 years, the most frequent age of the of-
fender is in their mid-20s. Also, an early study by Abel and Rouleau (1990)
reported that a significant number of adult offenders, especially those of-
fenders against children, begin their offending during adolescence. These
data are part of the impetus for the application of adult models to adoles-
cent sex offenders. There was a tendency to view all adolescent sex offend-
ers as having a chronic disorder that would require extensive treatment
and lifelong management. It was also assumed that all adolescent offend-
ers were at relatively high risk for future offending and therefore needed
significant restrictions to manage their offending risk.

Although there have been few randomized controlled studies of adoles-
cent sex offender treatment, there have been numerous reports of recidi-
vism rates of identified adolescent sex offenders. Reviews by Righthand and
Welch (2001) and Weinrott (1996) indicated across a number of studies that
official recidivism rates tend to be in the 10–12% range for sexual reoffenses
but two to three times higher for nonsexual offenses. It should be noted,
however, that there are reports of higher recidivism rates (Långström, 2002)
suggesting that there are probably subgroups who are higher risk. The rate
of 10–12% is much lower than many had originally assumed, and it should
be noted that reconviction rates for adult offenders are not as high as the
general population assumes (Hanson et al., 2002). It also should be noted
that although rates are low, it does appear that adolescent sex offend-
ers are more likely to recidivate sexually than general delinquents (Hagan,
Gust-Brey, Cho, & Dow, 2001; Sipe, Jenson, & Everett, 1998). For exam-
ple, Hagan et al. found in an 8-year follow-up study that the sex offender
reoffense rate for a combined group of rapists and child molesters was 18%
versus 10% for a group of nonsexual offenders.

Although generally sexual recidivism for this population is low, there
still is a great deal of variability across studies. The significant recidivism
for nonsexual offenses in adolescents does not differ from adult popula-
tions (Hanson et al., 2002). This variability in recidivism rates has led
Becker and Kaplan (1988) to postulate that there may be different tra-
jectories for adolescent sex offenders similar to Moffitt’s (1993) work on
adolescent limited and life course persistent antisocial or delinquent be-
havior in adolescents. Becker and Kaplan suggested three trajectories: the
Dead-End Path with no further sexual or nonsexual recidivism, the Delin-
quency Path where the offender may commit more sexual offenses but as
part of a general antisocial pattern, and the Sexual Interest Path where the
offender develops specific paraphilic interest. Early research and theorizing
tended to assume only the latter.

CHARACTERISTICS AND CLASSIFICATION

In designing treatment programs and intervention systems, an im-
portant factor is the treatment needs of the population. Research has
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attempted to determine sex offender-specific characteristics of this pop-
ulation that might relate to etiology and treatment needs. These studies
have been descriptive studies of offenders and comparisons of adolescent
sex offenders to other groups such as violent non-sex offenders and
nonviolent, non-sex offenders with only a few studies comparing these
groups to nonoffenders. Major reviews of the literature (Righthand & Welch,
2001; Veneziano & Veneziano, 2002; Weinrott, 1996) all come to the same
conclusion: Adolescent sex offenders are extremely heterogeneous and
across studies they tend to have more similarities to other delinquent
populations than differences. These adolescents vary across most of the
dimensions of adolescent functioning, including degree of social compe-
tence, delinquency, impulsivity, sexual preoccupation or deviation, aca-
demic functioning, intellectual functioning, exposure to trauma, and family
psychopathology.

Because of this heterogeneity, there have been a number of attempts
to develop classification systems that might rationally or empirically de-
fine groups with specific treatment needs (Butler & Seto, 2002; Hunter,
Figueredo, Malamuth, & Becker, 2003; Knight & Prentky, 1993; Worling,
2001). It is not the purpose of this chapter to try to describe in detail each of
these systems, but if one looks across them, there are similarities in terms
of dimensions in which the classifications are based. Two major dimensions
include delinquency or impulsivity and sexual deviation or preoccupation.
Other dimensions include factors such as degree of social competence,
emotional management, and family functioning.

ASSESSING RISK AND NEED

In terms of programming for this population, the principles of risk,
need, and responsivity from the general correctional rehabilitation lit-
erature (Andrews & Bonta, 1998) provide a framework for assessing
risk and treatment needs and determining the level of service deliv-
ery. In this framework, risk refers to risk of reoffending, both gener-
ally and sexually, and is usually based on static (i.e., unchangeable)
factors. Need (sometimes referred to as dynamic risk factors) includes
those factors that, if changed, would lead to a reduction in risk. Finally,
responsivity is the delivery of treatment in “a style and mode that is
consistent with the ability and learning style of the offender” (Andrews
& Bonta, 1998, p. 245). Such factors include intellectual and aca-
demic functioning, cultural factors, and possibly comorbid psychiatric
disorders.

Clinicians and policy makers who are designing delivery systems still
face a number of significant decisions. Many times there has to be a de-
termination of (1) level of care, (2) the components of treatment programs,
and (3) the extent of external monitoring needed to maintain community
safety. Studies on the characteristics of offenders and attempts at devel-
oping typologies have identified potentially important dimensions, some
which have more empirical support than others.
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In the general area of delinquent and adolescent violent behavior, there
is a rather large meta-analytic literature that has established empirically
validated static and dynamic risk factors (Lipsey & Derzon, 1998). These in-
clude such well-known factors as early childhood aggression, school prob-
lems, previous offenses, substance abuse, abusive parents or exposure to
violence, antisocial parent, association with antisocial peers, and lack of
parental supervision among others. Although not always developed into ac-
tuarial scales, there are empirically established static and dynamic factors
that can guide decision making in terms of degree of risk and treatment
needs for the general area of violent and serious delinquency.

For adolescent sex offenders a number of risk or need instruments are
currently undergoing validation and include the Juvenile Sex Offender As-
sessment Protocol-II (Prentky, Harris, Frizzell, & Righthand, 2000, avail-
able at www.csom.org), the Estimate of Risk of Adolescent Sex Offender
Recidivism (Worling & Curwen, 2001), and the Protective Factor Scale
(Bremer, 2001). Each of these scales rate offenders on slightly different
variables but have similar general broad areas, which include sexual devi-
ation or preoccupation, impulsivity or delinquency, attitudes supportive of
offending, emotional management or social competence, family function-
ing, and general community stability. Current standards of practice would
suggest that as one is designing programs, these scales and specific items
on the scales can serve as a guide to the level of care needed, the types of
interventions needed, and the level of external controls; with appropriate
recognition of their limitations (Caldwell, 2002).

TREATMENT DELIVERY

As the above discussion suggests, the first step in programming for the
adolescent sex offender is an adequate assessment that focuses on the of-
fender’s risk, needs, and factors that would affect responsivity. There are a
variety of approaches to assessment of adolescent sex offenders (Colorado
Sex Offender Management Board, 2002; Murphy & Page, 1999; Utah Net-
work on Juveniles Offending Sexually, 1996). Regardless of the assessment
methodology, the purpose is to identify those factors identified in the pre-
vious section that relate to risk, treatment need, and reponsivity.

The Utah Network on Juveniles Offending Sexually (1996) describes a
triage model of assessing sex offenders. This model recognizes that not all
offenders are high risk and describes four levels of assessment. The Level
A assessment is provided by a line worker, such as a Juvenile Court in-
take probation officer or a CPS investigator with appropriate training. This
evaluation would focus on the review of police statements, victim or wit-
ness statements, interviews of the parents and juvenile, an assessment of
supervision by the parents, and an interview with any collateral contacts.
For low-risk offenders, no further assessment may be required. The Level
B assessment would be performed by a clinician who specializes in juvenile
sex offender assessments and would occur where the line worker assesses
that there is higher risk or need for higher supervision. At this level, more
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detailed structured interviews are conducted and there may be adminis-
tration of formal risk assessment instruments. For those youth who again
appear to be at high risk but also may have other mental health or cor-
rectional problems, referrals would be made for Level C evaluations. This
third level of assessment would include detailed interviewing, use of risk
assessment instruments, and the use of formal psychological measures or
procedures and plethysmographic assessment (i.e., physiological measure
of sexual arousal). The final level referred in their guidelines as Level D
would be similar to Level C evaluation but would occur in an inpatient or
residential facility rather than in an outpatient setting. Youth referred for
these types of evaluations would be those who present significant concerns
to the community, where there is little information known and those who
may have more acute mental health disorders requiring both assessment
and stabilization. At all levels of assessment, the assessment is designed to
determine risk level, potential to reoffend, appropriate level of clinical inter-
ventions needed and appropriate level of supervision needed. This model
of assessment recognizes that not all offenders are at high risk, all may
not need extensive psychosexual evaluations and is a model that if appro-
priately implemented with appropriately trained professionals can be cost
effective.

After the initial assessment, there are basically three decisions to be
made. These decisions include determining (1) the type of treatment (or
treatment program) that is needed, (2) what level of intensity and level of
structure are indicated, and (3) the degree of external monitoring that is
needed. On one level these decisions are similar to those that general men-
tal health practitioners make in that the needs of the youth and family are
taken into consideration. However, when working with adolescent sex of-
fenders, the clinician also has a responsibility to community safety, which
often complicates the decision-making process.

TYPE OF TREATMENT

Before discussing issues related to determining the type of treatment
and treatment program that is needed, we will briefly summarize what
is generally meant by sex offender-specific treatment. Adolescent sex of-
fender treatment tends to be cognitive-behavioral in nature within a re-
lapse prevention framework (Murphy & Page, 2000). Treatment focuses
on (1) reducing denial; (2) correcting attitudes that support offending and
thinking patterns used to justify offending; (3) identifying factors that trig-
ger or place the offender at risk; (4) developing coping skills and strategies
to manage risk; (5) increasing motivation by assisting the offender to un-
derstand the consequences of their offending to themselves, their families,
and hopefully the victim; (6) where appropriate, teaching skills to manage
urges and decrease deviant arousal; and (7) increasing the youth’s ability
to form appropriate relationships and develop a more healthy approach to
sexuality. Treatment tends to be delivered in groups with family therapy
being an adjunct to the group. Families may be seen in traditional family
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therapy, in multifamily groups, or family education groups. However, to re-
state, there are many offenders who need interventions in other areas and
programs must be able to address concomitant problems, either within the
program or by coordinating with other providers.

The type of treatment program should be determined by the specific
treatment need. Treatment needs can be viewed as varying across three
major dimensions: sex offending, general delinquency or violence, and gen-
eral mental health needs. Each dimension is viewed as a continuum with
family functioning cutting across all three. Any one youth can be at differ-
ent points on each of the dimensions (Chaffin, 2003). It is important that
there is an attempt to assess each dimension independently; however, it
should also be recognized that factors such as impulsivity or social com-
petency, may impact each identified area.

Systems for intervening in mental health needs or generalized
antisocial and violent behavior are covered in other chapters of this book.
However, some general comments about the interaction of sex offender
treatment and treatment of general antisocial behavior are warranted. For
offenders high on the dimension of general antisocial or violent behavior
and low on sex offender risk and need, empirically valid treatment for juve-
nile delinquency such as multisystemic therapy (MST; Henggeler, Mihalic,
Rone, Thomas, & Tibbons-Mitchell, 1998) or functional family therapy
(Alexander et al., 1998) with more limited sex offender-specific treatment
might be warranted (Chaffin, 2003). It should also be noted that there
is some preliminary evidence that MST may in itself reduce sex offender
risk (Borduin, Henggeler, Blaske, & Stein, 1990; Borduin & Schaeffer,
2001). Sex offender treatment is generally delivered in a group format and
clinicians need to be concerned about possible iatrogenic effects of plac-
ing highly delinquent adolescents in groups with other antisocial peers
(Dishion, McCord, & Poulin, 1999). However, there is no evidence at this
time that participation in group therapy increases sex offender risk specif-
ically. Those youth who are high on both the sex offending dimension and
the general antisocial or violent behavior dimension will require interven-
tions that take into account both of these treatment needs.

LEVEL OF CARE

Once the level of risk and treatment needs have been identified, the
decision-making process involves determining the level of care that the
youth needs. The guiding principle for level of care determination in
the general mental health area is placement in the least restrictive environ-
ment. However, when working with adolescent sex offenders, community
safety also becomes a critical component of the decision. Whereas the least
restrictive environment principle continues to be taken into consideration,
the clinician also must consider safety issues and risk. It is clear that in
the past there has been a tendency to place many adolescent sex offenders
in restrictive residential care when some of these adolescents could have
been managed in a less restrictive environment. However, there are those
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youth who will require structured or secure placements although this num-
ber is probably fewer that we previously believed. At times placement in a
more restrictive level of care has occurred because of the lack of alterna-
tives. It is agreed that delivery systems for the management of sex offenders
should be able to match risk and this is best accomplished in systems with
continua of care as presented (Bengis, 1997; Chaffin, 2003; Colorado Sex
Offender Management Board, 2002; Utah Network on Juvenile Offending
Sexually, 1996). Components of such a continuum might include outpa-
tient programs, intensive outpatient programs, day treatment programs,
specialized therapeutic foster care, group homes, independent living pro-
grams, staff secure residential programs, and locked secure residential
programs.

The majority of adolescent sex offenders can probably be managed in
outpatient programs. Participants in an outpatient program would gener-
ally have lower or moderate risk on most of the dimensions and in addition
have adequate community support. Outpatient programs typically involve
a group therapy session once a week, which is supplemented by family
therapy and individual psychotherapy if needed. For those offenders who
have more moderate risk but have support systems that can provide ade-
quate monitoring, more intensive outpatient programs might be used.

Traditional intensive outpatient programs see the individual 3–4 hours
a day 2–3 days a week, whereas day treatment programs may have the
youth 6–8 hours a day for 5 days a week, although these vary across set-
tings. Unfortunately, in many jurisdictions it is difficult to have enough
adolescents in sex offender-specific traditional intensive outpatient pro-
grams or day treatment programs for the service to be cost effective. How-
ever, specific aspects of these programs that assist in meeting the youth’s
needs can sometimes be provided in an adapted format. This can involve
increasing the number of groups per week or increasing individual or fam-
ily therapy.

Another type of intensive outpatient program is the use of in-home
services, school and community liaison, and linking the youth with more
prosocial community activities. Although not inexpensive, these programs
may be more feasible for smaller programs and smaller jurisdictions and
can be targeted to only those offenders who are of higher risk. These types of
interventions are especially useful to those offenders who are at moderate-
to-high risk in the delinquency area.

Structured or therapeutic foster homes and group homes can serve as
an alternative placement for youth who are at moderate risk and cannot
remain in the home. The youth’s inability to remain in the home may be due
to possible victims in the home or significant family issues or dysfunction
that suggests they would not be adequately monitored if left in the home.
These types of less restrictive placements can also be utilized as a step-
down placement for youth who have been in a more structured or secure
setting. The placement can be combined with outpatient services that may
vary in intensity depending on the youth’s needs and level of risk.

Independent living programs provide for the needs of older youth
and may be especially beneficial to those who have been in restrictive
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environments for a significant period of time. These programs focus on as-
sisting the youth in working toward independence. Youth who have spent
lengthy periods of time in residential settings often need this type of as-
sistance to successfully reintegrate into the community as a young adult.
Structure within independent living programs may vary from staff super-
vised to the young adult living in his own apartment. Youth involved in
independent living programs would also be involved in an outpatient pro-
gram with the focus of treatment depending on their individualized needs.

The highest level of care is residential or correctional-based treatment.
Residential programs include staff-secure settings and locked-secure set-
tings. Locked-secure residential programs may operate as a mental health
program or within a juvenile correctional facility. Programs within juvenile
correctional facilities are typically the most secure by the nature of the
setting. These programs may be referred to as locked-secure residential
programs or as correctional-based programs and vary in nature with some
being quite similar to mental health-based programs whereas others are
more rooted in a correctional philosophy.

Staff-secure facilities are appropriate for those youth who are high risk
on the sex offending variable or exhibit a moderate level of emotional or be-
havioral problems that necessitate a more structured environment, but are
not at high risk for escape or violence against other youth or staff. Locked-
secure facilities are more appropriate for the groups that are both high on
sex offending risk and generally high on antisocial behavior. Youth who
have severe behavioral and emotional problems or are high on the antiso-
cial behavior dimension may also be treated in locked-secure facilities. In
many jurisdictions, the most violent offenders will be found in juvenile cor-
rectional facilities. However, because decisions to send a youth to a juvenile
correctional facility are often made by judges, at times lower-risk offend-
ers are unfortunately placed in such facilities, which may have unwanted
iatrogenic effects.

In summary, decisions regarding treatment needs and level of care of
adolescent sex offenders should be based on an adequate assessment pro-
cess that focuses on factors that are specific to reducing the risk for sex
offending and general criminal behavior. Unfortunately, these factors are
not all empirically established, but there is a literature that at least pro-
vides clinicians with guidelines. The most effective delivery systems will
have a continuum of care which, in the end, is more cost-effective than
having only options of outpatient versus residential. In addition, programs
must be able to address needs across a variety of dimensions and must rec-
ognize that for some adolescent sex offenders, sex offender treatment may
not need to be intensive, and other areas, such as adolescent antisocial
behavior or mental health problems, may be of more importance.

A NEED FOR COORDINATED SYSTEMS

No matter what the level of care, effective sex offender management re-
quires the involvement of a number of systems with appropriate external
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supervision (Center for Sex Offender Management [CSOM], 1999; National
Adolescent Perpetrator Network [NAPN], 1993). This range of services can
include child protective services, especially when there is a victim in the
home, but frequently also involves juvenile or family court and juvenile
probation officers. Adolescent sex offender programs need to establish
working relationships with these systems and states such as Colorado
(Colorado Sex Offender Management Board, 2002) and Utah (Utah Net-
work on Juveniles Offending Sexually, 1996) have detailed programs that
address interagency cooperation. Coordination of efforts between the dif-
ferent agencies can be extremely beneficial to the treatment process in
addition to ensuring that other agencies involved are aware of the pro-
gram rules and guidelines for supervision. Agencies such as probation,
the juvenile court, and child protective services provide important exter-
nal monitoring to ensure that treatment program rules and supervision
guidelines are followed. Gaining interagency cooperation may require sig-
nificant time in developing protocols, educating other agencies, and being
educated regarding other agencies’ functioning. However, in our experi-
ence such time will improve the clinician’s ability to provide services to this
population.

GUIDELINES AND RESOURCES

There is a variety of guidelines and program models for this population
on the national, state, and local levels. Many of these also include descrip-
tions of staff qualifications. On the national level, there are two primary
organizations, the Association for the Treatment of Sexual Abusers (ATSA;
www.atsa.com) and the National Adolescent Perpetrator Network through
the Kemp Center at the University of Colorado Health Science Center. ATSA

has both a Code of Ethics and Standards and Guidelines for Practice (avail-
able at www.atsa.com). The ATSA Standards provide a general overview of
currently accepted assessment and treatment practices, although it should
be noted that these were originally developed for work with adult offend-
ers and as the ATSA Standards note, there needs to be some caution in
applying some of the standards to adolescents. The National Adolescent
Perpetrator Network published a report (National Task Force on Juvenile
Sexual Offending, 1993) that presents assumptions regarding issues on
reporting, investigation, prosecution and intervention. The 1993 report is,
at this point, somewhat out of date and NAPN is currently in the process of
revising it.

The National Crimes Victims Research and Treatment Center at the
Medical University of South Carolina has also published child physical and
sexual abuse guidelines (available at www.musc.edu; Saunders, Berliner,
& Hanson, 2003). This report describes treatment protocols for interven-
tions in a number of areas of child abuse and rates the interventions in
terms of how well they are empirically supported. A brief description is
given of current components of adolescent sex offender treatment which is
similar to that described earlier in this chapter. In terms of the evaluation
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of empirical support, adolescent sex offender treatment is rated as a “sup-
ported and acceptable treatment” but not as empirically established. For
those working in residential facilities, there are published standards of
treatment for youth in sex offender-specific residential programs. These
standards were developed by an expert panel and cover the major issues
one has to be concerned with in running adolescent programs (Bengis
et al., 1999). It covers areas such as residents’ rights, staff qualifications,
safety standards, and intervention standards.

On the national level, there are two federally supported projects, the
Center for Sex Offender Management (www.csom.org), sponsored by the
Office of Justice Programs and the U.S. Department of Justice, and
the National Center on Sexual Behavior in Youth, sponsored by the Of-
fice of Juvenile Justice and Delinquency Prevention through the Center
on Child Abuse of Neglect at the University of Oklahoma Health Sciences
Center (www.ncsby.org). The Center for Sex Offender Management was
established in 1996 and provides information exchange, training, tech-
nical assistance, and analyzes the accomplishment of 19 multidisciplinary
programs nationwide that have displayed promising practices with sex of-
fenders. The CSOM’s website provides information on both adult and adoles-
cent offenders and has a number of publications and training resources.
The National Center on Sexual Behavior in Youth was more recently estab-
lished as a national training and technical assistance center. The National
Center provides a number of training resources and treatment guidelines
for both adolescent offenders and children with sexual behavior problems.

As earlier noted, there are also statewide models such as the previously
cited programs in Utah and Colorado. For programs looking for statewide
implementation models, the resources of these two groups provide exten-
sive protocols for interagency cooperation, outline specific assessment ap-
proaches and treatment requirements, and provide detailed information
on provider qualifications.

Finally, there are descriptions of innovative local programs (Hunter,
Gilbertson, Vedros, & Morton, in press) that describe two programs,
Wraparound Milwaukee and the Norfolk Juvenile Sex Offender Program.
The Wraparound Milwaukee program was developed for high-risk youth
including adolescent sex offenders and is a “community-based, family cen-
tered, culturally competent, multiple system and strength based alterna-
tive to institutional and deficit based care” (Hunter et al., in press). The
program uses offense-specific assessment, multisystem collaboration and
a variety of services from foster care to group homes and a variety of out-
patient programs including in-home programs. The program has proven
effective in increasing outpatient participation and decreasing the need for
residential care. The Norfolk program has many similar features and uses
interagency involvement including the court system, probation service, dis-
trict attorneys, offender providers, victim treatment providers,the public
school system, and representatives from the defense bar. The program
model uses both socio-ecological approaches and sex offender-specific in-
terventions. This program involves sex offender treatment groups, in-home
services, groups for parents and caretakers, and community monitoring.
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Both of these programs appear to include program features that are
thought to be effective, but to date these programs are still undergoing
evaluation and have not been empirically validated.

CONCLUSION

There have been advances in the field’s understanding of adolescent
sex offenders and their assessment and treatment, but there are several
limitations to the current approaches to services for this population. On the
positive side, not all adolescent offenders are viewed as being at high risk
and in need of intensive interventions and life-long monitoring. Instead,
the need for more individualization and flexibility in treatment program-
ming for this population is recognized. There are also a number of risk and
need instruments under development. In addition there are descriptions of
promising treatment approaches and delivery systems that are also being
researched. However, the major limitation at this time is that none of these
are fully validated and empirically established. The field also is lacking with
regard to primary prevention programs, which ultimately should be the
main goal. As the field moves forward, it is hoped that clinicians will have
better empirical data to guide decision making and interventions with this
specialized population. Enhancing and improving the delivery of services
will require the combined efforts of researchers, treatment providers, state
agencies, juvenile court systems, and other relevant agencies including
those who govern funding for programs within the treatment continuum.
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Rural Mental Health
Services

DAVID L. FENELL and ALAN J. HOVESTADT

Providing affordable and comprehensive metal health services for those
who need these services is a tremendous challenge for the helping profes-
sions. The demand for services across the nation exceeds the ability of the
mental health community to provide them. This is especially true for rural
communities. DeLeon (2000) reported that even though 25% of the citi-
zens of the United States live in rural areas, as many as two thirds of rural
counties do not have basic mental health programs or adequately trained
providers to meet the needs in those areas. Benson (2003a) supported this
assertion and reported that much of rural America is underserved by men-
tal health professionals. Her research suggested that approximately 60% of
rural areas lack adequate mental health services. These statistics demon-
strate that the challenges involved in providing mental health services for
children, adolescents, and families in rural communities are formidable.
To provide a comprehensive array of services, Rural Mental Health Cen-
ters (RMHC) must be efficiently organized, staffed, and allocated adequate
resources to support the programs and services needed in the rural com-
munity. Even efficiently organized centers will not be successful in provid-
ing services without visionary leadership, highly skilled service providers,
and technically competent support staff members who are accepted by and
able to work well with citizens of rural areas (Fenell, Hovestadt, & Cochran,
1987; Hovestadt, Fenell, & Canfield, 2002).

Rural areas are difficult to define. However, most scholars agree that
they consist of small communities that are distant from large metropoli-
tan areas. Cities in rural areas are small, composed of fewer than 50,000
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individuals, surrounded by open countryside, and removed from settled
suburbs of larger cities (Murray & Keller, 1991). Rural areas have certain
common characteristics that distinguish them from urban areas includ-
ing lower population density; less access to goods and services; greater
familiarity among the members of the community; less affluence; less ac-
cess to education; and more health and mental health problems (Campbell,
2003).

Murray and Keller (1991) surveyed demographic research that revealed
most mental health professionals choose to practice in urban areas and
university towns. Many mental health professionals avoid rural practice
because they believe that they may be professionally isolated, removed from
cultural stimulation, unable to obtain quality education for their children,
and may not be able to adapt to rural values. Nonetheless, quality men-
tal health services are desperately needed in rural areas. Campbell (2003)
reported that depression is almost twice as high among rural adolescents
compared to the national norm and suicide rates in certain rural areas
are three times higher than expected. Further, rural adolescents engage in
binge drinking, drug abuse, and drive under the influence of alcohol more
often than urban adolescents. The need for quality mental health services
in rural communities is clearly present. However, meeting the need is as
much a challenge for the helping professions today as it was a decade ago
(Benson, 2003a).

The purpose of this chapter is to describe rural mental health ser-
vice delivery. To accomplish this goal we will first describe the organization
and delivery of mental health services developed to respond to the myr-
iad of problems experienced by children, adolescents, and families in rural
communities. Then we will describe the unique characteristics needed by
rural mental health administrators and service providers to be successful
working in rural areas. Highly skilled mental health professionals and ad-
ministrators who are accepted by the citizens of the rural community in
which they work are needed to organize and deliver services. Without these
uniquely qualified professionals, rural mental health centers are unlikely
to operate at their full potential (Fenell et al., 1987; Hovestadt et al., 2002).

RURAL MENTAL HEALTH CENTER ORGANIZATION

The organization of rural mental health centers is not significantly dif-
ferent from the organization of urban centers. However, the way in which
services are provided may differ considerably because rural mental health
professionals are often responsible for large, geographically remote service
areas. Thus, rural providers may spend a large portion of their time travel-
ing to satellite centers to provide services to clients who live at considerable
distance from the RMHC (Murray & Keller, 1991). Effective RMHCs are led by
visionary, down-to-earth administrators. These leaders are able to organize
services, work well with local citizens, and hire and retain quality profes-
sional staff that respect community values and are able to relate well with
community members.
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Like their urban counterparts, most RMHC executive directors are ap-
pointed by and report to a governing board composed of influential commu-
nity members who provide oversight and general direction for the center.
In large RMHCs, the executive director’s responsibilities are similar to those
of an urban director. The director is responsible for hiring and supervising
staff, determining mental health needs of the community, developing ser-
vice delivery programs, evaluating program effectiveness, conducting re-
search, administering the budget, fund raising, establishing linkages with
other community service and health organizations, community relations
and responding to other center administrative requirements (Fenell et al.,
1987).

Small RMHCs require flexible organizational structures. The smallest
centers might be staffed by a single mental health service provider who
must “do it all.” This individual would be both administrator and service
provider, alternating jobs as the situation required (Kersting, 2003a). Other
small centers may be staffed by two or three professionals who must estab-
lish collaborative working relationships with allied helping professionals to
meet all community needs. One of the problems identified by rural mental
health professionals, especially those working in small centers is profes-
sional burnout, which may result from high demands for services and the
multiple roles these individuals perform (Dittmann, 2003).

Mental health professionals in small centers must be able to provide
generalist mental health services and work in an administrative capacity
as required by the circumstances. The staff of small centers must quickly
identify and develop linkages with physicians, dentists, clergy, and other
service organizations in the community to identify those citizens in need
of mental health services and identify the most frequently reported mental
health issues. To adequately respond to the demand for services, small cen-
ters must develop training programs to prepare paraprofessionals from the
community to assist the professional staff in meeting certain community
mental health needs such as delivering psychoeducational programs cov-
ering a variety of preventive mental health topics (Kinney, 1985). Finally, it
must be remembered that establishing an effective RMHC organization will
not be sufficient if the staff members are not able to develop and maintain
cordial relationships with community members. An aloof doctor–patient
relationship does not work well in rural America (Hovestadt et al., 2002).

SERVICES DELIVERED BY RURAL MENTAL HEALTH
CENTERS

Human and Wasem (1991) identified a framework for the delivery of
mental health services in rural areas. First, services must be available.
There must be an agency or center to provide mental health service and
appropriate personnel to staff the agency. DeLeon (2000), Benson (2003a),
and Murray and Keller (1991) have described the shortage of qualified men-
tal health personnel in rural communities. Thus, availability of services is
not a given in all rural areas. The second element of the framework is
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accessibility. Even if services are available, are clients able to make use of
them? Rural mental health service delivery areas vary from the smallest at
5,000 square miles to the largest at 60,000 square miles with accessibility
problems increasing with the size of the area served. Accessibility of ser-
vices may be affected by several factors including the distance between the
client and the provider, lack of public transportation, lack of finances to
pay for services, and lack of RMHC satellite offices strategically positioned
throughout the service area to meet community mental health needs. The
third element of the framework is acceptability of mental health service.
Human and Wasem believe that for services to be acceptable, they must be
provided in a way that is congruent with the values of the rural community.

Are there clearly distinguishable differences between rural mental
health service delivery and service delivery provided by urban centers?
The research on this subject is contradictory (Jones, Robbins, & Wagenfeld,
1974; York, Denton, & Moran, 1989). Weigel and Lloyd (2002) recently com-
pleted a study comparing rural and urban mental health counseling prac-
tices and found that there are certain significant differences between rural
and urban mental health practices. The differences reported in this study
were contextual issues pertaining to the requirements to meet the needs in
extended service delivery areas of the rural settings compared to the urban
settings. Even though some research suggested that rural communities ex-
perience proportionately more mental health problems than urban areas
(Campbell, 2003), the specific mental health services provided by each type
of center are not appreciably different. Other research suggested that rural
mental health needs are similar in kind, but different in emphasis than in
urban areas (Benson, 2003a). In the following section we will describe key
services that a fully staffed RMHC might provide. The literature reviewed
for this chapter is unanimous in recognizing that most rural areas do not
have sufficient mental health services to meet the needs of the rural popu-
lation (Benson, 2003a; DeLeon, 2000; Murray & Keller, 1991). Thus, only
the most affluent and well-supported rural communities will have centers
with all the services described.

Needs Assessment, Program Development, and Outcome
Research

The primary mission of RMHCs is to meet the mental health needs of the
rural communities they serve. But how are these needs to be identified?
Once identified, how are the needs to be met? Finally, how can the RMHC be
sure that the programs provided are meeting their goals (Lund, 1978)? To
accomplish these tasks the RMHC needs a designated section tasked with
needs assessment, program development, and outcome research (Fenell
et al., 1987; Nettekoven & Sundberg, 1985). The major difficulty experi-
enced by the RMHCs that attempt to develop an effective assessment and
research section is that the urgent demands of the clientele for direct ser-
vice are so great that time is not available for planning programs that
meet other important community needs. In these situations, an expedient
needs assessment may be accomplished by simply identifying the types
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of problems that present at the center and then developing programs to
respond to them. Even so, RMHC staff members must strive to make time
to conduct needs analyses to ensure they are addressing the most urgent
community needs in addition to evaluating other ways they may serve the
community.

Basic Mental Health Services

Benson (2003a) reported that rural, urban, and suburban communi-
ties experience similar types and rates of mental health problems whereas
Campbell (2003) and Murray and Keller (1991) have noted differences be-
tween rural and urban mental health needs. In either case, RMHCs need to
be prepared to provide important and frequently utilized services such as
individual and group counseling. Because of the high demand for services
in rural areas, group counseling sessions can extend the ability of mental
health professionals to make direct contact with more clients (Corey, 2000).

Individual and group counseling services are especially important in
the treatment of depression and the feelings of hopelessness that may lead
to suicidal ideation. Foxhall (2000) reported that depression among rural
adolescents is nearly twice the national average. Campbell (2003) reported
that suicide rates in the rural west are three times higher than the na-
tional average. Once depression develops in rural clients it tends to persist
(Linn & Husani, 1985), perhaps because the relatively stable characteris-
tics of rural communities reinforce the symptoms. Basic crisis intervention
services are necessary to provide quick response to problems such as de-
pression and suicidal threats and to prevent them from exacerbating. A
telephonic, 24-hour on-call system is frequently implemented to respond
to the crises that occur during the hours that the RMHC is closed.

Substance Abuse Treatment

Rural adolescents are more likely to use tobacco products, drink to ex-
cess, abuse drugs, and drive when impaired than adolescents from urban
communities (Campbell, 2003). Adults in rural areas experience problems
with alcohol and drugs as well. The personal and social costs of substance
abuse and related behaviors are high. Thus, RMHCs frequently provide sub-
stance abuse prevention and treatment programs as part of the service de-
livery system (Wagenfeld, 1991). Locally recruited paraprofessionals who
have experience in resolving their own substance abuse problems often
augment the RMHC staff. These paraprofessionals, under professional staff
supervision, may work individually with clients and conduct psychoedu-
cational groups (Kinney, 1985).

Marital and Family Therapy and Parent Education

Members of rural communities frequently hold traditional values, and
this is often manifested in that they place great importance on family,
church, and community. When psychological problems develop, often the
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first line of defense is to seek family, church, and community support
(Human & Wasem, 1991). Stoller and Lee (1994) reported that rural mar-
riages tend to be more stable than urban marriages. This may be true
because of the traditional rural value system that views marriage as sanc-
tioned by God and divorce as wrong. Despite the lower divorce level, rural
couples do experience significant marital difficulties. Thus, RMHCs offer ser-
vices for couples seeking to improve their relationships. In addition, family
therapy is provided to help families deal with the problems of child rear-
ing, adolescent depressions, substance abuse, and other family-related is-
sues. Mental health providers trained in a systemic orientation are often
most effective in providing marital and family services (Hovestadt et al.,
2002). However, professionals who do not have systems training may also
be effective helping rural families (Fenell & Weinhold, 2003). Parent edu-
cation programs may be offered to help parents manage the normal, but
often distressing, developmental problems experienced by most families.
Additionally, many RMHCs provide domestic violence prevention and treat-
ment programs. The farm crisis that emerged in the 1980s put tremendous
economic and social stressors on families. Marriages were stressed, rela-
tionships deteriorated, and domestic violence issues sometimes emerged
(Murray & Keller, 1991). RMHCs were called upon to institute programs to
respond to this crisis. Benson (2003a) reported that families that sought
professional help were able to respond more effectively to the crisis than
families that did not seek help.

Other Services

The services described above are those most frequently provided. How-
ever, other important services that receive that less attention in the litera-
ture are often provided. Some RMHCs offer services for the severely mentally
ill including those with schizophrenic, bipolar, and other chronic mental
health conditions (Wagenfeld, 1982). Close coordination with medical per-
sonnel who prescribe and monitor medications is necessary in providing
this service. Services are sometimes offered for the developmentally dis-
abled and the elderly with dementia problems (Crawford, 2003). Because
rural mental health professionals are typically generalists (Hovestadt et al.,
2002), the staff may not be trained to treat the severely mentally ill, the
elderly, and those with developmental disabilities. Therefore, many RMHCs
have developed Telehealth capabilities (Benson, 2003c). Telehealth is a
technology-based system that links providers who are separated by dis-
tance and allows rural mental health practitioners to access experts in
the field on the treatment of a variety of complex mental health prob-
lems (Maheu, 2001). It allows rural providers who may not have specialized
knowledge in some areas to consult with experts to help devise treatment
for or referral of patients with problems outside the scope of the RMHC’s abil-
ity to provide services. A more detailed discussion of telehealth services is
provided by Liss elsewhere in this volume.

Another service provided by RMHCs is consultation to community or-
ganizations. When a community organization experiences interpersonal
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conflicts among its members, RMHC professionals can intervene with
conflict resolution assistance. Additionally, RMHC staff may provide consul-
tation or supervision for teachers, counselors, and administrators of local
schools concerning appropriate interventions for children with school-
related problems (Kennedy, 2003).

All the services described above would rarely be provided by a single
RMHC. Qualified staff and funding simply are not available in most commu-
nities to provide a comprehensive array of services. Thus, those who elect
to serve as mental health providers in rural communities must become
generalists and must be prepared to consult regularly with specialists to
implement services that the staff may not be equipped to deliver. But no
matter how comprehensive the array of services may be, those residing in
the rural community will not make use of them unless they trust the ad-
ministrator and service providers of the RMHC. Mental health professionals
who are successful in rural communities have certain qualities that make it
more likely that they will be accepted into the community and thus be able
to effectively deliver mental health services. We will discuss those qualities
in the remainder of this chapter.

CHARACTERISTICS OF EFFECTIVE RURAL MENTAL
HEALTH DIRECTORS AND SERVICE PROVIDERS

Fenell et al. (1987) conducted research to identify most important
characteristics of RMHC senior administrators. Hovestadt et al. (2002) iden-
tified the characteristics of effective rural mental health service providers.
They identified several characteristics essential to organizing, leading,
and working as mental health professionals in successful rural mental
health centers that are capable of providing mental health services to
children, adolescents, and families. The most important characteristics
identified in this research are described below along with their impli-
cation for the effective organization and delivery of mental health ser-
vices to the rural community. These characteristics can help potential
candidates for RMHC positions assess their qualifications and readiness
for rural mental health center work as well as serving as a guide for
governing boards as they evaluate applicants for staff positions in their
centers.

Leadership Ability

A fundamental characteristic of the effective RMHC director according
to Fenell et al. (1987) is leadership ability. This characteristic is not unique
to rural mental health centers, as directors of urban and suburban centers
need this ability as well (Weigel & Lloyd, 2002). This characteristic is also
important for RMHC staff members who are responsible for program delivery
and supervision of other staff members. Leadership includes the ability to
make decisions, set priorities, delegate responsibilities, and teach and mo-
tivate staff. These skills make it possible to resolve the myriad of problems
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that can occur in the administration of a RMHC (Cedar & Salasin, 1979).
Rural communities experience the full spectrum of mental health prob-
lems. The idyllic pastoral setting often associated with the rural lifestyle
is rapidly disappearing as many of the problems of urban America have
reached the rural communities.

Political Savvy

Another critical skill needed by rural mental health personnel is polit-
ical savvy. It is widely understood that rural communities tend to be close
knit with formal and informal communication and leadership systems.
Miller and Ostendorf (1982) reported that an effective RMHC director and
staff must have the ability to understand and interface with formal and
informal community organizations with diverse constituencies and mul-
tiple concerns. To be able to do this, knowledge of systems theory is
helpful (Fenell & Weinhold, 2003) as is the ability to understand and
accommodate the power structure within the community. Successful pro-
fessionals are able to identify with and accommodate the influential sys-
tems and organizations within the community and involve the members
of these organizations in the programs of the RMHC. Political savvy is also
important as the RMHC staff lobbies local governance groups, county and
state legislators to provide funding and other types of support for the
RMHC.

Ability to Manage Budgets and Obtain Resources

Effective rural mental health center directors and program managers
are charged with budget management. Depending on the size of the orga-
nization budgets can amount to as much as several million dollars per year
for comprehensive organizations or as little as $100,000 for a one-person
center. The RMHC director is ultimately responsible for the center’s budget
even though some larger centers hire a staff person to manage the budget
and some budget management may be delegated to program managers.
Whether the center is a large or a small one, careful stewardship of avail-
able resources is an essential skill. In virtually all cases, RMHC funding is
not sufficient to meet all needs. Therefore, it is important to be able to iden-
tify and apply for sources of external funding (Miller & Ostendorf, 1982).
The ability to obtain external funding through grant writing is needed if
innovative programs are to be added to the basic programs supported by
the annual budget.

Ability to Select and Retain RMHC Personnel

Another important characteristic of effective rural mental health center
directors and program managers is the ability to identify, hire, and guide
the careers of mental health center professional and administrative staff.
No organization can respond to the demands of its constituencies with-
out well-trained and competent personnel who desire to remain with the
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organization (Fenell et al., 1987). Thus, this characteristic might be the
most important of all. Because of the isolated nature of rural centers, it is
imperative that staff get along well and work together collaboratively. The
director takes the lead in maintaining staff harmony through the use of
effective personnel management techniques. More importantly, however,
is the genuine caring demonstrated through the personal interest the
director takes in each staff member.

In addition to these skills the effective RMHC director must identify and
hire competent staff that has the requisite personality, background, val-
ues, and skills set that will facilitate their ability to serve well in rural
America. The majority of graduate students in the mental health disci-
plines are from urban and suburban areas. They have little knowledge of
rural mental health career opportunities. Even when students are made
aware of rural opportunities, they may avoid these positions because
of the negative stigma associated with rural communities (Lichtenstein,
Nettekoven, & Sundberg, 1986). Mental health professionals are stereo-
typically liberal, progressive, inclusive, and not highly religious. They tend
to have flexible value systems and are supportive of opportunities for
groups that have been historically discriminated against including many
minority groups, women, and gays and lesbians. They may perceive the
rural community as holding rigid conservative values, tied to the past,
highly religious, an insular closed system, and not recognizing the need
to accommodate groups who have suffered past discrimination (Campbell,
2003). Thus many mental health professionals are concerned that they
will not be a good fit in rural mental health because of this potential clash
of values, beliefs, and behaviors (Piercy, Hovestadt, Fenell, Franklin, &
McKeon, 1982). Because these attitudes toward rural mental health work
are so prevalent, the RMHC director often finds it difficult to identify,
hire, and retain competent staff who will find the rural environment a
good fit.

There are several desirable characteristics of rural mental health pro-
fessionals, including the executive director of the center. To obtain the best
staff possible, the RMHC center director will assess potential applicants for
the qualities identified and described in the following sections.

An Appropriate Mental Health Specialization

Rural communities have the same types of psychological problems as
other settings. Thus, to best meet the range of needs of community mem-
bers it is important to hire staff with a variety of differing specializations.
Important specialization areas include marriage, family therapy (Hovestadt
et al., 2002), responding to the needs of the rural elderly (Chalifoux, Neese,
Buckwalter, Litwak, & Abraham, 1996), child therapy (Kennedy, 2003),
and treating affective disorders, and drug and alcohol abuse treatment
(Campbell, 2003). A staff with a variety of specialties can increase the scope
of services provided by the center as professionals cross-train each other
and train paraprofessionals to supplement the professional staff by pro-
viding appropriate services (Hovestadt et al., 2002).
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Ability to Function as a Generalist

This quality seems to contradict the previous one. However, both qual-
ities, possessing a needed specialization and being able to function as a
generalist, can and do coexist in rural mental health practice. Being a gen-
eralist is especially critical in small rural mental health centers with only
a few professional staff members (Murray & Keller, 1981). In small centers
the staff must treat each problem that comes through the door. The ther-
apist may not be trained to treat clients with certain presenting problems.
Therefore, it is ethically important for rural mental health professionals to
have access to a variety of referral sources to treat these clients. A growing
number of centers with limited access to specialized mental health care
have implemented distance counseling through the use of interactive video
technology. This technology holds great promise for small, isolated rural
communities where mental health specialization is not available (Benson,
2003c).

Rural Community Appreciation and Understanding

This characteristic is one of the most important for both RMHC adminis-
trators and staff members. The literature on rural mental health is replete
with references to the importance of this characteristic (Fenell et al., 1987;
Hovestadt, Fenell, & Piercy, 1983; Murray & Keller 1991). The rural sys-
tem is a highly complex organization, composed of numerous interrelated
subsystems, and with clearly defined overt and covert rules of behavior.
For the RMHC to organize to provide effective services to the rural clientele,
it must hire a staff that is aware of these factors and can interact effec-
tively with all elements of the rural organization. Moreover, to increase the
odds of acceptance in the rural community, RMHC staff members need to
live, work, and play in the community. Those who work in rural areas by
day and retreat to urban centers by night often take longer in establishing
effective working relationships with their clientele.

Individuals raised in rural communities are frequently self-reliant and
often unwilling to seek help. Moreover, they stereotypically hold traditional
values; are politically and fiscally conservative, and may hold strong fun-
damentalist religious beliefs (Fenell et al., 1987; Hovestadt et al., 2002).
As in all treatment settings, the therapist must be successful in estab-
lishing therapeutic relationships with clients (Rogers, 1957). In addition,
rural therapists must be able to establish rapport with influential indi-
viduals and subsystems within the community. Rural communities tend
to be “close-knit.” If key members of the community believe that RMHC

personnel do not understand the organization of the community, appre-
ciate the community, and accept the values of the people within the
community, then it is unlikely that the members of the community will
feel comfortable seeking services from the center (Weigel & Lloyd, 2002).
On the other hand, when the community members observe the RMHC

staff living in the community, participating in community activities and
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establishing local friendships, trust builds and the utilization of services
often increases.

Personality Attributes Relevant to Rural Life

A good fit between person and environment is important for successful
rural mental health practice (Miller & Ostendorf, 1982). Certain personality
traits seem to contribute to this success including flexibility, dependabil-
ity, trustworthiness, maturity, self-awareness, empathy, and an ability to
tolerate isolation. In addition, a good sense of humor and an easy-going
relationship style facilitate successful practice. Professionals who possess
these characteristics seem to get along with the community members well,
enjoy their work, and are less likely to terminate employment prematurely
(Hovestadt et al., 2002).

Relevant Professional Background and Training

To best organize for effective service delivery in rural settings, the RMHC

director and staff should have relevant professional background and train-
ing. While this is the ideal, most mental health professionals come to the
RMHC with little or no understanding of the requirements for successful
practice in the rural setting (Murray & Keller, 1991). Only a few training
programs exist that were specifically designed to prepare mental health
professionals for work in rural settings (Hargrove, 1991; Kersting, 2003b).
Most training programs prepare their graduates for work in urban settings
and provide their students with the clinical skills and ethical knowledge
necessary for success in urban practice. Many of the graduates who opt for
work in rural communities do so initially because of the National Health
Service Corps program that repays the educational debts of health pro-
fessionals who agree to practice in underserved rural areas (Chamberlin,
2003).

Hovestadt et al. (1983) developed a rural training program for students
preparing for work in rural settings. The program was designed to prepare
the students for the realities of rural practice. One of the student activities
required in this rural east Texas program was eating breakfast at the “Chat
and Chew Café” early in the morning when the farmers, ranchers, and local
business owners were present and discussing the events of the community.
Another event was to attend the local African American Baptist church and
meet the pastor and congregation members. A third event was to attend a
local high school football game and interact with other folks in attendance.
A final activity was to meet and interview local mental health personnel and
identify the joys and sorrows of rural practice. Through completion of these
activities the students began to develop an appreciation of the members of
that rural community and an understanding that would equip them to be
successful in rural practice.

Other rural mental health training programs are located at the Univer-
sity of Florida, Idaho State University, and Nebraska. Programs specifically
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focused on services for Native Americans are located at the University of
North Dakota, Oklahoma State University, the University of Montana, and
the University of Colorado (Benson, 2003b). These programs attempt to
teach their students to be self-sufficient and resourceful in the rural en-
vironment; develop the necessary skills to become culturally compatible
with the rural environment and its people; develop a wide range of gen-
eralist skills to provide help to a variety of mental health concerns and
develop financial skills to manage the RMHC and to meet personal finan-
cial obligations (Kersting, 2003a). It is projected that as more academic
programs add rural mental health training, the number of underserved
rural areas will decline. However, this projection will need to be confirmed
through comprehensive program evaluations and follow-up studies.

Stressors in Rural Mental Health

Working as a mental health service provider in rural areas can be a
pleasant experience for those who enjoy the rural lifestyle, interacting with
their clients and families in informal settings and a slower pace of life.
Another advantage of rural practice is that the cost of living is often less
than in urban settings; homes are more affordable and in some communi-
ties many of the social problems of the cities are absent. Additionally, those
professionals who enjoy outdoor activities like hunting, fishing, hiking, and
camping often enjoy working in a rural environment.

There are also significant drawbacks to rural practice. Therapists who
work in rural areas often report that they feel professional isolation from
colleagues and may not be able to get supervision when needed. They are
often isolated from urban social activities such as the theater, art galleries,
museums, and concerts. Although the cost of living may be low in rural
areas, salaries are usually low as well and annual raises are modest. Pro-
fessionals have reported that living in a rural community makes them feel
like they are on call all the time. Some therapists enjoy the out of office
contact with clients whereas others find it difficult to manage (Dittmann,
2003). Thus, burnout can occur if the provider does not take concrete
measures to prevent it. Additionally, rural practice provides ethical chal-
lenges to some professionals. Dual relationships, for example, are almost
unavoidable as your client might also be your car mechanic (Dittmann,
2003). Finally, therapists may struggle with the lack of personal privacy
for themselves and their family that can occur in rural settings (Weigel &
Lloyd, 2002).

CONCLUSION

This chapter has described the organization and delivery of rural
mental health services and has identified essential characteristics that
professional staff members must possess to be successful in the rural en-
vironment. The information in this chapter highlights the significant is-
sues of rural mental health service delivery. Further, it may serve as a
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guide for professionals considering employment in rural mental health.
The topics covered in this chapter may suggest areas of curriculum devel-
opment for academic programs designed to prepare professionals for rural
mental health work. Finally, the information here may serve as a guide
for the selection of rural mental health center directors and professional
staff members who will bear the responsibility of providing competent and
comprehensive mental health services to this traditionally underserved
population.
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Mental Health Services
for Children with
Chronic Illness

ANN M. McGRATH DAVIS and NGAN VUONG

The diagnosis of a chronic illness (CI) in a child can be a devastating blow
to both a child and his or her family. Approximately 20% of children less
than 18 years of age have a CI (Perrin & MacLean, 1988) for a total of 4–7
million children in the United States (Newacheck & Halfon, 1998). A CI has
been defined as a “medically diagnosed ailment with a duration of 6 months
or longer, which shows little change or slow progression” (Williams, 1997,
p. 312). Ailments that fall into this category include juvenile rheumatoid
arthritis, cancer, diabetes, and asthma, among others.

Clinical experience suggests that children and adolescents diagnosed
with a CI may be likely to experience psychosocial difficulties. Research
has repeatedly demonstrated, however, that children with CI experi-
ence only slightly elevated levels of psychosocial distress and that their
scores on standardized instruments do not typically fall outside of the
normal range on psychosocial measures and do not differ statistically
from control groups (Bailey et al., 1993; Bennett, 1994; Hays et al.,
1992; Meadows, McKee, & Kazak, 1989; Soliday, Kool, & Lande, 2000).
These findings suggest that although children with a CI may experience
slight increases in psychosocial distress, these increases are not statis-
tically or clinically significant when compared to children without a CI.
Whether these findings are the result of truly average levels of distress,
or the result of low-end specificity problems with measurement remains
a matter of debate (e.g., Phipps & Srivastava, 1997; Phipps & Steele,
2002).
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The current chapter reviews the organization and delivery of mental
health services for children and adolescents with a CI and their families.
The chapter begins with the diagnostic process, then discusses the first
3–5 years following diagnosis, and finally the long-term issues associated
with pediatric CI. Each of these three sections will begin by focusing on
the mental health issues and services for the pediatric patient and move
into discussion of issues and services available for parents. As there is
little information available about siblings during the diagnostic process or
regarding immediate adjustment, all sibling information will be discussed
in the long-term issues section. The chapter ends with a discussion specific
to hospitalization issues as many children with a chronic health condition
are hospitalized repeatedly during the illness process.

THE MENTAL HEALTH ASPECTS OF THE
DIAGNOSTIC PROCESS

The Process

The diagnostic process for children with a CI typically starts with a
visit to the primary care physician followed by a referral to a pediatric
subspecialist. During this process the child typically experiences medical
symptoms varying in degree of severity, often including pain and accom-
panied by a decrease in functioning at school and at home. Once the child
and family visit a pediatric subspecialist, the child typically undergoes a
variety of tests that may or may not be painful in nature. When the tests
are reviewed, the child and family receive news of their child’s CI.

Effects on the Patient

Unfortunately, there are few data available to indicate the mental
health needs of children during the diagnostic process. In fact, a re-
cent meta-analysis indicates that most children who participated in stud-
ies on the psychosocial issues associated with CI were at least 5 years
beyond the diagnosis of their medical condition (Kibby, Tyc, & Mulhern,
1998). However, the data that are available indicate that “open communi-
cation with children about life-threatening situations results in less emo-
tional distress than protecting them from the difficult truth” (Stuber, 1996,
p. 489). So, the family that is tempted to keep information from their child
to protect them should be dissuaded from doing so. Also, results indicated
that maternal distress significantly affects the ill child’s appraisal of the
situation (Stuber et al., 1994), suggesting that if a mother’s distress could
be decreased through intervention this may result directly in less distress
for the ill child.

In a unique study of children diagnosed with juvenile rheumatoid
arthritis and insulin-dependent diabetes mellitus, and healthy control chil-
dren, Frank et al. (1998) assessed the adaptation of the children from diag-
nosis through the first 18 months of treatment. Child functioning indicated
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the highest scores immediately following diagnosis, although scores at all
assessment points were still within normal limits. Parental distress also in-
dicated the highest scores immediately following diagnosis that tended to
regress to the mean by 6 months and remain there through the 18-month
assessment point. These results support previous research that children
with CI do have psychological functioning within normal limits, but high-
light that distress may be most acute during the diagnostic process.

Despite the evidence indicating a likely increase in psychological dis-
tress during the diagnostic phase, no intervention studies could be found
targeting this phase in the pediatric population. Looking to the adult liter-
ature, however, medical crisis counseling may present a treatment option.
Medical crisis counseling (MCC; Pollin, 1994, 1995) was developed to de-
crease the psychological distress encountered by those recently diagnosed
with a CI. The intervention uses cognitive coping strategies and increased
social support in a brief focal treatment format that is reportedly easily inte-
grated into medical care. In a randomized clinical trial with adults, Koocher,
Curtiss, Pollin, and Patton (2001) compared the use of MCC to medical care
alone. Results were difficult to interpret due to the low number of partic-
ipants who agreed to participate in MCC (36%), but suggest that MCC may
lead to increased perception of social support and increased satisfaction
with treatment. Therefore, MCC may warrant further study with pediatric
patients to determine whether it helps to ameliorate the increases in psy-
chological difficulties experienced by children recently diagnosed with a CI

(Schulz & Masek, 1996).
If children are admitted to the hospital for any part of the diagnos-

tic process, they may encounter a mental health provider who is part of
the inpatient medical care team (Williams & DeMaso, 2000). For exam-
ple, at many institutions, a psychologist is routinely consulted for children
who are newly diagnosed with cancer, diabetes, rheumatic disease, or any
other CI. Although few data exist on the effectiveness of these services,
or even their uniformity across sites, parents, referring pediatricians, and
consultants indicate that inpatient mental health services do benefit the
patient (Carter et al., 2003). Specifically, consultation services target im-
proved management of health concerns, improved coping, and improved
adjustment. The mental health consultant can also serve to coordinate
care and facilitate communication between the patient, family, and team
members (Williams & DeMaso, 2000).

Effects on Parents

As would be expected, the uncertainty that takes place during the di-
agnostic phase places a major stress on the family (Cohen, 1993), and if
this process occurs in a technologically dense environment (such as a pe-
diatric intensive care unit) parents are likely to report this as an additional
stressor (Hughes & McCollum, 1994). In a review, Melnyk, Moldenhouer,
Feinstein, and Small (2001) indicated that common parental reactions to
child diagnosis with a chronic medical condition included shock, disbelief,
denial, anger, despair, depression, frustration, confusion, guilt, decreased
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self-worth, and a lack of confidence. During this phase of CI, parents often
have to miss work to take the child to the hospital or to medical appoint-
ments and may even find it necessary to quit their job. This causes a de-
crease in the financial stability of the family, which likely leads to increased
stress. Also, parents often have to make child care arrangements for other
children in the family and report feelings of guilt over not spending as
much time with these siblings as they would like. However, research also
suggests that families in this phase may experience some positive effects,
including increased cohesion (Gonzalez, Steinglass, & Reiss, 1989). Stress
may also decrease following the diagnosis as families have been experi-
encing increased worry since the patient’s symptoms began, and getting
a definitive diagnosis may bring them an explanation and therefore relief
(Clubb, 1991).

Unfortunately, there have been few studies published that directly
target improving parental mental health during the diagnostic process.
Hakimi conducted a dissertation on the psychosocial adaptation of families
and children following a diagnosis of insulin-dependent diabetes mellitus
(IDDM; Hakimi, 1998). Children between the ages of 8 and 18 years who
were newly diagnosed with IDDM were randomly assigned to an interven-
tion group or a control group. Although not detailed in the abstract, the
intervention was reportedly developmentally focused and family based. Un-
fortunately, the specific instrument used to measure adjustment was not
mentioned but did suggest that differences in parent adjustment were not
significant.

There are some clinical services currently available for parents of chil-
dren undergoing diagnosis of a CI, despite the lack of research in this area.
These services vary depending upon whether the diagnostic process takes
place on an outpatient basis or in the hospital. For parents of children
who are diagnosed on an outpatient basis, typically their physician will re-
fer them for supportive services, but only if they request them. For parents
of children who are diagnosed in the hospital, supportive services are typ-
ically provided by a social worker, chaplain, or pediatric psychologist who
is part of the medical care team and visits the family on a regular basis
during their hospital stay. The amount of contact that these parents have
with supportive providers varies considerably across institutions and even
across subspecialties within the same institution.

THE MENTAL HEALTH ASPECTS OF THE FIRST THREE
TO FIVE YEARS POST-DIAGNOSIS

Effects on the Patient

Once a child has completed the diagnostic process and begun their
treatment regimen, a number of changes take place. First, they must be-
come accustomed to often invasive and painful treatments that can take
place several times a day. They also begin to reintegrate into the life they
had prior to becoming ill. This means returning home, returning to school,
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and resuming other childhood activities. However, accompanying them at
this time may be stigmatizing treatments, such as medications, medica-
tion side effects (puffiness and weight gain), feeding tubes, etc. Children
often have to leave class for medications or treatments, which may draw
unwanted attention. And, they often are required to miss school regularly
to attend doctor’s appointments or return to the hospital for scheduled
treatments and occasional exacerbations.

Initial research suggested that the most consistently significant pre-
dictor of psychological distress in chronically ill children is the number
of physical stressors (Saylor et al., 1987). However, more recent research
indicates that when other factors are considered, they often account for
more of the variability in psychosocial distress than physical stressors.
For example, Lavigne and Faier-Routman (1993) conducted a large meta-
analysis assessing the factors related to adjustment to pediatric CI and
found that disease factors were fairly poor predictors of adjustment. Re-
viewing 38 articles covering adjustment to pediatric CI, the authors found
that disease severity, poor prognosis, and diminished functional status
were the three disease factors most related to patient adjustment. How-
ever, both parent or family and child variables were much more highly
related to adjustment than these disease factors. Parent or family and
child variables included maternal maladjustment, increased family stress,
child self-concept, low-IQ, and poor child coping. Interestingly, the authors
also found that gender was significantly related to adjustment, with boys
demonstrating lower levels of adjustment than girls across studies.

To decrease the difficulties experienced by the chronically ill child,
Chernoff, Ireys, DeVet, and Kim (2002) designed a 15-month, community-
based, family support intervention. This intervention was designed to re-
duce the risk for poor adjustment and mental health problems in children
with a CI and their mothers. Specifically, the Family-to-Family Network, the
intervention’s title, was composed of both child and mother components.
Children participated in group activities with child life specialists over the
15-month intervention period whereas mothers of newly diagnosed chil-
dren met with mothers whose children had the same diagnosis, but had
been diagnosed for a longer period of time (“veteran mothers”). Contacts
included phone calls, home visits, community visits, group sessions, a reg-
ular newsletter, and occasional parties. Results indicate that this novel
method of service delivery led to significant improvements in adjustment,
especially for children who had low self-esteem regarding their physical
appearance.

Effects on Parents

Once children begin treatment for their CI, parents often have to learn
how to provide medical care for their child that is often painful, expensive,
and time consuming. It is also possible that parents may have to become
medically involved in the care of their child, likely decreasing their abil-
ity to care for their chronically ill child or other children. For example, in
the case of pediatric liver transplant, parents are often considered optimal
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organ donors, who then may choose to undergo major surgery so as to
donate an organ to their chronically ill child. In a study of parents who
served as a donor for their child’s liver transplant, Goldman (1993) found
that marital dissolution was reported in two cases, adjustment disorder in
one case, and other minor problems noted in several other patients, includ-
ing in-law tensions, regression (immature coping), and suspected spousal
abuse. These results suggest that parents may be in need of assessment
at this point in their child’s medical illness progression.

The example of parents serving as organ donor, however, is rare. It is
more common for parents to have new responsibilities such as administer-
ing medications and therapies, scheduling appointments and coordinating
medical care, as well as becoming an active member of the team making
treatment decisions regarding their child. Research indicates that approx-
imately 37% of mothers in this phase of their child’s CI experience poor
adjustment (Davis, Brown, Bakeman, & Campbell, 1998). Also, when par-
ents are not equally dividing household tasks and child care tasks or when
there is an imbalance in the amount of time spent in child care tasks com-
pared to recreational activities couples are more likely to experience dis-
tress (Quittner, DiGirolamo, Michel, & Eigen, 1992; Quittner et al., 1998;
Quittner, Opipari, Regoli, Jacobsen, & Eigen, 1992).

At least one promising intervention for parents during this phase
of CI has been investigated: Sahler et al. (2004) reported on the results
of a multisite investigation of a problem-solving skills therapy (PSST) for
mothers of children undergoing treatment for cancer. The intervention in-
volved 8 weekly 1-hour sessions that focused on teaching steps for solving
mother-identified problems. Results indicated improved problem-solving
skills and reduced distress (i.e., decreased depressive symptoms, mood dis-
turbance, and posttraumatic stress symptoms) at the completion of ther-
apy. Most of these gains were maintained 3 months after the completion
of PSST.

Despite the apparent success of programs such as the PSST interven-
tion, parents are rarely referred to a psychological provider at this time
unless they directly make a request to their child’s physician. The primary
exception to this is when medical providers observe an indicator of prob-
lems within the family. At this time, they may choose to discuss referral
to a psychological provider with the family. Because most of the stress ex-
perienced by parents during this phase of their child’s CI have to do with
financial issues, increased medical care demands and decreased recre-
ational time and time with their spouse, it would be helpful if the services
provided targeted these specific concerns.

THE LONG-TERM MENTAL HEALTH ASPECTS OF CI

Effects on the Patient

There are many factors that predict a child’s long-term adjust-
ment to CI. Previous research has indicated that both physical stressors



SERVICES FOR CHILDREN WITH CHRONIC ILLNESS 265

(Saylor et al., 1987) and functional impairment (Mulhern, Wasserman,
Friedman, & Fairclough, 1989) are related to a long-term outcome in
the chronically ill child, but that visible impairments are no more psy-
chosocially damaging than psychosocial or psychological effects (O’Malley,
Foster, Koocher, & Slavin, 1980).

In addition to the physical factors, studies indicate that it is the per-
ception of stressors, rather than the actual nature of the stressors, that
predicts long-term adjustment (Stuber, 1996). Despite these factors, how-
ever, survivors of pediatric CI apparently experience normal long-term
mental health when compared to statistical norms and control groups
(Kazak & Meadows, 1989). Some findings do indicate that children with
a CI also report lesser social support and fewer peers in their social sup-
port networks than healthy children (Ellerton, Stewart, Ritchie, & Hirth,
1996).

Kazak et al. (1997) conducted a study on the mental health function-
ing of former leukemia patients and control participants. Using measures
of posttraumatic stress, anxiety, family functioning, and social support,
the authors found several differences between the two groups. For exam-
ple, children who survived leukemia were significantly more likely to report
symptoms of anxiety than control group children, and mothers and fathers
were significantly more likely to report symptoms of posttraumatic stress
than control group parents. However, children who survived leukemia were
no more likely to report symptoms of posttraumatic stress than children
in the control group, and family functioning and social support were not
significantly different between groups. The authors reported that although
parents and children indicate that they experience difficulties with anxi-
eties and symptoms of posttraumatic stress, these symptoms did not in-
terfere with their daily functioning, and thus may not indicate any sort of
need for treatment.

Effects on Parents

Data on the long-term effects on parents of having a child with a CI

indicate that these parents tend to experience no more stress overall than
parents of nonchronically ill children (Leventhal-Belfer, Bakker, & Russo,
1993; Soliday et al., 2000). As mentioned in the previous section, cer-
tain long-term issues, such as symptoms of posttraumatic stress, have
been reported in parents of chronically ill children (Kazak et al., 1997).
Also, parents may experience stress due to disease-specific factors, such
as fear of relapse among parents of cancer survivors (Leventhal-Belfer
et al., 1993). Comparing 41 families of children with a chronic kidney
disease to 34 healthy control children, Soliday et al. found that parents
who reported higher levels of child behavior problems also tended to re-
port higher parenting stress, which was also true for the control group.
These authors also found that increased time since diagnosis correlated
with decreased behavior problems, and that single parents tended to re-
port increased child-externalizing behavior and increased parent stress.
In qualitative analyses these authors found that parents of chronically
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ill children who were several years postdiagnosis were most concerned
about child nonadherence to the medical regimen. When examined by age
of the chronically ill child, qualitative analyses indicated that parents of
younger children were concerned about acting-out behaviors and attention
span, whereas parents of older children were concerned about academic
issues.

Having a child with a chronic health condition may also negatively
impact the marital relationship between parents. To combat such effects,
Walker, Johnson, Manion, and Cloutier (1996) conducted an intervention
with parents using emotionally focused therapy. This manualized treat-
ment of ten 90-minute sessions was modified to focus on parents of chil-
dren with a CI and was conducted with individual couples targeting nine
specific steps throughout treatment. The steps included: (1) delineating
conflict issues, (2) identifying the negative interaction cycle, (3) accessing
unacknowledged feelings underlying interactional positions, (4) redefining
problems in terms of underlying feelings and attachment needs, (5) pro-
moting identification with disowned needs and aspects of experience in the
redefined cycle, (6) promoting acceptance of the partner’s experience and
new interaction patterns, (7) facilitating expression of needs and wants to
restructure interactions, (8) establishing the emergence of new solutions,
and (9) consolidating new positions (Johnson & Greenberg, 1996). Com-
paring couples assigned to the intervention group to those assigned to a
wait-listed control condition, the authors found that the intervention cou-
ples demonstrated significant decreases in marital distress at both post-
treatment and 5-month follow-up.

Effects on Siblings

In recent years there has been increased attention to the effects of
having a sibling diagnosed with a chronic health condition. A recent meta-
analysis conducted by Sharpe and Rossiter (2002) indicates that the fre-
quency of research on siblings of children with a CI is on the rise, but
that sample size in these studies tends to be decreasing. Clinical knowl-
edge would suggest that sources of stress include separation from par-
ents, change in family routines, disruption in family relationships, lack
of knowledge about the disease, and possibly exposure to the potentially
painful treatments of the chronically ill sibling (such as insulin injections
in the case of IDDM). As is the case with research on patients themselves,
however, most research on siblings focuses on those who are several years
postdiagnosis rather than studying siblings during the possibly traumatic
diagnostic process.

Sharpe and Rossiter (2002) further reported that among those who
have a sibling diagnosed with a chronic health condition, parent report
is significantly more negative than sibling self-report. Siblings tended to
display internalizing difficulties such as depression and anxiety rather
than externalizing problems, possibly due to increased pressure to assist
their parents in the caretaker role. Interestingly, the results indicated that
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siblings of children with a more severe illness were no more at risk for
psychosocial difficulties when compared to those with a sibling with a less
severe illness. However, the more the medical routine affects the day-to-day
functioning of the chronically ill child, the more it is likely to impact the
psychosocial functioning of the sibling.

Assessing siblings of cancer patients, Sargent et al. (1995) divided the
238 participating siblings into four groups; dysfunctional (22%), resilient
(32%), intermediate-1 (those who had problems prior to the diagnosis that
continued; 13%), or intermediate-2 (those who had no problems prior to
diagnosis but developed minor problems postdiagnosis; 34%). These find-
ings indicated that older siblings were more likely to indicate feeling more
compassionate, caring, and mature since the diagnosis, whereas younger
siblings were more likely to indicate feeling negatively.

To improve the difficulties associated with having a sibling diagnosed
with a CI, Lobato and Kao (2002) conducted an intervention designed
to improve sibling knowledge of and adjustment to CI. With a sample
of siblings of children with a CI or developmental disability, the authors
conducted six 90-minute group sessions for the siblings and their
parents. The intervention was designed to improve sibling knowledge,
family information exchange, identifying and managing emotions, meet-
ing individual needs, and problem solving. Results indicated that this
intervention improved both sibling knowledge and adjustment.

Outside of research studies, there are very few services regularly
available for siblings. They are sometimes included during the diagnostic
process, and given the factual information about their sibling’s diagnosis
by the medical team. However, beyond this, it is not typical for siblings
to be included in mental health services. Just like parents, these siblings
typically only receive such services if they express difficulty to such a
significant degree that the parents or medical team become aware and
request a referral, or if the child is sufficiently debilitated to request a
referral on their own. These cases are rare, typically leaving siblings out
of the mental health equation for children with CI.

MENTAL HEALTH ASPECTS OF HOSPITALIZATION

Effects on the Patient

The current literature supports that children, from preschoolers to
school-age and adolescent children, experience psychological distress as a
result of hospitalization (Bossert, 1994; Rossen & McKeever, 1996; Spirito,
Stark, & Tyc, 1994). Distress is experienced both during and after the hos-
pital stay. The majority of findings suggest that regardless of age or medical
condition, the experience of negative stress is common during the 2-week
period following hospital discharge (Thompson & Vernon, 1993), and can
last up to 4 weeks for preschool-age children (Lynch, 1994; Zuckerberg,
1994). For preschoolers, signs of psychological distress may be manifested
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in behavioral symptoms including aggression, apathy, sleep disturbances,
appetite changes, separation anxiety, and withdrawal from family mem-
bers (Rossen & McKeever, 1996), whereas in older children, symptoms of
distress may incorporate more internal manifestations including anger,
sadness, and anxiety (Bossert, 1994; Spirito et al., 1994). The most signif-
icant risk factors for psychological distress include age, lack of informa-
tion, separation from parents, perceived lack of control, and past negative
experiences (Peterson, Mori, & Carter, 1985). Furthermore, psychological
adjustment of a hospitalized child may be predicted by the number of phys-
ical stressors (e.g., illness-related symptoms, diagnostic procedures, and
medical treatment procedures) that the child experiences during hospital-
ization (Saylor et al., 1987).

Coping with hospitalization from chronic childhood illness has been
an aspect of concentrated research efforts within the field (Bossert, 1994;
Savedra & Tesler, 1981; Spirito et al., 1994). Spirito and colleagues found
that coping was dependent upon whether the child was in the school-
age or adolescent developmental stage, and whether the child’s illness
was chronic or acute. Adolescents utilized more cognitive strategies such
as problem solving whereas younger children engaged in more avoidant
strategies such as wishful thinking and distraction. Chronically ill children
were less likely to use maladaptive strategies, such as distraction and self-
criticism, than children hospitalized for acute conditions. Anxious children
engaged in more coping strategies than nonanxious children. Children ex-
periencing sadness more frequently used active coping strategies, particu-
larly social support and wishful thinking. Children experiencing anger also
resorted to wishful thinking more frequently while utilizing self-blame and
social withdrawal less often. The latter finding suggests that anger can be
adaptive for children when dealing with the stressors of hospitalization.
In a separate study of acutely and chronically ill children, Bossert (1994)
found that in comparison to acutely ill children, chronically ill children per-
ceived their coping as being less effective. However, consistent across the
groups, two of the most common coping behaviors for these children were
countermeasures (described as attempts to minimize distress by means
of physical or cognitive escape, or by altering the situational effects) and
support seeking.

Social support seeking as a common coping mechanism for hospital-
ized chronically ill children is not a surprising find, given the documented
value of social support in relation to emotional functioning and self-worth
in healthy children (Dubow, Tisak, Causey, Hyrshko, & Reid, 1991). In a
review of 32 studies pertaining to childhood coping and illness, social sup-
port was the coping strategy most frequently reported by children with pe-
diatric illnesses (Ryan-Wenger, 1996). Of the sources of social support that
chronically ill children may rely upon, particularly the younger children,
familial and parental supports are among the primary sources (Ellerton
et al., 1996). Due to the bidirectional relation between stress and social
support (Ellerton et al., 1996), and the family’s close proximity to the
stressful treatment demands of their chronically ill child, the child’s illness-
related stress can be a challenge for the family as well.
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Effects on the Family

Stressors encountered by parents and families of chronically ill chil-
dren are multifaceted and perpetual (Melnyk et al., 2001). A child’s hospi-
talization is one stressor that introduces additional demands on an already
taxing situation. Lifestyle changes are necessitated, normal routines are in-
terrupted, and parents must divide their efforts between their hospitalized
child and their daily responsibilities (Melnyk et al., 2001).

In a study of repeated hospitalizations of children with asthma, for
example, a higher number of lifetime hospitalizations was related to an in-
creased level of familial stress, increased family conflict, a negative impact
upon the family’s social network, and a negative impact on family finances
(Chen, Bloomberg, Fisher, & Strunk, 2003). Parental perceptions of abil-
ity were also negatively affected by higher rates of hospitalization. With
increased frequency of hospitalization, parents felt less able to stop their
child’s asthma once the attacks had begun, and less able to prevent the
worsening of their child’s asthma (Chen et al., 2003). This perceived help-
lessness from parents, in turn, was associated with a greater possibility of
child hospitalization. Parents who perceived less confidence and less mas-
tery of their own abilities to care for their child’s asthma, who were also
less “emotionally bothered” by their child’s asthma, were more likely to
rehospitalize their child during the year-long follow up (Chen et al., 2003).

Less researched are the positive aspects of a child’s hospitalization
upon the family. Kirkby and Whelan (1996) suggested that a child’s hos-
pitalization is not always necessarily viewed as negative. Rather, it can
be viewed as a “socializing event”— one from which new coping strategies
may formulate, and preexisting coping mechanisms employed by the fam-
ily are further strengthened (Ogilvie, 1990; Parmalee, 1986). During times
of a child’s illness and hospitalization, parents are offered opportunities
to better understand the effects of their child’s illness, to nurture their
children, and to feel more competent in the care of their children (Perrin,
1993). Although a family may be greatly affected by a child’s illness and
hospitalization, the family can be one source of support for the child, di-
minishing the illness-related stressors that the child may feel as a result
of hospitalization.

Inpatient Treatments Available

Treatments for the psychological effects of hospitalization on children
often include preadmission programs that prepare children for the hospi-
talization by familiarizing them to the experience. There are five major ap-
proaches identified for preparing children for pediatric hospitalization: (1)
information giving, (2) encouraging emotional expression, (3) establishing
a trusting relationship with hospital staff, (4) working to prepare parents,
and (5) teaching coping strategies (Elkins & Roberts, 1983). This process
of familiarization aims to diminish the potential psychological distress that
children may feel due to their lack of information and the novelty of the
hospital setting.
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Some recent attempts to reduce children’s hospital-related fears via
preadmission preparations have been quite innovative, incorporating com-
puter technology. Nelson and Allen (1999) examined the effectiveness of
computer instruction, against more conventional means of instruction, in
reducing children’s fears surrounding the experience of going to the hos-
pital. It was found that in this group of healthy children (in the 3rd grade),
showing the educational slides on the computer was equally effective as
conventional methods (i.e., viewing the same slide show on a projected
screen) in reducing hospital-related fears. However, the children preferred
the computer instruction, reporting significantly greater levels of satisfac-
tion with the interactive format. Other approaches to familiarizing chil-
dren with the hospitalization experience may also include more traditional
methods such as educational books, modeling of appropriate coping behav-
iors, and role playing. More interactive approaches such as guided hospital
tours and friendly visits with doctors may also be effective methods of fa-
miliarizing children to future hospitalization and diminishing their fears
surrounding this potentially distressing experience.

In addition to the innovative methods, traditional psychological treat-
ments such as cognitive behavioral treatments are in continued use in
helping to reduce the distressing thoughts children may have due to their
illness and hospitalization. Cognitive-behavioral methods have been effec-
tive in ameliorating negative thoughts and experiences surrounding pedi-
atric illnesses such as diabetes, asthma, and pediatric cancer (Redlich &
Prior, 1998), and have reduced hospital and emergency room admissions
postintervention (Park, Sawyer, & Glaun, 1996). These services are typi-
cally provided by a child life specialist or social worker who is charged with
providing front line psychological care for a hospital unit. These providers
are on the floor and available on a daily basis to provide such services. If,
however, these services are not available or there is a particularly difficult
case, referral to a psychologist may be necessary.

Incorporation of the family has also been a component of treatment for
hospitalized children (Clay, 1995). Research indicates that across different
medical situations, a child’s level of anxiety will reflect the anxiety level of
his or her mother (Fosson, Martin, & Haley, 1990; Mabe, Treiber, & Riley,
1991). Therefore, it is important that any treatment for the hospitalized
child, with incorporation of the family, should include a component ad-
dressing familial (e.g., parental and sibling) stress and coping, adequately
preparing the family for a child’s hospitalization (Melnyk, 1995). Any de-
crease in familial distress and anxiety will be reflected in the child’s dis-
tress level as well. Unfortunately, these services are not regularly provided
at the current time, despite the fact that the floor social worker or child life
specialist would be ideally suited to do so.

CONCLUSIONS AND FUTURE DIRECTIONS

The mental health services for children with CI, their parents, and their
siblings have been of increased importance in recent years due to increased
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survival rates and increased complexity and invasiveness of medical reg-
imens. The organization and delivery of mental health services for these
children is complicated, but follows directly with their CI progression. For
this reason, the current chapter reviewed the delivery of mental health
services to children with a CI throughout the diagnostic process, moving
into the first 3–5 years postdiagnosis and finally, covering the long-term
aspects of CI in children.

Overall, the studies are promising indicating that children and their
families tend to function well, and in most cases report that they are do-
ing as well as control groups and standardized norms (Bailey et al., 1993;
Bennett, 1994; Hays et al., 1992; Meadows et al., 1989; Soliday et al.,
2000). However, studies do indicate that there may be some areas in need
of further attention. First, more research is needed to investigate the initial
increase in stress and mental health concerns reported during and imme-
diately following the diagnosis of a CI (Frank et al., 1998). Because families
are in close contact with their child’s medical providers at this point in
time, these services would likely be best provided in this context. To best
address these needs, a mental health provider, such as a nurse, social
worker, or pediatric psychologist, should be part of the initial diagnostic
team. This individual could meet with families on a regular basis at visits
coinciding with their medical care, easing patient burden.

As families move through the adjustment process, data indicate that
most families adjust well to their new routines and limitations and that
most children do as well. However, there are some families who tend to have
problems with increased child behavior problems (Soliday et al., 2000),
decreased social support (Ellerton et al., 1996), and marital functioning
(Walker et al., 1996), and possibly symptoms of anxiety and posttraumatic
stress (Kazak et al., 1997). Ideally, the same mental health provider who
was part of the diagnostic team would also be on the treatment team to
regularly assess both patient and family for these difficulties throughout
the treatment process. As a mental health prevention effort, this individ-
ual could facilitate a community-based, family support intervention effort
similar to that of Chernoff et al. (2002) to be used for all families.

When difficulties are noted, it would be ideal for the mental health
professional who is part of the medical team to conduct the psychological
treatment. Treatment could be conducted in the form of individual meet-
ings with the target child or in the form of patient groups. The mental
health professional could also provide emotionally focused marital therapy
to parents whose relationships are suffering, as Walker et al. (1996) found
this service to be helpful. Finally, the provider could offer group services
for siblings of children with CI, as these groups improve sibling knowledge,
problem solving, and emotional functioning (Lobato & Kao, 2002).

Coordination of services between the medical team and the psycholog-
ical treatment is especially important for children with CI as the medical
issues and psychological issues are so closely related. For example, it is
often important for mental health providers who treat children with CI to
be intimately familiar with disease progression, treatment details, and po-
tential side effects of each child’s condition. If a child’s hair is going to fall
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out, as it does during cancer treatment for many children, this may be an
important issue to address in psychological treatment. Coordinating ser-
vices between the medical and psychological providers would also decrease
patient burden as visits to the two professionals could be coordinated. For
these reasons, providing psychological treatment within the medical office
is ideal for children and families during the treatment process. If this men-
tal health service is not available on the medical team, it is necessary for
families to seek a referral to an outside pediatric psychologist.

Finally, when children are feeling better and making the transition
back to school and other activities, it would be helpful for the mental health
provider to facilitate this transition. This individual could prepare children
for the variety of reactions and questions they may receive from peers and
other individuals they may not have seen in quite some time. If requested,
this individual could even meet with peers prior to the child’s return to the
classroom, to prepare them for changes in the child’s appearance, abilities,
or needs. Finally, it is anecdotally reported that parents and teachers of
children with CI may have trouble disciplining a chronically ill child. The
mental health provider could train parents and teachers on appropriate ex-
pectations, as well as assist them in developing proper discipline strategies
given the child’s current functioning.
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Psychological Services for
Children and Families Who

Are Homeless
MARY E. WALSH and JULIE HEIM JACKSON

Persons who are homeless are not new to the streets of America. However,
the documented existence of homeless children and families is a relatively
recent phenomenon. With the exception of the Great Depression, families
had not been a substantial part of the homeless population until approxi-
mately 1982 (Bassuk et al., 1996). Since the late 1980s homeless women
with children have been identified as the most rapidly expanding segment
of the homeless population (Bassuk et al., 1996). By 1995, it was esti-
mated that about 744,000 school-age children in the United States were
homeless over the course of a year (U.S. Department of Education, 1995).
Although single males had traditionally dominated the homeless popu-
lation, by 2002, families with children represented 41% of the homeless
population—the same percentage as homeless single men (U.S. Confer-
ence of Mayors, 2002). This growing population of homeless children and
families requires psychological services and resources that will assist them
while they are homeless, help them to move to permanent housing, and ul-
timately, prevent future homelessness.

The goal of this chapter is to describe the current state of psycholog-
ical services for children and families who are homeless. It is important
to note that some of these services are directed primarily toward par-
ents, others toward children, and some toward family intervention. For our
purposes, “psychological services” are broadly conceptualized to include
counseling interventions (e.g., family, group, and individual counseling),
psychoeducational activities (e.g., parenting skills and life skills training),
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substance abuse treatments, cognitive developmental assessments and in-
terventions, and other services that focus on prevention (e.g., early inter-
vention programs). Psychological service providers include psychologists,
psychiatrists, clinical social workers, mental health counselors, psychiatric
nurses, pastoral counselors, school counselors, and school psychologists.
The chapter will briefly review issues addressed in psychological services
for homeless families, describe common models for delivery of these ser-
vices and offer suggestions for service improvement.

ISSUES ADDRESSED BY PSYCHOLOGICAL SERVICES

Effective psychological services are largely shaped by the character-
istics of the target population. The “typical homeless family” comprises a
single mother in her mid-to-late 20s and 1–3 children who are generally
under 6 years of age (Bassuk et al., 1996; Homes for the Homeless, 1998).
Persons of color are heavily overrepresented among homeless families (U.S.
Conference of Mayors, 2002). Most often, homeless mothers grew up in
poverty, have experienced or witnessed domestic violence, and never com-
pleted high school (Homes for the Homeless, 1998). Most of the families
have been homeless at least 9 months, and lived with a partner, their par-
ents, or doubled up with friends before entering a shelter.

Largely left out of literature on homeless families, the typical father
is 35 years old, a high school graduate, and not married (Homes for the
Homeless, 2000). Data gathered in New York City indicated that fathers
spent little or no time with their homeless children and provided little or
no financial support, even if they were employed (Homes for the Homeless,
2000). The typical father often had children with multiple women. Over one
third of homeless children’s fathers had been violent toward their children
or partners, nearly half had spent time in jail, and one third had a history of
substance abuse. Overall, younger fathers were more likely to have contact
and provide support for their children (Homes for the Homeless, 2000).

For homeless families, psychological services are ultimately designed
to improve their quality of life and to assist them to gain and remain in
permanent housing. The issues addressed by these services include the
causes of the family’s homelessness, the challenges of being homeless, and
the stresses of transitioning to permanent housing.

Causes of Homelessness

Psychological services to homeless families assist families to under-
stand, and, where possible, to prevent the recurrence of the conditions
that led to their homelessness. Service providers recognize that poverty
and the lack of affordable housing are the principal and ultimate causes of
family homelessness. However, many families also commonly cite domes-
tic violence and substance abuse as the more immediate reasons (Bassuk
et al., 1996; Goodman, 1991). Research clearly demonstrates that poverty,
domestic violence, and substance abuse are linked and can independently,
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or in combination, contribute to family homelessness (Salomon, Bassuk, &
Huntington, 2002). Therefore, services need to be comprehensive to aid
families who struggle with poverty, domestic violence, and substance
abuse; they also need to be sufficiently flexible to assist families who
present with only one of these issues.

Psychological Challenges of Being Homeless

Challenges Faced by Homeless Mothers

Caring for a family while living in temporary shelter (e.g., hotel, group
shelter, automobile) presents substantial difficulties for mothers. A large
portion of services for homeless families address the impact of homeless
living conditions on children and families. An appreciation of these chal-
lenges and their impact on homeless families will lead to more targeted and
comprehensive psychological services (McLoyd, 1998; Schmitz, Wagner, &
Menke, 2001).

Psychological service providers focus particularly on parenting skills
and the alleviation of mood disorders. Parenting skills are often severely
challenged in shelter settings that crowd multiple families into a small
space. These conditions can destabilize parenting skills and often result in
less supportive parenting, more inconsistent discipline, and greater child
maltreatment (Pianta, Egeland, & Erickson, 1989). Shelters are not typi-
cally designed to be developmentally appropriate environments in which
children are encouraged to explore and become actively engaged in mean-
ingful activities. As a result, managing children’s behavior in an unstruc-
tured situation becomes many mothers’ primary activity (Hausman &
Hammen, 1993). They often report being criticized by other mothers and
shelter staff for their children’s behavior. In response, mothers may en-
gage in “public mothering,” which often includes angry punishment to
demonstrate that they can control their child (Torquati, 2002). Children
are overwhelmed by differing expectations, and they inevitably become
demoralized after repeated failure in meeting these inconsistent demands
(Walsh, 1992). Psychological service providers can support mothers as they
learn to provide warmth, support, and effective behavior regulation under
these exceedingly difficult conditions. Providers may also be in a unique
position to collaborate with shelter staff to create more developmentally
appropriate spaces and activities for children, improve parenting support,
integrate community services, and institute rules that are flexible yet main-
tain safety.

It is important to note that some mothers indicate that their experi-
ence of parenting in a shelter is positive, indicating that they feel safe and
supported, and that they appreciate the decent and comfortable living ac-
commodations (Styron, Janoff-Bulman, & Davidson, 2000). Psychological
service providers should be prepared for this diversity of responses to the
shelter system and assist clients in reconciling conflicting feelings.

Through its daily trauma, uncertainty, and painful deprivations,
homelessness not only challenges parenting skills but also produces or
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exacerbates profound feelings of sadness, hopelessness, and anxiety in
mothers (Menke & Wagner, 1997b). Homeless mothers are more likely than
women in general to be diagnosed with a major depressive disorder and
have a greater prevalence of suicide attempts (Bassuk et al., 1996). Feel-
ings of uncertainty, hopelessness, isolation, and urgency to find a home
are common among homeless mothers and are likely to create or intensify
depression and anxiety (Menke & Wagner, 1997b).

Also contributing to many homeless mothers’ depression and anxi-
ety is the potential for mother–child separation. Estimates of the percent-
age of homeless mothers and children who have been separated are as
high as 60% (New York City Commission on Homeless, 1992). Children
are either removed from their mothers’ care by state officials or are sepa-
rated from their mothers because of shelter policy. Often boys older than
age 13, but sometimes as young as 10, are not allowed to stay at family
shelters—forcing many homeless families to separate in order to obtain
accommodation in emergency shelters (U.S. Conference of Mayors, 2002).
Psychological service providers are increasingly addressing the separation
that occurs in homeless families, and they could further work with shel-
ters to develop ways to ensure the safety of all residents while allowing
adolescent boys to remain with their family.

Psychological Challenges Faced by Homeless Children

Homeless children face their own set of psychological challenges
that contribute to emotional, behavioral, cognitive, or academic problems
(Menke & Wagner, 1997a). Becoming homeless appears to undermine two
fundamental needs of children: a sense of predictability or continuity in
their environment, and a belief that parents will provide the physical, so-
cial, and emotional resources that they require (Wall, 1996; Walsh, 1992).
Witnessing a parent’s inability to meet basic parenting roles leads chil-
dren to have decreased confidence in their parent’s ability to help them
(Schmidtz et al., 2001; Walsh, 1992). Perhaps because of these experi-
ences, homeless children are at an increased risk for internalizing prob-
lems (e.g., depression, anxiety, social withdrawal), out-of-home placement,
and physical or sexual abuse, which are known to lead to posttraumatic
stress disorder (Menke & Wagner, 1997a).

Although many homeless children react to the stressors of homeless-
ness with anxiety or depression, some externalize their feelings. External-
ization of feelings often results in behavioral outbursts, verbal and physical
fights, and temper tantrums. Homeless children display more of these be-
havioral problems as compared to the general population (Masten, Miliotis,
Graham-Bermann, Ramirez, & Neemann, 1993) and often lack the stable
environment that usually helps children control their impulsive behavior
(Walsh, 1990).

Psychological services include developmentally appropriate assess-
ment, counseling, psychoeducation, and consultation for children. Men-
tal health providers can closely monitor children’s concerns, which could
easily interfere with the child’s ability to perform academically, form
supportive relationships, and develop emotionally and behaviorally. They
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can also educate other professionals regarding mental health issues, and
they can collaborate with schools and shelters to design and implement
treatment plans for children.

A number of homeless children have been found to have significant
cognitive delays. Bassuk, Rubin, and Lauriat (1986) found that half of
preschool children in homeless shelters had one or more developmental
delay. Compared to other children of the same age, homeless children are
slower to develop in various areas such as gross motor skills, fine motor
coordination, personal and social behaviors, and language (Walsh, 1990).
Some children also manifest slowed physical growth as indicated by low-
for-age weight and height (Walsh, 1990). These delays challenge psycho-
logical service providers to assess and recommend early intervention in
treatment plans to lessen the long-term impact of the delay.

Further limiting academic achievement are obstacles such as resi-
dency requirements, lack of transportation, and lack of special education
referrals, which often impede successful relationships between school sys-
tems and homeless families (Wall, 1996; Walsh & Buckley, 1994). Psycho-
logical service providers can attempt to provide continuity of services
through communicating with teachers, administrators, and parents, co-
ordinating paperwork and special education evaluations, and generally
advocating for the student. They often are in a position to complete cogni-
tive and socioemotional assessments of the children, increase communica-
tion between parents and teachers, and collaborate with school counselors
in developing behavior plans and problem-solving strategies (Jackson &
Walsh, 2004). Increasing these services will help to ensure that children
who are homeless are provided with the educational opportunities that they
will need to escape not only from homelessness but ultimately from poverty.

Issues in Transitioning to Permanent Housing

The final issue that effective psychological services must consider is
the difficulty homeless families experience when transitioning to perma-
nent housing. However, there is little research in this area (Dunlap & Fogel,
1998). Some of the more progressive shelter models (e.g., transitional hous-
ing and services-enriched housing) work to prepare families for living in
permanent housing. Many of these shelters provide education, job train-
ing and placement, psychological services, and psychoeducational services
such as parenting and independent living skills. Even with this preparation
and support, reintegration into a permanent home is long and stressful and
involves challenges and adjustments (Rog, Holupka, McCombs-Thornton,
Brito, & Hambrick, 1997).

MODELS OF DELIVERY OF PSYCHOLOGICAL SERVICES
FOR HOMELESS FAMILIES

Historically, service providers were solely focused on offering shelter
to homeless families. Providers soon realized that permanent housing was
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not enough to combat homelessness because it only addressed a family’s
need for shelter and it did not address any of the underlying issues that
contributed to the family’s homelessness. This realization led providers
to offer psychological and educational services. Although these services
were generally separate from the housing services, interagency and cross-
disciplinary collaboration has recently begun to address this fragmentation
of services. Many programs have attempted to provide homeless families
with “one stop shopping” for all of their educational, psychological, and
housing needs. However, relative to the large number of homeless families,
there are few programs that link comprehensive services to housing.

There is great variety in both the housing and the psychological ser-
vices that homeless families are receiving today. Most cities have two levels
of shelters for homeless families. Tier I shelters are generally short-term
emergency housing and traditionally provide few services. Tier II shelters
are more commonly called transitional housing and provide considerably
more services. Most recently, “services-enriched housing” has been devel-
oped to meet the long-term needs of families, integrating comprehensive
psychological services with long-term housing. Not all services for homeless
families are linked to their housing. School systems that serve homeless
children are beginning to provide school-based services for homeless fam-
ilies.

We will now review examples of psychological service programs that are
linked to housing or located in schools. It is important to note that of the
large number of such programs, only a few have been evaluated empirically
(Fischer, 2000). There are even fewer programs in which the evaluation
was rigorously conducted by an independent evaluator with a comparison
control group and follow-up. Following are descriptions of programs that
appear to have at least some data that support their effectiveness.

Services in Shelters

Many programs designed to meet the needs of homeless families pro-
vide brief interventions, typically focused on emergency services (Nabors,
Proescher, & DeSilva, 2001). The shelter system is a good example. In gen-
eral, traditional shelters are large emergency facilities where numerous
families or single adults are housed overnight. In many cities, these shel-
ters are identified as “Tier I,” and they provide minimal services. Little
mental health counseling is available because caseworkers assist as many
as 60 families each. A few programs have been developed to address this
gap in services. Two examples of services that can be implemented in shel-
ters are the “respite camp” and the “therapeutic community program.” The
latter of which often specializes in drug rehabilitation.

Respite camp is designed as a temporary relief from the stress associ-
ated with homelessness and shelter living. The program provides outdoor
camping experiences for homeless children and families. It is directed to-
ward strengthening parenting skills and family communication (Kissman,
1999). The program is based on the assumption that a break from stress
is beneficial to the parent–child relationship. Even a short respite can help
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mothers better apply parenting skills, such as positive reinforcement for
desirable behavior and empathy toward their children’s needs (Hausman &
Hammen, 1993). Families attend a weekend or a 5-day session where par-
ents participate in daily group discussions that are focused on parenting
issues and facilitated by therapists. Kissman (1999) interviewed partici-
pating homeless mothers to qualitatively evaluate family satisfaction with
the program. Overall, mothers reported that the program provides few new
skills, but rather a respite from stress with the opportunity to engage in
activities together as a family.

A modified therapeutic community is sometimes an option available to
mothers who are in the shelter system and in need of drug rehabilitation.
Therapeutic communities (TCS) have traditionally been employed in drug
treatment centers. They have resulted in significant decreases in alcohol
and drug use, reduced criminality, improved psychological functioning,
and increased employment (Sacks, Sacks, Harle, & De Leon, 1999). The
success of TCs has led to the implementation of modified TCs for homeless
addicted mothers within the shelter system. The stay in these shelters is
generally short in duration and focuses on engaging clients in the peer
community and initiating treatment. Because addicted mothers have mul-
tiple needs, modified TC treatment programs incorporate educational, voca-
tional, legal, and housing placement services. Modified TCs for women and
children provide family-style housing, day care and after-school programs,
parenting curriculum, and modifications of the daily program to accommo-
date the mother’s parenting responsibilities (Sacks et al., 1999). Women in
these programs have demonstrated decreases in alcohol and drug use, de-
creased depression, increases in employment, and improvement in other
measures of mental health (Wexler, Cuadrado, & Stevens, 1998).

Transitional Housing

Unlike Tier I shelters, transitional housing (Tier II shelters) pro-
vide more services for a longer period of time. The Los Angeles Family
Housing Corporation (LFHC), a private nonprofit organization, developed
the first modern transitional housing programs for low-income families
in 1983 (Lederman, 1993). Transitional housing was developed largely
in response to the criticisms of emergency (Tier I) shelters. They are
generally apartment-style facilities that offer services such as counseling,
housing assistance, and recreation. The LFHC facilities originally provided
24-hour supervision, and cooperating social service agencies offered ex-
tensive counseling and case management services. From 1987 to 1990 the
U.S. Department of Housing and Urban Development (HUD) awarded 534
Transitional Housing Program grants to nonprofit organizations, state, and
local governments (Washington, 2002). Transitional housing programs go
a step beyond emergency shelters by providing up to 12 months of struc-
tured housing together with a large range of supportive services to prepare
homeless people to move into permanent housing (Washington, 2002). Al-
though transitional housing programs are the most commonly used family
shelter in the country, only a few have been evaluated.
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Estival Place Transitional Housing Program

Estival Place was established in 1991, in Memphis, Tennessee. It
provides homeless families with 38 temporary housing units for up to
12 months, plus life skills classes, financial counseling, school enroll-
ment, job training, day care, after-school programs, mental health counsel-
ing, and case management services (Washington, 2002). The Metropolitan
Inter-Faith Association (MIFA), a nonprofit faith-based agency, operates the
program. The program’s funding sources are the city of Memphis, MIFA,
HUD, U.S. Department of Agriculture, and the Department of Health and
Human Services (state and local). Estival Place screens its applicants; a
positive drug screen or a felony conviction in the past 2 years prevents ac-
ceptance (Estival Place, 1994). All families are required to work or attend
school and to attend weekly life skill meetings. Families are not charged
rent, but are instead required to deposit 30% of their monthly income into
savings accounts. Washington conducted qualitative interviews with in-
dividuals who were self-sufficient for 6–12 months after graduation from
Estival Place. Family counseling, life skills classes, budgeting, job training,
and leadership skills were the services that graduates found most helpful
(Washington, 2002).

Hawkeye Area Transitional Housing Program

Using HUD grants, the Hawkeye Area Transitional Housing Program
was established to provide transitional housing and family-centered sup-
portive services to homeless families. It began in 1988 with 3 units, and
by 1992 had 100 units and served 245 individual family members—37%
of whom were children from 0 to 5 years of age (Richardson & Landsman,
1996). In 1993, a Homeless Head Start Project was added to the program.
The Hawkeye Area Transitional Housing Program includes transportation
services, substance abuse counseling, recreational services, family plan-
ning, and support groups. Richardson and Landsman found that those
who successfully completed the program (as opposed who those who had
not) experienced greater gains in income and were more likely to maintain
stable housing 6 months to 1 year following completion of the program.

American Family Inns

The American Family Inns are Residential Educational Training (RET)
Centers for the entire family. The Inns were developed by Homes for the
Homeless in 1986, with the idea that all necessary services can be cost-
effectively and efficiently provided for families, under one roof. Homes for
the Homeless believes that to effectively break the cycle of homelessness
and poverty, the underlying issues that lead to homelessness all must
be addressed (Nunez, 1994). The American Family Inn is built on the as-
sumption that providing educational and social services will address the
underlying causes of homelessness. The American Family Inn offers com-
prehensive educational and training programs, which are supported by
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on-site services such as child care, family counseling, medical clinics, and
substance abuse counseling. Parents are given the opportunity to com-
plete their education, to acquire independent living skills, and to obtain
job training before moving into permanent housing. At the same time,
their children’s education, recreation, and health care are assured and any
family problems are addressed. American Family Inns tap the potential of
the transitional shelters; they turn a long shelter stay into a productive,
concentrated period of learning, recovery, and preparation, with all of the
needed tools and support available on-site (Nunez, 1994).

The success of the American Family Inn demonstrates that shelters
need not serve merely as waiting rooms between temporary bouts of hous-
ing. As a result of this education-based program (provided at the same cost
as operating a traditional shelter in today’s emergency shelter system), 94%
of all families who graduate from the American Family Inns remain in per-
manent housing (Nunez, 1995).

Services-Enriched Housing

Services-enriched housing goes beyond transitional housing by pro-
viding long-term service-linked housing for homeless families. Services-
enriched housing was developed in 1990 to address the long-term needs
of families and individuals caught in the cycle of poverty. Although there
are many similarities to transitional housing, the use of the term “services-
enriched housing” refers primarily to permanent, basic rental housing
for the general low-income population in which social services are avail-
able either by referral or on-site. In addition, residents are significantly
involved in the decision-making process. Housing can be nonprofit, pri-
vate, HUD-assisted, unsubsidized, mixed income, or any combination of the
above (Beyond Shelter, 2003). Services-enriched housing allows residents
to identify their own needs and concerns within a community-oriented
housing structure. Residents themselves develop programs, services, and
recreational and social activities often assisted by, but not necessarily orig-
inating from, an outside source. Yet, residents who maintain their rent
and abide by basic landlord–tenant agreements do not risk losing their
housing if they choose to bypass involvement in social services or other
activities.

The services-enriched housing model can vary dramatically. It may
be owned by a nonprofit organization or by a private landlord. Increas-
ingly, nonprofit developers are contracting with social service agencies to
provide services to residents in their buildings. Depending on size, services-
enriched developments may have both on-site management and a part- or
full-time services coordinator. Although not always possible, space may be
provided for programs and activities on-site, including office space or class-
room space, for both the services coordinator and resident groups to use.
Services and community space may also be available to other residents in
the neighborhood. The following is a description of two services-enriched
housing projects—the Homeless Families Program and the Emerson-Davis
Family Development Center.
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The Homeless Families Program (HFP)

The first services-enriched housing project, the Homeless Families Pro-
gram (HFP), was initiated in 1990 in nine sites across the country. It was
a joint initiative of The Robert Wood Johnson Foundation and the U.S.
Department of Housing and Urban Development. Each site received a
$600,000 grant and 150 Section 8 certificates over 5 years. A major as-
pect of HFP is the combination of case management and subsidized housing
for multiproblem families living in shelters or in other homeless situations
(Rog et al., 1997). The program began with two goals: (1) to demonstrate
a model of services-enriched housing for families and (2) to develop and
restructure comprehensive systems of health services, support services,
and housing for homeless families.

The HFP has received one of the few thorough evaluations of services
for homeless families in the literature. The evaluation sought to determine
the needs of the families served, how services and systems could be better
organized and delivered, and how housing could be delivered to increase
residential stability, increase service use, and move families toward self-
sufficiency (Rog, 1999). The evaluation identified multiple service needs
of families. Most pronounced were mental health and domestic violence
services. Other service needs identified were physical health, substance
abuse treatment, education, and training. Eighty-five percent of those in
the HFP remained in stable housing for at least 18 months, with the per-
centage dropping slightly at 30 months. The evaluation determined that
families demonstrated increased usage of services while in the program.
The largest increase was in the use of mental health services and drug and
alcohol treatment. Rog found some progress toward self-sufficiency, but
the vast majority of families remained dependent on federal or state sup-
port. After leaving the program and receiving 1 year of case management
services, 20% of the mothers were working as compared to 13% in a control
group.

Rog (1999) also evaluated HFP’s attempts at changing the systems. By
developing and implementing many of the services that were found to be
lacking within the community, the HFP successfully filled many of the gaps
in the homeless system through services-enriched housing. Less often, HFP

was able to make “system fixes,” where services were increased or improved
for homeless families who were both within and outside of the program.
Major systems changes, however, were rare. The HFP officially ended after
5 years, in 1995, although some of the original sites continued beyond this
point. Due to some of the success that the HFP enjoyed, other programs have
begun to use the services-enriched model in conjunction with providing
housing for homeless families.

Emerson-Davis Family Development Center

The Institute for Community Living opened the Emerson-Davis Fam-
ily Development Center, known as “Emerson,” in New York City in 1994.
Emerson’s goal is to reunite single parents separated from their children
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because of their mental illness or homelessness and to provide them with
a healthy, safe home of their own. Emerson has a continuum of hous-
ing ranging from congregate residences with one- and two-bedroom apart-
ments to stand-alone family apartments. Emerson serves the mental health
needs of their clients in conjunction with other individual and family
services needs. Residents are provided with housing services as well as
case management, family, clinical, educational, and preventive services
(Lieberman et al., 1999). Clinical interventions and support have allowed
many of the parents with mental illness to attain competency in their par-
enting roles and thereby regain custody of their children.

Emerson is funded through the New York State Office of Mental Health,
the New York City Department of Mental Health, the Stewart B McKinney
Homeless Assistance Act funds from the Department of Housing and Urban
Development, fees from client income and Medicaid, and private dona-
tions and foundations (Emerson-Davis Family Development Center, 2000).
Between 1994 and 2000, Emerson has reunited 45 families with 63 chil-
dren. Twenty-three out of 30 families who have moved out of the residence
have departed with their family intact. Parents discharged from the pro-
gram exhibit significantly improved parenting skills as well as improved
daily living skills (Emerson-Davis Family Development Center, 2000).

School-Based Services

The Empowerment Zone Project

Although most services for homeless families are linked to their hous-
ing, schools are increasingly providing services for homeless children.
School systems can be an important point of entry into an array of neces-
sary services for homeless children. Schools that engage in a collaborative
model, in which the school and community services are linked, are espe-
cially helpful in providing assessment and intervention for homeless chil-
dren and families. The challenge for schools is, of course, that they must
address these complex issues in conjunction with their primary mission
of educating children. Coordinating interagency efforts primarily through
the school can maximize the services by providing them in an environment
that is familiar and accessible to children and parents (Wall, 1996).

The Empowerment Zone Project (EZ) is one example of a school-based
program that addresses the needs of low-income and homeless families.
Designed and implemented by Nabors, Proescher, and DeSilva (2001), the
EZ project provides mental health prevention services to children during
their school day. Teachers and mental health clinicians were involved in the
development and implementation of the program. Prevention activities fo-
cus on conflict resolution, problem solving, coping with stress, anger man-
agement, violence and drug use prevention, and improving self-esteem and
assertiveness skills. Clinicians also provide individual therapy services for
homeless youth experiencing psychosocial or adjustment difficulties. Par-
ents have a chance to participate in classes focused on teaching discipline
techniques, dealing with defiant behavior, coping with psychological
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problems, and improving their children’s coping (Nabors et al., 2001). Par-
ents were paid a stipend based on the number of classes they attended
($10 per class).

The EZ project was evaluated during a summer program for low-income
and homeless children where the EZ curriculum was incorporated into the
school day as part of the children’s “character education training” (Nabors
et al., 2001). Parents reported a decrease in behavioral issues after the
summer program; however, because the program was part of a larger effort,
it is difficult to discern the impact of the EZ project itself.

SERVICE UTILIZATION

Although all of the programs described provide needed services to
homeless families, they serve a relatively small number of all homeless
families. Most homeless families do not demonstrate a high level of service
use in general, and many who attempt to utilize services experience many
barriers (Buckner & Bassuk, 1997; Shirley, 1995). Buckner and Bassuk
found only modest rates of mental health-related service use within home-
less families. Families with seriously emotionally disturbed youths were
the least likely to utilize services. Yet, most of the mothers with seriously
disturbed children did acknowledge their child’s need for help.

There are many reasons why mothers, who may recognize the need for
psychological services for their children, do not utilize the services. First,
the services may not be available (Shirley, 1995). The previous review of
services demonstrates that although many quality programs exist to assist
homeless families, these programs are not widespread. The lack of com-
prehensive services is a major factor contributing to the poor psychological
health of homeless children. Even when treatment is available, some home-
less children do not access them. Single mothers, faced with the task of
sustaining and raising children with few social supports and diminishing
economic aid, have many pressing and competing demands (Buckner &
Bassuk, 1997). For some families, a child’s need for mental health treat-
ment may be a low priority when compared to the need for shelter, food,
and clothing.

When a family recognizes the need for psychological services and de-
cides to seek treatment, there are often numerous barriers that they must
be overcome, including transportation and child care (Buckner & Bassuk,
1997). Homeless mothers who have difficulty speaking English face yet
another barrier to accessing services. Further, some immigrants fear en-
gaging themselves and their children in services because of the possibility
of deportation. Developing ways to eliminate these barriers should be a
priority for mental health service providers.

Finally, the fragmentation of the system constitutes a significant ob-
stacle to treatment. In many cities, service agencies fail to connect with one
another. Families themselves are responsible for coordinating their multi-
ple providers—for job placement, social security benefits, Medicaid, transi-
tional assistance, housing, education assistance, childcare, and therapy.
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Many times a week a homeless mother and all of her children (who are
generally under 6 years of age) need to take buses all over the city to re-
ceive services. Between waiting for the buses, waiting within each of the
agencies, and attempting to keep her children content and well behaved,
the mother’s resources are stretched very thin (Hatton, Kleffel, Bennett, &
Gaffrey, 2001).

Even though integrated and comprehensive, quality services for home-
less families are not the norm; there is much to be learned from the
successful programs that do exist. As the trend in services for homeless
families moves toward longer-term housing with increased integration of
psychological services for all members of the family, it is vital to incorporate
and improve upon the current successes.

CHARACTERISTICS OF SUCCESSFUL PROGRAMS

Successful psychological services appear to share a number of char-
acteristics that can be incorporated into future service ventures. Some of
these service characteristics are particular to the homeless population—
others characterize effective psychological services to almost any pop-
ulation. Successful service programs are grounded in a comprehensive
theoretical framework that informs their policies, services, and interactions
with families (Lerner, 1995). Effective psychological services also include
a focus on strengths and resilience and are not limited to “fixing” psy-
chopathology (Lerner, 1995; Masten & Coatsworth, 1998). Despite the
harmful consequences of homelessness for families, research on homeless
children indicates that some children fare well despite these stressors
(Masten & Coatsworth, 1998). Masten and Coatsworth found that social
resources, including a supportive family and the availability of supportive
persons outside the family are critical in contributing to the development
of resilience in homeless children.

Successful psychological services integrate fragmented services
through program implementation, collaboration among professionals and
agencies, and coordination across services. Interprofessional collaboration
and wraparound services are now becoming a standard of care, particu-
larly among families living in poverty (Walsh, Brabeck, & Howard, 1999).
Many programs for homeless families have linked a range of coordinated
services to temporary housing in an attempt to increase the ease of ser-
vice use for families as well as increase the ease of communication and
collaboration among service providers (Nunez, 1994).

Provision of transportation and child care is also critical to the delivery
of effective psychological services to homeless families. Consistent utiliza-
tion of psychological services by this population will also require providers
to address issues of insurance and free care since homeless families are
unlikely to be able to afford to pay for such services (Buckner & Bassuk,
1997). Providers need to collaborate with other community service agencies
to develop innovative ways to offer services to those with and without health
coverage so that families may be empowered to break the cycle of poverty.
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Successful psychological services also provide treatment and interven-
tions that address the needs of each member of the family, including the
children. Parenting skills for mothers, and to a lesser degree early inter-
vention and preventative services for toddlers, are the type of psychological
services most available to homeless families. The homeless family with
school-aged and adolescent children, however, is in great need of psycho-
logical services. Although there is much focus on the runaway or “throw-
away” homeless adolescent, there is virtually no literature on the homeless
adolescent who is a part of a homeless family. The challenges and psycho-
logical issues facing these two groups of adolescents are different. Home-
less adolescents living with their families would benefit from services that
are targeted to their unique situation.

Effective psychological services also require ongoing program evalu-
ations, ideally by an independent external evaluator. Although results of
evaluations of programs that include psychological services are beginning
to emerge, as yet there appear to be no evaluations of the outcomes of speci-
fic psychological services (e.g., cognitive-behavioral versus insight-oriented
therapy, individual group or family treatment) for homeless families.

Finally, successful service programs develop ways to effectively sustain
the programs and services that they offer. Most current programs are grant
funded. Not only does grant writing require a considerable amount of time,
energy, and knowledge on the part of the program staff, it is also very
unpredictable. Often, as the economy turns downward and the greatest
numbers of homeless families are in need of comprehensive services, grant
funding is minimized or cut. Successful programs find ways to address
sustainability and institutionalize services into traditional service delivery
systems.

CONCLUSION

The rapidly increasing number of homeless families has demonstrated
the need to assist these families to prevent future homelessness, to ad-
dress the stress of being homeless, and to transition effectively to perma-
nent housing. Effective psychological services are a critical component of
the comprehensive and coordinated interventions that can offer homeless
families a way out of homelessness and perhaps even out of poverty. The
implementation and evaluation of a wide range of psychological services
for homeless families have offered the beginnings of a knowledge base re-
garding the characteristics of effective psychological services for this pop-
ulation. Psychological service providers can build on this knowledge base
as they continue to design and implement psychological services for this
population.
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Telehealth/Internet
Services for Children,

Adolescents, and Families
HEIDI J. LISS

As technology advances, innovative methods of service delivery become
available. Telehealth, or the use of technology to provide health-related
services, is emerging as a potential avenue for the provision of health
and mental health services. As the word suggests, the term “telehealth”
was originally coined to describe the provision of health services at a
distance. Today, however, the term has come to describe not just the
provision of services at a distance, but also the use of various forms of
technology to assist in the provision of medical, health, and mental health
services.

The movement to develop telehealth programs likely was motivated
by several factors. The first factor was the lack of local or easily avail-
able services for large segments of the population. Good examples of this
phenomenon are military personnel, prisoners, and rural residents, citi-
zens who would otherwise have difficulty receiving specialty services due
to inaccessibility of providers. A second factor was the need to provide ser-
vices in a more efficient, cost-effective way. One way that telehealth could
help in this regard is that it can allow for a single provider to consult with
patients in various locations without the need to travel, thereby saving
both time and travel costs. Finally, a need to support isolated providers or
consumers has led to a desire to use technology to enhance or supplement
traditional services. For example, online support groups may provide a
supplemental service to people who already receive psychotherapy, or can
serve as a way to provide collegial support to isolated psychotherapists.
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Already various media have been utilized to provide telehealth services,
such as teleconferencing, the Internet, telephones, computer programs,
virtual reality, and handheld devices. The types of new technology that
can be utilized for service delivery are constantly increasing as technology
improves and evolves over time. One of the earliest known uses of telehealth
occurred in Sweden in 1922, when a hospital communicated by wire with
sailors to provide treatment advice (Hakansson & Gavelin, 2000). From
the 1950s through the 1970s, telehealth programs using interactive video
were tried and discontinued due to high cost (Grigsby & Sanders, 1998).
Although technically telehealth has been in existence for some time, it is
only in the past few decades that research and program development in
this area have blossomed.

One of the challenges to telehealth research and programs is the rapid
rate of technology development: by the time a research or service program
has been created and studied, the technology used could be obsolete. An-
other, and related, challenge is determining the acceptability of usage by
consumers. This is difficult because usage patterns change at a rapid rate.
Therefore, data obtained on usage patterns and acceptability only a few
years ago might now be irrelevant, as acceptability of technology likely in-
creases along with its use in the population.

As with most areas of study (Hammen & Compass, 1994), the exami-
nation of services and treatment for children and their families in the realm
of telehealth lags behind the adult literature (Alessi, 2000). Nevertheless,
although the literature on telehealth with children is in its infancy, some
research in this area has begun, and various programs have been devised.
Some of the programs have been designed specifically for use with children
and their families, whereas others are adaptations of techniques developed
for adults. The purpose of this chapter is to describe and comment on the
primary uses of telehealth with children and their families to date, with a
special focus on its use for mental health purposes. The following uses of
telehealth with children and families will be described: (1) psychological or
psychiatric assessment and intervention, (2) prevention programs, and (3)
use as an aid to providers. Finally, a summary of the current uses of tech-
nology will be provided, along with a commentary on the needs for future
research in this area.

PSYCHOLOGICAL OR PSYCHIATRIC ASSESSMENT
AND INTERVENTION

Psychological or psychiatric assessment and intervention often have
limited availability in remote areas. The main type of technology used to
assist in the provision of mental health services to children in remote areas
is videoconferencing. The focus of this section is to describe the findings of
a selection of seminal programs in which videoconferencing with children
has been performed.

Several Australian researchers have reported on the use of videocon-
ferencing for child psychiatric care. Gelber and Alexander (1999) reported
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on user satisfaction and utilization of teleconferencing services over a
2-year period. Survey respondents (remote health and mental health pro-
fessionals) indicated that the equipment most frequently was used for con-
sultation and clinical care, but it also was used for supervision of remote
personnel, teaching, and administration. Approximately 52% of survey
respondents reported feeling depersonalized due to the use of the tele-
conferencing, and 40% reported problems with the technology. However,
52% of respondents indicated that the system allowed for cost and time
savings due to reductions in travel, and 50% reported improvement in
consultation.

Another group of Australian researchers, Kopel, Nunn, and Dossetor
(2001), evaluated satisfaction with a videocounseling psychiatry program.
Psychiatrists at the hub site, and patients and mental health workers at the
remote sites, were surveyed on their comfort with the technology, quality of
the interaction, and overall satisfaction. A very high percentage (93–99%)
of respondents reported high comfort levels with the technology. Most re-
spondents (91–94%) also reported high levels of satisfaction with the video-
conferencing program compared with face-to-face interaction. Consistent
with other studies, the medical professionals providing consultation were
more likely than patients or remote clinicians to feel that the technology
interfered with the consultation.

Similarly, Elford et al. (2000) examined the reliability of psychiatric
video-interview for assessment purposes, as well as user satisfaction
with the video assessment. Twenty-three patients (ages 4–16) were as-
sessed both by video and in-person assessments (order of assessment
was randomized). There was a 96% agreement in diagnosis and treatment
evaluation when assessment results were compared. This suggests that
videoconferencing may provide an alternative, reliable means for conduct-
ing psychiatric evaluation. Although children and their parents reported
comfort with the videoassessments, psychiatrists reported a preference for
live patient interviews. Therefore, although use of video did not appear to
affect the accuracy of diagnosis, the ability to see a patient in person ap-
pears to be valued by psychiatrists. This is consistent with other reports
of physician satisfaction.

In one of the few studies to examine mental health treatment
effectiveness with telehealth, Glueckauf et al. (2002) conducted a study
of psychotherapy treatment effectiveness using telehealth with a sample
of rural, American adolescents with epilepsy and their families. Teens
and their families (n = 39) initially received an in-person intake assess-
ment, and then were assigned to one of three conditions: videocounsel-
ing conducted at home, speakerphone counseling conducted at home, or
in-person counseling conducted in a traditional office setting. All fami-
lies received five sessions of postassessment family counseling, and level
of participation, satisfaction, and perception of problem severity were as-
sessed during treatment, at the end of counseling, and at 6-month follow-
up. It was found that dropout was associated with being assigned to the
in-person condition, which necessitated lengthy travel by families. This oc-
curred despite offering compensation to participants for travel expenses.



296 HEIDI J. LISS

Significant therapeutic gains (as reported by teens, their parents, and
teachers) were found for all methods of therapy presentation, with no dif-
ferences noted in effectiveness among the treatment methods. Treatment
adherence did not improve when psychotherapy was conducted in-home
(via telephone or video).

Preliminary results indicate that videoconferencing provides a reliable
way of conducting mental health and psychiatric evaluation for children.
It also appears to provide an effective means of providing mental health
treatment. Patients and staff report comfort with the technology and gen-
eral satisfaction with the approach to assessment and treatment. However,
it is notable that consulting physicians are more likely to view the technol-
ogy as interfering with their ability to perform their evaluations, although
patients and support staff do not report concern about this issue. Fur-
thermore, one study (Gelber & Alexander, 1999) reported that a sense of
depersonalization was described by a large proportion of service consumers
and providers. This is a finding that should be examined more closely in
future research, as it could potentially have a negative impact on patient
treatment. Additionally, it is unclear whether video counseling or video as-
sessment services truly provide a savings in cost to either provider or con-
sumer in practice. Finally, it is notable that one study reported problems
with the technology itself. It is possible that the specific technology in use
at the time (which might now be outdated) was not optimal, but this could
also suggest that technology in general is not yet in place for optimum use
in providing real-time mental health treatment and evaluation.

PREVENTION SERVICES

This section focuses on the use of telehealth as a means of providing
prevention services to children and their families. The types of prevention
programs examined in this section vary from primary prevention to ter-
tiary prevention programs. Types of problems that have been targeted by
telehealth prevention programs vary widely, and include academic per-
formance, health-related behavior, emotional problems related to health
problems, and child abuse.

Fels, Williams, Smith, Treviranus, and Eagleson (1999) developed a
remote-controlled videoconferencing system called Providing Education
By Bringing Learning Environments to Students (PEBBLES), which allows
hospitalized students to participate in their regular classroom activities.
The system involves two-way video and audio communication between the
classroom and the student, as well as a control panel for students, which
allows zoom and video manipulation, as well as responses to questions us-
ing a keypad. It was expected that this would assist students both academ-
ically and psychologically. Being able to attend academic classes remotely
should facilitate academic achievement and keep students from falling be-
hind in class work. Furthermore, maintaining a presence in the classroom
should reduce the sense of isolation a child may feel while hospitalized for
long periods of time, enhancing social involvement with others outside of
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the hospital. It also can be comforting to maintain routines, providing a
sense of “normal” in an otherwise stressful and abnormal circumstance.

Multiple short-term studies were conducted using the PEBBLES system.
Initially, the system was tested with a few nonhospitalized children who
participated in learning experiences remotely. Later studies involved us-
ing the system with single students who were hospitalized for long periods
of time. Students would use the system daily for two 1-hour sessions. Al-
though there were occasional problems with the technology, such as poor
audio and video quality, overall, the system appeared to effectively provide
a means for students to remain involved in the classroom. It is notable
that a large degree of coordination with and support from the classroom
teacher would be necessary to institute this system effectively. Children
who participated became bored when they could not perform the class-
room activity, so efforts would need to be made to emphasize activities in
which the child could participate remotely during their classroom observa-
tion periods. Furthermore, finding a way to remotely provide children with
homework sheets would help facilitate participation. Teachers reported the
equipment to be disruptive to the class at first, but that this subsided after
usage became routine. Overall, the system appeared to provide a nice sup-
plement to existing hospital tutoring, rather than providing a replacement
for such services. Although this innovative use of technology is promis-
ing, further study of this system with larger samples and more diverse age
groups should be done. More structured measures of effectiveness and
psychological benefit would also be helpful in determining usefulness of
PEBBLES technology.

Another group that has developed interventions specifically for chil-
dren with serious illnesses is the STARBRIGHT Foundation. The types of
STARBRIGHT interventions are varied, but the overarching goal of the in-
terventions is to prevent the negative physical or psychological impacts
associated with chronic illness and hospitalization (Bush & Simonian,
2002). One intervention, called STARBRIGHT World, is a private online
computer network that connects hospitalized children with one another
(Bush, Huchital, & Simonian, 2002). In addition to providing a means for
connecting with other chronically ill children, it also provides opportuni-
ties for children to learn about their disease and coping skills for disease
management, as well as distract themselves with pleasurable activities,
such as games and art projects. Five areas targeted by the system are in-
terpersonal communication, peer support, self-expression, knowledge and
information, and distraction-affective elevation. The network is large, and
includes most of the functions that are generally available on the Internet,
but websites and functions available are restricted to those that are pre-
screened. The system components are child and health focused, allowing
children to explore in a safe environment in which their needs might more
easily be met than the general Internet. The STARBRIGHT World system has
been instituted at hospitals across the United States and Canada, and will
be expanding internationally.

Research on STARBRIGHT World can be challenging due to the difficulties
in maintaining control over the implementation (i.e., each child will have
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a unique experience with the system). Battles and Wiener (2002) exam-
ined the use of STARBRIGHT World with children who had life-threatening
illnesses, and examined the variables of loneliness, problem behavior, and
willingness to return to the hospital for treatment. Parental report sug-
gested that the system was helpful in reducing loneliness and depressive
symptoms for children with life-threatening illnesses, as well as reducing
their resistance to returning to the hospital for treatment. Hazzard, Celano,
Collins, and Markov (2002) used STARBRIGHT World to provide a more struc-
tured curriculum to children with sickle cell disease or asthma, and
compared this form of intervention with traditional recreational and edu-
cational activities provided at the hospital. Although children who received
STARBRIGHT showed gains, measures used in this study did not identify sig-
nificant differences from gains shown by traditional hospital services. Au-
thors hypothesized that this could be due to the less intensive nature of
the curriculum as presented in this study, although they noted that con-
ducting research on a hospitalized population is challenging in general due
to difficulties in standardization and having less control over intervention
presentation due to conflicts with hospital treatment protocols.

A second STARBRIGHT intervention is called STARBRIGHT Hospital Pals.
This program was developed to target young children undergoing radia-
tion treatment for cancer. The intervention includes a preprocedure video
in which good coping and appropriate behavior are modeled with the child
character Barney. A toy Barney is with them during the video presentation
providing auditory messages to them via infrared communication from the
video system. Then during radiation treatment a plush Barney toy is given,
which provides supportive messages and distracting stories throughout
the procedure. Only preliminary research has been conducted on this type
of intervention, but it appears to provide reductions in child and parent
distress related to radiation treatment (Tyc et al., 2000).

In addition to the use of Internet-based prevention services with hos-
pitalized children, it also has been used as a prevention tool with other
child populations. As the Internet has increased in availability, the num-
ber of Websites dedicated to health and health-related information has
increased. The initial target audience for these Websites was the adult
population, but Websites providing information and support to young-
sters are growing in number. One good example of this is a Website de-
veloped by researchers who initially developed a health-based Internet site
for adults (CHESS; Gustafson et al., 1999). “Stomp Out Smokes” (SOS) is an
Internet-based smoking cessation program for children and adolescents
ages 11–17 years (Meis et al., 2002). In their report of the development of
this program, the authors noted that very little research had been done
previously in the area of smoking cessation with preadolescents and ado-
lescents. For the purposes of this project, efforts were made to take into
account developmental issues when tailoring the smoking cessation pro-
gram for this population and designing the Web site. To start, a panel of
17 adolescents provided feedback on potential Web site features and de-
sign. Second, the positive and negative aspects of smoking, as viewed by
adolescents, were presented, along with alternative ways to obtain the
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positive aspects of smoking. Third, efforts were made to use language that
was direct, simple, clear, nonjudgmental, colloquial, and specific. Fourth,
the program allowed teens to have a sense of autonomy by allowing them
to design their own cessation programs. Overall, the website provides a
system of smoking cessation, general information, discussion groups, live
chat, journaling, a gallery for posting artwork, and an ask-an-expert fo-
rum. At the time information about this program was published, formal
evaluation of the SOS program had not been conducted. However, pilot par-
ticipants provided positive feedback about the program, and the authors
planned to examine the effectiveness of the system by comparing it to office-
based smoking cessation treatment in a formal research study.

Finally, teletechnology has been used as a tool for prevention efforts
with children and their families in the realm of child abuse. Due to the
success of home visitation programs instituted to prevent child abuse, at-
tempts have been made to duplicate results by using telehealth technology.
Pilot work in this area was conducted by Inouye, Cerny, Hollandsworth,
and Ettipio (2001). A sample of 20 at-risk military families were nonran-
domly chosen to participate in a 6-month trial of home-based videophone
meetings, in addition to nurse-provided education and assistance with typ-
ical parental responsibilities (e.g., breastfeeding, infant care). Participants
engaged in a video visit with their assigned nurse at least once weekly.
Satisfaction ratings obtained from both nurses and parents did not change
significantly between the beginning and end of the study. It is notable that
parents’ ratings of satisfaction with the equipment were lower than those
of nurses. Both nurses and parents reported difficulty with using the tech-
nology, and in one case a family withdrew from the study due to safety
concerns (the child was repeatedly tripping on the equipment cord). Diffi-
culty setting up the equipment and problems with hearing accurately were
reported by both nurses and parents. Nurses reported enjoying the greater
flexibility allowed by video use. Additionally, they reported that less time
was wasted when a family did not show for an appointment, and they felt
more comfortable working through video with violent families, particularly
after hours. Families reported feeling that video allowed better access to
their nurse and less isolation. Overall, video home visits appear to be fea-
sible and provide advantages to both families and nurses, although the
technology used in this study was not optimal.

USE AS AN AID TO PROVIDERS

Teletechnology has also been used to support the provision of ser-
vices to children and their families by providing assistance and support
to professionals who work with children and their families. One exam-
ple of this is the use of videoconferencing equipment to provide profes-
sional development opportunities to isolated child and adolescent mental
health providers in Australia. In a study by Mitchell, Robinson, Seiboth,
and Koszegi (2000), videoconferencing was used for professional case con-
sultation (e.g., with a psychiatrist), staff development and training, remote
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interviews of patients by professionals (e.g., psychologist), and adminis-
trative meetings. Participants in the network were surveyed, and their re-
sponses indicated that they viewed this network as providing them with
good opportunities for networking and peer support, more efficiency in
providing health services, and reductions in travel cost and time. They
also noted that the cost of providing the Integrated Services Digital Net-
work (ISDN) used in teleconferencing was very high, that it was difficult to
receive technical assistance at remote locations, and that the equipment
necessitated additional training for staff members.

Another way in which telehealth has been used by health care pro-
fessionals is to provide consultation and support services to rural health
and mental health facilities in cases of suspected child abuse. Faculty at
the University of Kentucky Chandler Medical Center developed the Child
Advocacy Outreach Project in an effort to provide improved availability and
quality of care for child victims of sexual abuse living in rural areas (Burton,
Stanley, & Ireson, 2002). A brief report was given on the utilization of ser-
vices and user satisfaction. Internet-based and telephone-based services
were utilized to conduct case conferences and consultation with experts
located at the hub site, and equipment was available for video colposcopy.
Over the initial 2 years of the project, the number of sexual abuse phys-
ical examinations conducted by qualified physicians more than quadru-
pled (from 77 to 339), and the number of expert consultations conducted
increased dramatically (from 0 to 74). Although details regarding proce-
dures used in obtaining clinician ratings were unavailable, the authors
reported that rural clinicians receiving consultation felt comfortable with
the equipment and were very satisfied with the service. Physicians pro-
viding consultation to rural providers reported more concerns about the
ease of the service, including problems with locating the rural providers,
learning how to use the equipment, and difficulties with the software, but
felt that they could provide accurate diagnoses based on information re-
ceived. One significant advantage of this method of service support is that
it prevented children, who likely were already traumatized by abuse, from
having to make a long trip to an unfamiliar location in order to undergo
abuse-related physical examinations.

Beyond treatment and consultation, the creation of a virtual reality
environment for the purpose of assessment has been of use to providers
(Rizzo et al., 2000). Rizzo and colleagues created the “virtual classroom”
in an effort to actively assess symptoms of Attention Deficit Hyperactiv-
ity Disorder (ADHD). The classroom is presented through a head-mounted
device that provides a three-dimensional classroom environment (desks,
blackboard, windows, people, etc.). This allows for experimental control
and presentation of distracters to determine task performance speed and
accuracy under various conditions, as well as measure the number of in-
cidents of physical distraction (head turning, motor movement, etc.).

Only initial findings of the virtual classroom trial were available at the
time that this chapter was written. The trial consisted of an initial time
period in which the participants familiarized themselves with the scenario
and equipment, and then the presentation of three 10-minute conditions.
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The first condition entailed a visual discrimination task with no distraction
present. The second condition utilized the same task, but with different
types of distracters, both auditory and visual. The third condition required
recognition, with changing response requirements over the course of the
task. Also, a combination of both auditory and visual distracters was uti-
lized in this condition. Initial anecdotal results suggest that children were
able to use the equipment without negative results (e.g., nausea or dizzi-
ness associated with virtual reality usage), and appeared comfortable with
the equipment. The use of virtual reality might enhance the accuracy of di-
agnosis, and provide greater information about the conditions under which
children have difficulty concentrating. Furthermore, the authors antici-
pate that the same equipment could be used to provide attention training
to children with attention deficits. Although further research is necessary,
initial program reports suggest that virtual reality is a promising way of
conducting assessment of ADHD in children, and might even be usable as
a means of treating attentional problems.

SUMMARY

Overall, preliminary research suggests that telehealth has the poten-
tial to adequately provide services to children and families, and even act
as a replacement for traditional services. It also provides a vehicle for con-
ducting preventive interventions and supporting those professionals who
work with children and families. Due to the newness of this field, partic-
ularly its use with children, much of the research that has been done is
more descriptive in nature, or provides demonstration of the use of the new
technology. Many reports available on telehealth programs for children and
families simply entail a description of the program, pilot research, or only
a rudimentary study of cost-effectiveness or feasibility. Clearly, there is
sufficient evidence to show that the use of telehealth is feasible; however,
more rigorous research work is needed to determine which services work
best with each population, and under what circumstances.

In addition to the question of effectiveness, it is important to find out
whether this technology provides a financially sound alternative to tradi-
tional, office-based services. A key question to answer is, do the benefits
that may be gleaned by providing services to remote locations outweigh
the financial costs associated with such technology? Further studies us-
ing cost–benefit analysis are needed to answer this question. However,
it is notable that with the rapid changes in technology, and the cost of
technology, it may be challenging to answer this question in a meaningful
way.

It is notable that the technology currently available has not been ideal
for use in assessment, treatment, or consultation. Several studies reported
significant difficulties with transmission, which could have an impact on
service success and can cause general frustration among both service
providers and recipients. Technology is improving at a rapid pace, so it
is unclear whether this issue will continue to be problematic.
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Another area that has not been fully examined is the social or emo-
tional impact of the use of teletechnology versus face-to-face services. A
related factor, user satisfaction, has been examined to some degree in most
of the research studies presented, and overall, both providers and care re-
cipients had positive reports about use of the new technology. This does
not mean, however, that there is no difference between providing services
face-to-face and providing them through telehealth. In one study (Kopel
et al., 2001) a large percentage of participants reported feeling dehuman-
ized by the use of teletechnology. Technology potentially causing a sense of
dehumanization is an area of concern, and certainly this report suggests
that it should be studied further.

Finally, it is notable that developmental issues in the use of telehealth
have not been explored. Age-related differences in understanding and ac-
ceptance of the technology were not mentioned or examined in the existing
literature, nor were any age-related difficulties reported. For example, one
might expect that it could be confusing for younger children to be able to
talk to the TV OR computer only some of the time. Another possibility is that
it could be challenging for children to maintain attention without immedi-
ate stimulus cues that provide reinforcement when a person is physically
present. It is unclear whether developmental differences in this area of
telehealth do not exist, if the newness of the field has left this aspect as yet
unexamined, or if this topic has been virtually ignored by researchers.
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Therapeutic Camping
Programs
KERI J. BROWN

Camps are a childhood summer pastime and an estimated 10,000 camps
are in existence. On the most basic level, camps are thought to pro-
vide increased supervision, and social opportunities for attendees. Specif-
ically, for children and adolescents with mental health, behavioral, or
pediatric health needs, summer camps can provide a unique venue in
which to deliver concentrated therapeutic services in a nonclinical envi-
ronment. Therapeutic camps differ along many dimensions including the
population served, camp duration, counselor expertise, therapeutic com-
ponents, and camp goals (Levitt, 1994). However, most camps include
traditional camp experiences such as fishing, campfires, and sleeping in
tents or cabins. This chapter will report on the organization, delivery, and
evaluation efforts as they relate to four types of therapeutic camps: (1)
wilderness-based camps, (2) camps for children with emotional and be-
havioral needs (Without Wilderness therapy component), (3) camps for
children with chronic illness, and (4) camps for children who are be-
reaved. Although these are not mutually exclusive categories, they pro-
vide an organization to review the camp components and evaluation in
these areas. This examination of the extant literature is not exhaustive,
rather selected works are presented to serve as examples of the service
and research efforts in therapeutic camping. In particular, a report on
military-style boot camps is not included and interested readers are re-
ferred to Tyler, Darville, and Stalnaker (2001) for a review of these inter-
ventions.

KERI J. BROWN • Department of Psychology, Columbus Children’s Hospital, Columbus,
Ohio 43215.
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WILDERNESS THERAPIES

Definition

Wilderness therapy lacks a coherent definition and can be found under
multiple names including adventure-based counseling, outdoor experien-
tial learning, wilderness adventure therapy, and derivations thereof. As
the name suggests, wilderness therapies utilize the intensity of the out-
doors to provide a naturalistic setting to explore the dynamics of group
relationships, natural consequences for unproductive behaviors, and en-
hancement of problem-solving skills (Behar & Stephens, 1978). Most of
the theory behind wilderness camps is grounded in the tradition of experi-
ential education (Carver, 1996; Gass, 1993) and it is theorized that these
participants “learn by doing.” Thus the provision of multiple novel opportu-
nities for campers to “do” is thought to provide the maximum potential for
therapeutic growth. The incorporation of such elements as building trust,
setting goals, giving consistent feedback, and designing challenging situa-
tions is also present in many programs (Bacon & Kimball, 1989). Though
many of these children and adolescents have maladaptive externalizing be-
haviors (and hence the reason they were referred for camp), the focus is
often on the positive and adaptive skills of the camper that will help him or
her succeed in the difficult and potentially risky task at hand. Additionally,
“nature” is thought to be a haven from the stressors of modern society and
thus the ideal place for experiential learning.

Russell and Phillips-Miller (2002) defined four key components for
therapeutic wilderness camps aimed at addressing psychological needs
of attendees: (1) the intervention(s) provided should have clear and well-
defined therapeutic components; (2) clinical assessment should be used
to select appropriate camp participants and individual treatment plans
should be devised; (3) qualified professionals should deliver treatments
and assess therapeutic progress during camp; and (4) a post-camp psy-
chological plan should be devised to help maintain any therapeutic gains.

The Camp Experience

Most wilderness programs are between 7 and 28 days long and re-
quire skills from each camper to achieve the group goals of the day. The
adventure-based counselors choose activities that are “risky enough to pro-
vide an adventurous learning experience and engaging enough to challenge
participants, but appropriate for reducing the actual risks encountered”
(Priest & Gass, 1997, p. 110). Generally, tasks become more complex as
the camp progresses. For example, in planning the camp adventure ex-
periences, the maturity of campers, physical limitations, social and cog-
nitive abilities, and skill levels are considered (Fletcher & Hinkle, 2002).
Campers are expected to participate in challenges such as hiking, spelunk-
ing, orienteering, and bicycling. Some camps have reported additional (and
arguably more risky) activities such as skydiving, hang gliding, and white-
water rafting (Ewert, 1989). Because of the inevitable risks involved in the
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wilderness activities, guidelines for risk management from the Association
for Experiential Education have been established (Leemon, Schimelpfen-
ing, Gray, Tarter, & Williamson (1998)). Most wilderness programs require
that counselors have a background in counseling or clinical psychology
(“soft skills”) as well as an understanding and mastery of wilderness sur-
vival (“hard skills”). See Fletcher and Hinkle (2002) for a review of ethical
considerations given the nontraditional elements of the therapeutic rela-
tionship.

Wilderness camps target adolescents with various behavioral, psycho-
logical, academic, or family problems (Moote & Wodarski, 1997) and have
been used with adolescents with chemical dependency (Gillis & Simpson,
1991), delinquent behaviors (Wilson & Lipsey, 2000), sexual offenders
(Kjol & Weber, 1993), and children who are victims of abuse and neglect
(McNamara, 2002). Youth are referred by social service workers, mental
health agencies, juvenile correctional facilities, schools, and psychiatric
facilities (Levitt, 1994). Most campers have often received some form of
mental health services at some point, although for some adolescents, these
camps will be their primary mental health intervention as they offer an at-
tractive alternative to those adolescents resistant to traditional therapeutic
efforts (Russell & Phillips-Miller, 2002).

How does therapeutic change occur in wilderness camps? Recently,
Russell and Phillips-Miller (2002) examined key change agents in a mul-
tisite study of four adventure programs that were intensive, lengthy (av-
erage of 38 days), and staffed with licensed clinicians. In an impressive
study that utilized advanced means of capturing qualitative data, the re-
searchers noted four key process findings from camper interviews. First,
the nonconfrontive and nurturing approach of the counselors was noted as
important in the creation of campers’ desire to change. Second, campers
felt that the peer and group dynamics of the program were important vehi-
cles for change. Third, time alone during the wilderness experience facili-
tated reflection on life. Last, campers noted the challenging aspect of the
wilderness therapy as being beneficial.

Evaluation Efforts

Improvements in self-confidence, self-esteem, and social interactions
have been demonstrated by previous research (Davis-Berman & Berman,
1989; Durkin, 1988; Hattie, Marsh, Neil, & Richards, 1997; McNamara,
2002). Additionally, a recent meta-analysis of programs designed for
delinquent youth found lower recidivism rates for participants than control
adolescents (Wilson & Lipsey, 2000). In this study, lengthier programs (> 10
weeks) showed smaller effects than those that were shorter in duration. The
intensity of the wilderness activities and the inclusion of a distinct thera-
peutic component in the camp (regardless of therapy type) were found to
be the most facilitative for positive change.

A noteworthy study examined 1-year outcomes for 277 participants
in a wilderness therapy program for inpatient adolescents in Utah (Hoag,
Burlingame, Parsons, & Hallows, 2003). Camp participants were found to
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have clinically significant changes in behavioral functioning following the
intervention, and at 3, 6, and 12-month reassessments. Although the au-
thors noted high attrition rates, this study exemplifies the rigor of research
needed in demonstrating the therapeutic benefits of wilderness camping.

CAMPS FOR CHILDREN WITH BEHAVIORAL
AND EMOTIONAL NEEDS

Definition

Camps for children with emotional and behavioral needs are often pro-
vided as a therapeutic intervention in conjunction with ongoing community
mental health services. Like wilderness camps, the curriculum is designed
to optimally challenge campers, providing opportunities for campers to
practice appropriate behaviors with like-peers in a controlled setting. There
are several noted advantages to providing psychological services in a camp
setting: daily interaction with children, assessment in a realistic living sit-
uation, monitoring of responses to challenges, removal of the child or ado-
lescent from a potential disturbing environment, and the presence of adult
role models (Morse, 1947).

Therapeutic camps offer specialized treatment for children and ado-
lescents with a myriad of behavioral and emotional problems including
attention deficit problems, anxiety, depression, learning disabilities, and
behavioral disorders. Some camps target specific diagnostic groups
whereas others include children with diverse psychological difficulties.

The Camp Experience

Most camps occur in outdoor settings in a camping facility, although
some programs can take place in community recreation centers, schools, or
other community spaces. Camps for emotional and behaviorally challenged
youth can last for a week or more as either day or overnight camps. The
provision of therapeutic services is most often by a licensed social worker or
psychologist, with volunteers providing increased supervision and support.
Camps with low camper-to-counselor ratios have been found to be more
successful (Wetzel, McNaboe, & McNaboe, 1995).

Typically, the entire camp participates in more traditional camping
activities (e.g., swimming, campfires); smaller groups are formed for thera-
peutic exercises and group-building activities. The mental health providers
generally formulate individualized treatment goals with weekly goal track-
ing for youth with more severe pathology. Some programs communicate
progress on these goals to the referring community mental health centers
and families for increased continuity of care (McCammon, 1983).

Camp goals vary widely depending on the needs of the camp
population. For example, a 3-week camp for adolescents with learning
disabilities and social difficulties was designed to increase camper self-
confidence, decrease feelings of isolation, and increase social competencies
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through traditional camp activities and group therapy (Michalski, Mishna,
Worthington, & Cummings, 2003). In another camp, a behavioral manage-
ment and skills program was used to increase sportsmanship behaviors in
children with attention deficit hyperactivity disorder (ADHD) at a basketball
camp (Hupp & Reitman, 1999). In a third example, a “Bracelet Behavior
Program” was successfully utilized to increase prosocial behaviors in home-
less children during a day camp designed to enrich reading skills (Nabors,
Hines, & Monnier, 2002).

Therapeutic camps also can be designed to foster resiliency in at-risk
children. In a 6-week camp for inner-city youth, the goals included the
prevention of risk-taking behaviors (e.g., drug and alcohol use, truancy)
and increasing self-competency and hope (Brown & Roberts, 2002). Camp
components included intensive training in dance and other artistic medi-
ums, minority role models, on-site mental health professionals, and perfor-
mance opportunities. Campers also participated in group therapy sessions
on a variety of psychosocial issues related to their life experiences.

Evaluation Efforts

More extensive and systematic research on the impact of therapeutic
camps for children with behavioral and emotional difficulties is needed.
Most of the outcome data have addressed changes in self-esteem, self-
competency, and social skills. For example, Michalski and colleagues
(2003) used standardized instruments, camp-specific satisfaction mea-
sures, and parent interviews to assess the impact of a 3-week overnight
camping program for children and adolescents with learning and be-
havioral problems. They found that participants reported improved self-
esteem, high camp satisfaction, and were less socially isolated during
camp. Parents reported that upon return to the home, children showed
improvement in cooperation, responsibility, and self-control; however, the
majority of the positive outcomes faded over time. Another study reported
significant increases in hope, postcamp peer contact, and arts-related com-
petency, although academics and school attendance were not found to
be effected by the 6-week intervention (Brown & Roberts, 2002). Little is
known about the stability of psychosocial changes attributed to camp in-
terventions.

CAMPS FOR CHILDREN WITH CHRONIC ILLNESS

Definition

Children with pediatric illnesses have intensive medical regimens that
often prohibit inclusion in traditional summer camp experiences (Klee,
Greenleaf, & Watkins 1997). To meet that need, a number of pediatric
organizations have developed summer programs to provide children with
pediatric illnesses a “normal” summer experience while providing disease-
specific care. As such, fun is a high priority for many camp facilitators
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and campers alike. Illness groups most cited in the camping literature
are cancer, diabetes, and asthma, although camps for children with end-
stage renal disease (Klee et al., 1997), sickle cell (Powars & Brown, 1990),
epilepsy (Sawin, Lannon, & Austin, 2001), and hemophilia (Thomas &
Gaslin, 2001) have also been organized. Camp staff often includes physi-
cians, nurses, hospital social workers, pediatric psychologists, and di-
eticians. In addition, camp volunteers can consist of college, graduate
students, or past campers. Reference items such as camper and counselor
manuals are available to the prospective camp coordinator (Thomas &
Gaslin, 2001).

The Camp Experience

Activities such as talent shows, survival hikes, dinner and dance
with tuxedoed waiters, and water balloon fights have been documented
(Warady, Carr, Hellerstein, & Alon, 1992). Ironically, camp activities for
children with a chronic illness are often enhanced by what is not there. For
example, children with renal disease plan a camp-out with the scheduled
absence of dialyses. Doctors, nurses, and other medical staff often partici-
pate in the fun of camp so that campers (i.e., patients) feel more connected
with the health care team. Activities such as role playing, quizzes, and de-
bates can be used as alternative ways to teach disease-related information
(Travis & Schreiner, 1984).

In addition to the primary goal of “having fun” (Sawin et al., 2001),
time at camp can be used to address additional medical and psychologi-
cal needs such as adjustment to the chronic illness, adherence, education
and disease knowledge. In a review of 23 articles describing camps for
children with asthma or diabetes, researchers found that an increase in
adaptation to their illness was a primary target of most of these programs
(Plante, Lobato, & Engel, 2001). Other prominent goals included increas-
ing disease knowledge, improving self-care skills and adherence, providing
parent respite, and creating opportunities for peer socialization (Klee et al.,
1997). Decreasing anxiety and depression (Swenson, 1988) has also been
cited as a goal with secondary goals of staff education (Swenson, 1988;
Warady et al., 1992). Although the literature provides much anecdotal ev-
idence to suggest some strides toward meeting one or more of the above
goals, few studies have systematically evaluated these efforts (Punnett &
Thurber, 1993).

For some illness groups, physiological measurements have been used
to examine the camp goal of increased adherence and better disease man-
agement. Singh, Kable, Guerrero, Sullivan, and Elsas (2000) examined the
effect of a 1-week educational intervention on metabolic control in adoles-
cent girls with phenylketonuria (PKU). Camp interventions included diet and
disease education, sessions on reproductive development, and therapeu-
tic recreation. A pediatric psychologist and nutritionist conducted group
sessions targeting disease attitudes and perceptions of PKU. Significant
short-term effects were found on plasma pheylalanine (Phe) levels, knowl-
edge of PKU, and attitudes toward their disease.
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Evaluation Efforts

The literature in the area of therapeutic camping for pediatric illnesses
is replete with quotes from children and families proclaiming the benefits
of camp and concurring anecdotal accounts from medical staff (Hvizdala,
Miale, & Barnard, 1978). Other studies have used nonstandardized forms
to assess parent and child perceptions of camp or opinions regarding out-
come (Smith, Gotlieb, Gurwitch, & Blotcky, 1987). Few studies have uti-
lized standardized assessment tools. In short, participation in camps has
been found to increase positive attitudes toward illness (Briery & Rabian,
1999; Sawin et al., 2001), improve postcamp social activities (Smith et al.,
1987), decrease reports of depression (Warady et al., 1992), and decrease
anxiety (Briery & Rabian, 1999). However, results on improvements in
disease-related knowledge and skill have been inconclusive (Koontz, 2002;
Wolanski, Sigman, & Polychronakos, 1996).

BEREAVEMENT CAMPS

Definition

Bereavement camps have been introduced to help children and their
families cope with the death of a family member. A second aim is to help
decrease the incidence of secondary behavioral problems including enure-
sis, headaches, peer problems, academic problems, depression, fear, sleep
problems, sense of isolation, and somatic complaints (Walker, 1993). These
therapeutic camps are relatively short in duration, usually lasting from
1 to 5 days. Simultaneous parent groups are also common. Most of these
camps are provided by oncology groups and pediatric hospitals for fam-
ilies after the death of child to a terminal illness and are free to par-
ticipating families. Camp staff often includes psychosocial coordinators,
social workers, bereavement specialists, and child life specialists. Addi-
tional staff may include music and art therapists (Creed, Ruffin, & Ward,
2001).

The Camp Experience

Activities for bereavement camp target feelings of isolation, coping with
grief-related anger, and the expression of remembering the lost loved one in
a healthy way (Creed et al., 2001). To reduce feelings of isolation, campers
are encouraged to interact with other bereaved youth through participa-
tion in games, rope course challenges, and storytelling activities. To help
the campers process their grief, activities include the creation of mem-
ory items, such as scrapbooks or memory boxes. Other activities focus on
helping the camper cope with intense feelings associated with grief. Grief
counselors attempt to help children identify ways to celebrate the loved
one’s life (e.g., plant a tree) and learn strategies to defuse anger. Because
grief camps often include children of all ages, it is important for activities to
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be planned based on developmental considerations. For example, to help
younger campers express feelings, they create masks of their “inner feel-
ings,” whereas older students compose lyrics to a song. Most bereavement
camps feature a family time, usually near the closing of camp. During this
session, the family remembers the loved one by lighting candles, making
memory boards, or reading poetry (Creed et al., 2001; Stokes, Wyer, &
Crossley, 1997).

Evaluation Efforts

There has been a shortage of research on bereavement camps. Most of
the reports include only results of satisfaction surveys of parents and chil-
dren. Generally, parents have reported positive feelings toward the camp
experience and noted increased communication about the death in their
family and additional social support from other camp attendees (Creed
et al., 2001). One study examined behavioral outcomes and found no dif-
ferences in children after the camp experience (Stokes et al., 1997). The
lack of research has been explained, in part, by the ethical considerations
of conducting bereavement research (Stokes et al., 1997).

FUTURE RESEARCH DIRECTIONS

In each of the four subtypes of therapeutic camping, the majority of
published works focused on camp descriptions and satisfaction surveys. Of
those that provided results, few of the studies reported research method-
ology with the rigor necessary to make any conclusive comments about
either process or outcome variables associated with therapeutic camping
designs.

How have camping programs that have existed for decades escaped
empirical evaluation? Given the long-standing nature of therapeutic camps
and pervasiveness of positive anecdotal accounts, the scientific community
may have the misconception that the efficacy of these programs has already
been documented. In a meta-analysis of adventure-based camps for delin-
quent youths, 64% of the studies identified were unpublished dissertations
or technical reports (Wilson & Lipsey, 2000). Why are these studies not
published in peer-reviewed journals? Is it that editors feel it is “old news”
or do the authors not feel motivated to submit for publication?

Ironically, the multidisciplinary team members that are the think
tanks behind some of the camp interventions may interfere with the in-
tegrity of the research conducted. Team members (and funders) may have
different views of “successful interventions.” For example, one core goal
for a Colorado-based asthma camp was “to avoid the professional temp-
tation to use the ChampCamp activity as a research opportunity in a way
that might even remotely detract from a child’s camp experience” (Silvers
et al., 1992, p. 122). Similarly, a published description of a Texas dia-
betes camp that has been in existence for 25 years noted “ Thus, as long
as the rules are followed and the investigative studies do not interfere with
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the overall primary goals of the camp, observational investigations seem
to be warranted. Interventional research must be considered differently”
(Travis & Schreiner, 1984, p. 14). If these sentiments are pervasive among
therapeutic camp planners, then it may be difficult to gain the consensus
and team support necessary to conduct a comprehensive program evalu-
ation.

A related barrier to empirical research is the notion that if “it ain’t
broke, don’t fix it.” Typically, programs are evaluated when they fail. If,
however, a program is apparently running smoothly and anecdotal notes
from counselors, parents, and campers are positive, is it necessary to doc-
ument this intervention in a methodological fashion? This justification for
limited research is paired with the old adage that “idleness” or “undirected
activity” is destructive (McNeil, 1957, p. 3); then it seems only logical that
something (i.e., camp) is better than nothing.

For providers of therapeutic camping programs to prove they aren’t
“beating around the bush” (Winterdyk & Griffiths, 1984), researchers must
(1) identify the problems most treatable in a camp mileu and how to main-
tain those treatment gains; (2) examine which camp components are core
in producing change; (3) identify what youth are most likely to respond to
specific camping interventions, including gender differences; (4) recognize
and evaluate potential effects of homesickness (Thurber, 1999) on inter-
vention efforts; and (5) document cost-effectiveness.

The efforts to provide therapeutic camping experiences to children and
adolescents with emotional, behavioral, or physical needs are laudable.
The logistics of planning, funding, and recruiting potential campers alone
is a heroic endeavor. This same energy must be funneled into empirically
validating those efforts.
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Implementation of the Felix
Consent Decree in Hawaii†

The Impact of Policy and Practice
Development Efforts on Service Delivery

BRUCE F. CHORPITA and CHRISTINA
DONKERVOET

Hawaii’s unique environment combines geographic isolation with a rich-
ness of cultural and economic diversity. The state is a veritable mosaic of
interests, ethnicities, cultures, communities, and values. According to the
Hawaii’s Vital Statistics 2001 Report (Hawaii Department of Health, 2002),
19.8% of general population is Caucasian, 21.3% are Hawaiian, 21.6% are
Japanese, 15.7% are Filipino. A large group of Hawaii’s residents iden-
tify themselves as being of other ethnic groups or mixed ethnicity (21.5%).
There is a wide variance in community structure as well. Honolulu is one of
the largest cities in the United States, with more than 1 million people in the
greater metropolitan area. The city faces many of the challenges that plague
other urban areas in the United States, including poverty, homelessness,
substance abuse, and unemployment. Outside of Honolulu, Hawaii is pri-
marily composed of isolated small towns and rural communities. These
communities struggle with common challenges facing rural areas, such as
poverty, unemployment, substance abuse, and scarcity of resources.

Hawaii also has an informed and critical attitude toward change.
The anthropology and social science literature is replete with examples of
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“progress” leading to negative social and cultural consequences for com-
munities (e.g., Pelto, 1973), and Hawaii is no exception. Given Hawaii’s
history with colonialism and commercial development, there is a healthy
skepticism regarding externally imposed initiatives or innovations. Busi-
ness is generally conducted in a manner that prioritizes relationships and
local trust. It is in this context that significant innovations and changes
were to be introduced into Hawaii’s education and mental health systems.
These changes have subsequently impacted service delivery in ways that
we are just now beginning to identify and document, and they appear to
be significant.

THE FELIX CONSENT DECREE

In 1993, Hawaii’s children’s mental health system faced a class action
lawsuit concerning inadequacies in the state’s education system and the
related mental health services provided to disabled children. In 1994, this
suit was settled with all parties in agreement. The settlement, known as the
Felix Consent Decree, identified that children and youth with educational
disabilities who need mental health services to benefit from their public ed-
ucation must receive assessment and treatment services within a system
of care. As part of the Felix Consent Decree, the state agreed to provide
all necessary services for youth certified as eligible under the Individu-
als with Disabilities Education Act (IDEA) or under Section 504–Subpart
D of the Vocational Rehabilitation Act of 1973 (as amended in 1974) to
benefit from their free and appropriate public education. The state was
mandated to establish a statewide system of care in accordance with the
Child and Adolescent Service System Program (CASSP) principles (Stroul &
Friedman, 1986). The CASSP principles emphasize such values as family
strengths, youth participation in care, straightforward access to services,
the use of least restrictive environments, continuity of care, and cultural
sensitivity.

HAWAII’S EFFORTS TO COMPLY: THE STAGING
OF COMPLIANCE

Nationally, the impact of class action lawsuits on broad systems
change has been mixed (e.g., Weisz et al., 1990). Typical of some larger set-
tlements is a rapid increase in funding allowing for infusion of new services,
programs and expertise. However, little is known about the sustainability
of these systems following the closure of the suit (cf. Rogers, 1995). In the
initial stages of Hawaii’s effort to comply with the Felix Consent Decree,
much of the leadership was provided externally by the federally appointed
court monitor, who assembled a group of technical assistants to aid him in
carrying out his role. At that time, the state’s child mental health system
was primarily in a position of responding to external guidance.
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Although the Felix Consent Decree was based on the federal educa-
tion law (i.e., IDEA and Section 504), the leadership of the state’s education
system was not significantly involved at that time. In the initial years fol-
lowing this lawsuit, much of the leadership came from the Court Monitor
and the Director of the Department of Health. One of unique character-
istics of managing change in a lawsuit environment is the clarity of the
mandate for change. The consent decree externally imposed changes that
would be rare if not impossible in self-governing systems. Although such
external stimulus for change may initially carry more influence, it can also
be met with resistance and concern, particularly in the context of Hawaii’s
community values outlined above.

The task, then, was to capitalize on the stimulus for change to achieve
genuine progress and innovation, while planning for and managing the
known risks associated with mandated change in social systems. This re-
quired a staging of change that balanced federal mandates, science-based
initiatives, the establishment of community and state partnerships and
trust, and carefully managed social and community influence strategies.
The four stages in the implementation of the consent decree are outlined
below.

STAGE I (1994–1995): PREPARING THE ENVIRONMENT
FOR CHANGE

Following the court mandate, there was an immediate need for the
state leadership to provide information and define responsibilities. System
change is an inherently social process (Rogers, 1995), and this initial period
required trust and relationship building among families, providers, and
state agencies.

Research has shown that a variety of factors are associated with a
greater rate of change in systems (Rogers, 1995). Such factors include
amount of effort on the part of the change agent, compatibility of the change
with the system to be impacted, engagement of opinion leaders within the
system, integration with indigenous knowledge, and the observable rela-
tive advantage of the proposed change. In the first stage of change, most
of these strategies were deployed.

The court monitor took the lead in identifying community leaders and
critical stakeholders. A technical assistance council was appointed to es-
tablish community meetings and focus groups. Seventeen formal meetings
were held, which involved the introduction and review of the system-of-care
principles as a guiding framework for building a new education or mental
health infrastructure.

One of the best examples was the “reinvention” of the CASSP principles
outlined by Stroul and Friedman (1986) to be compatible with local needs
and values. The original CASSP principles, as outlined in A System of Care
for Severely Emotionally Disturbed Children and Youth, were modified to
reflect the language preferences of Hawaii’s communities, but remained
true to the original principles. This important exercise not only yielded a
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definitive framework for change, but the process drew in key figures from
the communities to participate in the agenda for change. These local opin-
ion leaders, whether families, educators, or community leaders, carry sig-
nificant power to influence other members of systems to adopt new pro-
grams and strategies, far more than that carried by state administrators or
even the federal court. Equally importantly, the development of the Hawaii
CASSP principles ensured a respect for local knowledge and a compatibility
with local values that would prove to be critical to the sustainability of the
new mental health service infrastructure. It was these early stakeholder
meetings that laid the foundation for the successful changes that were to
follow.

STAGE II (1996–1998): BUILDING A SYSTEM OF CARE

Structure of the System

Given the priorities identified in Stage I, a system was organized to
facilitate access to services, continuity of care, and support to families.
This model involved the establishment of seven regional Family Guidance
Centers (FGCs), staffed by care coordinators (cf. case managers, Evans &
Armstrong, 2002), supervisors, and local administrators. These FGCs were
the single point of access to services, which were authorized by the FGC care
coordinators and provided by private agencies that were funded through
state contracts. Each FGC was designed to be flexible and responsive to
the needs of their community, and care coordinators worked to facilitate
coordinated service plans that incorporated services and supports that
matched the strengths and needs of each identified youth.

Research suggests that a systems-of-care design is associated with
increased access to services, increased length of service, the use of less
restrictive services, and increased family satisfaction (Bickman, 1996;
Bickman et al., 1995). Comprehensive, formal data collection procedures
had not yet been established in Phase II to determine whether the effects of
system design were consistent with what would be suggested by the system
of care literature. Nevertheless, some basic data on access to services were
available: in the years from 1996 to 1998, the number of youth registered
in the system went from 1,938 to 8,343, representing an increase of 330%.

Family Partnerships

At the same time, continued work was done to develop partnerships
with families to enhance and sustain the new developments in the state
system. The Child and Adolescent Mental Health Division (CAMHD) devel-
oped a relationship with Hawaii Families As Allies (HFAA), a statewide family
organization, to coordinate with state leadership at all levels of system de-
sign, management, implementation, and evaluation. At each FGC, the state
also employed a parent of a youth with mental health needs. These “Parent
Partners” made outreach presentations and distributed printed materials
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at schools, public and private agencies, and community organizations.
They also conducted workshops, provided technical assistance to fami-
lies and professional services providers, and made outreach contacts with
families and service providers. As noted above, this inclusion of parents as
leaders in programmatic aspects of the system ensured a commitment to
values that were critical to the success of system change and accelerated
this change by increasing the credibility and openness of the change agent
(Rogers, 1995).

In addition, HFAA staff participated in a state-led initiative to transition
children and adolescent from residential and out-of-state placements to
live in family and community settings, by helping families prepare for the
return of their children and adolescents through one-on-one technical as-
sistance and by administering follow-up. HFAA has also provided assistance
in the development of a transition curriculum for training professional and
family members.

Array of Services

The service array during Phase II included emergency or crisis services
of mobile outreach, and crisis stabilization placements. These allowed for
service providers to travel to a youth in an emergency situation and, if
necessary, to secure a temporary safe residence for that youth. Outpatient
services included mental health assessment, as well as individual, group,
and family therapy. Other services included (1) day treatment programs,
(2) therapeutic aides based in homes or classrooms, (3) intensive home-
and community-based services, which allowed for the provision of psycho-
logical services to the youth in the home with no limit on the amount of
hours, (4) therapeutic foster homes (Chamberlain & Reid, 1991, 1998), (5)
group homes, which were therapeutic residential settings for up to four
youth who attended school in their communities, (6) community residen-
tial programs, which accommodated multiple youth (up to the limits of li-
censing standards) and provided educational services within the residence,
and (7) secure, hospital-based residential services. In addition, the state
established flexible funding to support informal community services and
programs. This continuity of services came directly from the structures
outlined in the systems-of-care literature (e.g., Friedman, 1994), and most
were not in place prior to the consent decree.

Consequences of the Innovation

The initiative to change the structure of the mental health delivery as
a related service to education under the consent decree was both rapid
and comprehensive. In this sense, the change was a success. As described
above, the available data suggested that access to services had increased
significantly, and at the end of 1999, the upward trend was continuing.

Nevertheless, as has been illustrated elsewhere in the literature on
innovation (e.g., Rogers & Shoemaker, 1971), change is often achieved
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without a full awareness of its consequences. History is replete with ex-
amples of innovations whose consequences were ultimately harmful, and
in Hawaii’s history even more so. Given the controversial literature regard-
ing systems of care and their effects on child functioning and symptoms
(e.g., Bickman, 1996), it became clear that hard questions needed to be
asked. At the same time, the presence of the courts made it clear that
there was no turning back. Whatever problems arose with the system of
care would have to be addressed with a second major initiative.

STAGE III (1999–2002): DIFFUSION OF EVIDENCED-BASED
PRACTICE WHILE PRESERVING THE SYSTEM OF CARE

Early in calendar year 1999, it became clear that the cost was dramat-
ically increasing with questionable results and outcomes for children and
families. Approximately 4 years into implementation, costs were escalating
rapidly, and yet the system did not appear to be fully meeting the needs
of children and families. These findings were not entirely surprising, given
evidence that systems of care are expensive and do not show increased
benefits for child functioning (e.g., Bickman et al., 1995; Weisz, Han, &
Valeri, 1997). This pattern of development is consistent more broadly with
the literature on pro-innovation bias and unintended consequences of in-
novation (Rogers, 1995). Indeed, the implementation of the system of care
was successful, but not surprisingly, costs were high, and there was no ev-
idence that functional outcomes were improved. Further, there was limited
evidence to suggest that Hawaii youth were being served at less restrictive
levels of care. Expenditures climbed from $30.6 million in fiscal year 1995
to $81.5 million in 1999. In January 1999, 84 youth were still receiving
services out of the state, suggesting that insufficient capacity had been
developed in Hawaii, despite the massive infusion of funding. Just as the
federal courts were the stimulus for change that catalyzed the develop-
ment of the system of care, the state legislature, motivated by concerns
about clinical outcomes and cost-effectiveness, provided the stimulus for
the next big change to face the system.

The Empirical Basis to Services (EBS) Task Force

In October 1999, CAMHD executed a strategic leadership decision to
evaluate the empirical basis for the services being provided within the sys-
tem. In accordance with he principles outlined by the Surgeon General
(U.S. Department of Health and Human Services, 1999) and the American
Psychological Association (APA), this task force evaluated the relative effec-
tiveness of treatments in children’s mental health and developed strate-
gies for how to apply these interventions within the system. The primary
goal of the task force was to identify the most promising treatments us-
ing methodology similar to that used by national review committees (e.g.,
Lonigan, Elbert, & Bennett Johnson, 1998; Task Force on Promotion and
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Dissemination of Psychological Procedures, 1995); the ultimate goal for
the group was to change clinical child practice in Hawaii. This required
establishing partnerships with administrators, families, and multiple men-
tal health disciplines, and further meant that a scientific review of treat-
ment literature and subsequent development of practice guidelines would
need to be both practical and expedient. Participants in this review process
included department of health administrators, parents of children with
mental health needs, clinical service providers, and academicians from the
areas of psychology, psychiatry, nursing, and social work. Clinical supervi-
sors in the practice network were included from the outset, so as to keep the
process from remaining purely theoretical and to help anticipate and min-
imize real-world obstacles related to implementation of empirically based
services. These strategies were consistent with the literature on innova-
tion, which suggests that the following strategies are important catalysts
in the implementation process: (1) involvement of opinion leaders, (2) in-
corporation of multiple perspectives, and (3) adaptation or “reinvention” of
the technology or practice (Rogers, 1995).

Along those lines, one of the first steps taken by the task force was
to adapt the nationally sanctioned definition of efficacy to fit local needs.
While the national guidelines proposed by APA, designated interventions
as either “Well Established,” or “Probably Efficacious” (see Chambless &
Hollon, 1998; Task Force on Promotion and Dissemination of Psycholog-
ical Procedures, 1995 for criteria), the EBS Task Force chose to establish
five levels of empirical support. Because the APA criteria left entire parts of
the Hawaii youth population (e.g., Autism) without recommendations for
services, the EBS Task Force added a third level of evidence, representing
a relaxation of the original Division 12 category of “Probably Efficacious.”
Another adaptation deemed important was to add levels representing “Not
supported” and “Known Risks.” Thus, all treatments could be placed within
one of the five categories, with highest-ranking treatments to be consid-
ered first. Those treatments identified as possessing “Known Risks” would
be eliminated from practice as quickly as possible or implemented with
strong warnings about potential negative side effects (e.g., group treatment
for externalizing disorders; Dishion, McCord, & Poulin, 1999).

A second “reinvention” of the practice definitions occurred through the
coding and inclusion of contextual parameters into treatment decisions.
Until that time, most existing reviews of treatments were largely based on
the degree to which those treatments had worked in carefully controlled
clinical research trials (e.g., Weisz, Donenberg, Han, & Weiss, 1995). A
strong reaction from case managers, practitioners, and families was that
such trials were not applicable to children in Hawaii, whose diversity in
culture, background, and emotional needs far exceeded those represented
in most clinical trials. Thus, it was the consensus of the EBS Task Force
that the mere distribution of existing lists of such treatments to mental
health providers and administrators would be insufficient to ensure that
the most promising treatments would ultimately be delivered to children.
An emphasis on evaluating the potential relevance or irrelevance of re-
search findings was needed. The Hawaii EBS review therefore involved not
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only the classification of treatments into their five different levels of effi-
cacy, but also a cataloguing of as much information as possible about the
context (e.g., level of therapist training, ethnicity of participants, duration
of treatment, effect size). In a manner consistent with the work of the APA

Task Force on Psychological Intervention Guidelines (1995), the EBS Task
Force coded and catalogued all treatment studies for adherence rate, ac-
ceptability of interventions, gender, age and ethnicity of participants, effect
size, cost, training of therapists, and similar variables. Treatments could
therefore be selected based not only on their efficacy data, but also in the
context of what was known about them and to whom and under what con-
ditions they were applied. In August of 2000, the EBS Task Force published
and disseminated its findings statewide, and a detailed version of the re-
view itself was also disseminated nationally (Chorpita et al., 2002).

Blue Menu

Rogers (1995) points out that in research on innovation, the simplicity
of initiatives or technologies is associated with more rapid diffusion into
a system. Summarizing the complexity of the EBS findings was therefore
an important challenge to ensure that the results of the review would not
remain simply an academic exercise. To meet that goal, the results were
simplified into a usable, single-page matrix of interventions and child prob-
lems, known locally as the “Blue Menu” (printed on blue paper), whose
function is to summarize the efficacy review by the EBS Task Force (see
Figure 1). Often in the context of training, the menu has been distributed
statewide to all case managers in health centers and public schools as a
tool to facilitate procurement of the most promising interventions. Super-
visors and therapists have been provided with the menu as well to assist
in the review and selection of techniques and interventions.

Research on diffusion often speaks of the “KAP” chain (knowledge, at-
titude, practice; see Rogers, 1995). This model, which originates in the
cognitive and social psychology literatures, states that knowledge of an in-
novation precedes attitude change toward the innovation, which precedes
change in practice (i.e., adoption or implementation of the innovation). The
blue menu was itself an interesting indicator of one’s position in the chain.
Anecdotal evidence showed that those who possessed the blue menu had
knowledge of the new practice initiative. Those who taped it to the wall
above their desk had a positive attitude toward the initiative. Finally, those
who taped one copy to their wall and kept a second copy in their briefcase
or backpack to use for treatment planning had demonstrated true practice
change. As the initiative to prioritize evidence-based services moved for-
ward, the blue menu was both a strategic instrument and a barometer for
change.

Training Initiative

Of course, it was important to move beyond mere knowledge of how to
identify or select interventions. It was also necessary that CAMHD-contracted
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providers knew how to deliver those interventions. To that end, sev-
eral individuals—all doctoral-level psychology staff—were hired to provide
training and consultation in evidence-based approaches. One state po-
sition was dedicated to the full-time development of training curricula
and provision of training workshops that featured the local adaptations
of evidence-based approaches. Other positions offered clinical consulta-
tion available upon request for challenging cases. These positions were in
part designed to reinforce or refine implementation of the most promising
approaches. Not all training was developed internally. In fall of 1999, the
state chose to implement one of the identified evidence-based approaches,
Multisystemic Therapy (e.g., Henggeler, Melton, & Smith, 1992), by pur-
chasing the training from the developer.

Hawaii’s state-funded trainers and consultants were part of a larger
network of trainers who more generally fostered and trained on the val-
ues of using evidence to make decisions. The logic of these decisions
is outlined in Figure 2. Generally, the “evidence-based decision making”
model prioritizes immediate local evidence as being of the highest order.
Thus, if there are objective data showing clinical progress and lack of sig-
nificant concerns, there is no need for further review. At this time, the
state initiated quarterly administration of objective measures of symp-
toms and functioning (Achenbach System of Empirically Based Assess-
ment; Achenbach & Rescorla, 2001; Child and Adolescent Functional As-
sessment Scale; Hodges & Wong, 1996) to meet these objectives. In the
absence of documented progress, one needs to ask whether the interven-
tion is appropriate, for which the blue menu is a potential tool, and if so,
whether that intervention is being delivered with integrity. Consultants and
regional clinical directors in the system often served the function of making
such determinations.

Utilization Management

While the diffusion of evidence-based services was underway, further
mechanisms were developed to capitalize on existing gains regarding the
system of care. Rogers (1995) describes the “confirmation stage” of inno-
vation as involving integration of the new practices into the usual work
routine, such that they are no longer perceived as new. Thus, while carrying
the evidence-based initiative forward, Stage III also focused on solidifying
the infrastructure related to the system of care and its values. One of the
most important activities in that regard was the functioning of the state’s
utilization management program. This body designed and distributed reg-
ular reports summarizing the patterns of service utilization. Because the
literature on systems of care suggests that children should be served in
more home-like environments and should have rapid access to care, such
indicators as the number of hospital and mainland facility placements
and the number of youth with unmet service needs were tracked. When
goals were not met, interventions were crafted using FGC staff, trainers,
and consultants to effect change. Such procedures included the imple-
mentation of concurrent authorization reviews for restrictive services and



328 BRUCE F. CHORPITA and CHRISTINA DONKERVOET

Significant
concerns?
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Figure 2. Flowchart for clinical decision making within the CAMHD.
Note: “EBS” = evidence-based services.

critical service planning for youth with unmet needs. From 2000 to 2002,
the number of youth receiving services on the mainland dropped from 69
to 10, the number of youth hospitalized dropped from 47 to 15, and the
number of youth with unmet or mismatched service needs for a period
longer than 30 days dropped from 176 to 11. Most importantly, review of
system performance against CASSP standards had become part of routine
operations.
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STAGE IV (2003–2004): QUALITY IMPROVEMENT
AND ADDRESSING “MANDATE DRIFT’’

In July 2002, the Federal Court Monitor determined that the state
had substantially met the requirement of the Felix Consent Decree, and in
September 2002, the federal court determined that the state was in sub-
stantial compliance with the requirements of the Felix Consent Decree.
The sustainability period was scheduled to end in December of 2003, after
which the state would be evaluated to allow the federal court to determine
whether to exit the consent decree or to extend the sustainability period
further. At the time of writing, five youth received services out of state,
eight received services in a hospital setting, eight youth were without ap-
propriate services for greater than 30 days, and 64% of the youth served
demonstrated improvements on objective outcome measures. These num-
bers represent a significant positive change. The Departments of Health
and Education together continue to serve over 9,000 youth.

The system of care appears to be functioning as designed, with ac-
cess to services roughly 4 times higher than at the outset, and the vast
majority of youth (approximately 96% of youth served jointly by Depart-
ments of Health and Education) receiving services in home or in school.
Meanwhile, the evidence-based practice initiative is itself moving into the
confirmation phase (Rogers, 1995). This has meant a variety of new devel-
opments in incorporating evidence-based principles into everyday fiscal,
clinical, and management operations. For example, the EBS Task Force
has now become a standing committee of the CAMHD, and its operations
are documented in both the Division’s State Strategic Plan and its Qual-
ity Assurance Improvement Plan. Although there are significant advances
in the awareness of and attitudes toward evidence-based approaches,
only time will tell the full impact of these advances on practice and child
outcomes.

Meanwhile, some of the developments in Stage IV have involved in-
creased emphasis on system research and evaluation, performance mea-
sures, quality improvement, and improved measurement strategies for
clinical practice (cf. Bickman & Noser, 1999). An example of the latter has
involved the development and refinement of a clinical supervision module
in the Child and Adolescent Mental Health Management Information Sys-
tem. This module allows for customized review of clinical progress on a va-
riety of multiinformant, objective outcome measures (Daleiden & Chorpita,
2003). Scores can be examined for trends over time, or compared within
and across caseloads to allow for improved clinical decision making in ac-
cord with the logic model outlined in Figure 1. In particular, the informa-
tion module provides a wealth of current and historical data to address
the question of whether a youth demonstrates clinical progress. The su-
pervision module has been incorporated into ongoing supervision within
the family guidance centers.

Another development just underway involves the detailed measure-
ment of adherence to evidence-based approaches systemwide. A newly
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developed Provider Monthly Summary involves a monthly checklist of in-
tervention targets (e.g., depressed mood, aggression, anxious avoidance)
and clinical strategies (e.g., use of rewards, relaxation training, cognitive
restructuring). These have been operationalized in a detailed codebook
that allows the routine monitoring of intervention targets and content,
and their completion is part of all Department of Health service contracts.
This protocol allows for regular review of provider adherence to evidence-
based approaches as identified by the EBS Committee. The hope is that
such procedures may point to gaps in adherence to evidence-based ap-
proaches that will ultimately facilitate the development of new strategies
for practice development in the provider network. In general, the most im-
portant aspects of Stage IV have been the efforts to build the evidence-
based initiative into routine operations and to build internal capacity to
test for the effects of nearly 10 years of innovation. This work is largely
completed.

SUMMARY AND CONSIDERATIONS

The efforts to settle the Felix Consent Decree on the part of the CAMHD

of Hawaii’s Department of Health have essentially involved two major inno-
vations. The first was to build a system of care to allow access to services
and to define the values that would guide service delivery. The second ini-
tiative was to infuse that system with specific recommendations for clin-
ical practice through attention to the evidence base. Each initiative was
characterized by a powerful external stimulus for change. The system of
care was propelled by concerns at the federal level; evidence-based prac-
tice was a response to the resulting concerns of the state. Both innovations
involved significant amounts of consensus building, reinvention or adap-
tation of strategies, and formation of partnerships prior to implementation.
Both innovations were followed by periods of confirmation, during which
new practices were integrated into routine operations. Most importantly,
both innovations took significant amounts of time. It was several years be-
fore the CASSP principles and values showed their full effect on practice in
Hawaii, and the full impact of the EBS initiative in Hawaii still awaits further
investigation.

One question that has been raised in the recent past as the system
has developed is whether these two major initiatives in fact needed to be
staged. The evidence-based initiative was a reaction to an unintended con-
sequence of the system of care initiative; it was not a planned design fea-
ture from the outset. Given that those early consequences should not have
been fully unexpected based on the literature, it is possible to imagine that
a wiser choice would have been to build an evidence-based system of care
all at once. It is an idea that challenges the imagination and possibly even
the limits of systems to handle change, but it also makes for an excellent
empirical question. Perhaps the next mandate to develop such a system—
wherever that may be—will incorporate both sets of values and principles
from the outset. It will be interesting to see what happens.
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The present chapter focuses on the psychological and social impact of
disasters on children and the services targeting children’s needs in post-
disaster reconstruction. The relevant literature is reviewed to establish
a reliable basis for predicting children’s reactions to disasters, the ap-
proaches to coping and adaptation that children and families will most
likely employ, and the types of mental health needs that are likely to
emerge. Particular emphasis is placed on the importance of identify-
ing children who are at heightened risk or are particularly vulnerable
to the disruptions in development that can result from exposure to the
acutely stressful aspects of mass casualty events. Because children’s men-
tal health needs can best be understood and served in the contexts of their
communities and families, emphasis is placed upon the need to integrate
psychosocial services into existing social structures and institutions. More-
over, since disaster-affected populations vary along dimensions of race,
class, affluence, religion, and other demographic indices of social status,
this chapter highlights the importance of culturally sensitive assessment
of children’s needs and contextually appropriate modes of intervention.
The commonly available services offered to meet children’s psychosocial
needs are described and service gaps or other areas of inadequacy are
identified. Finally, recent initiatives are described and recommendations
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for further development of children’s mental health services in disasters are
proposed.

PSYCHOSOCIAL IMPACT OF DISASTERS ON CHILDREN

Until recently the psychosocial impact of disasters was often over-
looked or underestimated, perhaps because the cost in lives and prop-
erty was much more salient, immediate, and compelling. The recent shift
toward incorporating disaster mental health services as part of the com-
passionate response to people affected by disasters, however, signifies a
widening recognition of the emotional toll such events may exact and their
potential for damaging long-term psychological adjustment. An extensive
review of the disaster mental health literature reports that the most com-
monly expressed symptoms found among disaster survivors are those of
posttraumatic stress disorder (PSTD), depression, anxiety, somatic com-
plaints, substance abuse, and nonspecific distress (Norris et al., 2002).

Studies of children’s reactions in the aftermath of natural disasters
and intentional acts of mass violence reveal a more or less consistent
set of findings. A thorough review (Vogel & Vernberg, 1993) described a
wide range of reactions among children exposed to disasters, including
common reactions of sleep problems, separation anxiety, increased depen-
dency on parents, specific fears associated with stimulus characteristics
of the disaster, and symptoms of posttraumatic stress. The authors also
distinguished between these more common reactions and clinical levels of
disturbance such as depression, anxiety, and diagnosable PTSD, which are
frequently found and are associated with more severe levels of disaster ex-
posure and more extensive loss and bereavement. The normal course of
these symptoms is to rapidly decrease in concert with a decreasing level
of threat, a rebound toward relatively normal routines, and an accommo-
dation of any enduring negative consequences. Those children and ado-
lescents who demonstrate long-term symptoms and deficits in functioning
are likely to have experienced either an extreme degree of survival threat
or to have incurred substantial losses with an enduring deleterious im-
pact. In particular, preexisting or emergent deficits in family functioning
have been identified as risk factors for delayed or problematic post-disaster
adjustment (Green et al., 1991).

Several subsequent studies examining children’s reactions to high-
magnitude disasters have both supported and extended these findings. La
Greca and her colleagues conducted a series of studies focusing on predic-
tors of children’s reactions and recovery in the wake of Hurricane Andrew
(La Greca, Silverman, Vernberg, & Prinstein, 1996; Vernberg, La Greca, &
Silverman, 1996). Comparisons of children’s pre- and post-disaster char-
acteristics revealed that children who exhibited higher anxiety, poorer
academic performance, or were less attentive in school prior to the hur-
ricane were more likely to report significant levels of posttraumatic stress
symptoms in the month following the disaster (La Greca, Silverman, &
Wasserstein, 1998). These findings not only support the need to provide
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psychosocial services to disaster-affected children, but also suggest risk
factors that could be incorporated to screen for children at heightened
risk.

Intentional acts of human violence convey a very different set of mean-
ings than those that are likely to be inferred from acts of nature, and
studies of disasters are often categorized in terms of whether they are
intentional or unintentional in origin. A series of studies documenting
children’s psychosocial adaptation following the Oklahoma City Bombing
(Pfefferbaum et al., 1999a, 1999b, 2000) provide remarkable insight. Sig-
nificant posttraumatic stress symptoms were found among children and
adolescents across a broad range of exposure levels and demographic vari-
ables. The authors noted that even children who were geographically dis-
tant and knew no one who was either killed or injured exhibited symptoms
associated with posttraumatic stress. Several of these studies also suggest
that intensive and persistent television coverage of the terrorist attack in
Oklahoma City may help explain the emergence of PTS symptoms in ado-
lescents who were not otherwise exposed to that tragic event (Pfefferbaum
et al., 2001). This supports concerns that media coverage of high profile
disasters may serve as a vector for disseminating psychosocial harm to
children who might otherwise be relatively insulated from such events. As a
result, it has become common for mental health experts and organizations
to recommend that parents and schools monitor and limit children’s expo-
sure to media coverage of potentially traumatic events (Gurwitch, Silovsky,
Schultz, Kees, & Burlingame, 2001; Hamblen, 2001).

Examinations of the long-term developmental impact of disasters have
suggested that, while most symptoms have abated for most of the exposed
children within the first few years, some children continue to exhibit symp-
toms far longer (Vogel & Vernberg, 1993). Among the most frequently de-
tected long-term psychopathology is PTSD (e.g., Yule et al., 2000), which
has been shown in some cases to persist for several years. Evidence from
long-term follow-up studies conducted 17–33 years later (Green et al.,
1994; Morgan, Scourfield, & Williams, 2003), suggests that most children
affected by disasters rebound within the first 3 years and demonstrate
remarkable resilience, but that some children will manifest enduring symp-
toms of posttraumatic stress persisting long into their adult lives.

DEVELOPMENTAL CONSIDERATIONS

The psychological reactions of children and adolescents to disasters
and emergencies are known to differ depending on their stage of develop-
ment (McDermott & Palmer, 2002). Some responses are more likely within
particular age groups and it is important to note that children’s reac-
tions can also vary greatly within a given age group. Infants and toddlers
lack words to describe stressful events or their feelings about their expe-
riences, but may associate particular stimuli with an aversive event and
react accordingly. Infants reacting to trauma may signal irritability by cry-
ing or wanting to be held and needing to be soothed by familiar caregivers.
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Beginning with toddlers, children may enact elements or themes of the
traumatic event in their play.

Younger children may not yet cognitively grasp the permanency of
some losses and sometimes view destruction and even death as reversible
(McConville, Boag, & Purohit, 1970). Children who have begun develop-
ing a sense of control over events may feel helpless and powerless when
facing the chaotic nature of disasters. They may exhibit intense fears and
insecurities related to their inability to protect themselves or others and
to be protected by others. Beginning in middle childhood, children may
increasingly compare themselves to others and wonder if what happens to
them is either fair or normal. These children may especially seek reassur-
ance of being normal or acceptable having experienced traumatic events
or exhibiting unpleasant reactions.

Adolescent responses to disaster resemble adult reactions, but under
sufficient stress youth may exhibit combinations of childlike and more
mature reactions. Teenagers who equate surviving disasters with a sense
of immortality may engage in risky behaviors (e.g., reckless driving, sub-
stance use, etc). For others the disaster may confirm that the world is
dangerous and unpredictable, and they may feel overwhelmed by intense
emotions and insecurity. Children of any age, but especially adolescents,
may be reluctant to discuss these feelings with family members or other
adults. If disaster mental health services are to be effective, developmental
aspects of children’s reactions, perceptions, needs, and capabilities must
be given proper consideration.

FAMILY AND PARENTAL ASPECTS

Prominent among children’s reactions to disaster are separation anx-
iety, developmental regression, and temporary elevation of dependency
(Shelby & Tredinnick, 1995). Moreover, the impact of a disaster may in-
clude rendering normally reliable sources of support less available, and
children may then be required to cope by moderating their stress until con-
ditions improve. Following reunion with an emotionally available caregiver,
most children will adapt in a resilient manner and exhibit few signs of resid-
ual distress. Considerable research on children’s post-disaster adaptations
indicates that parental and family functioning are among the strongest pre-
dictors of the child’s resilience in the face of traumatic stress and chronic
adversity (e.g., Scheeringa & Zeanah, 2001). To promote resilience, disaster
mental health services provide support for parents and children to bolster
family functioning, avoid stigmatization, and promote effective utilization
of community and civic resources.

COMMUNITY AND CULTURAL ASPECTS

The psychosocial impact of disasters upon children is related to the
broader effects on their communities (McFarlane & van der Kolk, 1996).
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Children and their families share ties with adjacent systems, such as
neighborhoods and schools, which also strongly influence children’s im-
mediate and developmental responses to crises and their utilization of
available services (Clauss-Ehlers, 2003). Family and community finances,
employment, religious affiliations, ethnicity, and other cultural connec-
tions may also affect the supportive resources available to a child. For in-
stance, lower socioeconomic status has been consistently associated with
greater post-disaster distress and the effect is strengthened as severity of
exposure increases (Norris et al., 2002). Accurate assessment and response
to the impact of disasters on children must account for the magnifying ef-
fects that poverty and other social disadvantages may have on children’s
reactions and upon their ability to access and benefit from interventions.

Cultural systems of meaning influence how disasters are interpreted,
how reactions are expressed, and what is likely to be embraced as a healing
response (Chemtob, 1996). For ethnic minority groups, cultural differ-
ences are sometimes accompanied by historical legacies of oppression,
racism, and trauma. Racism affects the lives of many ethnic minority
children, creating social environments afflicted by alienation, frustration,
powerlessness, stress, and demoralization (Rivers & Morrow, 1995). These
experiences can in turn serve as additional risk factors in dealing with the
effects of a disaster. Similarly, a collective history of oppression and the
legacy of traumatic events may result in a cumulative emotional and psy-
chological wounding that seriously compromises resilience to subsequent
disasters for ethnic minority children (Brave Heart, 2003). Aspects of the
disaster and the response may aggravate preexisting wounds or intensify
conflicts. Culturally responsive interventions that take these sociocultural
issues into account may assess and serve children’s needs more accu-
rately and effectively. To be effective, service providers must confront the
challenge of responding to disasters in a manner that is congruent with
the cultural context of those they seek to help (deVries, 1996). Successful
interventions may include efforts to strengthen extended family and com-
munity connections and encouraging the use of cultural knowledge that
has sustained communities for generations (Dudley-Grant, Comas-Diaz,
Todd-Bazemore, & Hueston, 2003).

PHASIC ASPECTS OF THE DISASTERS

Disasters are often described as unfolding in a series of phases, with
each phase defined by its characteristic challenges and needs. Psychoso-
cial services for children in disasters can therefore be understood to require
a corresponding design that fits the particular phase of implementation.
The earliest phase is the pre-disaster period during which preparedness is
the major goal. Disaster mental health preparations mainly consist of edu-
cating, training, consulting, and strategic planning. The desired outcomes
include reducing the psychosocial impact of potentially traumatic events,
efficiently and effectively deploying mental health resources, and providing
adequate care under severely limited conditions.
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Once disaster strikes, the emergency phase unfolds. If preparations
in the pre-disaster phase have been effective, the community response
network has been sensitized to respect the emotional and psychological
impact of the situation and is likely to be receptive and supportive of psy-
chosocial activities. Mental health services for children are routed toward
medical facilities, evacuation centers, and other places where people who
are most acutely affected by the disaster are likely to congregate. The im-
mediate goals will include triage to assess levels of exposure and other risk
factors that predict the corresponding need for psychological support and
deployment of providers who are well matched to the perceived needs.

By the third phase, the sense of immediate crisis has passed, most
children will have been reunited with their caregivers, and for others sub-
stitute custodial arrangements have been made. Many children and fam-
ilies may still be living in shelters, with relatives or friends, or in other
temporary housing, and some will still be hospitalized for their injuries.
Disaster mental health professionals will be engaged in activities designed
to serve the needs of both the majority of children and those who are
at high risk or are already exhibiting signs of acute stress or trauma.
Others will begin working with schools and other institutions to assess
and serve the needs of children and adolescents across a wide variety
of settings and neighborhoods. The higher-risk youth will be referred for
more intensive and extensive services fitted to their particular needs and
circumstances.

By the fourth phase, emotions are no longer as raw as before and most
of the affected population have gradually recovered in a resilient fashion.
For many others this will be a period of episodic growth and relapse, as
anniversaries and developmental transitions stimulate a series of succes-
sive adaptations. An additional vulnerability to daily hassles and stressful
life events may also emerge, rendering some survivors less able to tolerate
and resolve their frustrations.

MODES OF SERVICE DELIVERY

Post-disaster psychosocial services include a flexible array of inter-
ventions delivered in a variety of forms. Interventions either directly or in-
directly target children’s needs and range from community-wide services
for families to school-based crisis intervention services. Referrals to grief-
focused and trauma-focused therapy are reserved for the most severely af-
fected children and adolescents. The following descriptions of services are
derived both from published sources and from recorded interviews con-
ducted with representatives of several disaster relief organizations1 who

1The organizations interviewed included the American Red Cross, Church of the Brethren,
International Critical Incident Stress Foundation, National Association of School Psycholo-
gists, National Association of Social Workers, National Crime Victims Research and Treat-
ment Center Salvation Army, and Southern Baptist Convention.
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provided information on the services they normally provide to assist youth
affected by disasters.

Public Education

Educational information is a common component of disaster service
plans. These efforts can be divided into two parts: (1) pre-disaster pre-
paredness and (2) post-disaster reactive education efforts. Preparedness
education efforts are based on anticipating general aspects of disasters
and bolstering the ability of those who might be affected to respond effec-
tively. These efforts strive to equip the public with knowledge of various
types of disasters or emergencies, the impact of various events on com-
munities, what youth and their families can do before the event occurs to
avoid complications at the time of the event, and what the normal reactions
to such events usually are. Brochures, coloring books, and other reading
material may also be created and distributed to children and caregivers
explaining how to set up a family disaster plan, to locate the nearest emer-
gency shelters, and other important information. These materials may be
provided for children through schools to ensure that a maximum number
of youth are reached. The secondary benefits of these methods may in-
clude providing children with a measure of control and self-efficacy if an
analogous event should actually transpire.

Relief agencies and organizations have created materials for educating
youth about disasters with the intention of fostering mastery and under-
standing. For instance, the Federal Emergency Management Agency (FEMA)
has created a website2 for children that offers activities, information, and
free materials about disasters. The American Red Cross (ARC) has designed
courses known as the Masters of Disaster curriculum to prepare children
for various disasters through activities that are both fun and educational,
with distinct sets of materials for youth in grades K-2, 3-5, and 6-8. No
training is required to employ the curriculum and it is designed for use by
families, schools, or other groups aiming to prepare children for disasters.

Reactive education efforts differ in that they are more specifically tai-
lored to the distinctive aspects of the existing situation. The electronic
media may be utilized to a larger extent for reactive education efforts
due to their ability to rapidly and widely disseminate timely informa-
tion. Messages most often include up-to-date information about the dis-
aster itself, but may also address psychological reactions, adaptive coping
strategies, more alarming symptoms that may indicate a need for services,
and local locations and contact information for disaster response agen-
cies and service providers. Humanitarian relief organizations, faith-based
organizations, and many others use websites to communicate support-
ive information and recommended links assist people with finding useful
information.

2http://www.fema.gov/kids/
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Disaster Mental Health Services

The American Red Cross (ARC), a mainstay of disaster relief opera-
tions, mobilizes licensed mental health professionals as part of its Disaster
Services response. These Disaster Mental Health Services (DMHS) volunteers
are deployed to a variety of locations where a need for psychological support
is anticipated, such as emergency shelters and distribution sites where ARC

volunteers and large numbers of disaster victims can be expected to con-
gregate under conditions of elevated stress. Children are plentiful in disas-
ters relief facilities, often showing signs of agitation and fatigue after long
hours without either sufficient sleep or nourishment. For parents seeking
assistance, caring for children can be an additional burden of stress at a
time when capacity is low and tempers are short. Under these conditions,
DMHS volunteers can provide a supportive presence for beleaguered parents
and can defuse tensions that might otherwise lead to anger, punishment,
and even abusive discipline (Curtis, Miller, & Berry, 2000).

Crisis Intervention

Formal models of crisis intervention identify optimal goals and tasks to
pursue in a logical sequence to assist adults with the reduction of arousal
and confusion while facilitating effective coping strategies, marshaling of
supportive resources, and collaborative problem solving (Roberts, 2000).
Developmentally appropriate crisis intervention models for use with chil-
dren are less established, tend to define crises more broadly and mostly
emphasize intervention in systems that affect the child (e.g., school, fam-
ily, social service agencies). Common elements, however, include ensuring
safety, rapid deescalation of arousal, coping assistance, and enhancing
parent–child relational functioning. This may include obtaining informa-
tion about aspects of situational exposure, the child’s appraisal of the situ-
ation and ensuing reactions, available social supports, cultural variables,
extent of loss, and other critical aspects surrounding the event. The central
goals include assessing the need for further services, making appropriate
referrals, and following up at a planned interval to reevaluate the effective-
ness of the procedure.

The follow-up step, which affords the opportunity to detect unantici-
pated changes in the child’s needs, is one that is easily neglected as atten-
tion is shifted to more pressing issues. As a result, errors in the assessment
and referral processes go undetected and corrections are less likely to be
made. The resulting assessment can be a flawed or inadequate continu-
ity of care. For example, researchers reviewing the mental health services
provided to children after the Oklahoma City bombing suggested that the
emphasis and reliance on crisis intervention was too brief in duration and
too narrowly focused (Gurwitch, Sitterle, Young, & Pfefferbaum, 2002), and
thus failed to adequately detect and respond to the different phases of psy-
chological responses that the victims experienced over time.

Crisis intervention employs a wide array of methods, and several dif-
ferently named techniques share similar characteristics. For this reason,
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psychological first aid, crisis hotlines, and debriefing are also described in
this section.

Psychological First Aid

Psychological first aid describes the use of many common elements
of crisis intervention, such as establishing rapport, providing protection
and reassurance, mobilizing support, restoring connection with significant
others, and following up. Pynoos and Nader (1988) offer developmentally
sensitive guidelines for responding to children’s reactions in a manner that
helps to relieve immediate distress while scaffolding early assimilation of
the experience. This approach has been widely embraced and has become
an established element of crisis management plans in schools and other
child-focused settings (Center for Mental Health in Schools at UCLA, 2000).

Toll-Free Crisis Hotlines

Following disasters and emergencies, children and their caregivers
may have any number of questions or concerns, but feel reticent to seek
professional help for a variety of reasons, not the least of which have to
do with the ongoing strains of disaster itself. Expense, travel, embarrass-
ment, and many other barriers to care can interfere with identifying and
responding to children’s mental health needs. To facilitate opportunities
for children or their caregivers to speak with professionals about troubling
events, toll-free crisis hotlines are often employed. The benefits of this tool
include the ability to extend the reach of the disaster response far beyond
the immediate geographical area in which the event occurred. Examples
such as the Oklahoma City bombing and the September 11 attacks demon-
strate the importance of reaching out to children from distant communities
who are also feeling anxious and confused.

Psychological Debriefing

Debriefing methods have received widespread acceptance in recent
years and are employed in almost every type of crisis with people of all
ages and occupations. The most popular form, Critical Incident Stress
Debriefing (CISD; Mitchell, & Everly, 1995), was originally developed for use
with emergency responders but more recently has been applied to work
with children of emergency responders as well as children directly affected
by disasters and emergencies (Wraith, 2000). No controlled studies were
found evaluating the use of CISD with children or adolescents, but empirical
studies of the effectiveness of CISD and psychological debriefing in general
have produced mixed results and fueled an ongoing controversy regarding
its use (Rose, Bisson, & Wessely, 2002). Reviews of the debriefing literature
(e.g., Litz, Gray, Bryant, & Adler, 2002) have generally discouraged the use
of these methods, but debriefing techniques continue to be employed with
children and adolescents across numerous crisis settings.
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Caregiver Support

Support for caregivers is a crucial component of disaster mental health
and is employed as an indirect means of providing psychosocial support to
youth. Children are influenced by family models of emotional expression,
grief, and coping strategies. Caregivers who have coping support may in
turn provide better support to their children. Coping support can help the
caregiver recognize the importance of balancing awareness and responsive-
ness to their own reactions and needs with those of their children. More-
over, caregivers who are averse to accepting assistance for themselves, may
be more accepting of support if the purpose is to enhance their children’s
care (Speier, 2000). The modes of support for caregivers are diffused across
most of the psychosocial services to adult disaster survivors with children,
and often take the form of identifying and responding to caregiver concerns
about their children. Caregivers in such instances are provided with infor-
mational support regarding children’s reactions to traumatic events and
advice on effective coping as well as referral information when that is ap-
plicable. One very tangible form of support for caregivers, a type of respite
care, is described below.

Temporary Childcare

Disaster relief facilities typically contain crowds of people who must
stand in long lines and encounter repeated frustrations as they seek emer-
gency assistance for themselves and their children. In these situations,
caregivers may feel overwhelmed by the challenges of meeting basic needs
while also caring for children who are often tired, bored, and restless. The
Church of the Brethren, for example, provides two child care programs for
families affected by disasters. Disaster Childcare refers to a temporary facil-
ity set up by the Church of the Brethren volunteers in the immediate stages
of a disaster or emergency situation, usually by request from another or-
ganization such as the ARC or FEMA. The second program, Critical Response
Childcare (CRC), began as a specialized version of Disaster Childcare ex-
clusively for implementation in aviation disasters, but has been extended
to include terrorist attacks and other mass casualty disasters. Disaster
Childcare and the CRC each serve children between 2 and 6 years of age,
but younger and older children may be served if staff numbers permit.
Background checks are required for all child care volunteers and a photo
ID system is used to control who can remove children from the care center.
The emergency child care center is typically set up in sections to give chil-
dren the opportunity to participate in a variety of activities. For instance,
it may include a quiet section where children can play with puppets, read,
or do puzzles; a creative section allowing children to draw, paint, color, or
sculpt; a physical activity section for jumping rope or playing ball; or a sen-
sual section containing pillows, blankets, and stuffed animals. Although
these temporary childcare centers do not directly serve in a “mental health”
role, their assistance can reduce the potentially overwhelming strain on
children and families during the early phases of disasters.
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COMMUNITY OUTREACH

Responding to disasters at the community level has several advan-
tages, not the least of which is that communities provide neighbors with
a sense of connection and shared interests. Also, disaster relief efforts
are temporary fixes and the affected communities will be working on
the recovery effort long after the dust has settled and the outside re-
sources have withdrawn. Perhaps most importantly, even devastated com-
munities retain knowledge and other resources that are necessary, if not
sufficient, in the endeavor to relieve suffering and facilitate resilient recov-
ery. Children and their parents are likely to be more comfortable receiving
psychological support from people who have already worked with the local
youth and who are familiar with local values, customs, and institutions
(Jackson & Cook, 1999). The most effective roles for mental health pro-
fessionals from outside the affected community are often found in forming
alliances with local leaders and helpers whose influence is vital in obtaining
community acceptance and support for services that would otherwise be
wasted.

GROUP INTERVENTIONS

To normalize children’s reactions to a disaster or emergency, inter-
ventions are sometimes employed involving a classroom or other group of
youths with shared or similar traumatic experiences. Dependent on the de-
velopmental context of youth in the group, various activities can be used in
group settings. For younger children, the use of drawings, stories, coloring
books, and other forms of play can be helpful in processing the event and
reactions ensuing from it (Frederick, 1985). Together, classroom teachers
and mental health professionals may facilitate disaster debriefing sessions
for older students in which students are given the chance to process emo-
tional reactions to the event (Pynoos, Goenjian, & Steinberg, 1998). These
sessions can allow a chance for facilitators to address typical reactions,
adaptive coping strategies, provide facts about the event, as well as allow
students to address fears of similar future events. Depending on the ex-
tent of loss ensuing from a disaster or emergency, grief groups may also
be utilized for children who have experienced the death of a significant
other (e.g., parent, sibling). Stubenport, Donnelly, and Cohen (2001) offer
a session-by-session outline of grief group therapy conducted with youth
after an aviation disaster.

PROGRESSIVE INITIATIVES

Recent historical events have challenged the emergency mental health
resources of the United States and raised questions about what changes
might need to be made. The Institute of Medicine (IOM, 2003) recently
produced a persuasive and influential monograph addressing the need
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for nationwide preparation for the psychological consequences of mass
casualty terrorist attacks. That report addressed various gaps in knowl-
edge, planning, preparedness, and policies, as well as in the infrastructure
of the public health and mental health systems. Although the IOM report
repeatedly addressed the impact that terrorism could be expected to have
on children, it lacked substantial recommendations regarding services for
children and adolescents. By comparison, the report from a consensus
conference addressing the national level of preparedness of pediatric ser-
vices for responding to disasters and terrorism more pointedly addressed
children’s mental health needs (Markenson & Redlener, 2003), and recom-
mended that mental health concerns should be integral to preparations
and services at every level. Clearly, there is evidence of an existing need to
improve emergency systems of care for our children affected by disasters
and other major public health emergencies. The goals, means, time frame,
and funding, however, remain undefined. The following description of a
federally funded nationwide network of trauma centers illustrates recent
progress toward improving services for traumatized children.

Development of a National Child Traumatic Stress Network

In response to several high profile crises, a national initiative was
undertaken in 2001 to develop a National Child Traumatic Stress Net-
work (NCTSN). The ambitious mission of the NCTSN includes raising stan-
dards of care and improving access to services for traumatized children,
their families and communities. The network, comprising over 50 centers
from around the United States, is coordinated by the National Center for
Child Traumatic Stress (NCCTS3), jointly located at UCLA and Duke Univer-
sity. Based on their primary functions, the network members are classified
either as Intervention Development and Evaluation Centers or Community
Treatment and Service Centers. Whereas the breadth of the NCTSN and its
mission extend far beyond emergency and disaster relief services for chil-
dren, this initiative has the potential to develop and test models of service
delivery that could greatly improve the efficiency and effectiveness of ex-
isting services.

The terrorist attacks on September 11, 2001 amplified the need to re-
vise existing disaster mental health service plans in light of the potential
for mass casualty events that would exceed the magnitude of anything
previously anticipated. The monumental challenges of marshaling and co-
ordinating the deployment and allocation of children’s mental health re-
sources during a national emergency exceed the capacity of the existing
paradigm. The NCTSN responded by establishing a Terrorism and Disas-
ter Branch (TDB) specifically focusing on the unique effects of mass casu-
alty events. In an effort to strengthen nationwide preparedness to respond
to disasters and terrorism, The TDB developed a Rapid Response Support
Team (RRST) to provide consultation to local, state, and federal agencies

3http://www.nctsnet.org
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regarding preparedness, acute phase response, and long-term recovery
strategies. Additional initiatives include developing a seamless model of
triage, screening, and surveillance following mass casualty events that in-
corporates developmentally sensitive psychological first aid.

Given that most disaster response agencies focus primarily on pre-
serving life, protecting property, and maintaining social order it is not sur-
prising that children’s psychosocial needs are seldom among the foremost
considerations in planning and executing disaster relief operations. In this
regard, the NCTSN represents a substantial step toward raising awareness
of children’s psychosocial needs across a spectrum of disasters and other
potentially traumatic events.

Toward a National Public Health Model for Disaster
Mental Health

The impact on children, families, schools and other child-serving agen-
cies following a weapons of mass destruction (WMD) attack could include
an unparalleled surge of demand upon the medical, public health, and
mental health systems of the nation. But in such an event, the central
public health priorities would almost certainly emphasize “physical” sur-
vival and might then consign mental health concerns to a category of
post-crisis peripheral interventions reserved for the most distinctly dis-
turbed survivors. Pynoos et al. (1998) have long advocated adopting a
“public mental health” approach to the needs of children. A related sug-
gestion is to enlist primary care physicians in detecting signs of men-
tal health conditions related to disasters and trauma (Taubman-Ben-Ari,
Rabinowitz, & Feldman, 2001). The benefits of such approaches to disaster
mental health could include improving public awareness regarding trau-
matic stress and positive coping strategies, enhancing the integration of
mental and physical health services, improving the probability of detect-
ing otherwise obscure psychosocial needs, and decreasing the stigma at-
tached to utilizing mental health services. Efforts to develop and test public
mental health models for confronting the unique challenges of terrorism,
WMD, and other mass casualty disasters have begun and the initial results
appear to be promising (Pynoos, Schreiber, Steinberg, & Pfefferbaum, in
press-a; Pynoos, Steinberg, Schreiber, & Brymer, in press-b).

Disaster Systems of Care

Without a systematic method of rapid triage and tracking, many chil-
dren with acute mental health needs may not be located or linked with
care until after clinical levels of distress and impairment have become en-
trenched. A study of children following the Northridge Earthquake revealed
that many children with the worst event exposures were not identified
until months or years later (Asarnow, Glynn, & Pynoos, 1999). Another
study looking at children’s mental health care in New York City following
the World Trade Center disaster found that 27% of children with severe
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or very severe posttraumatic reactions only received mental health care
4–5 months later (Stuber et al., 2002). To improve these conditions, a model
referred to as the “disaster systems of care” was developed (Schreiber,
2002). This approach creates an interactive linkage among numerous sys-
tems (e.g., medical, mental health, schools, etc.) that typically have contact
with children in times of disaster but do not typically coordinate, commu-
nicate, or collaborate on their activities. A rapid triage system allows local
communities to access a network of mental health resources through the
National Incident Management System (NIMS). The strengths of this model
(psySTART; Weedn et al., 2004) include a set of shared definitions of risk
factors for use across its collaborative network, which can identify, triage,
and route cases toward a provider who offers an appropriate type and level
of care. The importance of such a system might be most salient during a
high surge of pediatric cases that exceeds the capacity of local systems of
care. The goal is to enable synchronized and integrated services for children
across a continuum of mental health-related services and providers. This
system may decrease the problem of gaps in traditional service delivery and
referral systems in a manner similar to existing medical tracking systems,
but with the added advantages of a triage component and multisystemic
integration.

CONCLUSIONS AND RECOMMENDATIONS

Substantial research evidence exists to support the need to pro-
vide mental health services for children affected by disasters and other
emergency situations. Whereas many of these children will have received
adequate support through family and other systems, some are likely
to require supportive interventions that foster resilient adaptations. The
major goals of disaster mental health interventions include reducing expo-
sure to stressful circumstances, providing information about psychological
reactions, promoting effective coping strategies, detecting problematic re-
actions, and connecting children and adolescents with long-term mental
health needs with local resources and providers. Disaster mental health
services are mostly designed to reduce short-term stress for the affected
population and are often not targeted specifically for children or for those
with the greatest needs.

This approach is reasonably congruent with a community-focused,
public health model of service and does not emphasize diagnostic assess-
ment or clinical interventions. Instead, public education and crisis inter-
vention techniques are preferred and more severe needs are handled mostly
by referral. Services are almost always provided in nonclinical community
settings and schools are often preferred for their superior potential to gain
access and acceptance from children, adolescents, and caregivers. The tar-
gets of services are sometimes indirectly helpful to children; for example,
supportive services for caregivers, child care services at relief facilities, and
educational consultations with schools and other institutions to improve
their responsiveness to children’s psychosocial needs.
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A challenge that is particularly salient in disasters is that of providing
culturally sensitive and effective assistance. The impact range of a major
disaster is likely to cut across a variety of distinct and subtle civic, commu-
nity, neighborhood, and economic zones containing a great deal of cultural
and ethnic diversity. Providers who travel to the affected region are likely
to encounter values, beliefs, customs, and expectations that differ from
those with which they are familiar and comfortable. Even providers living
nearby may discover that there are local cultural differences that become
much more salient in the context of a disaster relief operation. Therefore, it
is important to collaborate with culturally competent local providers when
adapting “general” models of mental health services to match the needs
and preferences of the community being served.

Schools are often among the public systems that are most affected by
disasters. Not only do disasters directly strike in school-related settings,
but the impact of disasters affecting children anywhere in the community
is likely to be felt and processed at school. Because schools provide loca-
tions where children can most conveniently receive a variety of services,
the disaster mental health response also relies heavily upon schools as a
means of reaching children and families. In response, schools have begun
to develop disaster plans that include mental health concerns and strate-
gies for detecting and responding to children’s psychosocial needs. Thus,
psychologists and counselors in K-12 grades have become a major national
mental health resource, not only in times of crises, but on a daily basis as
well. Therefore, a fuller integration and collaboration between the educa-
tional and mental health systems at all stages (e.g., preparatory planning,
policy development, implementation of services, follow-up and evaluation)
are recommended to improve children’s mental health services in emer-
gencies.

The recent history of increasingly lethal and destructive events coupled
with fears of terrorist attacks involving weapons of mass destruction have
led to questions regarding the adequacy of the present paradigm of disaster
mental health response. New initiatives have begun to improve the avail-
ability and coordination of trauma services, both in conventional disasters
and in mass casualty events of the highest magnitude. These models and
projects are laudable and promising, but they are not intended and will
not serve as a panacea for gaps in the existing capacity of mental health
resources for children and families. The existing mental health infrastruc-
ture is the foundation upon which an emergency mental health response
is built. Weaknesses in that foundation can be temporarily buttressed by
a massive influx of resources, but the inevitable withdrawal of these as-
sets usually means that the preexisting mental health resource base must
deliver more services without a corresponding increase in capacity. More-
over, it is widely recognized that children who are symptomatic following a
disaster often had preexisting mental health needs that may not have been
adequately served. Thus, whereas improvements in services directed at the
needs of traumatized children are helpful, what must also be considered
is a meaningful improvement in the existing capacity to serve the mental
health needs of children and adolescents both before and after disasters.
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Program Evaluation
Approaches to Service

Delivery in Child and Family
Mental Health†

MICHAEL C. ROBERTS and RIC G. STEELE

Mental health services for children have existed in a variety of forms and or-
ganizational frameworks for many years. Unfortunately, decisions to start,
maintain, or discontinue a mental health service program all too frequently
have been based on ideological, political, philosophical, and financial con-
siderations and a bit too infrequently on empirical evidence of what works
or does not. Additionally, when evaluation of programmatic efforts in men-
tal health services has been made, it is often not integrated with clinical
applications. As a result, many programs in child and family mental health
have been implemented with either no plan to evaluate from the outset or
the evaluation is considered an added-on, unimportant, and interfering
component. Accordingly, programs are not evaluated or are evaluated in a
haphazard manner. The current era of increased accountability may lead
to more evaluation of mental health programs and interventions; however,
the need to know what works, for whom, and under what circumstances
has been evident for many decades (Roberts, Vernberg, & Jackson, 2002;
Steele & Roberts, 2003). In sum, if something is considered worth doing
with expenditures of effort, time, and money, it is worth evaluating whether
the outcomes justified the expenditures.
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In their outline of strong programs in child and family mental health,
Roberts and Hinton-Nelson (1996) noted that such programs respond to a
need for accountability and provide documentation of effectiveness:

Program developers recognize the need to know whether or not
their programs are doing any good, for whom services were ef-
fective, and what sorts of changes might be made to improve
acceptance and efficacy of services. All too often, what might
be excellent programs lose credibility and funding because they
are unable to document success. Service delivery should be able
to monitor their effectiveness in serving the needs of their tar-
get populations and their progress toward meeting their own
organizational goals (p. 13).

Similarly, Harinck, Smit, and Knorth (1997) noted that program evaluation
systematically examines the function of program activities as well as “the
manner in which these are carried out and how they are geared to each
other (process evaluation). In other cases, it concerns the results or out-
come of the program (product evaluation)” (p. 370). Harinck et al. empha-
sized the feedback function of program evaluation, identifying six specific
goals: (a) to clarify the identity of a program; (b) to adjust or improve the
program components; (c) to check that services meet quality standards; (d)
to increase rationality and organization in the system of service delivery;
(e) to transfer or initiate interventions; and (f ) to provide information to the
funding source and in determining decisions about the program.

Program evaluation as an empirical research approach has developed
into its own field of identity in recent years (Chelimsky & Shadish, 1997;
Shadish, Cook, & Leviton, 1991) as distinguished from other activities de-
signed to determine the more precise effects associated with psychotherapy
research (e.g., the movement toward empirically supported or evidence-
based practice).1 Although there is a possibility of considerable overlap be-
tween the two, the goal of psychotherapy outcome research is to validate
or disconfirm a specific psychotherapy technique or intervention, whereas
program evaluation is designed to provide information regarding how and
how well services are being delivered.

To distinguish these different research purposes, the Clinical Treat-
ment and Services Research Workgroup of the National Institute of Men-
tal Health (1998) categorized four domains of treatment or interventions
research: (1) efficacy, (2) effectiveness, (3) practice, and (4) service sys-
tem research (as an iterative continuum; Street, Niederehe, & Lebowitz,
2000). Efficacy and effectiveness research are intended to examine well-
specified interventions with specific disorders or populations in a lab-based
clinic (for efficacy research) or moving to a broader population and more
naturalistic clinical service setting (for effectiveness research), although
methodological rigor and careful controls remain strong. Practice research

1Harinck, Smit, and Knorth (1997) defined a program as a “coherent system of activities
with which one wants to provide specific services or bring about specific effects” (p. 369).
Thus, program activities are coherent, clustered, and organized as opposed to psychotherapy
treatment outcome studies that are oriented to specific techniques and psychological change.
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examines “how and which treatments or services are provided to individu-
als within service systems and evaluates how to improve treatment or ser-
vice delivery” (Clinical Treatment and Services Research Workgroup, 1998,
p. 11). Service system research examines how quality of care and treatment
effects might be influenced by differing characteristics and structures of
mental health service systems. These latter two domains, practice research
and service system research, are more related to what is considered pro-
gram evaluation, although as will be seen in this chapter, some effective-
ness studies might border on evaluating programmatic aspects of service
delivery.

To some degree, the level of specificity of focus or the magnitude of the
mental health intervention or the size of the evaluation may be larger for
program evaluation. Nonetheless, program evaluation in children’s men-
tal health can range from relatively small or local intervention projects
to much larger projects of regional or national examinations of services.
For example, a program evaluation might focus on a smaller unit provid-
ing a program of interventions such as a city-wide project run by hospital
volunteers to decrease medical fears through a “Let’s Pretend Hospital”
(Elkins & Roberts, 1984). Similarly, a narrowly focused evaluation might
examine decision making and outcomes in using a hospital-based sick
child day center (Alexander, Roberts, & Prentice-Dunn, 1989) or the ser-
vices in an outpatient behavioral pediatrics clinic (Sobel, Roberts, Rayfield,
Bernard, & Rapoff, 2001). At a different level, program evaluation might
conduct large-scale, multisite investigation, with alternative program in-
terventions for comparison, such as the Fort Bragg demonstration project
or the Comprehensive Community Mental Health Services for Children and
Their Families Program. Both of these large-scale programs are described
in this volume (Bickman & Mulvaney, this volume; Holden et al., 2002).

Often, the organization of program evaluation (a pattern often dis-
cerned after the fact) may move from efficacy and effectiveness research
at a smaller focus of studies to those of implementation on a larger scale
in the iterative process suggested by the Clinical Treatment and Services
Research Workgroup. For example, the development and continual eval-
uation of the Multisystemic Family Therapy programmatic approach to
serving delinquent youth (Henggeler, Schoenwald, Borduin, Rowland, &
Cunningham, 1998; see Smith-Boydston, this volume) moved from tests
in small implementations to large state and national evaluations. Simi-
larly, the empirical base of the approach exemplified by Project 12-Ways
to prevent child abuse and neglect has been established through clinical
data reports, single-case experiments, group designs, and epidemiological
studies (Lutzker, 1996). Of course, as represented by these cited projects,
different research methodologies and statistical techniques were appropri-
ately incorporated into different forms of the program evaluation: There is
no one “gold standard” for program evaluation of services. As Schorr (2003)
noted, although there is a certainty with experimental findings using ran-
dom assignment, for example, sometimes experimental methodology may
not be the most appropriate evaluation: “it is the very nature of the most
promising responses to persistent social problems that makes them almost
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impossible to evaluate by the methodologically elegant ways in which we
evaluate drugs or electric toothbrushes” (p. 6). The critical considerations
are what questions are being asked and what data are needed to draw ap-
propriate conclusions. Of course, any program evaluation relies on both
explicit and implicit values and is not value free (Cook & Shadish, 1986).
Choices inevitably are made based on judgments about what is important,
what standards should be applied, what information is considered and
analyzed, as well as how these are integrated into a conclusion about a
program.

Evaluation might work best when it is integrated into ongoing pro-
gram activities, not separated by different staff, different data collected, or
different purposes. This aspect is exemplified by the program evaluation
activities conducted on the Intensive Mental Health Program (see Jacobs
et al., this volume) in which information collected for ongoing clinical deci-
sion making was aggregated to measure overall outcomes of the program
itself (Vernberg, Roberts, & Nyre, 2002). Similarly, the Multisystemic Fam-
ily Therapy programs integrated clinically important information with their
outcomes evaluation. In contrast, some program evaluations may require
information that is not regularly gathered in a mental health service pro-
gram and an external research staff is devoted to collecting and analyzing
data (e.g., see Bickman and Mulvaney, this volume, for a description of the
very large-scale Fort Bragg demonstration project). Bickman and Mulvaney
argue for keeping separate the clinical activities and personnel from that
of the program evaluation. In any program evaluation, the data collected
should be prioritized to provide analysis and feedback for accountability
and improvement without upsetting the program’s implementation.

Different aspects of program evaluation have been outlined depending
on the purpose and stage of implementation (Schalock, 2001; Thompson &
McClintock, 2000). Formative evaluation begins with the planning of a pro-
gram to insure that continual feedback about potential functioning, prob-
lems, and modifications is received as it develops. This stage allows for
an examination of all aspects before implementation and during its early
stages or when an existing program is being transported and implemented
in another setting or with a different population than originally designed.
Process evaluation tests whether and how the program is affecting the peo-
ple or behavior that it is intended to change. The process may include how
the program is being implemented, what are the obstacles the population
may encounter in accessing the program, as well as the characteristics of
the population served. Impact evaluation assesses whether the program is
moving adequately toward its immediate goals. Impact may be measured
on proxy variables or intervening variables related to eventual outcome
variables. Outcome evaluation measures whether the program goals are
achieved, often considered longer term, and of the most interest when a
program is implemented. For example, whereas impact evaluation may as-
sess whether children improved psychological functioning in a therapeu-
tic milieu, the outcome evaluation examines whether the children achieve
satisfactory functioning in a more naturalistic setting such as schools or
playgroups (if that is the goal of the program). Similarly, an educational
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program about substance abuse may measure the participants’ immediate
knowledge gain about drug dangers as an impact evaluation, whereas the
outcomes evaluation of the program would assess whether the participants
eventually use drugs or are arrested for possession of illegal substances.

MODELS OF PROGRAM EVALUATION

As illustrated by the range of activities and settings or venues for men-
tal health services presented in other chapters in this volume, from camps,
to schools, to hospitals, to outpatient clinics and others, the questions and
evidentiary data can be diverse. To help organize program evaluation con-
ceptualizations and activities, a number of models or approaches to issues
related to program evaluation have been articulated.

Outcome-Based Evaluation

Schalock (2001) presented a model of evaluation and analysis that
examines how well a program achieves its outlined goals and objectives
for performance. This model of outcome-based evaluation attempts to “(1)
compare the program’s goals with its achieved outcomes; (2) report the
program’s performance and value outcomes, and (3) provide formative
feedback information to program change and continuous improvement”
(p. 42). He outlined a comprehensive list of potential outcomes and their
indicators such as service coordination, person-referenced outcome data,
expenditure data, recipient characteristics, service intensity levels, access
to services, staff characteristics, health status, and wellness indicators.
This model is generically applicable to physical health, mental health, and
educational programs. Comparing stated goals with actual outcomes is
exemplified by Koontz (2001) and Bickman et al. (1995).

COMPREHENSIVE CONCEPTUAL MODEL FOR OUTCOMES
OF MENTAL HEALTH CARE FOR CHILDREN

AND ADOLESCENTS

Hoagwood, Jensen, Petti, and Burns (1996) described five domains in a
model for evaluating outcomes of mental health care for children and ado-
lescents. They proposed that these outcome domains comprise the vari-
ables of interest in program evaluation (such as for practice and service
system research).

Symptoms are the behavioral or emotional symptoms exhibited by the
child. These may warrant a DSM or ICD diagnosis, but may be organized
differently. Included here may be type, number, and frequency of these
exhibited problems in different settings.

Functioning captures how children adapt to various settings and sit-
uational demands. This domain also involves the degree of impairment of
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a symptoms in interfering with children’s functioning, such as in schools,
family, or community activities appropriate to the child’s development.

Consumer perspectives include the assessment of a child’s symptoms
and functioning by the child and family including perceptions of services
and quality of life.

Environmental contexts are features of home, school, and community
that might have been affected by the symptoms and interventions.

Systems refers to the different components of mental health services
or care. Systems might include schools or the community services. System
outcomes can be further subdivided into service-related (e.g., outcomes, in
terms of service utilization) and organizational or cost-related (e.g., inter-
actions between service providers, financial issues for organizations and
provision of services).

This SFCES model (i.e., Symptoms, Functioning, Consumer Perspec-
tives, Environmental Context, Systems) is fairly generic in categoriza-
tion, by providing a set of categories for evaluating services to improve
accountability. Jensen, Hoagwood, and Petti (1996) applied this SFCES

model to review the literature in traditional child and adolescent mental
health.

CATEGORICAL VARIABLES OF PROGRAM EVALUATION
IN CHILD AND FAMILY MENTAL HEALTH

Roberts, Brown, and Puddy (2002) presented a longer series of cat-
egories of variables for comprehensive and consistent evaluation of pro-
grams intended for psychological or behavioral change. The categories were
presented as flexible for programs, personnel, settings, problem behaviors
targeted, and outcomes, as well as different stages of program contact. (The
categories or variables can be distributed into the SFCES model of Hoagwood
et al., 1996, but have greater specificity suggesting the variables to be con-
sidered.) Roberts et al. reviewed the literature to illustrate these categories
of program evaluation, specifically in pediatric psychology services as a
subset of children’ mental health services.

In the next section, we present these variables of interest in program
evaluation with more general applicability to child and family mental health
similar to that outlined by Roberts et al. (2002). These program evalua-
tion variables will be defined and illustrated by the program evaluation
literature in clinical child, pediatric, and school psychology and social
work.

VARIABLES OF INTEREST IN PROGRAM EVALUATION
IN CHILD AND FAMILY MENTAL HEALTH SERVICES

Demographic and Basic Variables

As we have noted elsewhere (Steele & Roberts, 2003), the provision of
demographic and other descriptive data regarding study samples is neces-
sary for the appropriate evaluation of the generalizability of study results.
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This is especially true for program evaluations, where descriptive data may
take on greater importance because such information also provides some
indication of who utilizes the programs, and whether the programs are ac-
tually serving the intended populations. For example, Alexander, Roberts,
and Prentice-Dunn (1989) examined the characteristics of families utiliz-
ing a “sick-child day care center” relative to nonusers of the facility, with
the intent of describing the degree to which the hospital-based program
was meeting the needs of working parents and their families. Similarly,
Martin, Barbee, Antle, and Sar (2002) examined the demographic charac-
teristics of children served by a federally funded project designed to en-
hance and expedite advanced permanency planning for children at risk for
removal from their biological parent(s). By carefully reporting demographic
and descriptive data of children included in the Kentucky Adoptions Op-
portunities Program (KAOP) Martin et al. were able to demonstrate that the
demographic characteristics of children served by the KAOP were consistent
with the state gender and ethnic breakdowns of children in foster care, but
(as intended by program developers) were significantly younger than the
state foster care population. Among intervention studies presented in the
clinical child and pediatric psychology literatures, the frequency of report-
ing on demographic or descriptive data varies.

Diagnostic Information

Similarly, reporting participant diagnostic information may be essen-
tial to the adequate evaluation of a program. This consideration is par-
ticularly true for programs that involve differential treatment settings for
varying conditions or severity of conditions. For example, Arcelus, Bellerby,
and Vostanis (1990) evaluated the mental health services utilized by youth
under the care of the social services department in Birmingham, UK. One of
the goals of the evaluation was to determine and to improve upon the ser-
vice’s system of care (i.e., formative evaluation). Thus, the referral problem
(e.g., difficult behaviors, abuse) and diagnostic considerations (i.e., ICD-10
diagnosis) were necessary for appropriate tracking of mental health ser-
vices and outcomes.

In some cases, reports of program evaluations that include child or
adolescent diagnostic data may represent an advantage in terms of pro-
gram applicability and generalizability. As will be discussed in more detail
below, the presence of comorbid or co-occurring conditions may moder-
ate the effectiveness of intervention programs, even introducing iatrogenic
effects. For example, as commented on by Dishion, McCord, and Poulin
(1999), the presence of primary or comorbid conduct disorder among ado-
lescent boys may actually increase the likelihood of negative developmental
outcomes following peer-based interventions for delinquency.

However, one of the challenges to program evaluation research is that
the diagnostic status of program participants may be unavailable or diffi-
cult to ascertain. Unlike clinical trials, in which participants are routinely
given comprehensive diagnostic evaluations (e.g., Antshel & Remer, 2003),
program evaluations may be more likely to serve a large number of children
who may or may not have clinical conditions. For example, participants of
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the Alvin Ailey Dance Camp (described by Brown, this volume) included
children identified as being “at risk” by community leaders and educators,
but did not necessarily carry a clinical diagnosis. In this case, inclusion of
structured or clinical interviews to ascertain diagnostic information may
have elevated the cost of the program evaluation to an unacceptably high
level and would have altered the evaluation of the program’s mission. Thus,
the purposes of the evaluation and the intended effects of the evaluation
may necessitate differential collection and use of participant diagnostic
information.

Program Description or Characteristics

Beyond information regarding what populations are served, program
evaluations can also supply valuable information regarding the charac-
teristics of programs, and how services are delivered. The value of such
description lies in the ability of individuals or organizations to implement
similar programs in new settings, to apply components of effective pro-
grams or methods to new populations, or to provide further evaluation
of the program. The description of the PREVENT (Prevention and Evalua-
tion of Early Neglect and Trauma) program by Malik, Lederman, Crowson,
and Osofsky (2002) provides an excellent example. The PREVENT program
was designed to provide a structured evaluation of young children’s de-
velopment at their entry into the foster care system, and to systemati-
cally use that evaluation to make service referrals for the children. The
published description includes background information and goals of the
program, as well as the framework in which assessments are conducted.
Specific assessment instruments and procedures are discussed at length,
and the expected outcomes of the program are provided. Outcome dates
are forthcoming, and will address whether and how the PREVENT pro-
gram has impacted the quality of care for children in the foster care
system.

Valuable information can also be provided when program evaluators
outline changes in program procedures across settings or populations.
Cardemil, Reivich, and Seligman (2002) reported on the implementa-
tion among minority samples of the Penn Resiliency Program (PRP), a
school-based prevention program for children thought to be at risk for
depression due to their low-income status. Cardemil et al. described the
implementation of the program among primarily African American and His-
panic students of low-income families, including changes in the program
to address specific cultural needs, and hypothesized mechanisms of pre-
vention. Differences in outcome across the two cultural or ethnic groups
were also discussed in terms of different mechanisms for change.

Processes of Change

In addition to studies of the components of programs, some program
evaluations provide an insight into the processes responsible for change.
Roth and Brooks-Gunn (2003) conducted a review of the theoretical
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elements of change of youth development programs2 (i.e., competence, con-
fidence, connections, character, and caring ) and examined the degree to
which 48 specific programs reported in the literature addressed these the-
oretical elements. Rather than a strict meta-analysis of program efficacy
or effectiveness, Roth and Brooks-Gunn provided a qualitative overview of
program atmosphere, activities, and mechanisms of change. Further, the
report detailed the degree to which youth development programs evaluated
the five elements of change, and the percentage of programs that reported
significant participant improvement across the elements. As such, Roth
and Brooks-Gunn provided valuable information regarding both the pro-
cesses of interventions and the range of expected outcomes for this genre
of program.

Similarly, Holden et al. (2002) reported on the evaluation of the
Connecticut Title IV-E Waiver Program, a large-scale randomized trial of
a continuum-of-care (COC) approach to mental health service provision
versus treatment as usual (TAU) within that state’s system. One of the
components of this program evaluation was an examination of the degree
to which service providers in the two conditions (COC vs. TAU) were ad-
herent to the underlying program theory and design. As noted by Holden
et al., such information is vital to (1) identify threats to internal valid-
ity of the program evaluation, (2) provide information relevant to cost
of the program, and (3) inform subsequent replications of the program
evaluation.

Outcome Variables

Arguably, the most important variables for examination in program
evaluations have to do with the outcomes that the programs produce. These
may include health, behavioral or psychological, and educational outcomes
for the participants. However, they may also include larger macrosystemic
changes (i.e., changes in legal or policy conditions or parameters), as well as
unintended negative (iatrogenic) effects. Regardless of the specific outcome
in question, Huffman et al. (2002) recommended a number of principles
that may guide decision making regarding outcome measures. These rec-
ommendations included careful selection of valid and treatment-sensitive
measures that are theoretically and functionally related to the processes
eliciting therapeutic change.

Behavioral or Psychological Outcomes

Behavioral or psychological variables are most relevant when the pro-
gram is expected to exert its primary interest on the individual or the family.
Such evaluations may require some indication of the individual or family’s

2Youth development programs were defined as those programs designed to either reduce spe-
cific negative outcomes such as substance abuse, violence, and mental disorders, or to pro-
mote positive developmental outcomes, such as school completion, academic achievement,
or social skills development.
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behavior or psychological state prior to participation in the program. For
example, as noted above, Cardemil et al. (2002) examined the efficacy of
the Penn Resiliency Program (PRP) in terms of its ability to prevent symp-
toms of depression. Children were administered self-report measures of
current psychological states and behaviors (e.g., depressive symptoms, at-
tributional style, perceived self-confidence) both before and after treatment
in order to examine changes in risk for depression. Similarly, Holden et
al. (2002) reported that their Connecticut Title-IV-E program evaluation
included multiple assessments of child and parent functioning, at pro-
gram intake and at 6, 12, and 24 months post-intake. These assessments
included both child and parent report of multiple relevant constructs,
including psychological symptoms, risk behaviors, caregiver strain, and
vocational arrangements of the child. As illustrated by this example, out-
come variables serve a program evaluation best when they are directly
linked to specific goals of the program.

In some cases, program evaluations may not be able to directly assess
change in the target outcome variable, and must instead rely on other
means to assess the efficacy or effectiveness of a program. This may be
particularly true for certain types of prevention programs. For example,
although the child sexual abuse prevention program Keeping Ourselves
Safe (Briggs & Hawkins, 1994), has demonstrated that children’s ability
to recognize and respond to potentially unsafe situations improves as a
result of the program, whether the participants actually experience fewer
incidents of sexual abuse is not as clear. In these types of cases, evidence
of program effectiveness may come from archival or epidemiological data,
or from comparisons of self-report data drawn from program participants
and nonparticipants. For example, Gibson and Leitenberg (2000) found
that 8% of a sample of college women that had participated in a prevention
program as children also reported having experienced sexual abuse as a
child, whereas 14% of the women who had not participated in a prevention
program reported childhood sexual abuse. The use of proxy variables may
be important when a link has been established between the substitute
variable and the eventual variable of interest. For example, measurement
of dental plaque can be substituted for dental decay (Knapp, 1991) and
seat belt use can be a proxy for injuries (Roberts, Layfield, & Fanurik,
1992) in evaluating outcomes of interventions where the outcomes may
be long term or difficult to obtain. Similar methods of assessing program
efficacy or effectiveness may be necessary for programs designed to reduce
the risk of child abuse, adolescent drug abuse, adolescent risky sexual
behaviors, and delinquency.

Educational Outcomes

In addition to psychological or behavioral outcomes, educational
outcomes may be of particular interest in the evaluation of programs
that provide mental health services for children. Although the outcome
variables in educational program evaluation may be relatively straightfor-
ward (i.e., improvement in educational achievement or performance), the
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methods of eliciting change and of determining outcomes may vary consid-
erably. Bradley and Gilkey (2002), for example, conducted a longitudinal
evaluation of the Home Instructional Program for Preschool Youngsters
(HIPPY) in terms of behavioral, social, and educational outcomes. A matched
design was used such that school suspensions, grades, classroom behav-
ior, and achievement test scores of HIPPY participants were compared to
those of children who participated in other school-readiness programs,
and to nonparticipants from the same classrooms when the children were
in grades 3 through 6. The inclusion of achievement scores, grades, and
para-educational variables (e.g., conduct, disciplinary actions) provided
the authors the ability to examine both the results of the program and
the likely mechanisms (processes) by which children obtained the results.

Taking a different approach, Bagnato, Suen, Brickley, Smith-Jones,
and Dettore (2002) reported on a program evaluation of the Early Child-
hood Initiative (ECI), conducted in high-risk communities in Pittsburgh
(PA). Rather than focusing solely on school-related educational outcome
data, Bragnato and colleagues examined pre- to postintervention changes
in standardized scores on the Developmental Observation Checklist Sys-
tem (DOCS; Hresko, Miguel, Sherbenou, & Burton, 1994), which have
demonstrated acceptably high correlations with teachable school readiness
skills.

Few evaluations of programs that provide mental health services in
school settings have also reported on educational or psychoeducational
outcomes data. In one such program evaluation, Attkisson and Rosenblatt
(1993) reported on the implementation of the California System of Care
Model of mental health service provision in three counties in California.
Results indicated that in two of the counties youth that received mental
health care in the schools demonstrated improvements on standardized
achievement scores. Given the increasing demands on schools to meet ex-
ternal expectations of success (e.g., The No Child Left Behind Act of 2001;
U.S. PL 107-110), programs that can demonstrate positive effects on aca-
demic achievement may be better received than programs with no such
outcome data.

Health Outcomes

Consistent with the range of educational outcome measures, health or
health-related outcome measures may vary along a number of dimensions.
These may include process-related outcomes, such as knowledge of a pedi-
atric treatment regimen, health-related quality of life, or specific individual
health outcomes, such as decreases in Body Mass Index or increased ad-
herence to a treatment regimen. For example, González-Martin, Joo, and
Sánchez (2002) evaluated a comprehensive asthma education and adher-
ence counseling program in an outpatient pediatric clinic. Rather than a
single indicator of outcome, program success was evaluated in terms of
changes in children’s quality of life, limitations in physical activity, spe-
cific symptoms of asthma (e.g., fatigue, cough, wheezing), and laboratory
spirometry data. Such outcome measures were consistent with the stated
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purposes of the program evaluation (i.e., “Does the program impact the
children’s physical health?”).

Perhaps assessing a broader range of health outcomes, Koniak-Griffin,
Anderson, Verzemnieks, and Brecht (2000) evaluated an intervention pro-
gram for pregnant adolescent women in comparison to standard public
health nursing or no prenatal intervention. The early intervention pro-
gram carried the specific mandate of improving mother–child interactions
by providing counseling, education, and parent training from pregnancy
through 6 weeks postpartum. Outcome measures included mother psy-
chosocial variables (e.g., school dropout rates), mother–child psychosocial
variables (e.g., relationship quality), and child health outcome variables
(e.g., birthweight, number of hospitalizations).

In each of the above examples, the health outcomes that were mea-
sured were relatively distal to the processes that were likely responsible for
them. That is, the outcome variables (e.g., spirometry or birthweight) are
dependent upon mediating variables that may have been affected by the in-
tervention (e.g., adherence to treatment, prenatal nutrition). Although this
provides valuable information as to the overall outcome of the program (i.e.,
summative evaluation), such data may be less useful in terms of formative
evaluation. Health outcome variables that lend themselves to process eval-
uation (e.g., adherence, nutrition, health education) may be more closely
tied to program components, and thus add an additional dimension to the
program evaluation.

Legal, Policy, or Philosophical Outcomes

Outcomes may be measured that indicate change according to a le-
gal standard, a policy decree, or a philosophical approach. For example,
placing children in educational settings that are the “least restrictive en-
vironments” appropriate for each child’s needs is a legal requirement of
Individuals with Disabilities Education Act (IDEA; see Rueda, Gallego, &
Moll, 2000). If a program demonstrates that it does transition children
from more restrictive to less restrictive environments, then the program
may be evaluated on this legal standard as successful (e.g., the IHMP model
described by Jacobs et al., this volume). Although not an evaluation of a
program per se, Santilli and Roberts (1990) analyzed the impact of a state
supreme court ruling regarding child custody following divorce by exam-
ining judges’ decisions before and after the legal decisions were rendered.
Similarly, a policy decision at some level (e.g., federal, state, local govern-
mental unit or within a service unit) might be evaluated in terms of imple-
mentation and outcomes. Jacobs, Roberts, and Luchene (2002) evaluated
several policy shifts outside and within a community mental health center
in terms of types of referrals, census, and treatment program outcomes. To
a large degree, the Fort Bragg demonstration project was an evaluation of
the implementation of a philosophy of how mental health services should
be organized and delivered (Behar et al., 1996). Bickman and Mulvaney
(this volume) describe the evaluation of the approach known as “system of
care.”
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Potential Iatrogenic or Nosocomial Outcomes

Beyond reporting on the specific expected outcomes associated with
a program, the accurate reporting of unintended negative outcomes
(iatrogenic effects) may provide an invaluable service for the mental health
community. However, despite the usefulness of such reporting, a num-
ber of influences may reduce the likelihood of reporting on programs that
demonstrate null or iatrogenic effects, or may reduce the likelihood of such
results having an effect on public policy decisions. For example, Brown
(2001) attributed the continued public support of objectively ineffective
school-based drug and alcohol programs (e.g., DARE) to factors such as in-
adequate discourse between researchers and policy makers and the role of
special interest political groups. Further, Donnermeyer (2000) noted that
programs such as DARE continue to receive significant public support from
parents. The perception that “doing anything (even if it does not work) is
better than doing nothing at all,” may contribute to the apparent disjoint
between research findings and public policy.

Unfortunately, the data from program evaluations do seem to suggest
that sometimes “doing anything” (if it is the wrong thing) may be worse than
doing nothing at all. For example, at least two recent independent program
evaluations found that participation in a “boot camp” for adolescent offen-
ders was associated with an increased likelihood of recidivism, relative to
standard incarceration (Benda, Toombs, & Peacock, 2002; Stinchcomb &
Terry, 2001). Further, as noted by Dishion et al. (1999), a number of inves-
tigations have consistently demonstrated that delinquent youth may not
benefit from group therapy encounters, and in fact, may incur nosocomial
outcomes. Despite political or social pressure to the contrary, publication
of program evaluations that indicate unintended negative side effects is, at
some level, an ethical obligation.

Individual Differences in Responsivity to Programs

As noted above, the accurate reporting of demographic information re-
garding program participants carries a number of advantages, one of which
is the identification of individual differences in outcome. Findings that a
program is differentially effective across racial or ethnic groups, for ex-
ample, may suggest differences in mechanisms by which change occurs
across those groups (i.e., different mediators of change). These differences
might include cultural beliefs or values, economic barriers to services, or
institutional or programmatic deficits (see Cardemil et al., 2002). These
mechanisms might then be the focus of further evaluation. For example,
Ryan et al. (2002) examined the relative efficacy of a comprehensive child
development program across families receiving AFDC and those not receiv-
ing AFDC. The program was designed to help parents implement specific
developmental goals for their children. Results suggested that AFDC status
moderated the efficacy of the program, even after controlling for individ-
ual families’ incomes. However, of potentially greater importance, Ryan
and colleagues reported that these differences were mediated by parents’
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choices of goals that they brought to the program. The examination of me-
diation provided results that suggested mechanisms for improving pro-
gram delivery: Helping families to recognize and prioritize child-centered
goals.

Costs and Benefits

Because of the competing demands on the resources of public and pri-
vate organizations, particularly those that provide mental health services,
evaluations that include estimations of the costs to initiate and maintain
programs may be particularly useful. Such estimations may include the
actual dollar figures that are required to implement a program (e.g., pur-
chasing materials, compensating employees), but may also include the
resource costs to the sponsoring institution (i.e., unavailability for other
projects; training; supervision; space), as well as costs to individuals or
stakeholders (Holden et al., 2002). As noted by Yates (2003), the costs to
the individual may include economic costs as well as other expenditures,
including “hassles,” time away from other activities, or other difficulties
associated with program participation.

Similarly, evaluations of the benefits of programs may include many
of the objective outcome data discussed above (e.g., improvement on
self-report measures of depression), client or stakeholder satisfaction, or
decreases in the utilization of other services. In each of these cases, the
relative benefit of a program may be expressed in terms of cost–benefit or
cost-effectiveness data. Unfortunately, the inclusion of cost-related analy-
ses is not standard practice in the clinical literature (Yates, 2003).

At the most straightforward level, inclusion of cost analysis may
provide information regarding the feasibility of a program in a given setting.
This type of analysis does not provide a ratio of cost to benefit, but sim-
ply estimates the various costs associated with a program. Foster, Dodge,
and Jones (2003) divided these costs into two categories: explicit and im-
plicit costs. In the explicit category are included labor and material costs,
fixed costs (e.g., space), and out-of-pocket expenses borne by families.
Implicit costs include time spent delivering the service (i.e., to both provider
and consumer), time spent preparing for the service (or supervising the ser-
vice), as well as nonexplicit space costs. The latter might include classroom
space used in the evening for parent education classes, and thus represent
“opportunity” costs—the intervention is removing the opportunity for other
uses of the space.

Another method of evaluating the relative economic costs associated
with a program is to estimate the cost of participation versus the costs
of nonparticipation. For example, in their review of programs for service
delivery of treatment for juvenile sexual abusers, Brown and Kolko (1998)
reported on the potential economic costs associated with untreated sex
offences relative to the costs of treatment programs. For untreated offend-
ers, the costs included those of incarceration and the costs associated with
victim rehabilitation.

Cost–benefit analyses may provide additional information when ques-
tions regarding the relative benefits of a program arise—“How much benefit
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can I expect to accomplish given the allocation of ‘X’ resources?” Such eval-
uations are not limited to questions surrounding dollar amounts (Holden
et al., 2002; Yates, 2003). The question can be recast in terms of any outlay
of resources, including time, space, effort, or financial resources. With re-
gard to the evaluation of the Connecticut Title IV-E Waiver Program, Holden
et al. (2002) noted that the multiple constituencies that are invested in the
program (e.g., federal, state, and local governments; stakeholders; service
providers) might necessarily benefit from different kinds of cost–benefits
analyses.

Utilization of Other Services

An additional means of evaluating the relative costs and benefits of a
program is an examination of the degree to which program participants
utilize additional or subsequent services. Depending on the nature of the
program, one might expect reductions in the need for other services. For
example, one might expect participants of an adolescent sex offender pro-
gram to evidence lower utilization of subsequent correctional facilities (see
Murphy et al., this volume). In such a case, utilization of other services
might serve as an outcome variable for a summative evaluation of the
program. In other cases, however, utilization of additional or subsequent
services may serve as a means of assessing benefits (not outcomes) of
a program. For example, Malla et al. (1998) evaluated a comprehensive
case management program for adults with psychotic disorders. Although
outcome data were gathered to determine whether the program had a no-
ticeable impact on individual symptoms, data were also collected to deter-
mine the extent to which program participation reduced the need for other
medical and psychosocial services (e.g., emergency room visits, inpatient
treatment) over the subsequent 3 years.

Assessment of Satisfaction

With the increasing level of consumer sophistication and media atten-
tion surrounding treatment issues has come increased attention on the
part of providers to client and stakeholder satisfaction. Depending on the
scope of the program involved, a number of different parties may be appro-
priate sources of satisfaction assessment, including the clients themselves,
their parents or caregivers, members of their immediate ecosystems (e.g.,
teachers), their referring party or other stakeholders (e.g., social worker),
and program staff.

The assessment of client and parent satisfaction appears to be the most
widespread method of evaluating perceptions about programs that deliver
mental health services. Numerous examples of evaluations of consumer
satisfaction can be found in the clinical child and pediatric psychology lit-
eratures, many of which employ self-report instruments as the primary
source of satisfaction data from parents and caregivers, and occasion-
ally, the children and adolescents themselves (e.g., Greenfield & Attkisson,
1999; Palisin, Cecil, Gumbardo, & Varley, 1997; Plante, Couchman, &
Hoffman, 1998; Shapiro, Welker, & Jacobson, 1997).
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What appears to be less common in the program evaluation literature is
assessment of other interested parties’ satisfaction with services provided.
Roberts et al. (2002) noted a handful of studies in which referral sources
were given the opportunity to provide their level of general satisfaction,
perceptions of client or patient gains, and likelihood of referring clients to
the program in the future. Such information may provide a useful means
of evaluating outcome, and may well have a bearing on the sustainability
of a program in a given context.

Similarly, few program evaluations have tapped the rich sources of in-
formation that can be provided by members of the child’s ecosystem (e.g.,
teachers). Two notable exceptions deserve mention. The first is the Inten-
sive Mental Health Program (IMHP; Vernberg et al., 2002; and described by
Jacobs et al., this volume), which has been designed to obtain teacher and
staff satisfaction regarding the IMHP. Such data are likely to provide valu-
able information regarding client performance in a more natural environ-
ment, and thus, contribute to a better understanding of program outcome.

The second exception was provided by Naar-King, Siegel, and Smyth
(2002) in their evaluation of an interdisciplinary health care program for
children with special needs. In addition to parent and child satisfaction,
this program evaluation included a measure of staff or provider satisfaction
as a means of assessing program acceptability. As with measures of refer-
ral source satisfaction, data regarding staff or provider satisfaction may
provide useful information that may bear upon program sustainability, as
well as the degree to which services are meeting the needs of the clients.

CONCLUDING COMMENTS

As presented in this chapter and evidenced by other chapters in this
volume, program evaluation of service delivery might consider a variety of
variables at different points. The variety of methods and measures may
be daunting, but demonstrates the range of evaluation tools for the in-
vestigator. As noted by Greene (2003), the issues to be evaluated should
“drive” the methodology, not choosing a methodology independent of the
program aspects. Evaluating programs from a variety of perspectives is
important for effective development, modification for improvement, engen-
dering support for continuation, and simply justifying the program’s ex-
istence. Indeed, the absence of evaluation may be more telling about a
program and its implementers than the constellation of specific evaluative
components.
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Large-Scale Evaluations of
Children’s Mental Health

Services

The Ft. Bragg and Stark County Studies

LEONARD BICKMAN and SHELAGH MULVANEY

What is large? Large can be defined in several ways. We can describe eval-
uations as large because they cost a great deal of money, include a large
number of participants, include multiple sites or because they evaluate
large programs. Our perspective is that the amount of funding can be used
as a simple index of size. Dollars allocated is an estimate of the amount
of investment and interest that an agency or foundation has in seeing
evaluation questions answered. When a million dollars or more is spent
on an evaluation the justification is usually based on the importance of
the evaluation question. However, dollars or size do not always correlate
with quality or impact.

Some aspects of large evaluations are unique and some are simply
upward extensions of smaller evaluation projects. On the whole, one can
assume that most aspects of the evaluation will be more complicated in
large-scale projects. One example is budgeting and expenditures. Expen-
ditures for an evaluation are correlated with the number of project staff,
the length of the evaluation, the number of study sites, the number of data
collection points, and the method of data collection (Bickman, 1992). The
largest category of expense is typically personnel so it is to be expected
that staff size is related to total expenditures. Each additional evaluation
site, be it comparison or treatment site, contributes additional costs to an
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evaluation. Typically, this means that offices have to be maintained and
support staff are needed for each office. Unless the evaluation data are
archival (i.e., electronic records) most of the personnel costs are spent on
collecting data. The number of waves or time periods of data collection
greatly influences the budget. Finally, the type of data collected affects
costs. In-person interviews are more expensive than telephone interviews
and those are more expensive than mailed questionnaires. There are, of
course, other costs that are correlated with size such as data preparation
and analysis, and the number of project management staff. Large data sets
can also pose other difficulties such avoiding violations of confidentiality
and simultaneously tracking each participant’s data over time.

One difference between smaller evaluations and larger projects is the
form and degree of scrutiny and public debate that surrounds them. Large
evaluations are typically of national interest and thus should be very vis-
ible. By “visible” we mean that the processes of design, implementation,
analyses, and evaluation should be as open as possible to stakeholders.
Because of the large investment and interest, evaluators on large-scale
projects have a responsibility to produce timely results. The results will,
and should, be scrutinized in these circumstances.

Paradoxically, large evaluations should be focused on important ques-
tions, but not on questions that are too important. If the topic is too “hot”
then it is likely that a careful large-scale evaluation cannot be completed
in the time frame necessary to answer a pressing question. On the other
hand, a “cold” issue, or one that poses immediate demands for information,
will not be seen as appropriate for large evaluation. Thus the focus should
be on lukewarm issues. It also helps if the issue is one of long-standing
interest so that no matter when the evaluation is completed it will still be
relevant. It is a cheerless experience to spend years conducting a study for
which there is no longer any interest when completed.

Ultimately, an evaluation should be no larger than it needs to be. Con-
siderations of statistical power, feasibility, longitudinal performance, and
generalizability are all important aspects of making decisions about size.
The incremental utility or validity of the project does not necessarily in-
crease with size alone.

IMPORTANT CHARACTERISTICS OF THE FT. BRAGG
AND STARK COUNTY EVALUATIONS

The Ft. Bragg evaluation describes the implementation, quality, costs,
and outcomes of a $94 million demonstration project designed to improve
the mental health outcomes for children and adolescents who received
mental health treatment funded by CHAMPUS, the Department of Defense’s
insurance program for civilian dependents of military personnel (Bickman
et al., 1995). The demonstration provided a full continuum of mental health
services in civilian facilities near Ft. Bragg, North Carolina, including out-
patient therapy, day treatment, in-home counseling, therapeutic foster
homes, specialized group homes, 24-hour crisis management services, and
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acute hospitalization. The comparison sites were also civilian facilities near
similar army posts at Ft. Campbell, Kentucky, and Ft. Stewart, Georgia,
where services to children were limited to outpatient, residential, and hos-
pital care. The comparison sites provided no formal coordination among
services or other systems such as education and juvenile justice as in
the demonstration other than what would normally occur. The evaluation
was a quasi-experiment with close to 1,000 families followed over 5 years.
Extensive mental health, service use, and cost data were collected on chil-
dren and their families over seven waves to evaluate the relative effective-
ness of the demonstration. A random regression longitudinal model was
used to analyze 10 key outcome variables. The findings were surprising
and upsetting to many. Whereas both groups of children showed significant
improvement, clinical outcomes in demonstration children were no better
than those in the comparison sites. Moreover, although it was anticipated
that the demonstration would be less expensive it was more expensive and
there was no medical cost offset of the additional costs (Foster & Bickman,
2000).

The Stark County Ohio evaluation examined an established exemplary
system of care designed to provide comprehensive mental health services
to children and adolescents. Similar to the goals of the Fr. Brag Demon-
stration, it was believed that the Stark County system would lead to more
improvement in the functioning and symptoms of clients compared to those
receiving care as usual. The project employed a randomized experimental
five-wave longitudinal design with 350 families. The results replicated the
Ft. Bragg findings (Bickman, Noser, & Summerfelt, 1999). There was better
access to care, more care, more types of services, but unfortunately greater
costs, and no differences in clinical outcomes compared to treatment as
usual. In addition, children who did not receive any services, regardless of
experimental condition, improved at the same rate as treated children.

In both studies, the effects of systems-of-care policies and approach
were primarily limited to system-level outcomes such as access and cost,
but did not appear to affect clinical outcomes such as child and family
functioning and symptom severity.

CHALLENGES AND BENEFITS OF CONDUCTING
LARGE-SCALE EVALUATION STUDIES

Funding

Large-scale proposals are typically highly scrutinized, often politically
sensitive, slow to develop, and are not easily funded. It took several years
and the efforts of Dr. Lenore Behar, former Director of Children’s Ser-
vices for the North Carolina Department of Human Services, Division of
Mental Health Health, Developmental Disabilities, and Substance Abuse
and assistance from the U.S. Congress to obtain funds for the Ft. Bragg
Demonstration. The Ft. Bragg and Stark County evaluations both qualify
as large-scale evaluations if we use the criterion of dollars spent. The basic
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evaluation cost less than 5% of the $94 million Ft. Bragg Demonstration
service system; including all of the evaluation research efforts the cost was
less than 11% of the cost of the demonstration. Experience indicates that
serendipity and politics can play a large role in funding large projects. If
dedicated, an evaluation team can successfully participate in the elabo-
rate and sometimes difficult funding process and come out with a feasible,
valid, and important large-scale project.

Complexity

Large evaluations usually include more than one geographical location.
The logistics of setting up and maintaining remote offices is not some-
thing learned in graduate school. Such mundane activities as arranging
for phones and other utilities, renting space, and obtaining furniture can
take time, especially if a university has little experience in processing off-
campus requests. There are also advantages of being at university. Cash
flow for basic necessities is seldom a problem in an academic setting. The
university paid the bills (mostly on time) regardless of whether the funds
had arrived from the agencies. For the federal grants this was not a prob-
lem. But, because the evaluation was more expensive than anticipated,
our contracts had to be increased several times. These events were always
cliffhangers with many jobs in the balance because we were never com-
pletely sure that the funds would appear at all, much less on time.

Staffing

One of the biggest challenges in conducting large-scale projects is the
hiring and supervision of many staff with remote sites offering particu-
lar challenges. In our opinion, an academic Principle Investigator (PI) will
have difficulty managing large studies because he or she is rarely full time
on the project and usually has to continue regular academic duties that
include teaching, advising, and committee work. Moreover, even without
other responsibilities academics may or may not have the managerial skills
necessary for such large projects (Bickman, 1981). Thus, hiring the right
staff and a lot of on-the-job training for the PI is critical to success. Because
there is no traditional career path for a general project manager we filled
those positions with psychologists, social workers, lawyers, and clinicians
and did not find that any particular training mattered. Hiring someone
who is well organized, can supervise others, and pay attention to details
is critical. Another characteristic of large projects is the need for team-
work, especially an interdisciplinary team. Ensuring that the group works
together is a key responsibility of the PI.

Large-scale studies are also an investment in the careers of the re-
searchers conducting the studies. How does this intensive and lengthy
involvement in a study affect them? There were six other authors of the
book summarizing the Ft. Bragg evaluation (Bickman et al., 1995). Two
continue as productive research associates at the Center for Mental Health
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Policy, two have gone on to gain tenure at universities, one went from
being a graduate student to an assistant professor, and one went back to
her clinical practice. Because these studies do not usually produce pub-
lications for several years some argue that only established investigators
should commit to them. The experience of these researchers would argue
otherwise.

Research Generated

Large evaluation projects are typically comprehensive and thus can of-
ten be divided into several related but smaller studies. The Ft. Bragg eval-
uation had the following components: cost, service use, quality of services,
clinical outcomes, and implementation. Each substudy was managed by a
different staff member and was coordinated by the PI and the project man-
ager. This division also results in the potential for different individuals to
take the lead in publishing in each area.

One of the potential advantages of large evaluations is the ability to
answer many research questions that are not evaluation questions. Ad-
ditional funds from the National Institute of Mental Health (NIMH) allowed
us, for example, to test a family empowerment intervention, study the long-
term outcomes of services, and collect data about families. Additional funds
from the Army were spent on studying the Demonstration’s transformation
into a managed care system. Some of the papers we published are relevant
to understanding the results of the evaluation and others had little to do
with the evaluation. We have published a comprehensive summary of the
evaluation (Bickman et al., 1995) and papers on topics such as functioning
(Bickman, Lambert, Karver, & Andrade, 1998; Lambert, Salzer, & Bickman,
1998), service use (Lambert, Brannan, Breda, Heflinger, & Bickman, 1998),
quality of services (Bickman, Summerfelt, & Bryant, 1996), policy issues
(Bickman, 2000), cost analysis (Bickman et al., 1998), developmental psy-
chopathology (Lambert, Wahler, Andrade, & Bickman, 2001), parent em-
powerment (Bickman, Heflinger, Northrup, Sonnichsen, & Schilling, 1998;
Heflinger, Bickman, Northrup, & Sonnichsen, 1997), satisfaction (Lambert
et al., 1998) caregiver strain (Brannan, Heflinger, & Bickman, 1997), ser-
vice termination (Breda & Bickman, 1997), and program implementation
(Bickman & Heflinger, 1994).

A large-scale evaluation also has greater potential for discovering the
reasons why an intervention may not have produced the expected effects.
We were able to conduct additional analyses to examine one of the major
assumptions underlying a system of care: that the clinicians could ap-
propriately assign children to a level of care (e.g., hospital vs outpatient)
given the children’s problem and resources. When the results showed that
the additional options for level of care had no clinical benefit we reasoned
that this could be caused by some clinicians not assigning children to the
“appropriate” level of care regardless of their training and the existence of a
manual on level of assignment. After making sure that there was sufficient
information to make an assignment we were surprised to find that there
was essentially no agreement among clinicians on level of assignment.
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Thus, it could be that continuum care did not “work” because assignment
to care appeared to be less than consistent (Bickman, Karver, & Schut,
1997).

A second study involved another interpretation for the lack of signifi-
cant findings. A key underlying assumption of the demonstration was that
what was needed was a new system for the delivery of services that were
assumed to be effective. Clearly, the null results could be obtained if the
treatments delivered were ineffective. Thus, no matter what changes were
made at the system level there would be no difference in clinical outcomes
if the treatments did not work. But how could we test this notion because
there was no control group consisting of children who did not receive treat-
ment? We assumed that if treatment was effective then there should be a
dose–response relationship. That is, the more treatment was received (con-
trolling for severity), the more improvement should occur. In three separate
studies, using the both Stark and Ft. Bragg data, we could not find any
evidence of a dose–response thus weakening the assumption that the ser-
vices were indeed effective (Andrade, Lambert, & Bickman, 2000; Bickman,
Andrade, & Lambert, 2002; Salzer, Bickman, & Lambert, 1999).

We believed that the quality of the services is a major factor in deter-
mining program success. We looked at the quality of two components that
we thought were critical—case management and intake. These components
were the “glue” that held the program together. To study the quality of case
management we had case mangers keep logs of their activities, analyzed
charts, conducted interviews and reviewed documents, used a scale that
measured program philosophy, interviewed parents, and did a network
analysis. In addition, we developed a “case management evaluation data
checklist” that was our measure of quality based on concept mapping and
document reviews. The checklist included such items as parent involve-
ment in treatment planning, client monitoring and follow-up, and linkage
and coordination activities. Our evaluation of the quality of case manage-
ment involved comparing the checklist to the evidence we had collected
from multiple sources. Details about this procedure were published in a
special issue of Evaluation and Program Planning on evaluation method-
ology and mental health services (Bickman, 1996) and the more general
issues of measuring quality are expanded in a special issue of Evaluation
Review (Bickman & Salzer, 1997).

Design and Analysis

There are certain key aspects of the evaluation that will determine
its success. Good design is key to successful evaluation. Undoubtedly, a
randomized experiment is the strongest design to use for inferring causal
relationships. The scope of the Ft. Bragg demonstration made it impossi-
ble to randomly assign Army posts throughout the world. Thus, a quasi-
experiment was conducted. The primary threat to the internal validity of
this design is selection. One needs to be as certain as possible that the
participants and their problems are similar in the comparison and treat-
ment sites. We were very fortunate that the study was conducted at Army
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posts because one cannot ask for more similar settings and persons. This
is not the case in comparing, for example, services in Youngstown, Ohio
with Stark County, Ohio.

The second area of concern is measurement. Poor or insensitive mea-
sures can mask a program effect or even miss it entirely if the wrong con-
structs are measured. To have good construct validity the instruments
used to measure outcomes needed to be valid. This was a problem in some
areas because the quality of existing measures was low. In some cases we
had to develop new measures. Regardless, the leaders of the demonstra-
tion vetted all the measures. The evaluators also had to present the case
that the demonstration was, in fact, a good example of a continuum of
care and that it was successfully implemented. Many evaluation resources
were devoted to documenting the implementation fidelity and quality of the
continuum of care. Basically, this involved documenting that access was
high, the new services were available, and that they were well coordinated.

The third component of a successful evaluation design is the sample
size. It is widely accepted now that statistical power should be ascertained
in the design phase. All studies need to ensure that if a null effect is found
it is truly a null effect and not the result of low statistical power. Our cal-
culations indicated that we needed close to 1,000 subjects and the Army
accepted this evaluation design. Obtaining the number of required sub-
jects may be the biggest challenge to large evaluation projects. Even when
pipeline studies (subject flow) are conducted, researchers still tend to un-
derestimate the rate at which subjects will need to be recruited. In our case
we were given some incorrect information about how to contact families re-
ceiving services in the comparison sites. We needed to interview the families
within a few days of starting services. We were told that the Army would
provide a computerized list. As it turned out, they could provide us with
such a list but it would be about 6–9 months after services were started. We
devised several methods to recruit families but the most successful and the
most time consuming (costly) was to visit every mental health practice in
the area each week to determine if any new eligible families were seen. This
kind of post hoc change in data collection can have large and unexpected
effects on planned analyses and cost.

Stark County provided an excellent opportunity to examine substan-
tive and methodological issues that emerged from Ft. Bragg using a
stronger randomized design. In selecting our site for this study we required
that the service system have more children applying than who could be
served. We felt that it was then ethical to assign children randomly to the
system of care or treatment as usual. However, there were limitations on
the selection of cases for the study. Because the random assignment took
place after the baseline data were collected (to avoid any initial differential
attrition) it sometimes took 2 weeks to interview a family after they had ap-
plied for services. Clearly, we could not use any very severe or emergency
cases because of this delay. The Ft. Bragg study, in contrast, recruited fam-
ilies whose children were receiving any services including hospitalization.
All studies require making tradeoffs. In this case we traded better external
validity (generalizability) in Stark for better internal validity. However, the
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Ft. Bragg and Stark County evaluations are powerful when considered to-
gether because they compensate for each other’s weaknesses. It is rare that
two large-scale evaluations can be conducted to address similar questions
using complementary designs.

Another design aspect of both evaluations is their longitudinal nature.
No large-scale evaluation of mental health services should be based on
only two data points (Lambert, Doucette, & Bickman, 2001). Longitudinal
designs provide better estimation of the pattern of change and greater sta-
tistical power than the pre-post design. However, longitudinal studies pose
additional challenges for large evaluations. In a field as new as children’s
mental health the measurement is not as good as we would like. Thus, it
is tempting take advantage of an improved or new instrument in the later
phases of the study. Our recommendation is that one should introduce
new measures during the study very judiciously. The logistics of changing
an instrument in a large study can be complex and the interpretation of the
results will be more difficult. However, sometimes the investigators have
little choice when standardized measures are updated. In that case the best
a researcher can do is “flag” the change in the analysis and determine if it
makes a difference in the results.

Outcomes

There are predictable challenges related to conducting large-scale
projects and challenges in the process of dealing with findings. In the Ft.
Bragg study, we tried to design an evaluation that was as technically defen-
sible as possible. We carefully studied the implementation of the demon-
stration, used the best available instruments, and made sure that we had
sufficient statistical power to detect meaningful results. The worst outcome
possible for the persons who designed the program, the clients, and for the
persons who implemented the program would have been concluding that
the program was harmful. Although the evaluator might not be pleased
with this outcome, it is, nonetheless, an indicator that the evaluation per-
formed an important function. Arguably, for the evaluator a null effect
would be the worst outcome. When there are no meaningful differences
found between the treatment and comparison groups there are three key
attributions that can be made: (1) there really is no difference and thus the
theory underlying the program was wrong; (2) there really was no differ-
ence but the program was poorly implemented and thus a poor test of the
program theory; and (3) the evaluation was poorly designed or poorly imple-
mented and no conclusions could be drawn. The field can learn something
important based on reason 1 but the two others simply inform evaluators
that either the conditions were not right for the program or the evaluation
or that the staff were not competent. How can the evaluator help guard
against outcomes 2 and 3? In the case of large-scale evaluations there
is not much the evaluator can do about the quality of implementation be-
cause these evaluations tend to be summative, not formative (see Roberts &
Steele, this volume). If formative evaluation is possible, systematic feed-
back from the evaluators may be provided to the program personnel on
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how to improve the program and improve implementation beforehand.
For large-scale projects, a formative evaluation is not typically possible
because it adds more expense and draws out the study longer. Regard-
less, the primary focus for the evaluator always has to be the quality of the
evaluation and not post hoc redesign of the program itself.

Integrity and Controversy

Earlier we noted that there should be a correlation between the size of
an evaluation and its visibility. The size of a project can present challenges
for methods and design integrity. The Ft. Bragg research evaluation team
struggled to keep the integrity of the design and the measures throughout
the study while under considerable political pressure. For example, one
of the few previous studies of children’s mental health services (Burns,
Thompson, & Goldman, 1993) could not collect clinical outcome data be-
cause the funder was only interested in cost reduction. Most importantly,
however, throughout the project we felt that the Army questioned our in-
tegrity because we were closely associated with the program developer who
had presented the Army with a package that included both the demonstra-
tion and the evaluation. They would have preferred to find and fund their
own evaluator. However, the Army learned to trust our independence and
our integrity after the results were delivered and even awarded us a con-
tract to conduct additional analyses of the data at the termination of the
evaluation.

REACTIONS TO THE STUDIES

For program evaluation, and most academic research, appraisal is a
public process. Generally speaking, critique and interpretation are done
initially by the program evaluators and program stakeholders, and then by
the evaluation, research, or programmatic communities at large through
publications and nonprint forums. Large-scale studies will receive large
amounts of scrutiny and critical attention. In large-scale evaluations that
attract widespread interest, the act of interpretation can be a complicated
process that has the potential to become emotional and political in nature.
In particular, when findings are not supportive of the prevailing thinking
postevaluation criticisms may take on a life of their own.

Ideally, public scientific discourse resulting from a large project should
focus on the meaning of data and not on questions about basic method-
ology. One might believe that if an evaluation is done well the results will
speak for themselves. However, if findings are unpopular, no matter how
well a large-scale evaluation has been conducted, or the extent of support
for the design, both methods and data interpretation will be debated. One
could argue that intense scrutiny should be directed at any large project
spending lots of dollars. If the design or methods are truly flawed, discus-
sion will be short-lived and critique will probably never reach the level of



380 LEONARD BICKMAN and SHELAGH MULVANEY

interpretation of the results. However, if the evaluation is well done, it will
withstand detailed scrutiny and criticism. In planning the Ft. Bragg eval-
uation, possible criticisms were anticipated. Extensive data were collected
on many different outcomes from many different sources. Subgroup anal-
yses were conducted to test various hypotheses and explore extensively
for possible effects. For example, we examined whether the continuum of
care was more effective for children with different levels of severity and
diagnoses (Bickman et al., 1995).

The Ft. Bragg demonstration and evaluation project was subjected to
much scrutiny and debate over the course of several years. There was a
wide range of responses to Ft. Bragg from many different types of profes-
sionals. In an interview with the first author about the Ft. Bragg and Stark
evaluations published in the American Journal of Evaluation, Fitzpatrick
(2002) states “. . . [they] have received more recognition in the field of eval-
uation than any study that I can recall in my 25 years of practice” (p. 69).
Fitzpatrick also quotes several other evaluators from letters supporting the
project for an award: “Tom Cook has cited the studies as “among the 10 or
20 best evaluation studies ever done in any field by anyone” (Fitzpatrick,
2002, p. 65). Carol Weiss called the evaluation “one of the landmark studies
of the decade,” noting not only its excellent research design, but also the
integrity of the process and the courage in reporting unpopular results (in
Fitzpatrick). Michael Patton noted “. . . the success of Bickman and his col-
leagues in disseminating the findings, engaging their critics in constructive
discussion, and ultimately, achieving great import, influence, and utiliza-
tion for the results.” (cited in Fitzpatrick, p. 65). In reference to Ft. Bragg,
Saxe and Cross (1997) stated: “It has generated unparalleled discussion of
actual data on the effects of children’s mental health services . . . ” (p. 555).
The enduring and public nature of the critique and discussion about Ft.
Bragg were a result of the cost of the project, the methodological rigor in
which it was conducted, the dissemination efforts of the evaluation team,
and the fact that the findings did not support the prevailing thinking. How-
ever, praise such as that described above was not found uniformly in the
mental health community.

Although many reviewers found that Ft. Bragg was well done there
were inevitable debates regarding basic qualities and even purpose of
the evaluation. Criticism and discussion were directed at nearly every
methodological and theoretical characteristic of the project. Although both
demonstration and control sites showed substantial clinical improvement,
the importance of efficacy and effectiveness of treatments used at the
sites became a focus of discussion (Henggeler, Schoenwald, & Munger,
1996; Weisz, Han, & Valeri, 1997). DeLeon and Williams (1997) pointed
out that approximately 80% of children improved at both demonstration
and comparison sites, but also suggested that the results of Ft. Bragg
should cause clinicians to question whether what they are doing has an
impact. The question of effectiveness of the treatments was not an ini-
tial focus of the evaluation. The problem was that there was no differ-
ential effectiveness of the continuum-of-care model. Thus, although the
discussion spawned by questions of treatment effectiveness did ultimately
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have a positive influence on children’s mental health research (see be-
low), maintaining focus on critical aspects of the project was difficult at
times.

Some of the public discussion regarding Ft. Bragg surrounded im-
plementation. Implementation studies are important for formative evalu-
ation, as validity checks, and for satisfying later questions regarding null
findings. Most authors commended the Ft. Bragg study for completing an
implementation analysis. One limitation of the Ft. Bragg implementation
study that emerged was that the evaluators conceptualized, or at least
measured, implementation as a static event (Friedman & Burns, 1996).
Although it is not always possible to continuously and validly measure im-
plementation or fidelity, we now realize how important it is to try to do
just that. Implementation and fidelity probably do evolve and change over
time and need to be monitored continuously. We have also learned that
the process of implementation should be guided by theory and planned
to prevent failure, not simply analyzed post hoc. This is important in the
implementation of empirically supported treatments (Bickman et al., in
preparation) and has been highlighted in the continuous quality improve-
ment approach.

One aspect of the project that received particular attention was the fact
that it was conducted in a military setting. This was seen as a limitation
in terms of the analysis of cost, the single agency in a “system” of care,
and generalizability of the findings (Kingdon & Ichinose, 1996). Arguments
regarding generalizability of evaluation findings are the easiest as well
as the most difficult type of criticism to address. What makes defending
generalizability easy is that the assertion of poor generalizability must
have some specific concern or basis to be valid. Most often assertions re-
garding lack of generalizability are not associated with specific theoreti-
cal hypotheses. Given adequate scientific practices the onus, or burden
of proof, falls on the critic to provide a reasonable explanation for why
findings do not apply to the population at large. To successfully support
this argument the critical dimensions upon which results are not gen-
eralizable need to be spelled out (Sechrest & Walsh, 1997). The difficult
aspect of defending the generalizability of a study is that despite a lack of
a logical or theoretical basis for the criticism beliefs surrounding it may
persist.

Several special journal issues, prompted by the evaluators, were
published to provide forums for Ft. Bragg debate. One of the most
illuminating series of articles about Ft. Bragg appeared in a special is-
sue of the American Psychologist. In this special issue Sechrest and Walsh
(1997) were instrumental in directing the public debate back to the ba-
sics of research methods and practices. They reiterated the basic pur-
pose and intent of the project, the types of validities necessary to judge
a study, as well as how the Ft. Bragg study compared against those validi-
ties. The authors invoked the “principle of symmetry” (often ignored or for-
gotten in interpretation of research). They pointed out that, assuming that
acceptable standards of scientific practice have been met, all reasonable
interpretations of a valid scientific process need to be treated equally. One
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cannot dismiss the outcome of the research process simply because it does
not conform to preexisting beliefs.

Potentially consequential evaluation projects benefit greatly from the
practice of keeping the evaluators independent from the program they are
evaluating. Several authors noted the importance of this in the Ft. Bragg
discussions (Behar, 1997; Weisz et al. 1997). The importance of indepen-
dent evaluators becomes even more crucial under circumstances when a
majority of stakeholders see the results as unfavorable. Although program
funders, developers, and staff should always be aware of the potential for
null findings, the consequences and acceptance of findings (given proper
methods and implementation) need to be discussed before summative eval-
uation begins. Independence and objectivity adds credibility and validity
to evaluation findings regardless of the outcomes and cannot be stressed
enough here.

RESPONSE TO THE REACTIONS

In response to some criticisms additional analyses were conducted.
However, having a large data set at one’s disposal can lead to over-
analysis or over-interpretation. By this we mean the kind of minute
analyses and post hoc explanations that were not part of the analysis plan
and are typically carried out in the presence of null findings. The core Ft.
Bragg analyses were planned a priori and relied on patterns of effects over
time and clinical significance as a relatively more important indicator of
differences between the demonstration and control sites (Evans & Banks,
1996). In program evaluation, the main hypotheses should be explicated,
core measures examined, and all principal analyses completed before the
data are taken apart in the process of addressing post hoc critiques. Al-
though it may be difficult to defend not doing more and more analyses to
satisfy many critics, the findings are rarely changed through that process,
and are more likely to be obfuscated in details.

The relative focus on some null findings may overshadow other as-
pects of large projects and minor but positive results may be relatively
ignored. Some authors did focus on positive findings in the Ft. Bragg
evaluation. For example, there were benefits associated with the demon-
stration site: a significantly larger number of children were seen, client
satisfaction was higher, children stayed in treatment longer, more of the
less restrictive type of treatments was provided, and fewer subjects had
only a single session in the demonstration site (DeLeon & Williams, 1997;
Friedman & Burns, 1996; National Institute of Mental Health, 1998;
Saxe & Cross, 1997). However, the evaluators noted that these positive fea-
tures did not result in better clinical outcomes and increased the cost of
services.

The Ft. Bragg evaluation generated many thoughtful ideas, comments,
and concerns by a wide range of evaluators and mental health profession-
als. Although some issues had been put to rest, questions remained that
could not be resolved through further data analyses or discussion. The
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Stark County project was designed to address some of the issues raised in
the discussion of Ft. Bragg (e.g., quasi-experiment, military families, sin-
gle agency system). Stark County findings, although similar to Ft. Bragg,
did not generate the same type of widespread scrutiny and response. This
second evaluation served to provide additional data and some closure re-
garding several theoretical and methodological concerns surrounding Ft.
Bragg. Together, the two projects addressed, as thoroughly as was possi-
ble, the questions that the evaluators set out to answer, the methodological
concerns of critics, and moved the public discussion closer toward the im-
plications of the findings.

What may have been the last official word on the Ft. Bragg and Stark
County evaluations came from the Surgeon General’s report on mental
health (NIMH, 1998). Ultimately, the report provided a balanced summary of
the positive findings, the null findings, and the impact that the evaluation
had on children’s mental health research. The report stated that a shift in
focus from the organization of mental health services to the mental health
interventions themselves was indicated for the field as a result of the Ft.
Bragg and Stark County studies.

This review hopefully underscores the duration, range, and nature
of public criticism that is possible in the process of conducting large-
scale evaluations. Sechrest and Walsh (1997) pondered what the pub-
lic discourse would or could have been if potential critics had been
involved in the planning of the evaluation. Although this is not always
feasible or advisable, this is a relevant idea to consider in planning large
projects as they have the potential to affect many programs and indi-
viduals. However, if an evaluation is well done it should withstand crit-
icisms. Most importantly, regardless if a general consensus is reached
about the conclusions, large projects provide a spotlight and public forum
for important issues and weaknesses in children’s mental health to be
debated.

CONSEQUENCES AND IMPLICATIONS

Thoughtful criticism of Ft. Bragg brought about attention to important
problems that were not unique to Ft. Bragg, but that the entire field needed
to deal with such as the limited measurement options in children’s mental
health, particularly the need for measures that are sensitive to change over
time (Friedman & Burns, 1996), to the use of and importance of the theory
of change in evaluation (Friedman & Burns), the importance of the effec-
tiveness of community mental health interventions (Henggeler et al., 1996;
Weisz et al., 1997), and the timing, nature, and utility of large evaluation
projects. Interestingly, few critics explicitly called for further demonstra-
tion and evaluation projects (DeLeon & Williams, 1997; Evans & Banks,
1996). This seems to have indicated an immediate and collective step back
from large-scale projects.

There are clearly unpredictable risks as well as benefits of large-
scale evaluation projects. Scientific discovery, innovation, and change
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are reliably associated with both positive and negative unintended con-
sequences. Ft. Bragg and Stark County undoubtedly resulted in both
negative and positive unintended consequences. Although not unique to
large-scale projects, one must be ready to “take the heat” for large-scale
expenditures with null findings. One possible unintended consequence of
large-scale studies is that the field may see the pendulum of science and
policy swing far back in another direction. For example, the conclusion
that any or all systems-level changes are ineffective was not warranted.
Similarly, broad conclusions that large-scale studies are unjustifiable or
unhelpful may be an example of this type of “overcorrection.” Is there a
time at which anyone can say a field of research is “ready” for a large-scale
study? There are no simple answers to this question. Agency funding pri-
orities do not always coincide with the evolution of a given scientific area.
However, thoughtful public discussion related to the timing and appropri-
ateness of large-scale studies for a particular field will bring about a more
efficacious use of research dollars.

What does the future hold for large-scale evaluations? Having focused
on system-level variables in these evaluations and finding no effect, it was
time to reconsider other elements that could bring about change in clinical
outcomes. What were the gaps that Ft. Bragg uncovered on which research
should focus? First, investigators need to be able to measure outcomes in
the real world. It was clear that few community-based services had the
ability to determine if they were delivering effective services. Second, in-
vestigators need to look at the general process of care to determine those
mediators that are important in affecting outcomes. For example, the adult
literature is clear that therapeutic alliance, the relationship between the
provider and the client, can be very important. Third, clinical investigators
have recognized that the clinician is a key element in changing services.
We have developed a comprehensive theory of change that could be ap-
plied to changing the behavior of the professionals and implementation of
workplace innovations (Bickman et al., in preparation; Riemer & Bickman,
submitted).

Larger studies do have a relatively greater potential to act as a cata-
lyst for positive changes in the field. The most obvious effects of the Ft.
Bragg and Stark evaluations was to shift the focus of the children’s men-
tal health research community, to influence how the field thinks about
large-scale studies, society’s propensity to fund them, and how evalua-
tors interpret and use their results. Recommendations that we focus on
efficacy and effectiveness of interventions and stay with small science
until the time is “ripe” for large-scale evaluations seem to be the con-
sensus. Post Ft. Bragg, it seems that there is more emphasis on and ne-
cessity for building bridges between the research and clinical worlds with
the examination of services under real-world conditions a greater a pri-
ority. Finally, there is more attention being paid to evaluating treatments
rather than systems, as evidenced by such efforts on empirically supported
treatments and transportability of laboratory-developed service to the
community.
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Manderscheid, & Sondheimer, 1999). The program provides grants to
states, communities, territories, and American Indian tribes to improve
and expand their systems of care to meet the needs of children and ado-
lescents with serious emotional disturbance and their families. These in-
clude children and youth with a serious emotional disturbance (SED) from
birth to the age of 21 years who currently have, or at any time during
the past year, had a mental, behavioral, or emotional disorder of sufficient
duration to meet diagnostic criteria specified in the DSM-IV (American Psy-
chiatric Association, 1994). In addition, this diagnosis must have resulted
in functional impairment that substantially interferes with or limits one or
more major life activities. The program is administered by the Child, Ado-
lescent, and Family Branch within the Substance Abuse and Mental Health
Services Administration’s (SAMHSA) Center for Mental Health Services
(CMHS).

This program is the translation of the systems-of-care approach first
articulated by Stroul and Friedman in 1986 and now a major organiz-
ing force shaping the development of community-based children’s mental
health services in the United States. The model includes a comprehensive
spectrum of mental health and other necessary services and supports that
are guided by a specified set of principles (see Fig. 1). Whereas the actual

Definition of Systems-of-Care Principles

Family focused – The recognition that (a) the ecological context of the family is
central to the care of all children; (b) families are important contributors to, and equal
partners in, any effort to serve children; and (c) all system and service processes
should be planned to maximize family involvement.

Culturally competent – Sensitivity and responsiveness to, and acknowledgment of,
the inherent value of differences related to race, religion, language, national origin,
gender, socioeconomic background, and community-specific characteristics.

Interagency – The involvement and partnership of core agencies in multiple
child-serving sectors, including child welfare, health, juvenile justice, education, and
mental health.

Community based – The provision of services within close geographical proximity to
the targeted community.

Accessible – The minimizing of barriers to services in terms of physical location,
convenience of scheduling, and financial constraints.

Coordination or collaboration – Professionals working together in a complimentary
manner to avoid duplication of services, eliminate gaps in care, and facilitate the
child’s and family’s movement through the service system.

Individualized – The provision of care that is expressly child centered, addresses the
child’s specific needs, and recognizes and incorporates the child’s strengths.

Least restrictive – The priority that services should be delivered in settings that
maximize freedom of choice and movement, and that present opportunities to interact
in normative environments (e.g., school and family).

Figure 1. Definition of Systems-of-Care Principles.
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components and organizational configurations of the system of care may
differ from community to community, the key components of the model in-
clude individualized, family-focused, and culturally competent services and
supports. These should be community based and accessible, and provided
in the least restrictive environment possible through a collaborative, coor-
dinated interagency network.

To explain how systems of care are intended to work, a theory-based
framework was developed with input from program stakeholders across
the country (Hernandez & Hodges, 2003). The framework articulates the
underlying assumptions that guide service delivery strategies and are be-
lieved to be critical to producing change and improvement in children and
families. It has three core elements—population, strategies, and outcome—
as well as a mission statement, guiding principles, and an evaluation or
feedback cycle. The mission statement addresses the need for intensive
community-based services for children with SED and their families. The
guiding principles provide a foundation upon which systems-of-care strate-
gies are built. These strategies are grounded in a community ownership
and planning process that engages multiple partners. Outcomes are orga-
nized into practice, child and family, and system outcomes. The framework
includes an evaluation or feedback cycle making use of the best and most
current research and incorporates concepts of internal evaluation, quality
improvement, adaptation, and accountability.

This federal demonstration program has resulted in widespread im-
plementation of the systems-of-care approach and principles. Since its
inception, the potential for children and their families to receive men-
tal health services and supports in their own communities has grown,
as has the number of providers and stakeholders knowledgeable about
and committed to delivering services using a systems-of-care approach.
Grant-funded communities have actively expanded their service arrays,
adding new services and tailoring others to meet the specific needs of their
communities (Brannan, Baughman, Reed, & Katz-Leavy, 2002; Holden &
Brannan, 2002; Holden, Friedman, & Santiago, 2001b; Holden et al., 2003;
Vinson, Brannan, Baughman, Wilce, & Gawron, 2001). Breaking with the
past, the norm in the grant communities is for families to be partners
in service planning and provision and, in many grant communities, in
evaluating services (Osher, van Kammen, & Zaro, 2001). There is grow-
ing recognition of the importance of natural support systems within cul-
turally diverse communities and the advantage of adapting services to be
congruent with them (Cross, Earle, Echo-Hawk Solie, & Manness, 2000;
Running Wolf et al., 2002). In some cases, changes in policies at the state
and federal levels have led to legislation that supports system change both
within and beyond the grant communities (Holden, De Carolis, & Huff,
2002). Finally, systems-of-care proponents have been able, in some in-
stances, to harness managed care technologies to further systems-of-care
goals (Stroul, Pires, Armstrong, & Zaro, 2002).

A legislatively mandated national, cross-site evaluation of the Compre-
hensive Community Mental Health Services for Children and Their Fam-
ilies Program began in 1994. The evaluation responds to the legislation
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authorizing the program (Public Health Service Act 565), which requires an
annual evaluation to (1) describe the children and families served by the
systems-of-care initiative, (2) assess how systems of care develop and what
factors impede or enhance development, (3) measure whether children
served through the program experience improvement in clinical and func-
tional outcomes and whether those improvements endure over time and
why, (4) determine whether the consumers are satisfied with the services
they receive, and (5) measure the costs associated with the implementation
of a system of care and determine its cost effectiveness. Besides respond-
ing to the legislation, the evaluation serves as a laboratory for addressing
many of the questions described above. Findings from the evaluation also
provide information upon which to base future treatment, program, fund-
ing, and policy decisions (Holden et al., 2002, 2003).

Any mental health services evaluation must be undertaken with the
recognition that a complex set of factors determines the outcomes for a
particular child and family. Key questions often posited in mental health
services research are: What works? For whom? And under what condi-
tions? (Burns & Hoagwood, 2002). These questions are not easy or straight-
forward to answer. The service system is one critical factor, but others,
such as child and family characteristics and the quality of treatment,
must be taken into consideration as well (Friedman, 2001; Friedman &
Hernandez, 2002). The national evaluation is designed to address many
complex and related dimensions of effectiveness. It is longitudinal in na-
ture; children and families are followed over time so that changes in out-
comes can be understood from a developmental point of view. It includes
a comprehensive assessment of outcomes across several domains. The
service delivery systems are also assessed over time, so that their de-
velopmental trajectories can be better understood. This process includes
identifying the ingredients necessary to sustain systems of care, whether
system-level changes result in concomitant practice-level changes, and
how families engage in systems of care. Other critical questions addressed
by the evaluation include whether systems of care are more effective than
traditional service systems in improving outcomes for children with SED and
whether providing community-based mental health services and supports
to this population are cost effective. This level of complexity is necessary
to understand the relationships between system, practice, and individual
outcomes, recognizing that changes at different levels can occur simultane-
ously. The evaluation is comprehensive and includes the 92 grantees, the
children and families served by the programs, service providers, and part-
ner agencies (Holden, Friedman, & Santiago, 2001a; Holden et al., 2003). It
also includes information from nonfunded comparison communities. The
number of grantees and participants, the number of components, and the
variety of methodologies incorporated into the evaluation are extensive.

The two major goals of this large-scale program evaluation are (1) to
obtain an overall program evaluation of the Comprehensive Community
Mental Health Services for Children and Their Families Program that in-
forms federal policy making and (2) to develop evaluation capacity lo-
cally within the funded communities. The second goal is directed toward
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improving quality assurance, management information systems, and sus-
tainability of programs post-federal funding by informing local- and
state-level policy development. In the conduct of a large-scale program
evaluation, a significant amount of tension can exist between these two
goals. This dynamic tension creates a unique contextual challenge that
has implications for the overall design and successful implementation of
evaluation strategies.

METHODOLOGICAL CHALLENGES

A program evaluation of this size and scope has not been without
significant methodological challenges, some that were apparent at the be-
ginning of the evaluation 10 years ago, and others that have become appar-
ent as the evaluation and the services program itself have evolved over
time. Key methodological challenges and their solutions are discussed
below.

Conducting a Multisite Evaluation

Coordination of evaluation and research activities across multiple
funded sites is a consistent challenge for large-scale program evalua-
tions (Herrell & Straw, 2002). This evaluation simultaneously maintains
a cross-site focus to obtain and utilize information at the federal program
level and a within-site focus to obtain and utilize information at the indi-
vidual grantee level. For the most part, data collection activities overlap
with these dual and complementary purposes. Consistent implementa-
tion and quality monitoring of data collection require close partnering
with site-level evaluation personnel (who are employed by the individual
grantees) and national evaluation personnel. This coordination is accom-
plished through consistent communication via electronic media, including
an Internet-based data collection and management system, multiple tech-
nical assistance and training visits to each funded community, national
training meetings for site evaluation staff, quality monitoring protocols to
track progress, and consistent national evaluation staff responsiveness to
problems that are being encountered in the field. The provision of analyzed
and interpreted information from the national evaluation for use in the field
on a regular basis and the engagement of local evaluators in the analysis
and interpretation of data at the national level have created a learning com-
munity of evaluators that heightens motivation to maintain quality in the
field and overall coordination of evaluation activities.

Developing and Selecting Measures

Variables at multiple levels from the individual child to the family
to the service system have been targeted for assessment as part of the
evaluation. These levels of measurement have been dictated partially by
the systems-of-care theoretical model (Hernandez & Hodges, 2003; Stroul,
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1996; Stroul & Friedman, 1986) and partially by the emerging literature
on the effectiveness of children’s mental health services (Bickman et al.,
1995; Burns & Hoagwood, 2002; Burns, Hoagwood, & Mrazek, 1999).
Measures used to assess variables at the individual child and family level
have been selected based upon strong psychometric characteristics and
comparability of use within the children’s mental health services field.
Many of these measures have proven to be quite useful in evaluating
individual and family change across time (CMHS, 1998, 1999, 2000, 2001,
2002; Manteuffel, Stephens, & Santiago, 2002).

Measures of more complex constructs such as systems development
and services experiences have required a high level of investment to develop
and implement. The systems-of-care theoretical model posits that imple-
mentation of a system of care within a community will produce system-level
changes (e.g., increased interagency collaboration, a wider array of tradi-
tional and innovative services, flexible funding arrangements, increased
involvement of consumers, culturally competent services, etc.) that will al-
ter the care that is provided directly to children and families and result in
positive outcomes. This major tenet of the model required the development
of a measurement approach for evaluating systems-of-care implementa-
tion and development that did not previously exist in the children’s mental
health arena. To address this methodological challenge, the systems-of-
care assessment protocol was developed (Brannan et al., 2002; Vinson
et al., 2001). This protocol consists of a mixed quantitative and qualita-
tive methodology with data collected through semistructured interviews
conducted with multiple stakeholders during regular site visits to grant-
funded communities. The data obtained are scored within a conceptual
framework to evaluate the operationalization of the major systems-of-care
principles across the infrastructure and service delivery dimensions of chil-
dren’s mental health services. These data are also analyzed qualitatively to
evaluate factors influencing the development of child-serving systems. To
complement this system-level measure, an individual case study protocol
was developed to assess the experiences of services at the interface between
providers and families (Hernandez et al., 2001). Scores from this mea-
sure have been significantly related to reductions in behavioral and emo-
tional symptoms 12 months after entering services (Stephens, Holden, &
Hernandez, 2004).

Ecological validity has been an important issue to be addressed
within the measurement area. Some consumers and some providers within
systems of care do not respond positively to deficit-oriented measures due
to direct conflicts with the underlying strengths-based philosophy of the
systems-of-care approach. The evaluation has responded by incorporating
a measure of strengths that has shown greater positive change within the
first 6 months of services within systems of care than symptom-oriented
scales (CMHS, 2001, 2002) and has been widely accepted at the program
level. Functional indicators, such as educational progress and juvenile jus-
tice involvement, have also received greater acceptance from consumers,
service providers, and policy makers than measures of symptoms and im-
pairment.
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Integrating Quantitative and Qualitative Data
Collection and Analysis

As discussed previously, measurement approaches have been devel-
oped for this evaluation that use mixed methodologies to comprehensively
capture complex systems constructs. For the most part, these data collec-
tion methodologies rely on qualitative methods for obtaining data through
semistructured or open-ended interview protocols. These data have been
directly analyzed using qualitative software or more basic content analysis
approaches. In addition, scoring systems have been used to derive quan-
titative information from these qualitative data. Interrater reliability and
internal consistency of these scoring systems have been within the accept-
able range and have been monitored closely across time (Brannan et al.,
2002; Vinson et al., 2001).

The integration of qualitative and quantitative data within analyses is
currently ongoing. This has involved clustering sites based on characteris-
tics of their systems of care and concurrently analyzing differences in their
descriptive and longitudinal outcome data. These complex analyses must
take into account the substantial variability in demographics, target popu-
lations, services array, and overall structure of grant-funded programs. The
actual array of services and procedures for service provision are embedded
within individual communities and the cultural context influencing the
development of systems of care. With the continuing accumulation of
system-level data from the currently funded programs, multilevel analyses
(Brannan et al., 2002) that relate the degree of community- and system-
level change directly to child and family outcomes are possible. For ex-
ample, a recent analysis of these data using hierarchical linear modeling
revealed that the level of collaborative or coordinated care in grant-funded
communities at their initial systems-of-care assessment was related to be-
havioral and emotional outcomes, with higher levels of care predicting
greater positive change across time (Gilford, Stephens, & Foster, 2003).
Furthermore, the extent to which a system had implemented the principle
of collaborative or coordinated care differentiated the influence that race
had on rates of change in clinical symptoms across systems. These results
suggest that the racial disparities present in other areas of the health care
delivery system are also present in systems of care.

Study Design and Analysis Challenges

Since its inception, the national evaluation has attempted to address
the overall question of the effectiveness of systems of care. Because it was
not feasible to randomly assign children to service delivery systems, the
national evaluation has employed quasi-experimental matched compari-
son group designs that match federally funded systems of care to service
delivery systems without federal funding for the development of a system
of care. A complex set of issues is involved in conducting and analyzing the
results of these studies. These comparatively weak designs lack the power
to detect effects within community settings where sources of error variance
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are much more difficult to control than in university settings where effi-
cacy trials are typically conducted. Lack of assessment of the specific types
of treatments delivered within outpatient settings and interactions at the
service provider–family level have hampered the ability to determine who
benefits most from what treatment. This is compounded by the heterogene-
ity of presenting problems for the samples that are being treated within
community settings making it difficult in quasi-experimental designs to
identify differential change vectors.

These contextual factors have had a significant impact on data analysis
approaches within the national evaluation. Statistical approaches for ana-
lyzing change have advanced significantly over the last decade. These more
sophisticated analyses of change strategies have proven to be useful in ad-
dressing hypotheses about variables that may be significantly related to
change rates in systems of care. Although many questions continue about
the effectiveness of systems of care at the clinical outcome level (Burns &
Hoagwood, 2002; U.S. Department of Health and Human Services [USDHHS],
1999), data exist to support continued work on the implementation of the
approach within community settings.

Results from these comparison studies have documented differences
in systems development (Brannan et al., 2002) and services experiences
(Hernandez et al., 2001), with federally funded programs displaying greater
operationalization of key systems-of-care principles at the community
and services experience levels, and appropriately matched subsets of
children displaying more positive outcomes in systems-of-care programs
(Greenbaum & Brown, 2002). Although spending within the mental health
sector is higher within federally funded communities, cost offsets oc-
cur within juvenile justice, child welfare, and education that result in
near-equal community expenditures for the care of children with seri-
ous emotional disturbance (Foster & Connor, 2004). Differential outcomes
using symptom-based and functional impairment measures continue to
be difficult to clearly detect within these large, weakly powered quasi-
experimental designs.

Maintaining a Utilization Focus and Stakeholder Involvement

The national evaluation has consistently maintained stakeholder in-
volvement and a utilization focus (Patton, 1997) since its inception.
Multiple stakeholders, including family members, service delivery
personnel, program administrators, policy makers, and researchers, were
involved in the initial design of the evaluation and have continued to pro-
vide advisory input and feedback as the evaluation has evolved over the
last 9 years. This has been accomplished through yearly advisory board
meetings and regular, ongoing input through workgroup participation on
specific tasks that were being implemented within this large-scale pro-
gram evaluation. Satisfying the needs of the multiple stakeholder groups
for evaluation information can be a daunting task. Conflicts occur between
groups with respect to priorities for the evaluation, and many of these con-
flicts have not been easy to resolve. For example, family members’ concerns
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lie with the acceptability of the data that are collected and the direct rele-
vance of the information for continued service provision for their children.
Researchers, on the other hand, are more concerned with methodologic
and analytic rigor and the utility of the results within the scientific com-
munity (e.g., peer-reviewed publications). Reconciling these differences re-
quires educating the different stakeholder groups about the various needs
and priorities and creating common concerns across groups.

Taking a utilization approach and heavily involving stakeholders in
evaluation is not without controversy. Many professional researchers
maintain that objectivity and methodologic rigor may be sacrificed from
too extensive involvement of stakeholder groups in the evaluation process.
Alternatively, stakeholder groups are concerned about the relevance of in-
formation, especially when the results of methodologically elegant and an-
alytically sophisticated studies are not made available to consumers and
the general public outside of the peer-reviewed literature or presentations
within the professional research community. National evaluators of large
service delivery programs such as the Comprehensive Community Mental
Health Services for Children and Their Families Program often find them-
selves in the role of translators of information between stakeholder groups
and facilitators of collaborative relationships between groups that may on
the surface appear to have conflicting goals and priorities.

Addressing the Evolution of Research Questions Across Time

A number of issues arise as a result of conducting large-scale
community-level effectiveness studies over a lengthy period of time. The
general context of the research literature may shift and change, directly
affecting the relevance of the questions that are being addressed. New mea-
sures or restandardization of existing measures may occur, which require
consideration of shifting measurement strategies midstream within lon-
gitudinal designs. There are advantages and disadvantages to decisions
that are made to address these issues within the context of longitudinal
research with children and families within community settings (Black &
Holden, 1995).

The questions of critical importance throughout the evaluation have
revolved around effectiveness defined on a broad scale. At the initiation
of the evaluation, the initial results of the Fort Bragg Evaluation Project
(Bickman et al., 1995) indicated that continuum-of-care services had a
negligible effect on clinical outcomes when compared to services as usual
for military dependents, with increased costs for children receiving these
enhanced mental health services. Access to services and satisfaction were
higher for the group that participated in the continuum of care. A smaller
follow-up study in Ohio using a randomized design (Bickman, Noser, &
Summerfelt, 1999), further emphasized the lack of differences in clini-
cal outcomes between children participating in a system of care versus
those receiving other community-based services. Despite the disadvan-
tages of the design, the national evaluation initiated quasi-experimental
comparison studies to provide a more controlled test of the effectiveness of
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the systems-of-care approach. As noted previously, initial analyses of these
complex data have provided support for the development of systems of care
at the program or community level (Brannan et al., 2002) and documenta-
tion of service delivery experiences that are consistent with systems-of-care
principles (Hernandez et al., 2001; Stephens et al., 2004). For small,
selected samples of children on specific measures, improved outcomes ap-
pear to be obtained (Greenbaum & Brown, 2002), and medication effects,
when closely monitored, appear to produce greater reductions in func-
tional impairment for children and adolescents participating in systems
of care (Holden, 2002). As expected, more financial resources are devoted
to mental health services within funded communities, although a broader
costs perspective across child-serving agencies suggests that this invest-
ment in communities with federally funded programs may offset increased
costs within juvenile justice, inpatient or residential placements, child wel-
fare, and education (Foster & Connor, 2004, Foster, Qaseem, & Connor,
2004). Although more information has been derived from these studies
about the overall effectiveness of systems of care, incontrovertible evidence
indicating a main effect for effectiveness at the level of differential clinical
outcomes for all children and families has not emerged. Further analyses
of these data that focus more on functional rather than clinical outcomes
are currently underway that should continue to shed light on who benefits
most from specific services within community settings.

The Surgeon General’s Report on Mental Health (USDHHS, 1999) and
the evidence-based treatment movement within children’s mental health
(Burns & Hoagwood, 2002) have affected the evolution of research ques-
tions and the direction of the evaluation. Systems of care are an area
in need of further study, especially with respect to the integration of
evidence-based interventions within these community-based programs.
More recent special studies within the national evaluation are employ-
ing randomized clinical trial designs specifically to measure the effects of
evidence-based interventions and survey methods to ascertain the degree
to which evidence-based interventions are being implemented naturalisti-
cally and the variables affecting their implementation. These studies will
not only assess the effectiveness of evidence-based interventions within
systems of care on clinical outcomes, but also will collect both quantita-
tive and qualitative information to identify facilitators and barriers to the
faithful implementation of evidence-based interventions within community
settings.

Administrative Oversight and Control

The data coordinating center for this federally funded program is under
separate contract to the Center for Mental Health Services to conduct the
national evaluation. On the one hand, national evaluation personnel are
directly responsible to the Center for Mental Health Services for the design
and conduct of the national evaluation protocol. On the other hand, site-
level evaluation personnel are direct employees of the service grants and
are responsible to the project directors and principal investigators of the
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community-based programs. Their responsibilities include both national
evaluation data collection and other specific evaluation activities deter-
mined locally. Although central control of the service grants rests with the
Center for Mental Health Services, the authority of the data coordinating
center to conduct training, maintain quality control, and obtain data from
the sites rests upon a complex collaborative relationship involving federal
personnel, national evaluation personnel, grant program administrative
personnel, and grant program evaluation staff. In summary, the coordi-
nating center does not fund the service grants, but evaluates the programs
when the federal government has direct oversight.

This complex set of relationships, which is not unusual in large-scale
evaluations of federal programs (Herrell & Straw, 2002), presents a num-
ber of challenges. Selection of evaluation personnel at the grant programs
is determined by a number of local-level factors that may conflict with the
needs dictated by the national evaluation protocol. Capacity and compe-
tence to conduct a rigorous evaluation at the site level varies, especially in
rural or remote areas where it is difficult to recruit and retain staff. This
can have a significant impact on the quality of the data that are obtained.
A finite level of resources at the data coordinating center level places limits
on the degree of collaboration and control that can be exerted centrally on
sites with lower levels of evaluation capacity or higher personnel turnover.
Clarity of direction at the federal level can assist with bolstering the re-
lationships between the data coordinating center and programs that are
struggling to meet evaluation demands. Local political factors may also
dictate the degree to which resources are directed toward supporting the
national evaluation protocol relative to local evaluation and more pressing
service delivery needs.

This set of dynamics creates an organizational context in which the
types of collaborative relationships and level of control vary tremendously
across the funded programs and in many instances change significantly
over the course of conducting the evaluation. Despite devoting significant
resources to training and monitoring of site activities across all funded
programs, almost constant demands are placed on the data coordinating
center staff for addressing the appropriate titration of collaboration and
control at multiple sites for effectively conducting the evaluation. The de-
gree to which these factors periodically affect the quality of data collection
can have a significant impact on the integrity of the evaluation process.
A recent study conducted by the Judge David L. Bazelon Center for Men-
tal Health Law (2003), however, suggested that the integration of federal
data collection and reporting requirements across funding streams may
assist with the development of local evaluation capacity that can lead to
the sustainability and expansion of services initiatives.

CONCLUSIONS AND FUTURE DIRECTIONS

The methodological challenges associated with conducting national
evaluations of large-scale federal demonstration programs, such as the
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Comprehensive Community Mental Health Services for Children and Their
Families Program, are important to consider as we move into the future.
Many of these challenges parallel those encountered in efforts to evaluate
the effects of other socially complex services delivered in community set-
tings (Herrell & Straw, 2002; Wolff, 2000). These include the difficulties
encountered in measuring complex and innovative approaches that are
being implemented in community-based service delivery settings whose
structure and boundaries differ significantly from research settings. Con-
ducting evaluations in these service delivery settings is also complicated
by political, organizational, and financial parameters that shift continually
across time. Without comprehensive evaluation information, however, the
level of implementation of programs cannot be monitored effectively and
the aggregate outcomes expected from these programs may be impossible
to detect. Information on community-level effectiveness is critical for shap-
ing and influencing program and policy development at the federal, state,
and local levels.

Expansion of this information base in the future will benefit from
a broad approach to program evaluation that spans the disciplines and
methodologies that apply to public health concerns. Continued use of tradi-
tional experimental and quasi-experimental methodologies is a critical fea-
ture for understanding the transportability and effectiveness of evidence-
based practice in community settings. Formative evaluation strategies that
rely more on qualitative data collection and analysis to address emerg-
ing issues and innovative approaches developed in the field are equally
as important. Undergirding the evaluation of children’s mental health ser-
vices within a public health conceptual framework, however, is perhaps
the most important challenge that lies ahead for the field. Recent recom-
mendations have been made for applying public health models such as
diffusion of innovations into the dissemination of evidence-based practice
(Schoenwald & Hoagwood, 2001), using broad public health constructs
for understanding the relationships between evaluation and public policy
(Friedman, 2003; Rosenblatt & Woodbridge, 2003) and more firmly inte-
grating concepts from developmental epidemiology into the study of child
and adolescent mental health (Mason, 2003; Tu, 2003). Public health mod-
els raise additional questions for evaluation such as penetrance of ser-
vice delivery systems, the monitoring and surveillance of not only child
and adolescent mental health but also the services that are being pro-
vided, and efficiency as well as equity of services provision in community
settings.

The future of children’s mental health services evaluation clearly will
be contextualized by recent concerns raised by the international public
health community and emerging policy initiatives. The publication of the
World Health Report Mental Health: New Understanding, New Hope (World
Health Organization [WHO], 2001) indicated that on an international level,
increases of 15% in mental illness overall and 50% in childhood neuropsy-
chiatric disorders are predicted by 2020, with the overall burden of men-
tal health currently the leading cause of disability in the United States
and Western Europe. In the United States, the President’s New Freedom
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Commission on Mental Health has completed studying and reviewing the
federal government’s role in promoting a more effective mental health ser-
vice delivery system. The final report, Achieving the Promise: Transforming
Mental Health Care in America (NFC, 2003), contains specific recommenda-
tions for improving community-based care for children with serious emo-
tional disturbance. This report suggests that screening assessment and
treatment in multiple community settings, consumer- and family-centered
care, evidence-based practices, improved and expanded information in-
frastructure, and the elimination of disparities in care are critical to trans-
forming the mental health system in the United States. The implementa-
tion of these recommendations will have direct implications for defining the
questions that will be addressed in future evaluations of community-based
children’s mental health services.
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As suggested by the breadth of services outlined in this volume, the rubric
“mental health service” has come to encompass a wide variety of activities
in a number of different settings, with a number of different specific goals
and objectives. From the early beginnings of mental health services being
delivered in the context of university-based clinics (e.g., the University of
Pennsylvania Psychology Clinic with Lightner Witmer in 1896), the field
has grown to include services provided in private psychology clinics, com-
munity mental health centers, primary medical care settings, hospitals
(both general and psychiatric), residential centers, schools, summer and
wilderness camps, and across considerable distances via teletechnology.

Equally impressive is the spectrum of conditions for which services
are now provided. Rather than services only for children evidencing signif-
icant psychopathology (i.e., diagnosable conditions), programs have been
developed for children who are at risk for emotional and behavioral prob-
lems, including those at risk due to physical, medical, and socioeconomic
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conditions. Further, mental health service provision has come to include
programs designed to enhance or protect physical as well as mental health
among children with no specific identifiable risk factors (e.g., promotion of
safer sexual practices among healthy teenagers).

Developments along these two dimensions (i.e., setting and population)
represent significant steps toward the fulfillment of several mandates and
calls for action for improving the mental health of children and adolescents
(e.g., Joint Commission on the Mental Health of Children [JCMHC], 1969;
Knitzer, 1982; President’s Commission on Mental Health, 1978). Gener-
ally, these reports have called for an increased range of services at both
the severe and mild ends of the emotional and behavioral disorder spec-
trum, better integration of mental and physical health, and more preventive
mental health services. To varying degrees, the services described in this
volume suggest movement in these directions. In addition, recommenda-
tions for better means of evaluating and insuring accountability in men-
tal health services (e.g., Knitzer, 1982; President’s Commission on Mental
Health, 1978) have been answered by both large- and small-scale program
evaluations as well as changes in the methods that some states assess
programmatic success.

However, despite these positive steps toward addressing some of the
limitations in the mental health service delivery system, a number of ar-
eas highlighted several decades ago are still in need of attention. Most
notably, the World Health Organization (WHO, 2001) estimated that between
17% and 22% of children and adolescents exhibit emotional or behavioral
problems, and many more are at risk for additional problems, such as sub-
stance abuse, school drop-out, unsafe sexual practices, and delinquency.
Of those with diagnosable mental disorders, approximately two-thirds
remain without appropriate mental health services each year (U.S. Depart-
ment of Health and Human Services [US DHHS], 1999), and, related to
this concern, funding sources are not uniformly supportive of preventive
services or mental health promotion in the absence of a diagnosable dis-
order. Thus, the need for psychological services, broadly defined, remains
substantial.

Adding to the continued need for mental health services, are the com-
plexities related to mental health service provision among individuals of
racial or ethnic minority status. Currently, a disproportionate number
youth with unmet mental health needs are children of ethnic minor-
ity groups, or are from socioeconomically disadvantaged families (Shaffer
et al., 1996; US DHHS, 2001; Vega, Kolody, Aguilar-Gaxiola, & Catalano,
1999). In addition to a lower rate of service provision, the research base
on mental health services for individuals of ethnic minority status remains
underdeveloped (US DHHS, 2001). This deficit in the literature occasions a
number of potentially negative consequences for the quality and efficacy
of services provided to members of ethnic minority groups, and should
continue to be considered a priority for research.

To a large extent, the inter-related forces that have wrought many
positive changes in the delivery and evaluation of mental health services
(e.g., public and federal discourse, professional input, funding sources and
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market pressures) are the same forces that continue to exert their influ-
ence. This fact is both comforting and disconcerting. Whereas the positive
changes that have occurred may be seen as promising, the lack of progress
in other areas (e.g., services to ethnic and racial minority groups, cover-
age of preventive services) gives pause to wonder whether and when these
forces will address the as yet unmet needs.

Among the most obvious concerns facing the future of mental health
service provision is that of the further impact of managed care. A num-
ber of recent commentaries have forecast various scenarios regarding
the future of psychological services in the managed care environment
(Drotar, 2004; Mitchell & Roberts, 2004; Rae, 2004; Sanchez & Turner,
2003). Whereas these opinions and observations have varied with regard
to their level of optimism and the projected place that psychological ser-
vices will have in future health care, most seem to recognize the likelihood
of additional changes in the way services will be conceptualized and ren-
dered. Perhaps more important than “what will services look like? ” or “how
will services be funded? ” are the questions of “are services working?” and
“are services being provided to those in need?”

Inherent in the first question (i.e., “Are services working?”) is the ex-
pectation that services should have a measurable positive impact on the
recipients. In the past several years, this expectation has been increas-
ingly voiced by the public sector and in other health care professions (viz.,
medicine, nursing), as well as from within the mental health professions
(viz., psychiatry, social work). Although perhaps not uniformly, mental
health service professional organizations have begun to respond to this
call for evidence-based practices.

One question that remains to be fully investigated, however, is whether
managed care (or any funding arrangement, for that matter) has a posi-
tive or negative influence on the quality of services. So, beyond “are ser-
vices working?” is the question of “Does ( fill in your funding source ) have
a measurable impact on the effectiveness of services?” Some investiga-
tors (e.g., Buckloh & Roberts, 2001; Stroul, Pires, Armstrong, & Meyers,
1998) have begun to address such questions, but more work is certainly
warranted.

Some evidence suggests that the answer to the second question (i.e.,
“Are services being provided to those in need? ”) is a resounding “no,” given
that approximately only one third of the children who are in need of ser-
vices actually receive them (US DHHS, 1999). However, rather than a static
snapshot of services currently provided, the more pressing question may be
“what is the impact of current fiscal trends on the distribution of psychological
services to youth and families? ” As we discussed in Chapter 1 (this volume)
current research in this area is mixed, with some studies suggesting in-
creased mental health services among some samples, and others reporting
decreased coverage and services. Since the existing evidence suggests that
distribution of mental health services is not uniform across samples (see
Dickey, Normand, Norton, Rupp, & Azeni, 2001; Stroul et al., 1998), more
work is clearly needed to identify samples that are underserving under the
current and evolving fiscal policies.
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Particularly germane to the topic of this volume is the concern that
current trends in mental health funding will have an adverse affect on
the development and implementation of new services. As we noted in
Chapter 1, Stroul and colleagues (1998) provided some evidence of the
perception that managed care organizations (MCOs), while not averse to
the development of new services, were also not particularly encouraging of
them. We see this as a particularly important area to be addressed, and
one that has significant consequences for mental health providers. As we
discuss in more detail below, at least part of the solution likely requires
that mental health professionals demonstrate that such services will have
a measurable positive impact not only on the recipients, but also on the
funding agencies’ financial balance sheets. Whereas this conclusion may
seem mercenary to some, it does represent the most probable route to in-
suring that psychological services are provided—particularly those services
that are seen as preventative in nature. Sanchez and Turner (2003) have
noted that such demonstration projects have already resulted in the inte-
gration of mental health services into primary care settings by insurance
companies.

As is evident from some of the chapters in this volume, program eval-
uations will likely play a large role in the demonstration of clinical and
cost effectiveness, and may take a number of different forms. One of the
authors (R.G.S.) recently attended a meeting of representatives of city gov-
ernments in which innovative programs to reduce school violence were
shared and discussed. One of the presenters, a School Resource (Police)
Officer, lamented the difficulty in demonstrating the effectiveness of his
program, when the base rates of school violence were relatively low to
begin with (but where any incidents are harmful). This comment serves
as a reminder that program evaluations of field research are inevitably
complicated and should be approached with creativity and in consultation
with consumers (i.e., those to whom the evaluation will be presented, such
as city or state governments, MCOs), recipients of the services, as well as
technical experts in program evaluation (e.g., university and professional
researchers).

Not inconsistent with the School Resource Officer’s observation, a com-
mon frustration for researchers and practitioners alike is the unnecessary
and potentially dangerous disconnect between mental health research and
service provision. How does one translate the empirical research into viable
“real-world” interventions, and, conversely, how does one demonstrate to
policy makers, MCO administrators, and the public that an intervention
works? As we noted in Chapter 23 (this volume) the National Institute
of Mental Health (Clinical Treatment and Services Research Workgroup,
1998) produced a document that provides a potentially useful continuum
from which to view program evaluations. Fundamentally, this continuum
allows the evaluation of “what works?”, “for whom?”, and “in what set-
tings?” Adaptation of this continuum perspective allows for a professional
space that can bring together the service application and empirical re-
search arms of mental health. From this framework, the research-oriented
mental health service provider can examine where on the continuum a
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particular program is, and work with stakeholders to determine what the
next steps in the continuum should be. Similarly, the researcher who is
sensitive to practice concerns (e.g., generalizability, transportability) can
examine a potential service program in light of the “next steps” to demon-
strating real-world effectiveness.

Unfortunately, even university-based clinical training programs are
not uniformly supportive of integrating evidence-based services into their
curricula. Although part of the accreditation criteria for professional psy-
chology states that students should receive “training in empirically sup-
ported procedures” (American Psychological Association [APA], 2002), spe-
cific courses on empirically supported (evidence-based) practices appear
to be less than optimally provided. This training gap suggests an area in
which to focus more efforts to integrate science and practice in mental
health service provision. For example, in Canada, rather than protesting or
rejecting the evidence-based practice movement, the practitioner-oriented
Canadian Register of Health Service Providers in Psychology (CRHSPP) devel-
oped a project of enhancing its registrants’ practices through an education
or information package. A set of materials entitled “Evidence-Based Prac-
tice, Empirically Supported Interventions and Behavioral Health Services”
was disseminated to the CRHSPP registrants. This package was prepared by
John Hunsley, who was subsequently available for online consultations
over an extended period of time. A series of continuing education work-
shops have also been offered, such as “Developing an Evidence-Based
Psychological Practice,” conducted by Dr. Hunsley at the Psychologists’
Association of Alberta in 2003. These workshops were intended to help
practitioners maintain knowledge of the scientific research most germane
to clinical practice. According to the Executive Director of CRHSPP, Pierre
Ritchie, the materials, consultation, and workshops were positively eval-
uated, and the project was considered successful (CRHSPP, 2004). We view
this activity as a model for integration, service-oriented science, and a more
harmonious way to implement needed change without the dissension that
has marked evidence-based practice elements in the United States.

We began this handbook with a review of the various influences that
have shaped mental health service provision for children, youth, and fam-
ilies. Such influences have included empirical reports documenting the
need for children’s services (e.g., Unclaimed Children, Knitzer, 1982), Amer-
ican federal initiatives calling for the provision of such services (e.g., the
Mental Health Systems Act of 1980 ), professional initiatives related to what
and how services are to be provided (Chambless & Hollon, 1998; Chamb-
less et al., 1996), and the sometimes related considerations of how those
services are to be funded. As we reflect over the history of mental health
services for children and adolescents, we experience alternating feelings
of pessimism and optimism. Our pessimism results from the recognition
that children’s needs are greater than ever before and the consequences
of not providing services appear to be more severe. Additionally, the fact
that seeming gains in providing better services are all too frequently coun-
teracted by a variety of forces and actions, such as ideology shifts and
budget cuts at all levels. Like the metaphorical inch worm climbing out
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of a well, there has been sliding back 2 feet for every 4 feet movement
upward. Ultimately, however, we sense (and hope) greater success can be
reached.

We place our trust in the continuing examination of therapeutic
interventions, programs, and services in a variety of evaluations. The
professionals, advocacy organizations, and private and public entities
should invest good effort in fixing what does not work to create interven-
tions, programs, and infrastructures to support effective, organized service
delivery. We also trust application of the scientific method to develop effect-
ive interventions through the careful study of human development,
psychopathology and related problems, and designate principles of change
for therapeutic benefit. We place our qualified faith in psychological
scientist-practitioners (and other providers in psychiatry, medicine, and
social work) to rationally apply effective techniques and services, while
continuing to innovate and educate for future developments. We say “qual-
ified” only because some of the obstacles to adequate development have
been professional biases, application of tired old concepts, and “turf” pro-
tectionism. We expect professional psychology training programs, in par-
ticular, to provide more training, education, and experience in terms of
evidence-based practices and services, rather than repeat old and un-
proven techniques and service delivery modalities that might have been
current when the trainers were trained, but are no longer supported by
improved methodologies. Whereas the past can guide the future to some
extent, past practices should not block improvements in the development
and provision of quality care. We have to trust (having no alternatives)
in our policymakers to make informed decisions free of political ideology,
based on objective examinations of what works and what does not.

Of course, until the science of psychology catches up with the seri-
ous and complex problems presented by humans in need, we acknowledge
that all too often there are limitations to what is empirically supported for
implementation in clinical practice. Mental health providers will have to
continue to innovate and reorganize services even in the absence of ade-
quate scientific base. An orientation to systematic evaluation of services
will also advance the field and improve what is provided.

We are heartened by the types of services and programs presented
in this volume. Of course, we selected these services and authors based
on a set of criteria: the need to be comprehensive in our coverage, but
each approaching service delivery in an evidence-based mind set. Although
there are others we could have selected, but did not have enough space
to include, there are some that we “deselected” because they could not
provide minimal evidence of meeting the needs, despite multiple years of
opportunities to prove their worth.

One source of our pessimism comes from the fact that funding and or-
ganization for mental health services in the United States are fragmented,
which almost guarantees a noncomprehensive analysis of needs and non-
integrated development of services to meet the needs. The variety of settings
and range of services described in this volume illustrate some of the diffi-
culties. Each developed in particular settings to meet particular identified
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needs by specific professionals, but they often do not combine together in
a cohesive way and are rarely available to all children.

We expect that funding for mental health services for children and
adolescents will continue to change. “Managed care” in its complexity will
evolve into new patterns. The remaining issues that require sustained at-
tention will be organization, staffing, access to care, and quality of services.
We hope that the models and issues presented in this volume will advance
the cause of improving these services.

Recently, the American Psychological Association Council of Repre-
sentatives, on behalf of the largest organization of psychologists, adopted
a resolution on children’s mental health (February 2004). In the preamble
of the resolution, the APA governing body stated,

The Report of the Surgeon General’s Conference on Children’s
Mental Health: A National Action Agenda states that the “nation
is facing a public crisis in mental healthcare for infants, children
and adolescents. Many children have mental health problems
that interfere with normal development and functioning (U.S.
Public Health Service, 2000). Currently, the best epidemiologi-
cal evidence indicates that between 10 and 15% of children and
adolescents in the United States suffer from a mental disor-
der severe enough to cause some level of functional impairment
(Burns et al., 1995; Shaffer et al., 1996; Roberts, Attkisson, &
Rosenblatt, 1998) however, only 1 in 5 of these children receive
specialty mental health services (Burns et al., 1995). The World
Health Organization indicates that by the year 2020, childhood
psychiatric disorders will rise proportionately by over 50% in-
ternationally, and will become one of the 5 most common causes
of morbidity, mortality, and disability among children. The Sur-
geon General’s report highlights the lack of a unified infras-
tructure nationwide to provide mental health services to chil-
dren, leading to fragmented treatment services, limited preven-
tion and early identification, and low priorities for resources.

Given the vicissitudes of healthy child development, the
complexities of child mental disorders, and the multiple set-
tings in which children, live, grow, and function, there is need
for a comprehensive policy to promote child mental health. (APA,
2004)

The resolution also noted that children have “inadequate access to ap-
propriate evidence-based promotion, prevention, and treatment services,”
that there is a “disparity of access” based on poverty, ethnicity, and race, as
well as the types of problems children exhibit, that there is inadequate fi-
nancing, that there is a need for improved research in several domains, and
that there is a shortage of adequately trained providers to meet the needs.
The resolution concluded that “it is every child’s right to have access to cul-
turally competent, developmentally appropriate, family oriented, evidence-
based, high-quality mental health services that are in accessible settings”.
Although we find it remarkably late in history that this organization
finally turned its collective attention to children’s mental health issues in
this way, we are optimistic that finally not only the organization, but its
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advocacy for practice and public interest will work with other organizations
to foster improved services for children and adolescents.

Earlier, the American Academy of Pediatrics (AAP), in conjunction with
mental health organizations such as American Psychological Association,
American Academy of Child and Adolescent Psychiatry, and American Psy-
chiatry Association, articulated a consensus statement on the coverage of
mental health and substance abuse services for children and adolescents.
This position statement held that to improve mental health services, three
issues must be addressed: access, coordination, and monitoring from “the
standpoint of needs for preventive interventions, direct mental health and
substance abuse services, and coordinated multiservice care” (AAP, 2000,
p. 860). The statement concluded that:

� Clinician professional organizations and provider plans should be
encouraged to better define and use evidence-based care in mental
and behavioral health and substance abuse services for children,
adolescents, and families. Empirically supported assessments and
treatment should include level-of-care criteria, best practices, and
monitoring of incremental expectations for progress. Research on
quality of care and outcomes effectiveness should also be enhanced
by these groups.

� Public and private sectors should develop mechanisms for system
accountability in the cost-effectiveness of service calculations, in-
cluding consideration of administrative costs.

� Mechanisms to provide user-friendly information to families and
purchasers regarding the availability, adequacy, and quality of men-
tal and behavioral health and substance abuse services must be de-
veloped.

� Simplified and timely internal and independent external appeals pro-
cesses should be developed by health plans and mental health care
management programs. Families should be included on such panels.

� The decreasing availability of health care services to meet the mental
health needs of children and adolescents is a serious and worsening
problem. Action must be taken to curb this decrease. Issues that
negatively impact the access, coordination, and monitoring of such
services must be addressed. Improvements in these services will have
a positive impact not only on the health and well-being of children
and adolescents but on society as well. (AAP, 2000, p. 862)

Given the Surgeon General’s Conference on Children’s Mental Health
(US DHHS, 1999), the position statements of the various professional orga-
nizations (AAP, 2000; APA, 2004), and the vital presentations in this vol-
ume of excellent services, we should be rather optimistic about the fu-
ture. Yet, our optimism must be tempered by caution, given the history of
mental health services, especially for children and adolescents (Peterson &
Roberts, 1991). Over the years, each national comprehensive assessment
of needs and services has repeated the failure to meet the needs and called
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for greater effort. Like the inch worm working up the side of the well, we
have to hope for greater continual progress for every setback.
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Individuals with Disabilities
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245–246, 251–257
characteristics of effective directors and

service providers, 251–256
organization, 246–247
services delivered, 247–248, 250–251
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CASSP and, 5
defined, 388
Early Risers Program and, 203
Emergency systems of care, see Disaster

Systems of Care
evaluation of, 373, 395–396
Felix Consent Decree and, 320–321
in Community Mental Health Centers,

104, 106, 108
inpatient mental health treatment and,

134, 137
managed care and, 9–10, 339

principles of, 104, 388
SED and, 48
surgeon general’s report and, 6

Systems-of-care principles, definition of,
388

Team approach, 112; see also Integrated
service delivery

Technology transfer, 195
Telehealth, 293
Telehealth capabilities, 250
Telehealth/Internet services, 293–302
Terrorism, 344; see also Disasters
Theoretical orientation, 125
Therapeutic communities (TCs), 282,

283
Therapeutic foster care (TFC), 162
Therapeutic milieu, 141
Token economy, modified, 51
Training

of mental health professionals, 407
transfer of, 226–227

Transactional models, 25
Transitional housing, 283–285
Trauma: see Disasters
Treatment, outcome, and process

consultant (TOP), 50
“Triple P” (Positive Parenting Program)

model, 94, 207, 208
Twelve-step programs, 185–186

Unclaimed Children, 4–5
Unit secretary (hospital), 67
University of Pennsylvania Psychological

Clinic, 2

Vaccines, STD, 170–171
Videocounseling and video-interviews: see

Telehealth/Internet services
Violence, youth, 215–216

prevalence, 216–217
types of, 217

predatory violence, 218–219
psychopathological violence, 219
relationship violence, 218
situational violence, 217–218

Violence prevention programs in community
settings, youth, 226–227

making “what can work” be useful and
effective, 220–221

balancing fidelity and adaptation,
224–225

implementer training, 222–224,
226–227

program adoption, 221–222
“what can work’’ with, 219–220
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Ward secretary (hospital), 67
Wilderness therapy; see also Camps

camp experience, 306–307
defined, 306
evaluation efforts, 307–308

Wraparound Milwaukee Sex Offender
Program, 240–241

Wraparound services, 107–108

Young children, 15–16, 27
addressing mental health challenges in,

21–25

comprehensive system of care for,
25

principles of best practices,
25

system issues and challenges,
26–27

existing services and service delivery
strategies for, 21–25

mental health system and, 20–21
pathways to services for, 17–21
social/emotional/behavioral/problems

in, 16–17
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