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&est  Editors’ Comment: It has been our pleasure to serve as guest
editors of this special series concerning research on services for children
and adolescents who have serious emotional disabilities and their fumi-
lies. We would like to thank the editors, Michael H. Epstein and
Doughs G&nun, for their leadership and support in making this infor-
mation  available to the field. Research in the area of children’s mental
health services is in its infancy. The need to share information about

issues concerning methodology and measurement as well as initial
results is critical to the development and advancement of the field. We
believe this journal issue describing research supported by the Center for
Mental Health Services will supply much needed information and
insights into the often challenging area of research on children’s mental
health services and will stimulate future efforts.-KK,  AJD, DLS

Building the Research Base for Children’s
Mental Health Services

KRISTA  KU T A S H ,  AL B E R T  J. DU C H N O W S K I , A N D  D I A N E  L .  SO N D H E I M E R

T HE MENTAL HEALTH SYSTEM’S

response to children and adoles-
cents with serious emotional

disabilities and their families is in a
period of transition: A shift in both
conceptualization and practice is now
in process. The course of this shift can
be described as episodic and uneven,
with more change apparent in the last
few years than previously (Duchnowski
& Kutash, 1993). Recent changes in-
clude a recognition that generating
empirically based knowledge can assist
in improving the service delivery sys-
tems for these children and adolescents
and their families. This article provides
a brief overview of the changes in the
mental health system’s response to this
population, with an emphasis on de-
velopments in service delivery system
and service demonstration research and
evaluation efforts.

The recent history of research on the service delivery system for children and adolescents who have

serious emotional disabilities and their families is summarized. The article provides an overview of

the changes in the response by the children’s mental health system to this population, with an

emphasis on developments in service delivery system and service demonstration research and evaluation

efforts. The role of research is examined in terms of its critical importance in improving the system

of care for these children and their families.

P A R A D I G M  S H I F T

the children’s mental health field. First,
the view of the roles of families in eti-
ology and treatment has shifted from
blame and cause to building on strengths
and developing partnerships between
parents and professionals. One result
has been the emergence of a new na-
tional parent-run organization, the
Federation of Families for Children’s
Mental Health. In partnership with pro-
fessionals, the federation provides lead-
ership, information, and advocacy for
addressing the unique needs of these
children and youth and their families.
Originally started in 1987 as a steering
committee of 28 members, the federa-
tion is now established in all 50 states.

Jane Knitzer (1993) outlined several Another shift has occurred in the
major dimensions of caring for children choice of treatment environment. Tra-
and youth with serious emotional dis- ditionally, a child in need of intensive
abilities that have changed in the last services was placed in a residential treat-
decade, resulting in a paradigm shift in ment center or psychiatric facility. Cur-
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rently, intensive treatment does not
need to be based exclusively in residen-
tial settings, but instead can be de-
livered in a natural environment by
“wrapping services around the child.”
This has resulted in two separate but
interrelated service developments-
family preservation efforts and individ-
ualized wraparound services. The latter
practice, developed in North Carolina
(Behar, 1985), uses a strategy in which
services are tailored to the needs of the
individual child and family, rather than
requiring them to fit into existing ser-
vices or programs. Family preservation
services are defined by Yelton (1991)
as “short term, in-home, intensive, cri-
sis intervention services” having an eco-
logical perspective and a family-based
focus (p. 7).

The traditional options of children’s
mental health services, limited to office-



based outpatient therapy and restric-
tive residential care, are being replaced
by an emerging model of care, such as
the System of Care (Stroul & Friedman,
1986),  that includes a range of services,
linkages among services, the capacity
to provide individualized services, and
interagency collaboration. The newest,
and possibly the most important, change
has been the attempt to increase cul-
tural sensitivity through articulating the
dimensions of a culturally competent
service delivery system in which sys-
tems, agencies, and practitioners respond
to the unique needs of populations
whose cultures are different from those
that might be called “dominant” or
“mainstream” American (Cross, Bazron,
Dennis, & Isaacs,  1989).

ROLE OF RESEARCH

The role of research in improving sys-
tems of care for children is not always
direct or easily discernable in the pub-
lic policy arena. As stated by Saxe,
Cross, and Silverman (1988), “public
policy toward children’s mental health
problems has lagged far behind current
knowledge about the course and treat-
ment of mental disorders and the risk
factors associated with them” (p. 804).
It is noteworthy that Stroul and
Friedman (1986) have afforded research
an important role in the development
of their model of a comprehensive ar-
ray of services organized into a system
of care. This model is designed “to be a
guide, based on the best available em-
pirical data and clinical experience to
date. It is offered as a starting point . . .
as a baseline from which changes can
be made as additional research, experi-
ence and innovation dictate” (p. 26).
In our view, the role of research in im-
proving the system of care is to create
and transform knowledge into action
by systematically describing the chil-
dren and families and the services they
receive, testing a complex array of fac-
tors influencing services for children and
their families, and ultimately prescrib-
ing within the context of a system spe-
cific services that are effective under

certain conditions for specific children
and their families.

Within the descriptive aspect of re-
search, who is being served, how they
are being served, and the gaps in cur-
rent service delivery are examined. This
may lead to expanded services as well
as the development of innovative ser-
vices, which, in turn, need to be de-
scribed. After systematically describing
the status quo, testing the efficacy of
services and systems becomes critical.
The effectiveness of a system of care for
children and adolescents can be exam-
ined at two levels (Burns &I. Friedman,
1990). The first begins with the more
traditional program evaluation strate-
gies of examining and describing
feasibility, acceptability, and general
usefulness of an intervention. Models
and designs recently have been dissemi-
nated (see Bickman, Heflinger, Pion,
& Behar, 1992; Kutash, Duchnowski,
Johnson, & Rugs, 1992; Stroul, 1993)
and have been used to describe pro-
grams within the Mental Health
Services Program for Youth funded by
the Robert Wood Johnson Foundation,
as well as the demonstration project
located at Ft. Bragg, North Carolina.
The second level of study requires a
controlled experiment in a natural en-
vironment and typically takes the form
of a clinical trial with randomized as-
signment of subjects.

The ultimate role of research is to
prescribe very specific interventions
under optimal conditions of effective-
ness. As proposed by Saxe et al. (1988),
“the important question may not be
about the overall effectiveness of child
therapy, but about the effectiveness of
(a) what therapy, (b) under what con-
ditions, (c) for which children, (d) at
which developmental level, (e) with
which disorder(s), (f) under what
environmental conditions, and (g) with
which concomitant parental, familial,
environmental, or systems interven-
tions” (p. 803). This strategy can be
expanded to all components of a sys-
tem of care such as therapeutic foster
care, day treatment, and residential care.
It is a very broad view that takes into
account the cautions proposed by others
(e.g., Burns & Friedman, 1990) to exam-

ine and evaluate services for children
as a holistic process functioning within
a system of servic.es.

Thus, the role of research may be
viewed in terms of describing and test-
ing not only the components within a
system of care but also the paradigms
noted previously by Knitzer (1993), so
that these components and principles
become the foundation of an improved
service delivery system for children and
their families. The process to ensure
this outcome already has begun; for
example, the federal government has
offered leadership through a variety of
service demonstration and research ini-
tiatives.

THE FEDE:RAL  RESPONSE

Development of Service Systems

In 1984, the National Institute of Men-
tal Health (N1M.H)  launched the mod-
estly funded Child and Adolescent
Service System Program (CASSP). The
purpose of CASSP was to improve the
system of care for children and families
at the community level. The initiative
was funded for $1.5 million, with grants
given to 10 states; currently, all 50 states
have been awardaed CASSP grants. The
influence of CASSP on the children’s
mental health system has been substan-
tial and greater than anticipated, even
by those who developed the initiative
(Burns & Friedman, 1990; Knitzer,
1993). Although the focus of CASSP
was primarily on the development of
service delivery systems, through inter-
governmental agreements, the NIMH
and the National Institute of Disabil-
i ty and Rehabili tation Research
(NIDRR)-a division of the Office of
Special Education and Rehabilitative
Services (OSERS)-established  two
centers to conduct research and train-
ing activities on this population. These
centers are at the Florida Mental Health
Institute of the University of South
Florida and at Portland State Univer-
sity in Oregon. One of the major ac-

complishments of the centers has been
their contributions to an increase in
the infrastructure of researchers focused
on children’s mlental health services.
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IMPROVING RESEARCH

CAPACITY

While a foundation for the develop-
ment of service systems was being laid
by CASSP activities, increased atten-
tion was focused on this population by
the publication of two reports: one on
children’s mental health services that
Congress commissioned the Office of
Technology and Assessment (OTA) to
produce (U.S. Congress, Office of Tech-
nology Assessment, 1986) and one re-
quested of the Institute of Medicine
(IOM) by the NIMH on research re-
lated to this population (National Acad-
emy of Sciences, 1989). Both reports
stressed the need to generate and use
empirically based knowledge to improve
service delivery to this population.

In response to the IOM report, Con-
gress asked the NIMH to develop a plan
detailing a method in which basic clini-
cal and services research in the area of
children’s mental health would be ex-
panded to meet the nation’s needs. The
National Plan for Research on Child
and Adolescent Mental Disorders was
released in 1990 by the National Advi-
sory Mental Health Council (U.S.
Department of Health and Human Ser-
vices). This plan noted the inadequate
knowledge base available to guide the
establishment and maintenance of
responsive and effective systems for ser-
vice delivery to and care of this popula-
tion. The result was development of a
strategy based on three broad goals: to
stimulate basic and clinical research, to
develop career opportunities in child
mental health research, and to provide
leadership and coordination for sustain-
ing the progress of research in its treat-
ment and prevention applications. The
plan made it clear that the nation was
“doing far too little to develop the sci-
entific knowledge needed to treat or
prevent” emotional and behavioral
disabilities in children and adolescents
(p. iv).

This document was followed by pub-
lication of the Implementation of the
National Plan for Research on Child
and Adolescent Mental Disorders (Na-
tional Institute of Mental Health, 1991).
The purpose of this announcement was
to expand the spectrum of research on
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child and adolescent mental disabili-
ties to include a special focus on areas
listed in the National Plan and to build
on the scientific capacity to conduct
research. Although clinical services re-
search and service systems research were
listed as priority areas, no specific pro-
visions were made for funding service
demonstration projects.

FUNDING FOR SERVICE

DEMONSTRATION PROJECTS

An initial indication of the interest in
this type of research occurred in De-
cember 1988, when NIMH issued a tar-
geted research announcement calling
for proposals dealing with mental health
services for children. Twenty-nine pro-
posals were submitted for consideration,
with seven eventually being funded in
1990. In that same year, the process for
initial requests concerning application
for Child and Adolescent Mental Health
Service System Research Demonstra-
tion Grants was published. In April
1991, this initiative became a standing
program announcement (PA-91 -40)
with a purpose of stimulating investi-
gator-initiated research demonstration
projects (R-18s) on state and local-level
service systems for children and adoles-
cents with or at risk for serious emo-
tional or mental disabilities and their
families. This research was expected to
contribute to the establishment and
maintenance of effective mental health
service delivery systems for this popu-
lation. One of the major factors differ-
entiating this announcement from
earlier demonstrations was that these
studies were expected to use the most
rigorous research design possible as
appropriate to the proposed demon-
stration. The research demonstration
projects were to be based on the theo-
ries and outcomes of prior research and
would test particular approaches in pro-
viding, organizing, and/or funding ser-
vices through experimental studies of
service interventions applied to other
sites (Sondheimer, 1991). In general,
these studies involved implementing and
assessing the effectiveness of one or more
service interventions. The articles in
this special issue represent the first re-

ports of research on service demonstra-
tion funded through this program an-
nouncement under the auspices of the
Child, Adolescent, and Family Branch
of the Center for Mental Health Ser-
vices of the Substance Abuse and Men-
tal Health Services Administration
(SAMHSA).

CURRENT ARTICLES

The three research articles and three
program description articles in this spe-
cial issue encompass a broad range of
intervention models. They extend from
a program employing parent parapro-
fessionals to an intensive home-based
family preservation model. In addition,
a diversity of target populations are ex-
amined, including children identified
for early intervention services, serious
juvenile offenders, and homeless chil-
dren at risk for emotional problems.

Although they deal with distinctively
different target populations, all six of
these models offer interventions tailored
to the individual needs of the child and,
where appropriate, his or her family.
Each also is true to the spirit of the
paradigm shift and offers a very posi-
tive outlook for effective service deliv-
ery in the near future. As Burns notes
in the final article of this issue, these
investigators are breaking new ground
in both the clinical and research arenas.
They have had to develop the inter-
vention as well as the experimental
design and then conduct the research
under difficult conditions in natural
settings. Their work will supply to other
researchers in this new field important
markers that will guide them over the
considerable methodological barriers
that currently exist.
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Multisystemic Family Preservation Therapy:
Preliminary Findings From a Study of Rural and

Minority Serious Adolescent Offenders

D AVID G. SCHERER, MICHAEL J. BR O N D I N O, SCOTT W. HENGGELER,
GARY B. MELTON, AND JEROME H. HANLEY

V IOLENT CRIME PERPETRATED

by Adolescents has become one
of our society’s most severe

problems. Juvenile delinquency has
generated enormous costs in property
loss, human resources, and suffering for
its victims. Recent statistics (Federal
Bureau of Investigations, 1992) show
that juveniles accounted for over 17%
of the violent crime arrests in the United
States. This is particularly disconcerting
because arrest data are underestimates
of the rate of delinquent offenses, espe-
cially violent ones (Henggeler, Melton,
Smith, Foster et al., 1993; Huizinga &
Elliott, 1987; Mulvey, Arthur, &
Reppucci, 1990). Moreover, an alarm-
ing increase in the frequency and savage-
ness of adolescent crime has been noted
(Kantrowitz, 1993; Mulvey, et al., 1990).
Interestingly, a minority of youths have
committed the majority of violent and
serious crimes perpetrated by juveniles
(Farrington, 1987; Henggeler, 1989;
Mulvey et al., 1990). These serious
juvenile delinquents characteristi-
cally maintain antisocial behavior
consistently over time and are consid-
ered to be the “deep end” of the delin-
quent population (Blaske, Borduin,
Henggeler, & Mann, 1989; Henggeler,
1989).

The overwhelming majority of stud-
ies of juvenile delinquents have fea-
tured urban and White adolescents.
Recently, however, there has been a
growing concern about rural and
minority adolescents accused of or in-
volved in serious juvenile crime. Arrest
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The increase in the number of serious offenses by adolescents, particularly among minority populations,

has drawn attention to these difficult-to-treat youths. This article provides preliminary findings from

the Diffusion of Multisystemic Family Preservation (MFP) Services Project, which conducted work

with rural African-American and White families who have a chronic or violent adolescent offender

at imminent risk for incarceration. Analyses assessed the impact of multisystemic therapy on family

functioning (parental monitoring, family communications, family structure, etc.) and on the problem

behavior of the delinquent adolescent (conduct problems, aggression, and criminal activity). In

general, the MFP group demonstrated improvements in amount of problem behavior and mother

psychological distress, and in aspects of family functioning following treatment. These results generally

replicate the previous successes that MFP has shown in the treatment of samples of serious juvenile

offenders in urban areas.

and incarceration rates of African-
American adolescent males have been
increasing (Federal Bureau of Inves-
tigation, 1992; Huizinga & Elliott,
1987). Moreover, the ratio of African-
American to White juveniles arrested
and incarcerated is grossly dispropor-
tionate to the percentage of African
Americans in the general population
(Dembo, 1988; Gray-Ray & Ray, 1990;
Loury, 1987).

Serious juvenile offending has mul-
tiple determinants (Farrington, 1987;
Henggeler, 1989; Loeber & Dishion,
1983; Mulvey et al., 1990). However,
given the prominence of family life in
the social development of youths, fam-
ily factors have been in the vanguard of
research aimed at understanding the
etiology and maintenance of juvenile
delinquency (Henggeler, 1989; Loeber
&a Dishion,  1983; Loury, 1987; Mulvey
et al., 1990; Tolan, Cromwell, &
Braswell, 1986). A comprehensive re-
view of the correlates of juvenile delin-
quency and family functioning is beyond

the scope of this article. However, the
following family factors have been found
to be associated with violent offending:
family structure; poor parent-child
bonding and affection; poor parental
monitoring, supervision, and discipli-
nary practices; family discord and con-
flict; and parental deviance in behavior
and attitude (for reviews, see Fagan &
Wexler, 1987; Henggeler, 1989; Loeber
& Dishion, 1983; Loury, 1987; Pat-
terson, 1982, 1986; Patterson &
Stouthamer-Loeber, 1984).

Despite the fact that as a group, mi-
nority adolescents are among the fast-
est growing segments of our population,
very little social science research is avail-
able for informing efforts to intervene
with minority youths presenting serious
behavior problems (Borduin, Pruitt, &
Henggeler, 1985; Gray-Ray & Ray,
1990). The available empirical knowl-
edge about African-American families
and delinquency, for example, is equi-
vocal. African-American adolescent
offenders are at a higher risk for ap-
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prehension and incarceration than
Whites, yet there are no statistically
significant differences in the rates of
self-reported offenses (Huizinga &
Elliott, 1987). Coincidentally, few dif-
ferences have been identified between
minority families with juvenile offend-
ers and the families of White juvenile
offenders (Borduin et al., 1985; Fagan
& Wexler, 1987).

The structure and integrity of
African-American families has been
cited as one correlate of juvenile delin-
quency (Jensen & Rojek,  1980;
Matsueda & Heimer, 1987). For exam-
ple, blurred generational boundaries and
mother-son enmeshment in father-
absent families have correlated strongly
with delinquency among inner-city
African-American families (Rodick,
Henggeler, & Hanson, 1986). On the
other hand, extended family networks
may compensate for the excess of single-
parent, mother-headed African-Ameri-
can families (Gray-Ray & Ray, 1990;
Lindblad-Goldberg & Dukes, 1985), and
father absence in African-American
families in and of itself may have no
direct effect on the development of
delinquency (Brownfield, 1987; Farn-
worth, 1984; Loury, 1987). Moreover,
there is some evidence to suggest that
economic factors may overshadow family
factors in the determination of the de-
linquent behavior of African-American
adolescents (Henggeler, 1989).

How African-American families be-
come women-headed households is
probably more important in understand-
ing the impact of single parenthood on
developing children (Loury, 1987).
Divorce, separation, and widowhood
account for the majority of White
single-parent families, whereas out-of-
wedlock births explain the rise in
women-headed African-American fam-
ilies. Moreover, African-American chil-
dren are more likely to remain in
women-headed homes than are their
White counterparts (Loury, 1987).
What adversely affects childrearing prac-
tices may be the relative social isola-
tion experienced by African-American
single mothers (Lindblad-Goldberg &
Dukes, 1985; Loury, 1987). Socio-
ecological pressures, in general, exert

more influence over parenting style,
socialization techniques, and the devel-
opment and maintenance of delin-
quency, particularly violent offenses, in
minority populations (Dembo, 1988;
Fagan & Wexler, 1987; Huizinga &.
Elliott, 1987; Matsueda & Heimer, 1987;
S te inberg ,  Mounts ,  Lamborn,  &
Dornbusch, 1991).

As a result of the pervasive impact
of the social environment and the
heterogeneity of families, particularly
African-American families (Boyd-
Franklin, 1989), recent delinquency
research and interventions target smaller
subsets of the delinquent population and
multiple social systems. The majority
of families of serious adolescent offend-
ers face multiple problems, including
poor health care, unemployment, edu-
cational difficulties, mental health prob-
lems, and a history of family violence.
Interventions with a community focus
(e.g., parent groups, neighborhood as-
sociations, church involvement, school-
based interventions, and social services)
might empower these families by offer-
ing extended resources that preserve
family integrity, enhance family func-
tioning, and strengthen appropriate
parental authority. Moreover, this type
of comprehensive treatment may pro-
vide the intensity needed for sustained
impact (Henggeler & Borduin, 1990;
Lipsey, 1992; Mulvey et al., 1990).

Evidence also suggests that inter-
vening solely with family subsystems
(e.g., the adolescent or the parents
alone) is less effective with multistressed
families (Lindblad-Goldberg, Dukes, &
Lasley, 1988; Mulvey et al., 1990). This
is particularly salient now when a grossly
disproportionate number of African-
American youths are separated from
their families and detained in correc-
tional facilities (Dembo, 1988). Further-
more, intervening multisystemically
with serious offenders targets the mi-
nority of juvenile delinquents that are
perpetrating the majority of juvenile
crime.

M&systemic therapy (MST) and its
variant, multisystemic family preserva-
tion (MFP), have considerable empiri-
cal support as effective treatments for
serious juvenile offenders (Borduin

et al., 1993; Henggeler & Borduin, 1990;
Henggeler, Melton, & Smith, 1992;
Henggeler, Melton, Smith, Schoenwald,
& Hanley, 1993; Henggeler et al., 1986).
This article relates some preliminary
findings from an in-progress multisite
study using the MFP approach. The
study was designed to provide an experi-
mental evaluation of the effectiveness
and diffusibility (e.g., community aware-
ness of the project, and changes in atti-
tudes toward the treatment of juvenile
offenders and in the professional prac-
tices of professionals dealing with juve-
nile offenders) of MFP with serious
juvenile offenders (primarily African
Americans) in rural locales using state
mental health professionals to provide
the service. The data presented in these
analyses consist of all data collected to
date and comprise roughly one third of
the projected sample size for the com-
pleted project.

M.ETHOD

Subjects
Data are presented on 55 serious and
chronic juvenile criminal offenders and
their mother figures. To be included in
the study, the juveniles had to be be-
tween 11 and 1’7 years old, have com-
mitted a violent (criminal offense or have
at least three arrests for criminal of,
fenses, and be at imminent risk for be-
ing placed out of the home. Only youths
whose cases had not yet been adjudi-
cated  at the time of selection were eli.
gible.

The youths in the present sample
ranged in age from 11.7 to 17.3 years
(M = 15.12 years); 45 were boys and
10 were girls and 78% were African
American and 2.2% White. Mother fig-
ures’ ages ranged from 25.5 to 75.5 years
(M = 41.39); 47 were the child’s natu-
ral parent, 4 were grandmothers, and 1
each an aunt, older sister, or adoptive
mother. In ove:r 77% of the cases, this
woman was the Isingle  head of the house-
hold. Mother figures’ highest levels of
education ranged from years 3 to 18
years (Mdn = 10.5) and that of the
youths’ fathers from 3 years to 16 years
(Mdn = 11.7).
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Only 13% of the mother figures re-
ported living with the child’s biologi-
cal father. The majority (76%) were
either never married, separated at the
time of the interview, divorced, or wid-
owed. Only 3 7.1% of the fathers, 46.3%
of the mother figures, and 3 1.6% of the
adolescents of legal age were employed.
The sample also appeared to be highly
mobile, with 38.9% moving one or more
times in the previous year and 68.6%
moving one or more times in the previ-
ous 5 years. Approximately 73% of the
adolescents had been placed out of
the home at least one time prior to the
pretest measure. Median offenses re-
ported on the Self-Report Delinquency
Scale (SRDS; Elliott, Ageton,  Huizinga,
Knowles, & Canter, 1983) general de-
linquency index was 13.5%,  29.6% re-
ported having committed a felony
assault, 63.1% a felony theft, and 63.3%
a crime against a person.

Setting

MFP is designed to be responsive to the
multiple determinants of juvenile de-
linquency. It is an intensive time-
limited intervention predicated on
family systems and socioecological
conceptualizations (Bronfenbrenner,
1979) of the contextual nature of behav-
ioral problems and behavioral change.
The project’s two sites include three
rural counties with a majority African-
American population in central South
Carolina (Orangeburg, Calhoun, and
Bamburg counties) and three urban and
rural counties with a majority White
population in upstate South Carolina
(Spartanburg, Cherokee, and Union
counties). MFP is delivered in a variety
of locations (e.g., home, school, peer
hangouts) consistent with family pres-
ervation models of service delivery. Be-
cause it is not an office-based service, it
contrasts sharply with more-traditional
family interventions. MFP therapists are
on call 24 hours per day and meet with
families or family members multiple
times in a given week. Moreover, MFP
therapists may have a variety of indi-
rect contacts during the week while they
work with schools or employers on be-
half of families or family members. This
serves to minimize resistance to treat-
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ment; sustain an ecological validity that
may enhance treatment generalization;
and empower families to prevent trau-
matic, expensive, and ineffective out-
of-home placements.

Multisystemic Family
Preservation Program

MFP treatment strategies are typically
pragmatic, problem focused, and com-
petency based. Interventions are di-
rected toward individuals, families, and
dyadic family subsystems, peer relations,
school relationships, and academic per-
formance, as well as any other social
system believed to be involved in the
problem behaviors targeted by the ther-
apist.

Family interventions are designed to
capitalize on family strengths, provide
resources for effective parenting, and
strengthen family integrity. Discipline
tactics are often a treatment focus. MFP
therapists teach parents to consistently
reward positive behavior and sanction
inappropriate actions and to use devel-
opmentally appropriate and effective
consequences when necessary. MFP
therapists frequently emphasize the need
for parental teamwork and communi-
cations to avoid adolescent manipula-
tions of the parents and to enhance
parental consistency. Additionally, MFP
therapists work with families to enhance
parent-child problem solving and ne-

gotiations to improve both parent and
child self-efficacy. To accomplish these
goals, MFP therapists may meet indi-
vidually with family members, con-
jointly with parents or with parent-child
dyads, or with the family as a whole.

Peer intervention strategies are de-
signed to minimize antisocial peer
contact and maximize affiliation with
prosocial peers and activities. Particu-
lar emphasis is placed on intensifying
parental supervision of peers and peer
.activities. Moreover, MFP therapists
work with youths and the multiple sys-
tems affecting them to replace delin-
quent peers. MFP therapists encourage
the introduction of delinquent adoles-
cents to prosocial peers and peer ac-
tivities related to a youth’s interests,
such as sports or school clubs. Finally,
in many cases the MFP therapist must
work with youths to remediate social
skills deficits that hinder their accep-
tance by prosocial peers. This is often
accomplished through role playing and
practicing of appropriate social skills.

School interventions are designed to
facilitate communications and coordi-
nate the efforts of school personnel with
parents to improve an adolescent’s be-
havioral and academic performance.
This may require a thorough assessment
of a youth’s academic/cognitive capaci-
ties and the extent to which these and/
or behavioral problems are contribut-
ing to school performance difficulties.

T A B L E  1
The Nine Principles of Multisystemic Therapy

1. The primary purpose of assessment is to understand the “fit” between the identified
problems and their broader systemic context.
2. Interventions should be present focused and action oriented, targeting specific and
well-defined problems.
3. Interventions should target sequences of behavior within or between multiple systems.
4. Interventions should be developmentally appropriate and should fit the developmental
needs of the youth.
5. Interventions should be designed to require daily or weekly effort by family members.
6. Intervention efficacy is evaluated continuously by the therapist from multiple perspectives.
7. Interventions should be designed to promote treatment generalization and long-term
maintenance of therapeutic change.
8. Therapeutic contacts should emphasize the positive and use systemic strengths as
levers for change.
9. Interventions should be designed to promote responsible behavior and decrease
irresponsible behavior among family members.
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MFP therapists often work to open
teacher-parent lines of communication
so that appropriate academic support
and behavioral expectations can be ar-
ranged and consistently reinforced at
home and school. Furthermore, MFP
therapists work to increase parental in-
volvement in an adolescent’s academic
and vocational development and to
structure after-school hours that pro-
mote academic efforts.

MFP uses a variety of therapeutic
modalities to reach these goals, includ-
ing pragmatic family therapy techniques,
such as joining and enactment
(Minuchin, 1974); cognitive-behavioral
and social skills training (Kendall &
Braswell, 1985); and effective commu-
nity consultation techniques. The vary-
ing and unique demands of each case
require MFP therapists to be flexible
and tailor their therapeutic techniques
to a family’s needs and strengths. How-
ever, all interventions must meet the
nine intervention and treatment guide-
lines prescribed in the MST text
(Henggeler 6r Borduin, 1990) and MFP
treatment manual (see Table 1).

In each case, MFP therapists per-
form an initial assessment of the delin-
quent youth’s family, peer, and academic
systems. Treatment plans delineating
the focus of the therapy and the strate-
gies to be used are developed during
therapist supervision meetings, based on
these assessments. With these plans in
mind, MFP therapists define treatment
goals in conjunction with the family.
These goals are operationally defined
in concrete terms and form a treatment
contract that both the therapist and
the family can use to track therapeutic
progress. Therapy sessions with the
youth and his or her family concen-
trate on changing necessary behaviors
and attitudes to attain the desired goals.
“Homework” is typically assigned to
family members to facilitate the attain-
ment of treatment goals between ses-
sions. Generally, MFP therapists inquire
about the response to these tasks at the
beginning of the next session.

Ultimately the goals of MFP are to
prevent the recurrence of delinquent,
and especially violent, activity. How-
ever, there are instrumental outcomes

TABLE 2
Criteria for Termination of Families from Therapy

Short-term successful termination:
The treatment team believes that the parent(s) have the motivation and skills needed

for handling subsequent problems.
The youth is making reasonable educational/vocational efforts.
The youth is involved with prosocial peers and is minimally involved with problem peers.
The youth and family have been functioning reasonably well for at least 1 month.

Partially successful termination:
Treatment is considered to be partially successful when some of the preceding goals

have been met but treatment has reached a point of diminishing returns for the
therapy time invested as determined by the treatment team.

Failure termination:
There has been minimal therapeutic change in spite of considerable efforts on multiple fronts.
The youth and the parents refuse to extend the necessary efforts.
There are no viable alternatives (e.g., extended family are not available to help,

problems are not serious enough to advocate foster placement).

and therapeutic objectives believed to
precede and contribute to the ultimate
outcome of reducing recidivism. These
include improving family functioning-
particularly affective relationships, en-
hancing the youth’s adjustment at home
and school, and altering the youth’s peer
relationships and peer attitudes. The
decision to terminate a family from
treatment is made using the criteria
listed in Table 2.

Therapists. State-employed men-
tal health professionals (MHP) pro-
vided the treatment. Three MHPs were
at each site, two serving as therapists
and the third, a senior therapist, acting
as the site supervisor. The therapists
were MA-level persons, most often with
a background in social work or pastoral
counseling. Previous therapy experience
varied from less than 1 year to 15 years.
Therapist supervisors were required to
have had at least 2 years of therapy
experience. All therapists were expected
to complete an initial intensive 6-day
training program on MFP and were pro-
vided with a manual detailing the treat-
ment protocol.

The treatment teams were further
supervised by the project’s coordinator
and the site’s PhD-level child/adoles-
cent services director, who had also
completed the MFP training. Caseloads
were kept small, averaging five families
for the therapists and three for the su-

pervisors. Although an attempt was
made to ensure racially mixed treat-
ment teams at each site, self-selection
by applicants made this impossible to
maintain at all times over the course of
the project. Across the sites, 50% of
the therapists have been African Ameri-
can and 50% White. Teams were, how-
ever, of mixed gender, with one woman
and two men.

Research Adstants. The research
assistants were BA-level individuals em-
ployed by the state Department of Men-
tal Health who had prior experience
working with delinquent juveniles. One
research assistant in each site had the
task of collecting data from the schools,
family members, and the courts. All re-
search assistants were trained in the ad-
ministration of the data protocol and
were regularly supervised by the project
director.

Department of Juvenile Justice
(DJJ) Program

To fully measure and compare the ef-
fectiveness of MFP, it was necessary to
study a similarly situated group of de-
linquent youth who did not receive MFP
services. Youths in the DJJ condition
are placed on probation and are often
court ordered to complete community
service hours or some other form of res-
titution. Probation typically lasts for 6
months, during which a youth may be
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seen as frequently as once per week.
Other youths, however, may be seen as
little as once per month or less due to
the high caseloads carried by many pro-
bation officers. During this time, these
officers are expected to monitor school
attendance and refer the youths to other
social service agencies for help in par-
ticular problem areas. These other ser-
vices may include therapy through the
local mental health center, alcohol and
drug abuse programming, and vocational
counseling or training. Youths may also
be placed in alternative schools or a
special program for school dropouts.

Dependent Measures

Brief Symptom Inwentory  (BSI;
Derogatis, 1975). The BSI is the brief
form of the Revised Symptom Check-
list-90 (Derogatis, 1993). Its 53 items
represent nine subscales assessing
somatization, obsessive/compulsiveness,
interpersonal sensitivity, depression,
anxiety, hostility, phobic anxiety, para-
noid ideation, and psychoticism. Three
global scales include a global severity
index, positive symptom index, and
positive symptom total score. Mother
figures and adolescents are asked to in-
dicate the degree to which they were
bothered in the previous week by vari-
ous symptoms on a Likert-type scale
ranging from 0 = not at all to 4 = ex-
tremely. Correlations of the BSI and
the Revised Symptom Checklist-90
scales range from .92 to .99.

Self-Report Delinquency Scale
(SRDS; Elliott et al., 1983). This 40-
item scale measures the frequency of
delinquknt acts. The items can be ag-
gregated to form seven offense-specific
subscales, five offense-category subscales,
and five summary subscales. Test-
retest reliabilities and internal consis-
tency on all subscales are adequate
(above .60),  with the exception of those
representing the constructs of minor
assault and property damage. Reliabil-
ities for these latter scales fall between
the values of .40 and .60. Adolescent
respondents are asked to report the fre-
quency with which they have engaged
in each type of delinquent activity over
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a specified time period. The time peri-
ods were set at 4 months for the pretest
measure and since the beginning of the
program for the posttest  one.

Revised Behavior Problem Check-
list (RBPC; Quay & Peterson, 1987).
The RBPC contains 77 items forming
six subscales: conduct disorder, social-
ized aggression, attention problems-
immaturity, anxiety withdrawal, psy-
chotic behavior, and motor excess.
Parent(s) rate the items on a 3-point
scale ranging from 0 = no problem to 2
= severe problem. Test-retest reliability
coefficients range from .49 for the
socialized aggression subscale to .83
for the attention problems-immaturity
subscale.

Family Assessment Measure III
(FAM; Skinner, Steinhauer, & Santa-
Barbara, 1983). The nine subscales of
the FAM III measure task accomplish-
ment, role performance, communica-
tion, affective expression, involvement,
control, values and norms, social desir-
ability, and denial. Parent and adoles-
cent responses are scored using a 4-point
scale where 1 = strongly agree and 4 =
strongly disagree. High scores indicate
dissatisfaction with task accomplish-
ment.

Parental Monitoring. Parental
monitoring was assessed using pertinent
items from the parent and child ver-
sions of the Oregon Learning Center’s
Adolescent Transitions, Time Outside
of School, and Decision Making ques-
tionnaires (Patterson & Dishion, 1985).
Items from the Transitions form assess
supervision by the adult when the child
is out of the home and parental beliefs
as to what the child is doing when not
at home. Time-outside-of-school items
measure monitoring that occurs outside
scheduled school hours. The decision-
making items assess the degree of re-
sponsibility of the parent and child in
making decisions regarding the child’s
activities. Response formats varied across
sets of items but all items were scored
such that a low score represented more
monitoring and a high score less moni-
toring on the part of the parent.

Research Design and
Treatment Intervention

Participants were randomly selected and
assigned to receive either MFP services
or the usual DJJ services provided by
the South Carolina Department of Ju-
venile Justice. To reduce the likelihood
of historical confounds affecting the
outcome, each youth in the MFP group
was temporally and geographically yoked
to another youth assigned to the DJJ
condition. Although the study follows
a 2 x 2 x 3 (Condition x Site x Time)
repeated-measures design with imme-
diate pretest, posttest, and 6-month
follow-up measures, only Condition x
Time (pretest, posttest) analyses on the
first 54 youths are presented here.

Procedures. A list of all juveniles
meeting the selection criteria was
obtained from the DJJ intake personnel
in each county. Youths were randomly
selected from this list and assigned to
receive either MFP services or the usual
DJJ services. Following random assign-
ment, the adolescent and his or her
family were approached by the project
staff at the time the family appeared in
court for the adolescent’s case. A gen-
eral description of the project was pro-
vided to the family members and they
were asked to participate in the study.
If they agreed, a member of the project
appeared in court with them and the
DJJ probation officer to ask that the
judge allow the youth to be placed in
the project.

Within 2 days of entering the project,
the families were visited in their homes
by one of the project’s research assis-
tants. At this meeting, the project was
explained in greater detail, informed
consent obtained, the intake process
completed, and the pretest measures
administered individually to the youth
and his or her parent(s) using an inter-
view format.

For those families receiving MFP ser-
vices, therapy was begun within 2 days
following the administration of the pre-
test measures and continued on aver-
age for 3.5 months. All MFP cases were
staffed once each week by the treat-
ment team in the presence of the project
director and the site child/adolescent
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services director. Every 6 to 8 weeks,
the two treatment teams attended a
1 -day booster session during which cases
were staffed or special topics covered
by the originator of the MST approach.
In addition, all therapy sessions were
audiotaped, and therapists were required
to maintain daily records of their ac-
tivities broken down into half-hour in-
crements, as well as logs of each direct
contact (any contact involving at least
one family member) and indirect fam-
ily contact (any contact with anyone
about the family but not including a
family member).

E V A L U A T I O N

Data were analyzed using a 2 x 2 (Con-
dition x Time) repeated measures analy-
sis of variance (ANOVA).  Responses
to the FAM III and BSI were analyzed
using a 2 x 2 x 2 (Condition x Time x
Respondent) ANOVA  because the
measures are responded to by the ado-
lescents and their parents. Unless oth-
erwise noted, the results reported are
for the Condition x Time effects be-
cause these are associated with the hy-
potheses of interest. Analyses by site,
race, and type of household (single par-
ent, two parent, etc.) were not con-
ducted due to insufficient numbers of
participants in some cells. Data for two
of the therapists (n = 13) who are no
longer with the project were omitted
when integrity checks indicated that
they had seriously and continually vio-
lated the treatment protocol. Only
mother figure and adolescent data were
used in the analyses that follow. Al-
though most analyses were conducted
on the full sample, some were conducted
on a subset because of the preliminary
nature of the data. Due to the explor-
atory nature of the analyses and low
statistical power, results were interpreted
at the .05 level of significance across
families of tests.

Means, standard deviations, and
simple main effect F values for tests
run on analyses with significant global
F values are reported in Table 3. As
can be seen in the table, a significant
treatment effect was noted for the RBPC
socialized aggression subscale. Mother

figure reports of adolescent socialized
aggression decreased over time, with a
greater decrease in the MFP condition
than in the DJJ condition, F(1,42) =
4.67, p < .036. Tests of the simple main
effects for time yielded a significant
F value for the MFP condition but not
the DJJ one. A similar trend was noted
in the conduct disorder subscale  scores,
F( 1,42)  = 3.87, p < .056.  Nonsignificant
effects were found for the attention
problems-immaturity, anxiety with-
drawal, psychotic behavior, and motor
excess subscales on the RBPC.

As with the RBPC, significant Con-
dition x Time effects were noted on
the BSI for the somatization, F( 1,41) =
11.24, p < ,002; obsessive-compulsive,
F(1,41) = 5.90, p < .20;  interpersonal
sensitivity, F(1,41) = 8.20, p < .007;
and depression, F(1,41) = 6.12, p < .018,
subscales, as well as for the general dis-
tress index, F(1,41) = 8.34, p < .007.
The means in Table 3 indicate that the
adolescents and mother figures in the
MFP condition consistently reported
decreased symptomology at posttest
whereas participants in the DJJ condi-
tion did not. Simple main effects tests
for time were significant in the MFP
condition for the general distress, in-
terpersonal sensitivity, depression, and
obsessive-compulsive subscales and non-
significant for all subscales for the DJJ
condition. Respondent x Condition in-
teractions were also present for the gen-
eral distress index, F(1,41) = 4.47,
p < .05, and the obsessive-compulsive,
F( 1,41) = 7.48, p < .Ol, scales. On both
scales, mothers in the MFP condition
and adolescents in the DJJ condition
scored higher than their counterparts
in the comparison condition. Trends
toward significance were noted for the
Time x Condition interactions for the
anxiety, F(1,41) = 3.59, p < .06, and
hostility, F(1.41) = 3.65, p < .06,
subscales. Tests for the phobic anxiety,
paranoid ideation, and psychoticism
subscales were not significant.

Significant treatment effects were
also obtained for parental monitoring.
Based on mother figure reports, offend-
ers in the MFP condition less often went
to places to which they were asked not
to go, F( 1,53) = 11.04, p < .002, and

were less often talked by friends into
staying out longer than they should or
go to places they should not, F( 1,53) =
4.27, p < .044. DJJ mother figures, on
the other hand, reported increases in
such behavior at posttest. Significant
simple main effects were found for both
conditions on the variable Go Places
but failed to reach significance for the
variable Staying Out. The items related
to time outside of school and decision
making failed to reach significance.

A significant Time x Respondent x
Condition interaction, F( 1,46)  = 4.55,
p < .038, was noted for the task accom-
plishment subsc:ale  on the FAM. Par-
ent reports of task accomplishment
increased over time for the DJ J families
and decreased in the MFP families;
however, DJJ adolescents reported de-
creases and MFP adolescents increases
on this measure. Analyses run on the
SRDS subscales were not significant.
No significant effects were noted for
the role performance, communication,
affective expression, involvement, con-
trol, or values and norms subscales.

Tests for the general delinquency,
felony assault, assault, felony theft,
crimes against persons, and index of-
fenses subscales on the SRDS were not
significant.

S Y N T H E S I S

The preliminary findings from this study
are generally consistent with the posi-
tive results from similar MST projects
with delinquent youth (Borduin et al.,
1993; Henggeler et al., 1992). MFP
treatment is dlemonstrating  the capac-
ity to effect change in the functioning
of rural, predominantly African-Ameri-
can families-both for parents and ado-
lescents-in which the adolescent is a
serious juvenile offender. Mothers, or
the mother surrogates, in the MFP treat-
ment group reported that their adoles-
cents were eng:aging in significantly less
socialized-aggressive problem behavior
and demonstrated marginally less con-
duct disorder symptoms following treat-
ment than did their counterparts in the
control condition. Mother figures in the
MFP group also reported experiencing
significantly fewer symptoms of psycho-
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T ABLE 3
Significant and Marginally Significant ANOVA  Effects

Condition n

Pretest Posttest
Simple main

Mother Child Mother Child effect F values

RBPC:
Socialized aggression
DJJ M

SD
MFP M

SD
Conduct disorder
DJJ M

SD
MFP M

SD
BSI:
General distress index
DJJ M

SD
MFP M

SD
Somatization
DJJ M

SD
MFP M

SD
Interpersonal sensitivity
DJJ M

SD
MFP M

SD
Depression
DJJ M

SD
MFP M

SD
Obsessive/compulsive
DJJ M

SD
MFP M

SD
Parental monitoring:
Go places
DJJ M

SD
MFP M

SD
Staying out
DJJ M

SD
MFP M

SD
FAM III:
Tusk accomplishment
DJJ M

SD
MFP M

SD

21

23

21

23

21

22

21

22

21

22

21

22

21

22

24

31

24

31

21

27

7.00 5.09
6.34 5.89
8.09 2.65
7.32 3.26

2.73

23.25**

12.86 10.47
10.46 8.63
13.91 6.57
12.11 6.38

NA

NA

.43 .46 .32 .62 .24

.57 .46 .34 .60

.72 .48 .44 .22 28.87**

.72 .50 .47 .33

.29 .27 .45 .45 2.77

.37 .45 .60 .54

.72 .32 .57 .14 3.62

.87 .49 .91 .29

.43 .41 .39 .67 .42

.57 .52 .47 .73

.87 .52 .36 .27 3.94

.84 .66 .53 .52

.39 .33 .26 .52 .04

.81 .57 .37 .69

.75 .53 .42 .I5 5.43*

.92 .74 .62 .29

.31 .43 .I6 .58 .oo

.52 .56 .29 .77

.86 .51 .48 .22 5.97”

.94 .58 .50 .39

1.79 2.41
.78 1.10

2.48 2.03
1.36 1.17

6.49*

19.64**

2.17 2.71
1.01 1.33
2.65 2.29
1.54 1.39

2.75

1.58

5.24 6.10 5.71 6.05 NA
1.58 1.64 1.01 1.53
5.96 5.85 5.30 6.26 NA
1.81 1.92 1.73 2.46

Note. RBPC = Revised Behavior Problem Checklist; BSI = Brief Symptom Inventory; FAM III = Family Assessment Measure III; DJJ = Department
of Juvenile Justice program; MFP = multisystemic family preservation.
* p  < .05.  **p < .Ol.
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logical distress following treatment than
did mother figures who received the DJJ
services.

Mothers, or their surrogates, who re-
ceived the MFP treatment reported sig-
nificantly more satisfaction with family
task accomplishment than their ado-
lescents and their DJJ counterparts. Per-
haps most importantly, at posttest, MFP
mother figures reported improvements
in parental monitoring. They had more
confidence than their counterparts that
their adolescent was not going places
he or she shouldn’t and was less swayed
by friends into going places or doing
things he or she shouldn’t. Taken to-
gether, these results support the con-
clusion that MFP is achieving its goals
of empowering parents to direct and
regulate events in their family and of
decreasing youth antisocial behavior.

These preliminary findings are also
consistent with research on the treat-
ment of juvenile delinquents in gen-
eral. Several reviewers (Lipsey, 1992;
Mulvey et al., 1990) have determined
that most empirically tested treatments
for the remediation of juvenile delin-
quency demonstrate small effects. This
is why comprehensive treatment pro-
grams and multitrait-multimethod
program evaluation are necessary to
demonstrate the efficacy of a treatment
program for delinquent youth. Ongo-
ing analyses of our current data suggest
that MFP will demonstrate small to
medium effects in remediation of ado-
lescent delinquent behavior, in family
functioning, and in the mental health
of targeted parents and youth. These
analyses replicate previous studies of the
efficacy of MFP (Borduin et al., 1993;
Henggeler et al., 1986; Henggeler
et al., 1992; Henggeler, Melton, Smith,
Schoenwald, & Hanley, 1993) with a
rural population. Even more impor-
tantly, they are some of the first posi-
tive findings to be achieved in “real
world” settings using community men-
tal health professionals, which has been
sorely missing in previous research
(Weisz, Weiss, &. Donenberg, 1992).

Furthermore, this investigation mea-
sured treatment effects from various per-
spectives (e.g., adolescent, parent,
therapist, arrest reports), incorporated

multiple measures of family and indi-
vidual functioning, and will ultimately
include data gathered from observational
techniques as well as the self-report data
presented here. Finally, it must be re-
membered that these positive findings
have come about with some of the most
serious and violent juvenile offenders.
This population traditionally has been
very difficult to engage in therapy and
treat successfully (Henggeler, 1989).
Achieving positive results with this
group suggests that MFP could be at
least as successful treating more func-
tional and less disturbed adolescents and
their families.

It will be important for more-sophis-
ticated analyses to confirm and eluci-
date the findings presented here; such
data are being collected. For example,
further analyses are planned to investi-
gate the treatment process and to study
the overall cost-effectiveness of MFP
treatment compared to juvenile justice
services as they are currently conducted.
The process data will enable us to dis-
criminate as to which aspects of MFP
are most important for successful treat-
ment and which families are most likely
to respond favorably to treatment. Cost-
analysis data will be crucial for dissemi-
nating MFP services in political climates
where incarceration is the preferred dis-
position for juvenile delinquents. Fi-
nally, we are exploring the degree to
which MFP is tolerated and adopted by
the communities in which it is prac-
ticed. This will provide us with the data
needed to institute MFP programs in
other venues.

The MFP project is an intermediate
step in a series of MST studies for the
treatment of juvenile delinquents. Our
initial efforts clearly indicate the prom-
ise of MFP services for serious adoles-
cent offenders and their families from
rural and minority populations. Addi-
tional studies will be necessary for evalu-
ating the most effective “dosage” of
MST. This might be accomplished by
varying the caseload carried by each
therapist or time allotted for the treat-
ment of each family. Further studies also
are needed to determine ways of en-
hancing the provision of MFP therapy.
Further work is needed to refine mea-

surement procedures so that the effects
of MFP can be more accurately por-
trayed.
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Improving Adjustment Outcomes for Foster
Children with Emotional and Behavioral

Disorders: Early Findings from a Controlled
Study on Individualized Services

H E W I T T  B .  CL A R K,  MA R K  E .  PR A N G E,  BA R B A R A  L E E,  L .  AD L A I  B O Y D,

B E T H  A .  MC D O N A L D  A N D  E L I Z A B E T H  S .  ST E W A R T

A S THE NUMBER OF REPORTS

of child abuse and neglect
has increased, the foster care

system has been challenged to meet
quantitative and qualitative standards
of child care. Between 1974 and 1989,
reports of child abuse and neglect in
the United States increased from
approximately 60,000 to 2.4 million
(U. S. Department of Health and
Human Services, 1990). From 1984 to
1989-1990, the number of foster homes
decreased 27%, whereas the percent-
age of children needing foster place-
ments increased 48% (Terpstra &
McFadden, 1993).

Recent estimates have placed the
prevalence of emotional and behavioral
disorders (EBD) at 14% to 20% of all
children in the United States; conduct
disorders, as a specific type of behav-
ioral disability, affect 13% and 22% of
all female and male adolescents, respec-
tively (Brandenburg, Friedman, & Sil-
ver, 1990). Estimates of children in the
foster care system who are in severe to
critical need of mental health services
have ranged from 40% to 62% (Boyd,
1992; Groves, 1993). Another 23% of
the foster care population, although not
evincing overt behavior problems, ap-
pear to have difficulties in social com-
petence that are highly related to school
performance (Boyd, Struchen, &a
Panacek-Howell, 1989, 1990; Groves,
1993; Widom, 1989). These data pro-
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This study was a community-based, controlled experiment to evaluate the efficacy of the Fostering

Individualized Assistance Program (FIAP), h’ hw LC was driven by permanency (i.e., a stable placement

in a supportive family) and family-focused values and involved the wrapping of services around

children, based on their individual needs and those of their families. The services and supports were

intensely case managed to ensure that these could be adjusted as children’s situations and needs

changed. The study involved a comparison of 132 children in foster care with, or at risk for,

emotional and behavioral disorders, who were randomly assigned to the FIAP program or to a group

that received standard-practice foster care. A description of the FIAP intervention and a report of

preliminary results that support the efficacy of the FIAP strategy in improving the emotional and

behavioral adjustment of children in foster care are presented.

vide a context for understanding the
risks for children and families in the
nation’s social service system.

Over the past several decades,
foster care has been expected to be a
major solution to the plight of children
who were neglected, abused, or aban-
doned by their families of origin
(Friedman, 1989). Despite many at-
tempts toward meeting the mandates
(e.g., permanency planning, prevent-
ing out-of-home placements) of the
Adoption Assistance and Child Wel-
fare Act of 1980 (I’. L. 96-272), it has
been widely asserted that the foster care
system is a part of the problem beset-
ting these children (e.g., Bryant, 1993;
Daly & Dowd, 1992; Schwartz, 1991).
There also has been a call for the
children’s service system to adopt
alternative values and strategies in
order to provide for the protection,
nurturance, and development of chil-
dren and to ensure the integrity of their

families (e.g., Boyd, 1992; Friedman,
1989; Knitzer & Yelton, 1990).

In order to serve the increased num-
ber of foster children, a return to or-
phanages has been called for by some
critics of the curr’ent service system (see
Terpstra & McFadden, 1993); other
program developers have insisted on
trying alternative ways of meeting child
and family needs. These alternative
strategies include professionalized care
(e.g., therapeutic foster care), intensive
family preservation and reunification
models, and other forms of individual-
ized, and often family-centered, locally
controlled, case-managed, integrated
services (e.g., Boyd, 1992; Clark et al.,
1992; Friedman, 1989; Hawkins,
Almeida, & Samet, 1989; Knitzer &
Yelton, 1990; VanDenBerg,  1993).
Another group of professionals has ad-
vocated for the variously defined and
illusive “best interests of the child” (e.g.,
Lambiase & Cumes, 1987; Solnit, 1987).
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At best, the field has been in some con-
fusion and disagreement as to what really
works and is cost effective and account-
able.

In 1989, the Intensive Family Pres-
ervation Services Research Conference
was held to propose a research agenda
for the 1990s. As suggested in the final
report (Wells & Biegel, 1990),  family
preservation programs have been widely
replicated during the past decade, but
too few of the important questions sur-
rounding this type of intervention have
been thoroughly studied. A subsequent
call for research on alternative systems
of care (e.g., clinical case management,
home-based treatment) was articulated
by Burns and Friedman (1990), who
emphasized the need for research in
guiding service innovation and policy
in children’s mental health. The need
for similar research in child welfare is
evident (e.g., Boyd, 1992; Knitzer  &
Yelton, 1990).

In addition to the encouraging re-
sults connected with therapeutic foster
care (e.g., Jones, 1990),  individualized
family-focused, case-managed ap-
proaches have been suggested by sev-
eral practitioners and researchers as
appearing to have a reasonable chance
of working effectively in the treatment
of children with EBD. Evidence sup-
porting the feasibility and effectiveness
of these individualized strategies is
emerging from programs on family pres-
ervation, family reunification, commu-
nity reintegration, and educational
systems reform (Boyd, 1992; Clark
et al., 1992; Duchnowski & Kutash,
1993; Eber & Stieper, 1992; Olson,
Lonner, & Whitbeck, 1992; Smith,
Attkisson, Dresser, & Boles, 1992;
VanDenBerg,  1993).

Although it may appear obvious that
child welfare services should include a
focus on preservation and reunification,
these features generally have not been
incorporated into services for children
residing in out-of-home placements.
During 1988, it was estimated that 62%
of children in out-of-home care were
reunited with their families (“Keeping
families together,” 1993). The same re-
port suggested that this figure is an un-
derestimate: a survey of providers and
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administrators estimated that over 90%
of all children in out*of-home  care ul-
timately return home, even after tran-
sitional stays in family foster care or in
independent living. If valid and last-
ing, these estimates can only enhance
the rationale for models of service de-
livery that emphasize family-focused per-
manency planning (Allen, Brown, &
Finlay,  1992; Goerge, 1990; Lewis &
Callaghan, 1993).

In response to the challenges of fos-
ter care and to calls for additional re-
search in the area of family-focused,
individualized interventions for children
with, or at risk of, EBD, the Fostering
Individualized Assistance Program
(FIAP) study was designed to investi-
gate the effects of an individualized,
case-managed, collaborative interven-
tion with these children in the child
welfare system (Clark & Boyd, 1990,
1992). This interim report provides pre-
liminary outcome data for a randomly
selected group of children in foster care
who received individualized care ser-
vices and a comparable group who were
supported by practices standard to the
foster care system.

METHOD

Subjects and Setting
Children in the state foster care system
were eligible for inclusion in this study
if they were (a) in temporary custody of
the state, due to having been abused or
neglected; (b) 7 years to 15 years old;
(c) living in a regular foster home or in
an emergency foster shelter facility; and
(d) having behavioral and emotional
disturbances, or at risk of such, as de-
fined by screening indicators (Boyd
et al., 1989, 1990; Sullivan, Henley, &
Williams, 1988). Foster care casework-
ers periodically completed a brief screen-
ing form for all children on their
caseloads who were within this age range
and who did not have a primary diag-
nosis of mental retardation. An at-risk
screening form instructed the casework-
ers to indicate the presence or absence
of behavioral and situational indicators.
For inclusion in the at-risk pool, a child
had to exhibit, within the 2 months

prior to the screening, at least 2 of 18
behavioral indicators (e.g., harm to self
or other, use of drugs and/or alcohol,
engagement in abnormal sexual behav-
ior) and had to meet at least 1 of 7
situational indicators (e.g., failed home
placement, placement in a more restric-
tive setting in the past 6 months).

Children from the at-risk pool were
selected by a computer-generated
random-number system and assigned to
the FIAP group or the standard prac-
tice (SF’)  control group. To compen-
sate for a predicted higher attrition rate
within the SP group (e.g., due to ex-
tended runaways or voluntary dropouts),
approximately 50% more subjects were
randomly assigned to the SP group than
to the FIAP group. All subjects were
phased in to the study over a I5-month
period. The pace and schedule with
which subjects were included was de-
termined by the capacity of the FIAP
case managers (i.e., family specialists)
to initiate new cases.

A total of 132 foster children par-
ticipated, with a gender distribution of
39.4% females and 60.6% males. The
ethnic distribution was 61.4% White,
35.6% African American, and 3.0%
Hispanic. At the time of assignment to
the study, the subjects had spent an
average of 2.6 years in out-of-home
placements (i.e., adjudicated dependent)
and had an average annualized rate of
3.8 placement changes, across a range
of settings varying from foster home and
emergency shelter care to psychiatric
hospital units and detention centers.
The FIAP and SP groups did not differ
statistically on any of these descriptive
variables.

At entry to the study, all of the sub-
jects were residents of either a county
encompassing a large urban area or a
largely rural county with a few small
towns. The per capita incomes for the
two counties were $16,044 and $14,246,
and the high school graduation rates
were 82.8% and 73.1%,  respectively
(Weitzel, Friedman, Shanley, & Levine,
1993). The interventions for these sub-
jects were delivered in the context of
the children’s homes (i.e., foster, bio-
logical, relative, adoptive), schools, and
communities.
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Standard Practice Foster Care

All of the children entering this study,
whether assigned to the SP group or
the FIAP group, were recipients of the
standard practices of the foster care sys-
tem. The term standard practice refers
to the prevailing care, support, and ser-
vices that the state system provides to
its children who have been adjudicated
as dependent and placed in the foster
care system. These children may be in
foster homes housing up to 12 other
foster children or in group emergency
shelter facilities for extended periods,
or may be transferred to one of a broad
range of group home, residential treat-
ment, detention, or other private child-
care facilities.

The statutes regarding the child de-
pendency system mandate that the state
be responsible for meeting the welfare
needs of all of its children. However,
not all services and supports for chil-
dren in foster care are “entitlements”
guaranteed by the state. Services such
as outpatient counseling, respite care,
home-based interventions, and crisis
counseling for foster parents are not
entitled as are the more basic services
of safety and out-of-home placements.
Although some improvements in allo-
cations for mental health and related
services did occur during the course of
this study, there continues to be inad-
equate funding for specialized services,
as well as insufficient numbers of pro-
fessionals to address the broad array of
unique services required by most chil-
dren in foster care and, in particular,
children with EBD and those who are
at risk of losing their placements due to
maladjustments.

All children in the study had per-
manency plan statements in their child
welfare case records. However, these
plans often appeared to exist only to
“meet the letter of the law,” instead of
serving functional purposes. This was
often evident when foster care case-
workers who were questioned about their
children’s permanency plans did not
know or remember what was designated.

Intervention Overview

The basic goals of the FIAP model were
to: (a) stabilize placement in foster care

and develop viable permanency plans,
and (b) improve the behavior and emo-
tional adjustment of the children re-
ceiving FIAP services. These goals were
achieved through four major interven-
tion components: strength-based assess-
ment, life-domain planning, clinical case
management, and follow-along supports
and services. These four components
were implemented by the FIAP family
specialists who served as family-centered
clinical case managers and home-based
counselors, collaborating with foster care
caseworkers, other providers (e.g., teach-
ers, therapists, scout leaders), foster
parents, and natural families. Family
specialists followed and served their
children across all settings, providing
individually tailored services for them,
as needed (Burchard & Clarke, 1990).

Each family specialist  held a
bachelor’s or master’s degree and had
between 3 years to 12 years of experi-
ence working with troubled youth and
families within treatment programs such
as family preservation, therapeutic fos-
ter care, and group homes for children
with EBD. These specialists were se-
lected for their expertise and commit-
ment to children and families. Each
specialist carried about 12 active cases
and up to 10 maintenance-level cases
that were monitored and reactivated
when necessary. The specialist and his
or her supervisor met at least monthly
to discuss the cases.

Strength-based Assessment. Strength-
based assessment focuses on the
strengths and potentials of the children
and their families while recognizing the
problems that exist in their lives. Al-
though the philosophy upon which this
assessment operates does not discount
the usefulness of traditional psychologi-
cal assessment information, it “asserts
that strengths and capacities are the
building blocks for change and should
receive primary emphasis” (Duchnowski
& Kutash, 1993).

As children entered the study, they
were assigned to one of the four family
specialists, who initiated their cases by
assessing the need for mental health
and related services for the children,
their biological families, and to some

extent, even their foster families. This
assessment process involved studying the
child welfare .ca.se records and inter-
viewing the chJd’s  foster care case-
worker, foster parents, biological
parent(s), teacher, guidance counselor,
and other adults (e.g., provider agency
therapist) who were relevant to the
child’s situation. The family specialists
attempted to gather information from
each of the relevant adults to provide
an understanding of the child and the
family’s past and current problems, but,
more importantly, to learn about their
past successes aml present strengths and
potentials.

As the external case records were
reviewed and the relevant adults inter-
viewed, the specialists framed their
search for strengths, needs, and poten-
tials across several life domains that
relate to basic human needs that are
typical for ind.ividuals of this age
(VanDenBerg,  11993). These domains
were

1.
2.
3.

4.
5.
6.

7.
8.

9.

10.

residence;
family or surrogate family;
social competencies and relation-
ships;
education and/or vocation;
health and medical care;
psychologic:al  well-being and emo-
tional support;
legal and/or social system assistance;
safety knowledge and security from
harm;
community involvement, mobility
skills, and transportation resources;
and
cultural, ethnic, and spiritual in-
terests and involvement.

The specialists attempted to meet
each child’s relevant adults in their own
settings, to make it convenient for these
individuals. Efforts were made to pro-
vide opportuniti.es for meeting and ob-
serving the child in the foster home (or
emergency shelter), during home visits
with the family of origin, at school, and
in other situations involving activities
such as recreation or peer interactions.

These many and varied contacts dur-
ing the assessment process gave the spe-
cialists opportunities to: (a) get to know
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the children and relevant adults, as well
as their circumstances; (b) begin devel-
oping personal and professional rela-
tionships with these individuals; and
(c) acquaint them with the roles that
they might play as support team mem-
bers. Assessment work also provided the
specialists with much of the informa-
tion needed for the planning process
that would guide the team toward a
proactive service plan.

Life-Domain Planning. A FIAP
team, composed of as many of the rel-
evant adults as would participate, was
established for each child. Each team
typically met monthly, depending on
the changing needs of the child and
circumstances regarding natural, adop-
tive, extended, and/or foster families.
The team’s goal was to formulate and
revise, as necessary, a life-domain plan
addressing child and family priority
needs within each of the domains. This
method included an emphasis on for-
mulating, revising, and/or processing the
most viable permanency plan through
the child welfare system and the courts.

The family specialist typically served
as the facilitator for the initial team
meetings, with the goal of gradually
transferring this responsibility to a par-
ent, other relative, adoptive parent, or
case manager who would play a consis-
tent role in the child’s life on a long-
term basis. The facilitator’s role was to:
(a) guide the meeting, encouraging
members to listen to and respect each
other’s points of view, particularly the
input of those who were closest to the
child on a daily basis (e.g., foster par-
ents, biological parents, relatives, and
teachers); (b) formulate or revise the
life-domain plan; and (c) bring topics
to a level of consensus that would lead
to fulfillment of this action plan.

Eollowing each team meeting, the
specialist (or facilitator) contacted the
relevant adults who were not able to
attend the meeting and discussed, by
phone or in person, what had evolved.
Their input and assistance were solic-
ited in accomplishing the tasks that the
team had identified as important to the
implementation of the life&domain plan.
The specialist then sent to all team
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members a copy of the plan with the
specified tasks, responsible persons, and
target dates.

It is important to note that, for all
FIAP children, attention was given to
matching them to settings that took
advantage of their individual interests
and strengths. This is not to say that
initial plans addressed all aspects of these
children’s needs, but exposure to, and
success with, these life experiences were
designed to set the stage for these youths
to tackle other areas of skill develop-
ment.

Clinical Case Management. The
FIAP model emphasizes the provision
of intensive, individualized services and
supports in the context of the child’s
home and community settings, to the
extent possible. The specialists and other
professionals associated with FIAP cli-
ents attempted to work with families at
times and in locations that were con-
venient to the family members (e.g.,
evening hours or while transporting a
child).

In their role as home-based counse-
lors, the specialists often instituted child
counseling, family preservation inter-
ventions, or family therapy. These ser-
vices were initiated to ensure that the
children and adults began these services
with professionals whom they already
knew and to avoid delays due to fund-
ing and the bureaucratic approval pro-
cess. Because of the specialists’ caseloads,
they could only occasionally continue
time-demanding interventions for ex-
tended periods. Thus, services that re-
quired such levels of involvement were
initially set up with other profession-
als, or gradually transferred to them, as
funding and appropriate providers were
secured.

In their case management roles, the
specialists coordinated and monitored
services that rhey brokered. They used
available services and supports of the
social services systems (e.g., child
dependency, mental health, juvenile jus,
tice),  the educational system, com-
munity provider agencies (e.g., adoptive
parent support groups), and commu-
nity service organizations (e.g., Big
Brothers/Big Sisters). Services included

provision of a mentor for a child after
school and on weekends, family systems
therapy, grief counseling, joint sibling
visits or therapy, and vocational train-
ing for youth or parents.

The specialists also facilitated and/
or provided some services and supports
that were not eligible expenditures
within traditional funding mechanisms,
but were critical to the life-domain plan
for a child or family. Flexible funding
(Dollard, Evans, Lubrecht, & Schaeffer,
1994) with appropriate accounting and
audit trails was available, averaging
$200 per month per case for the first
6 months and $75 for each of the next
12 months. This flexible funding en-
abled the specialists to address such crit-
ical needs as obtaining child abuse
counseling with a qualified therapist;
purchasing a refrigerator for a mother
in order for her to qualify for family
reunification; purchasing a flute, bicycle,
or computerized game for children who
wanted to pursue their interests; or ar-
ranging for a tutor to assist a child with
schoolwork.

In their role as case managers, the
specialists had primary responsibility for
actively involving, and communicating
with, all relevant adults on an ongoing
basis. Initially, the specialist was respon-
sible for ensuring that all team mem-
bers clearly understood their roles and
tasks and for following up with them to
ensure completion. The specialists also
tracked the children’s and families’
progress across all the targeted areas of
the life-domain plan. In addition, they
were responsible for periodically bring-
ing the team together to review case
status and revise the plan, as necessary,
to ensure that clinical goals were being
addressed and that necessary supports
and services were in place.

Another major aspect of the special-
ists’ activities related to advocacy for
their children and families. This was
evidenced in activities ranging from
consistent and viable involvement with,
and input from, both foster and bio-
logical parents to bringing an issue to a
court hearing in order to impel the child
welfare system to address some critical
needs regarding a child’s permanency
plan.
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Follow-AZong  Supports and Services.
The FIAP model encouraged family spe-
cialists to link children and families to
natural supports within their homes,
schools, and community settings, when-
ever possible. For example, although a
specialist initially might have recruited
a Big Brother for an adolescent who
needed more recreational involvement
and mentoring, this role was often
shifted to a cousin or uncle as the child
moved into a permanency setting in
closer proximity to his extended fam-
ily. The use of natural supports involved
situations in which the specialist was
gradually able to establish a biological
parent as the child’s case manager to
deal with issues such as therapy, school,
or transportation needs.

One of the goals pursued with many
families was to assist parents to become
empowered to address, and advocate for
solutions to, issues related to their rights
and needs and those of their children,
and the provision of essential services
and supports. Family specialists fre-
quently worked with youths, and with
foster, biological, and/or adoptive
parents to teach and encourage self-
advocacy.

As the specialists and FIAP teams
were successful in addressing critical life-
domain needs, children were moved
from active case status to a maintenance
status. However, the specialist did con-
tinue tracking and monitoring these
children and families in attempts to
prevent or remediate new or recurring
serious problems.

Measurement and Data Collection

Child outcome data were collected
across a number of important domains
and from multiple sources by trained
interviewers. This information was sys-
tematically gathered from the children,
caregivers (i.e., foster, biological, or
adoptive parent or agency staff), foster
care case records, computerized place-
ment records, and school cumulative
folders.

Emotional and Behavioral Adjust-
ment. The Child Behavior Checklist
(CBCL; Achenbach, 1991a)  and the
Youth Self-Report (YSR; Achenbach,
1991b) are measures for describing the

behavior of children from the perspec-
tive of the caregivers and the youths
themselves. These instruments provide
a total problem score, eight problem
subscales (withdrawn, somatic com-
plaints, anxious/depressed, social prob-
lems, thought problems, attention
problems, delinquent behavior, aggres-
sive behavior), and two syndrome group-
ings (internalizing and externalizing).
The internalizing score is based on the
problem subscale  scores of withdrawn,
somatic complaints, and anxious/
depressed, and the externalizing score
is based on the problem scores of delin-
quent behavior and aggressive behav-
ior. Standardization of the CBCL and
YSR was done using children who were
geographically matched, clinically re-
ferred and nonclinically referred, and
representative of national socioeco-
nomic, ethnic, regional, and urban/
suburban/rural factors.

Out-of-home placement information
was available through the foster care
client records and computerized track-
ing system used for payments. Place-
ment days for each child were tracked
across settings, such as foster home,
therapeutic foster home, group home,
group shelter care facility, residential
treatment center, and psychiatric hos-
pital. Overnight and extended runaways
(AWOLs)  were also tracked within this
database. These data also were cross-
checked with information obtained by
the research data collectors when the
children and caregivers were inter-
viewed.

The state maintained records of
charges against juveniles; these records
did not include out-of-state offenses.
The number of days a youth was incar-
cerated was collected from placement
records and the project’s interview ques-
tionnaires for both child and caregiver,
which included questions regarding
placement history. The Child and
Caregiver Interview Questionnaires that
included these items were adapted from
a questionnaire developed and used by
the National Adolescent and Child
Treatment Study (Silver et al., 1992).

Data Collection and Management.
The research interviews with the chil-

dren and caregivers were conducted in
the field by trained, supervised inter-
viewers at study entry and at 6-month
intervals. When children moved fur-
ther than 75 miles from the research
office, the interviews were conducted
using the Telephone Interview Process
established by the Florida Research and
Training Center on Children’s Mental
Health @‘range  let al., 1992). The child
interviews generally took from 45 to 75
minutes; the caregiver interviews typi-
cally took from 30 to 60 minutes. All
interviews were conducted on a volun-
tary basis and included the appropriate
provisions for informed consent and the
rights of subjects. Subjects and caregivers
were given a cash gratuity for partici-
pating in each in.terview (i.e., children-
$15, caregivers--$20).  The information
was collected, managed, and analyzed
by research personnel and was not
shared with FIAP personnel, except in
the aggregate across all subjects.

Data from the interviews and records
were entered by trained data-input per-
sonnel into specifically tailored data-
bases. Independent reliability checks
were made randomly on 20% of each
data set. If fewer than 1% of the digits
were incorrect, the reliability level was
considered acceptable; however, if a
larger proportion of the digits were found
to be incorrect, another 20% of that
data set were checked. This process con-
tinued until two consecutive 20%
checks yielded the acceptable reliabil-
ity rate. Throughout this process, data
entry errors were corrected from the
raw data forms as the errors were iden-
tified.

Experimental Design and
Statistical Analyses

The FIAP study used a repeated mea-
sures, between-groups design with at-
risk foster children randomly assigned
to continue in the SP group or partici-
pate in the FlAP group. Both groups
were given the care and treatment prac-
tices standard in foster care, with the
FIAP group receiving additional indi-
vidualized services.

Several types of analyses were used
to explore group differences on emo-
tional and behavioral adjustment, in-
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eluding  child and caregiver measures of sures  analysis of variance (ANOVA)
psychopathology (i.e., CBCL, YSR), for each subscale problem was done for
placement changes, number of run- these waves to explore specific FIAP
aways, incarceration, and serious crim- versus SP differences. Third, to deter-
inal charges. First, a multivariate mine if FIAP and SP children placed in
repeated measures analysis of variance permanent settings (i.e., biological,
(MANOVA)  was performed on Waves adoptive, relative home at Wave 4)
1 (entrance to study) and 4 (18 months showed differential adjustment,
later) for the CBCL and YSR scores, to univariate repeated measures ANOVAs
evaluate differences between FIAP ver- were performed on CBCL and YSR in-
sus SP youth on the combined raw scores ternalizing and externalizing syndrome
for all eight problem subscales. Second, T scores. Fourth, ANOVAs  and chi-
a preplanned univariate repeated mea- square tests were conducted to deter-

mine if FIAP and SP subjects differed
on number of placement changes, run-
aways, felony charges, and days incar-
cerated, prior to and after their entrance
to the study.

Four separate chi-square tests evalu-
ated differences between subjects for
whom Wave 4 interview data were avail-
able (n = 109) and those for whom
it had not yet been collected or who
were not available to be interviewed
(n = 23). The tests compared gender,
race (White, other), status (FIAP, SP),

TABLE 1
CBCL Mean Scores for Wave 1 and Wave 4 by Group

Subscale  and groupa

Wave 1 Wave 4

M SD M SD
Time Group x Time

F F

Externalizing
FIAP
SP

Aggression
FIAP
SP

Delinquency
FIAP
SP

Internalizing
FIAP
SP

Anxious/depressed
FIAP
SP

Somatic complaints
FIAP
SP

Withdrawn
HAP
SP

Other subscales
Attention problems

FIAP
SP

Social problems
FIAP
SP

Thought problems
FIAP
SP

7.00**

6.57**

7.44**

2.23

1.59

.41

69.32 9.51 64.57 10.32
67.90 12.09 66.58 10.18

19.32 9.61 15.57 8.38
18.89 9.92 17.61 8.83

7.53 4.15 5.89 4.17
7.15 4.98 6.13 4.03

6.04* 2.78

6.72** .44

7.74** 2.54

5.58* 8.79**

65.02 10.85 59.64 10.83
60.79 11.54 59.76 10.48

9.83 6.41 7.76 4.93
8.15 5.43 6.92 4.39

2.19 3.53 1.06 1.77
1.66 2.44 1.35 1.71

6.00 3.37 4.15 3.18
4.48 3.22 4.69 3.41

9.21 5.77 7.17 4.31
7.77 4.59 7.90 5.23

3.81* 4.91”

6.93** .63

43.84** 1.73

5.49 3.25 4.47 2.53
5.35 3.27 4.81 3.08

3.85 3.03 1.32 1.66
3.19 3.21 1.50 1.95

Note. n = 47 in FIAP (Fostering Individualized Assistance Program) group; n = 62 in SP (standard practice) group; CBCL = Child Behavior Checklist;
Wave 1 = Interviews conducted at entrance to study; Wave 4 = Interviews conducted 18 months later.
‘The externalizing and internalizing syndrome factors were based on T scores. The problem subscale factors were based on raw scores.
*p <  .05. **p <  .Ol.

212 J O U R N A L  O F  E M O T I O N A L  A N D  B E H A V I O R A L  D I S O R D E R S ,  O C T O B E R  1 9 9 4 ,  V O L .  2 ,  N O .  4



and age (median split). A significant
difference in the relative frequency was
found only for age, x2 (1, N = 131) =
5.45, p < .OS, with the youths for whom
interview data were available being
younger than those who had not been
interviewed at Wave 4.

E VALUATION

Emotional and Behavioral
Adjustment

Among the FIAP (n = 47) and SP (n =
62) subjects with complete CBCL
caregiver interviews, a repeated mea-
sures MANOVA  testing for Group,
Time, and Group x Time effects was
conducted on the eight CBCL problem
subscale  scores. No significant multi-
variate effect for Group (FIAP vs. SP)
was found for the CBCL problem scores
at Wave 1. Significant multivariate pre-
post effects for Time, F (8, 100) = 5.99,
p < .Ol and Group x Time, F (8, 100)
= 2.17, p < .05, were found. The multi-
variate Group x Time interaction
showed an overall positive treatment
effect for FIAP children that indicates
greater improvement in emotional and
behavioral adjustment over time, com-
pared to SP children. The significant
effect for Time shows that both groups
improved significantly over the 18-
month period.

The CBCL subscale  and syndrome
mean scores and standard deviations for
both groups at Waves 1 and 4 are pre-
sented in Table 1. Compared to the SP
group, the FIAP group evidenced greater
improvement based on primary caregiver
reports of emotional and behavioral ad-
justment. Results from the repeated mea-
sures ANOVAs  on CBCL problem
subscale  scores for Time and Group x
Time also are presented in Table 1.
These analyses revealed significant ef-
fects (p < .O5) for all of the subscale
factors for Time. Both groups showed
significant improvement on the indi-
vidual problem scores during the 18s
month period between Waves 1 and 4.
A significant Group x Time interaction
was found for both withdrawn (p < .Ol)
and attention problems (p < .05). These
interaction effects suggest greater im-

provement in the FIAP children in com-
parison to the SP children.

Among the FIAP (n = 46) and SP
(n = 61) subjects with complete YSR
interviews, a repeated measures
MANOVA testing for Group, Time,
and Group x Time effects was conducted
on the eight YSR problem subscale
scores. There was no significant multi-
variate effect for Group or Group x
Time. A significant multivariate re-
peated measures effect for Time was
found, F (8, 98) = 14.75, p < .Ol. The
Time effect showed an overall positive
treatment effect for both FIAP and SP
groups.

YSR syndrome and subscale  mean
scores and standard deviations for both
groups at Waves 1 and 4, as well as the
univariate repeated measures F values,
are presented in Table 2. Results from
univariate analyses revealed significant
effects (p < .Ol) for Time on all factors.
Both FIAP and SP subjects showed sig-
nificant improvement on all problem
subscale  scores.

Children in Permanency Homes.
An analysis of children’s home adjust-
ment after placement in permanent set,
tings (i.e., biological, adoptive, or
relative home) was limited to 22 youths
(FIAP n = 12; SP n = 10) who were in
these placements by Wave 4. Youths
who were officially away without leave
(i.e., extended runaway) were excluded
from this analysis. Repeated measures
univariate ANOVAs  were conducted
with these groups on the CBCL inter-
nalizing and externalizing T scores. As
shown in Table 3, this analysis revealed
a significant Group x Time interaction
for internalizing, F (1,20) = 4.66,
p < .05, which indicates greater emo-
tional adjustment for the FIAP chils
dren in permanency placements. Of the
22 youths in permanency home settings
at Wave 4, 19 completed the YSR in-
terview (FIAP n = 10; SP n = 9). Re-
peated measures univariate ANOVAs
for externalizing and internalizing YSR
T scores for these children demonstrated
a significant Group x Time interaction
for externalizing scores, F ( 1,17) = 4.95,
p < .05.  This interaction suggests that
there was a significant improvement in

the behavioral adjustment of the FIAP
children in permanency placements in
contrast to the SP group.

Placement Changes and Runaways

A repeated measures ANOVA was con-
ducted to explore differences on num-
ber of annualized placement changes
between FIAP and SP subjects. No sig-
nificant effects on. changes prior to study
entry were found1  for Group (FIAP vs.
SP) or Group x Time. A significant
effect for Time, F (2, 116) = 6.25,
p < .Ol, was found that showed im-
provement for both groups over the first
18-month  period. of the study.

Two separate chisquare  tests were
used to evaluate before and after study-
entrance differences between FIAP and
SP youth on number of annualized run-
aways. Because these distributions were
skewed, data were categorized into three
groupings, each representing 33% of the
distribution (i.e., none, 1 or 2, and 3 or
more runaways). A significant differ-
ence was found between SP and FIAP
subjects, x2 (2, N = 130) = 5.89,
p < .05,  only for runaways after entrance
to the study. This group effect showed
significantly different relative frequen-
cies of runaways, with the FIAP group
having less runaways than the SP group.

Detention/Jail and Felony Records

Of the 132 children in the study, dis-
trict records showed that 18 (FIAP
n = 8; SP n = 10) had at least 1 day of
incarceration after their entrance into
the study. A one-way ANOVA on the
number of days of incarceration prior
to study entrance showed no differences
between the FL4P and SP groups.

After entrance to the study, 8 of the
18 youths had less than 2 weeks of in-
carceration, usually as runaways or for
misdemeanor offenses, such as retail
theft. For the 18 youths, the mean pro-
portion of eachh individual’s total time
spent incarcerated since entrance to the
study was analyzed in a one-way
ANOVA. A significant difference was
found between SP and FIAP subjects,
F (1,16)  = 6.25,,p < .05.  This Group
effect showed less time spent in incar-
ceration for this subgroup of FIAP youth
in contrast to the SP subgroup.
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T ABLE 2
YSR Mean Scores for Wave 1 and Wave 4 by Group

Subscale  and groupa

Wave 1

M SD

Wave 4

M SD
Time

F
Group x Time

F

Externalizing
FIAP
SP

Aggression
FIAP
SP

Delinquency
FIAP
SP

Internalizing
FIAP
SP

Anxious/Depressed
FIAP
SP

Somatic complaints
FIAP
SP

Withdrawn
FIAP
SP

Other subscales
Attention problems

FIAP
SP

Social problems
FIAP
SP

Thought problems
FIAP
SP

24.74** 3.30

20.83** 2.44

11.37** .Ol

58.46 11.17 51.37 12.87
59.87 12.33 56.57 11.28

12.93 7.00 9.09 6.67
13.74 7.19 11.85 6.61

4.65 3.32 3.61 2.74
5.59 3.94 4.61 3.20

77.04**

44.96**

80.37**

9.93**

.Ol

.12

.06

.13

58.37 11.09 49.98 11.24
60.66 11.38 52.48 10.71

9.46 6.37 5.89 5.49
10.72 6.30 6.79 5.29

4.87 3.83 2.11 2.87
5.44 3.55 2.52 2.51

4.72 2.49 3.93 2.30
5.38 3.16 4.39 2.32

17.99**

17.15**

53.34**

1.37

.49

.47

6.70 3.73 4.76 3.45
6.66 3.78 5.56 3.46

4.93 2.95 3.98 2.55
5.59 2.86 4.25 2.81

3.52 3.38 1.46 2.26
4.54 2.89 2.05 2.02

Nore.  n = 46 in FIAP (Fostering Individualized Assistance Program) group; n = 61 in SP (standard practice) group; YSR = Youth Self-Report;
Wave 1 = Interviews conducted at entrance to study; Wave 4 = Interviews conducted 18 months later.
“The externalizing and internalizing syndrome factors were based on T scores. The problem subscale factors were based on raw scores.
**p < .Ol.

Analyses regarding felony charges
were computed using only those youths
13 years of age or older at Wave 1.
Juvenile justice records showed 24 sub-
jects had been charged with one or more
felonies after study entrance, (FIAP
n = 9; SP n = 15). A one-way.ANOVA
revealed a significant difference between
SP and FIAP subjects, F (1,23) = 4.77,
p < .0_5.  This Group effect showed pro-
portionally fewer felony chtirges  (i.e.,
assault, aggravated assault, grand lar-
ceny, auto theft) for this FIAP subgroup
in comparison to the SP subgroup. A

one-way ANOVA  on the number of
felony charges prior to study entry
yielded no difference between FIAP and
SP subjects.

S Y N T H E S I S

Even at this interim point, the findings
of this study suggest somewhat better
adjustment outcomes for foster children
with EBD who are served by an indi-
vidualized services approach than for
an equivalent group of children in stan-
dard practice foster care. Based on the

caregiver measure of psychopathology,
the FIAP children improved signifi-
cantly more from Wave 1 to Wave 4
on the withdrawn and attention prob-
lem subscales than did the SP children.
This finding is strengthened further by
a multivariate difference across all the
problem subscales, with FIAP children
having evidenced lower pathology scores
than the SP children. When the com-
parisons between FIAP and SP from
Waves 1 to 4 were based on the child’s
self-report of psychopathology, they
showed no significant difference.
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Of the children in designated per-
manency home placements, the FIAP
subsample showed significantly better
emotional and behavioral adjustment
than the SP subsample. The FIAP chil-
dren in permanency placements showed
significantly more improvement on in-
ternalizing from the caregivers’ perspec-
tive and on externalizing from the
children’s perspective.

The finding of greater emotional and
behavioral adjustment for FIAP chil-
dren, particularly as it relates to the
externalizing syndrome, is further
strengthened by the fact that the FIAP
children were significantly less likely
than children in the SP group to run
away, engage in serious criminal activ-
ity, or be incarcerated. The results re-
garding the greater efficacy of the FIAP
model in improving foster children’s
adjustment occurred even though both
groups improved over time, at least as
shown by adjustment outcome measures.

This study’s interim results support
moderate superiority of the FIAP group
on measures of psychological function-
ing, runaways, severe criminal activi-

ties, incarceration, and adjustment in
stable home placements. However, re-
sults of the majority of tests regarding
subscales of psychological functioning
and the number of placement changes
were found to be nonsignificant between
the two groups. A limitation of this
study concerns the assessment of change
in psychological functioning across time
as a simple measure of a before and
after effect (i.e., Waves 1 and 4). This
type of repeated measures analysis can-
not account for the complex individual
process of change taking place over the
course of this study (Willett, Ayoub, &a
Robinson, 1991). Future statistical
evaluations will involve a growth curve
analysis across all seven waves of data
in an attempt to encompass a more
complex, individualized assessment of
change over time.

The FIAP study contributes to an
emerging body of research regarding the
evaluation of the efficacy of individu-
alized systems of care as applied to chil-
dren with EBD (e.g., Bickman, 1993;
Cross, Fallon, Gardner, Adnopoz, &
Saxe, 1992; Henggeler, Melton, &

Smith, 1992; Wlells  & Biegel,  1990).
The positive impact of an intervention
that focuses on creating an emotionally
supportive environment for children by
strategic family and system interven-
tions makes sense clinically (e.g.,
Henggeler et al., 11992).  The FIAP study
involved a controlled experiment evalu-
ating the progress of two equivalent
groups of children, one exposed to Stan*
dard practice tre:atment and the other
to an individualized system of care. Al-
though exposing both groups to a form
of “treatment” makes it less likely that
outcome differences between them will
be found, this type of comparison is
considered essential for determining the
most effective strategies for serving this
population of children and families
(Burns & Friedm.an, 1990).

The treatment: of children with EBD
in therapeutic foster homes has been
documented to be at least as effective
as more restrictive treatment programs
and more effective than no treatment
or regular foster care comparisons
(Hawkins et al.! 1989; Jones, 1990).
However, there are more children re-

TABLE 3
CBCL and YSR Scores by Group for Youth in Permanency Home Settings

Subscale  and groupa

Wave 1 Wave 4

M SD M SD
Time

F
Group x Time

F

CBCL
Externalizing

FIAP
SP

internalizing
FIAP
SP

YSR
Externalizing

FIAP
SP

Internalizing
FIAP
SP

2.38 .44
65.92 9.60 60.17 10.74
70.00 7.59 67.70 9.92

.06 4.66*
64.08 8.91 56.83 13.45
56.20 10.17 62.00 8.83

17.79** 4.95*
58.90 10.68 49.20 11.93
58.33 11.20 55.33 10.28

9.38* 1.08
56.30 10.67 46.60 8.06
61.56 10.35 56.78 12.44

Note. For CBCL data, n = 12 in FIAP  (Fostering Individualized Assistance Program) group; n = 10 in SF’ (standard practice) group. For YSR data,
n = 10 in FIAP group; n = 9 in SP group; CBCL = Child B ehavior Checklist; YSR = Youth Self-Report; Wave 1 = Interviews conducted at entrance
to study; Wave 4 = Interviews conducted 18 months later.
aThe externalizing and internalizing syndrome factors were based on T scores.
*p <  .05.  *q <  .Ol.
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quiring treatment than can be accom-
modated by even these less-restrictive
types of residential treatment programs
(Boyd et al., 1989, 1990; Knitzer &
Yelton, 1990). Thus, the application of
an individualized system of care to these
children in their current foster care
placement may hold merit, particularly
if it can also increase the likelihood of
achieving reunification or other forms
of permanence. The goals of the FIAP
study were consistent with this thesis
(Clark & Boyd, 1990, 1992).

This study has been conducted
against an emerging backdrop of changes
in the state’s regulations and policies
regarding children in custody of the
state. For example, state statute required
that children remain in temporary cus-
tody no longer than 18 months, yet
this regulation was scarcely ever met
until well into this study period. At the
time of entry into this study, 74% of
the subjects in both groups already
exceeded that provision. However,
consent decrees to two lawsuits seeking
a much fuller range of services, as well
as a reduction in lengths of stay for
children in out-of-home placements,
successfully captured the attention of
state policymakers and many child wel-
fare administrators. During the last 9
months of the study period, the foster
care system in the study counties expe-
rienced an increase in resources, such
that caseloads for foster care casework-
ers decreased approximately 30% on av-
erage. Funds also were appropriated to
increase the number of adoption case-
workers, as well as the number of attor-
neys available to process termina-
tion of parental rights, in order to make
more children eligible for adoption
earlier. These changes in the study’s
context may, in part, explain the im-
provements that occurred on some
measures in both groups over time. How-
ever, despite the dramatic increase in
resources available to foster children in
these counties, the FIAP methods pro-
vided by the family specialists contin-
ued to demonstrate greater gains for the
FIAP children’s emotional and behav-
ioral adjustment.

The findings from the midpoint of
this study are supportive of the phi-
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losophy and results of other studies ex-
amining individualized system-of-care
strategies (Duchnowski & Kutash, 1993;
Evans, Newton-Logsdon, Armstrong,
Huz, & Rahn, 1992; Stroul, in press;
VanDenBerg,  1993). However, a more
definitive conclusion regarding the ef-
ficacy of the individualized interven-
tion being employed within the FIAP
study will require longer-term follow-
up to assess the stability of permanency
placements and the adequacy of the
emotional and behavioral adjustment
across home, school, and community
settings.

About the Authors

HEWITTB.“RUSTY" CLARK receivedhis PhD
from the University of Kansas in develop-
mental and child psychology and is a pro-
fessor in the Department of Child and Family
Studies, Florida Mental Health Institute,
University of South Florida. MARK E. PRANGE

is a licensed psychologist in private practice
and a part-time faculty member at the Florida
Mental Health Institute. He received his
PhD in clinical psychology from the Uni-
versity of South Florida. BARBARA LEE

received her PhD in evaluative-applied
research psychology from St. Louis Univer-
sity, following a career in education spe-
cializing in school psychology and work with
emotionally and behaviorally disturbed
youth. She has worked as a clinical psy-
chologist with persons having prolonged
mental illness and in mental health systems
research. L. ADLAI  BOYD, former chair of
the Department of Child and Family Stud-
ies for 10 years, currently serves as an aca-
demic administrator at the Florida Mental
Health Institute. He holds a PhD in general
educational psychology from Temple Uni-
versity. BETH A. MCDONALD has a master’s
degree in rehabilitation counseling and is
the coordinator of research and services for
the Fostering Individualized Assistance Pro-
gram. ELIZABETH s. STEWART is a research
faculty member at the Florida Mental Health
Institute. She holds an MS degree in psy-
chology and an MA in education from the
University of Houston-Clear Lake. Address:
Dr. Hewitt B. “Rusty” Clark or Dr. L. Adlai
Boyd, Department of Child & Family Stud-
ies, Florida Mental Health Institute, Uni-
versity of South Florida, Tampa, FL 33612.

Authors’ Notes

The authors wish to express their apprecia-
tion to Karen Donohue, Mark Rose, and

Richard Foster for their expertise and assis-
tance in data analysis; to Julia Conklin, Julie
Hartman,  Kristin Knapp, Octavia Salcedo,
Amy Thatcher-Benza, Mary Todd, and Kristi
Weiner for their dedication and sensitivity
as interviewers and data collectors; to Sharon
Lardieri for her assistance in training the
interviewers; and to Tom Andrews, Yolanda
Borone l l ,  Roxanne  F ixsen ,  R ichard
Hartsfield, and Mary Ann Kershaw, whose
competence, creativity, perseverance, and
caring with children and families made this
study possible.

The FIAP study, a collaborative research
demonstration project between the Florida
Mental Health Institute at the University
of South Florida and the Florida Health &
Rehabilitative Services Department, was
funded in large part by the Child and
Family Support Branch of the National
Institute of Mental Health (Grant No.
l-Rl&MH47910)  and the Child, Adoles-
cent, and Family Branch of the Center for
Mental Health Services (Grant No. 9 HD5
SM51328-04).

References

Achenbach, T. M. (1991a). Manual for the
Child Behavior Checklist/4-8  and I991 pro-
file. Burlington, VT: University of Ver-
mont, Department of Psychiatry.

Achenbach, T. M. (1991b). Manual for the
Youth Self-Report and I991 profile.
Burlington, VT: University of Vermont,
Department of Psychiatry.

Adoption Assistance and Child Welfare Act
of 1980, Pub. L. No. 96-272, 94 Stat. 1
(1980).

Allen, M. L., Brown, I’., & Finlay, B. (1992).
He&g children by strengthening families:
A look at family  support programs. Wash,
ington, DC: Children’s Defense Fund.

Bickman,  L. (1993, March). Evaluation and
research issues surrounding systems of cure
for children and families. Paper presented
at the Sixth Annual Research Confer,
ence  on Children’s Mental Health Ser-
vices, Tampa, FL.

Boyd, L. A. (1992). Integrating systems of
cure for children and families: An overview
of values, methods and characteris  tics of de-
veloping models, evith examples and recoms
mendations. Tampa, FL: University of
South Florida, Florida Mental Health
Institute, Department of Child & Family
Studies.

Boyd, L. A., Struchen, W. L., & Panacek-
Howell, L. (1989). A study of the mental
health and substance abuse service needs of
Florida’s foster children: A report to HRS.

B E H A V I O R A L  D I S O R D E R S ,  O C T O B E R  1 9 9 4 ,  V O L .  2 ,  N O .  4



Tampa, FL: University of South Florida,
Florida Mental Health Institute, Depart-
ment of Child and Family Studies.

Boyd, L. A., Struchen, W. L., & Panacek-
Howell, L. J. (1990). A comparison offos-
ter parent and foster caseworker survey results
in studies of the mental health and substance
abuse needs of Florida’s foster children: A
report to HRS. Tampa, FL: University of
South Florida, Florida Mental Health
Institute, Department of Child and Fam-
ily Studies.

Brandenburg, N. A., Friedman, R. M., &
Silver, S. E. (1990). The epidemiology of
childhood psychiatric disorders: Preva-
lence findings from recent studies. Jour-
nal of the American Academy of Child
Adolescent Psychiatry, 29, 76-83.

Bryant, B. (1993, Summer). Panacea watch:
Permanency planning. Focus FFTA, p.
11.

Burchard, J. D., & Clarke, R. T. (1990). The
role of individualized care in a service
delivery system for children and adoles-
cents with severely maladjusted behav-
ior. Journal ofMental  Health Administration,
17, 48-60.

Burns, B. J., &Friedman, R. M. (1990). Ex-
amining the research base for child men,
tal health services and policy. Journal of
Mental Health Administration, 17, 3-12.

Clark, H. B., & Boyd, L. A. (1990). Foster-
ing indiuidu&ed  mental health care: A study
(Grant No. I-R18-MH47910).  Rockville,
MD: Child and Family Support Branch
of the National Institute of Mental
Health.

Clark, H. B., & Boyd, L. A. (1992). Foster-
ing individualized  mental health care: Follow-
up (Grant No. 9 HD5 SM51328-04).
Rockville, MD: Child, Adolescent, and
Family Branch of the Center for Mental
Health Services.

Clark, H. B., Boyd, L. A., Redditt, C. A.,
Foster-Johnson, L., Hardy, D., Kuhns,
J. B., Lee, B., &I. Stewart, E. S. (1992).
An individualized system of care for fos-
ter children with behavioral and emo-
tional disturbances: Preliminary findings.
In K. Kutash, C. J. Liberton, A. Algarin,
& R. M. Friedman (Eds.), Fifth Annual
Research Conference Proceedings, A system
of care for children’s mental health: Expand-
ing the research base (pp. 365-370). Tampa,
FL: Florida Mental Health Institute.

Cross, T., Fallon, T., Gardner, J., Adnopoz,
J., & Saxe, L. (1992). Evaluation of the
Robert Wood Johnson Foundation Mental
Health Services for Youth Program. In K.
Kutash, C. J. Liberton, A. Algarin, &
R. M. Friedman (Eds.), Fifth Annual Re-

search Conference Proceedings, A system of
care for children’s mental health: Expanding
the research base (pp. 177-187). Tampa,
FL: Florida Mental Health Institute.

Daly, D. L., & Dowd, T. I’. (1992). Charac-
teristics of effective, harm-free environ-
ments for children in out-of-home care.
Child Welfare, 71, 487-496.

Dollard,  N., Evans, M. E., Lubrecht, J., &
Schaeffer, D. (1994). The use of flexible
service dollars in rural community-based
programs for children with serious emo-
tional disturbance and their families. Jour-
nal of Emotional and Behavioral Disorders,
2(2), 117-125.

Duchnowski, A. J., & Kutash, K. (1993).
Deoeloping  comprehensive systems for
troubled youth: Issues in mental health. Pa-
per presented at Shakertown Symposium
II: Developing comprehensive systems for
troubled youth, Shakertown, KY.

Eber, L., & Stieper, C. (1992). Designing
and implementing a comprehensive sys-
tem of education and support for chil,
dren with serious emotional disturbance:
Project WRAP. In K. Kutash, C. J.
Liberton, A. Algarin, & R. M. Friedman
(Eds.), Fifth Annual Research Conference
Proceedings, A system of care for children’s
mental health: Expanding the research base
(pp. 295-301). Tampa, FL: Florida Men-
tal Health Institute.

Evans, M. E., Newton-Logsdon, G., Arm-
strong, M. I., Huz, S., & Rahn, D. S.
(1992). A comparison of children and
families served across community-based
services in New York State. In K. Kutash,
C. J. Liberton, A. Algarin, & R. M.
Friedman (Eds.), Fifth Annual Research
Conference Proceedings, A system of care
for children’s mental health: Expanding the
research base (pp. 21-30). Tampa, FL:
Florida Mental Health Institute.

Friedman, R. M. (1989). The role of thera-
peutic foster care in an overall system of
care: Issues in service delivery and pro-
gram evaluation. In R. P. Hawkins & J.
Breiling (Eds.), Therapeutic foster care:
Critical issues (pp. 205-219). Washing-
ton, DC: Child Welfare League of
America.

Goerge, R. M. (1990). The reunification pro-
cess in substitute care. Social Service Re-
view, 64, 422-457.

Groves, I. (1993). Creating a new system of
care: Building a stronger child and family
partnership: Needs assessment: Children,
family B systems. Tampa, FL: University
of South Florida, Florida Mental Health
Institute, Department of Child and Family
Studies.

Hawkins, R. P., Al-meida, M. C., & Samet,
M. (1989). Comparative evaluation of
foster-family-based treatment and five
other placement choices: A preliminary
report. In A. Algarin, R. M. Friedman,
A. J. Duchnowski, K. Kutash, S. E. Silver,
6, M. K. Johnson (Eds.), Second Annual
Conference Proceedings, Children’s mental
health services and policy: Building a re-
search base (pp. 91-119). Tampa, FL:
Florida Mental Health Institute.

Henggeler, S. W., Melton, G. B., & Smith,
L. A. (1992). Fa.mily preservation using
multisystemic therapy: An effective alter-
native to incarcerating serious juvenile
offenders. In K. Kutash, C. J. Liberton,
A. Algarin, & R. M. Friedman (Eds.), Fifth
Annual Research Conference Proceedings,
A system of care J,r children’s mental health:
Expanding the research base (pp. 387-394).
Tampa, FL: Flori.da Mental Health Insti-
tute.

Jones, R. J. (1990). Evaluating therapeutic
foster care. In P. Meadowcroft &a B. A.
Trout (Eds.), Troubled youth in treatment
homes: A handbook of therapeutic foster care
(pp. 143-181). Washington, DC: Child
Welfare League of America.

Keeping families together: Facts on family pres-
ervation services [press kit]. (1993). New
York: Edna McConnell Clark Foundation.

Knitzer, J., & Yelton, S. (1990). Collabora-
tions between child welfare and mental
health. Public Welfare, 48(2),  24-33, 45-
46.

Lambiase, E. A., & Cumes, J. W. (1987).
Child custody decisions: How legal and
mental health professionals view the con-
cept of “best interests of the child.” South
African Journal of Psychology, I7(4), 127-
130.

Lewis, R. E., & Callaghan,  S. A. (1993).
The Peer Patent Project: Compensating
foster parents to facilitate reunification
of children with their biological parents.
Community Alternatives: JntemationalJour-
nal of Family Care, 5(l), 43-65.

Olson, D. G., Lonner, T., & Whitbeck, J.
(1992). Individualized tailored care: Cross-
system commumty  efforts in Washington
State. In K. Kutash, C. J. Liberton, A.
Algarin, & R. M. Friedman (Eds.), Fifth
Annual Research Conference Proceedings,
A system of care for children’s mental health:
Expanding the research base (pp. 247-253).
Tampa, FL: Florida Mental Health In-
stitute.

Prange, M. E., Greenbaum, I’. E., Silver,
S. E., Friedman, R. M., Kutash, K., &
Duchnowski, A. J. (1992). Family func-
tioning and psychopathology among

J O U R N A L  O F  E M O T I O N A L  A N D  B E H A V I O R A L  D I S O R D E R S ,  O C T O B E R  1 9 9 4 ,  V’ZL.  2 ,  N O .  4 217



adolescents with severe emotional distur.
bances. Journal  of Abnormal Child Psychol-
ogy, 20, 83-102.

Schwartz, I. M. (1991). Out-of-home place-
ment of children: Selected issues and pros-
pects for the future. Behavioral Sciences
and the Law, 9, 189-199.

Silver, S. E., Duchnowski, A. J., Kutash, K.,
Friedman, R. M., Eisen, M., Prange, M. E.,
Brandenburg, N. A., & Greenbaum, I’. E.
(1992). A comparison of children with
serious emotional disturbance served in
residential and school settings. Journal of
Child and Family Studies, I( 1 ), 43-59.

Smith, L. R., Attkisson, C. C., Dresser, D. L.,
&a Boles, A. J. (1992). Implementation
of the Robert Wood Johnson, San Fran-
cisco Family Mosaic Project. In K. Kutash,
C. J. Liberton, A. Algarin, & R. M.
Friedman (Eds.), Fifth Annual Research
Conference Proceedings, A system of cure
for children’s mental health: Expanding the
research base (pp. 167-173). Tampa, FL:
Florida Mental Health Institute.

Solnit, A. J. (1987). Child placement con-
flicts: New approaches. Child Abuse and
Neglect (Special Issue), 11, 455-460.

Stroul, B. (in press). Systems of care for chil-
dren and adolescents with serious emotional
disturbances: issues  fog the 1990s. Balti-
more: Brookes.

Sullivan, H., Henley, C., &Williams, C. W.
(1988). A study of changing trends in foster
family cure in the southeast. Chapel Hill:
University of North Carolina, School of
Social Work, The National Child Welfare
Leadership Center.

Terpstra, J., &McFadden, E. J. (1993). Look-
ing backward: Looking forward-new
directions in foster care. Community Al-
ternatives: International Journal of Family
Cure, 5(l), 115-134.

U. S. Department of Health and Human
Services. (1990). The U. S. Advisory Board
of Child Abuse and Neglect: Critical first
steps in response to a national emergency.
Washington, DC: U. S. Government
Printing Office.

VanDenBerg,  J. E. (1993). Integration of
individualized mental health services into
the system of care for children and ado-
lescents. Administration and Policy in Men-
tal Health, 20, 247-257.

Weitzel, S., Friedman, R., Shanley, K., &
Levine, J, (1993). Key facts about the chil.
dren: The 1993 Florida kids count data book.
Tampa, FL: Florida Mental Health Insti,
tute.

Wells, K., & Biegel, D. E. (1990). Intensive
family preservation  seroices:  A research
agenda for the 1990’s  final report. Cleve,
land, OH: Intensive Family Preservation
Services Research Conference.

Widom, C. S. (1989). Pathways to criminal
oiolence.  Newbury Park, CA: Sage.

Willett, J. B., Ayoub, C. C., & Robinson,
D. (1991). Using growth modeling to ex-
amine systematic differences in growth:
An example of change in the functioning
of families at risk of maladaptive parenting,
child abuse, or neglect. Journal of Con-
sulting and Clinical Psychology, 59,
38-47.

Tests for Professionals-Now from PRO-ED!
Depression and Anxiety
in Youth Scale
Phyllis L. Newcomer, Edna M.
Barenbaum, and Brian R. Bryant

The Depression and Anxiety in Youth Scale
(DAYS) is a unique battery of three norm-refer-
enced scales useful in identifying major depres-
sive disorder and overanxious disorders in chil-
dren and adolescents. The primary theoretical
frame of reference for the scales is the

Anxiety Scales for
Children and Adults
James Battle

Anxiety Scales for Children and Adults (ASCA)
is a series of self-report scales used to deter-
mine the presence and intensity of anxiety in
adults and school-age children. The test is
designed to screen for possible intervention,
measure therapeutic progress, and suggest
when treatment may be discontinued.

Diagnostic and Statistical Manual of Mental
Disorders-3rd Edition, Revised (American
Psychiatric Association, 1987).

Complete DAYS Kit includes Examiner’s Manual; 50
Student Rating Scales; 50 Teacher Rating Scales; 50
Parent Rating Scales; and 50 Profile/Record Forms, a//
in a sturdy storage box. (1993)
#4050 DAYS Complete Kit $ 1 1 4 . 0 0
#405  1 DAYS Examiner’s Manual.. 35.00
#4052 DAYS Student Rating Scale (SO). ..21  .OO
#4053 DAYS Teacher Rating Scale (50) . ..21.00
#4054 DAYS Parent  Rat ing Scale (50)..  .21.00
#4055 DAYS Profile/Record Form (50). .21.00

Complete ASCA Kit includes Examiner’s Manual, 50
Forms 0, 50 Forms M, Scoring Acetate, and
Adm/nistration Audiocassette. (1993)
#5235 ASCA Complete Ki t $ 8 4 . 0 0
#5236 ASCA Examiner’s Manual . . . . . . . . . . 37 .OO
#5237 A S C A  F o r m  Q - C h i l d r e n  ( 5 0 )  1 9 . 0 0
#5238 ASCA Form M-Adult (50)  19.00
#5239 ASCA Scoring Acetate 6.00
#5240 ASCA Administration Audiocassette 14.00

To order, or for a FREE catalog, write or call
PRO-ED today!

pfO*@d
8700 Shoal Creek Boulevard,

Austin, Texas 78757, 5121451-3246
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Effectiveness of Intensive Case Management
for Homeless Adolescents: Results of a

3-Month Follow-Up

A NA MARI CA U C E, CHARLES J. MO R G A N, VICTORIA WAGNEIR,

ELIZABETH MOORE, JENNIFER SY, KATHRYN WURZBACHER, KIM WEEDEN,

SANDY TOMLIN, AND TRISH BLANCHARD

H OMELESSNESS IN THE UNITED

States has become one of the
most intractable social prob-

lems of the last decade. Although esti-
mates vary as to the size of the homeless
population, there is broad consensus that
the numbers are growing, with no abate-
ment in sight (Jones, Levine, &
Rosenberg, 1991). Special issues of the
American Psychologist and the Journal of
Social Issues provide overviews of re-
search programs that shed light on psy-
chological issues relevant for this
population (Jones et al., 1991; Shinn
& Weitzman, 1990). From such re-
search, a portrait of the characteristics
and needs of the homeless is beginning
to emerge. Although there are approxi-
mately 1.5 million homeless adolescents
in this country (Rotheram-Borus,
Koopman, & Ehrhardt, 1991),  they are
barely present in this portrait, and they
remain the most understudied group
among the homeless (Institute of Medi-
cine, 1988).

Variously referred to as “runaways,”
“throwaways,” or “street kids,” home-
less adolescents on their own usually
come from conflict-laden, violent, and
dysfunctional families (National Net-
work, 1985; Rothman & David, 1985)
and many, if not most, have experi-
enced physical abuse, neglect, and/or
sexual abuse (U.S. Department of
Health and Human Services, 1986).
Many of these youths have had lengthy,
unsuccessful histories of contact with
social service systems, including mul-
tiple placements in foster care and resi-
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This article describes the Seattle Homeless Adolescent Research Project (SHARP), a research demon-

stration program with a goal of implementing and evaluating an intensive mental health case

management program for homeless adolescents. This new program, Project Passage, is based on nine

primary components: (a) assessment, (b) planning, (c) linkage, (d) monitoring or tracking, (e)

advocacy, (f) counseling or the therapeutic relationship, (g) treatment teams, (h) crisis service, and

(i) flexible funds. Case load was limited to no more than 12 cases, so that adolescent-centered,

individualized services could be delivered. Youths were randomly assigned to Project Passage or a

“regular” case management program. A 3-month follow-up found that l-‘0th groups demonstrated

significant improvements in mental health outcomes and social adjustment; however, youths in

Project Passage evidenced lower levels of aggression and greater satisfaction with their quality of life.

dential treatment programs (Greater
Boston Emergency Network, 1985; New
York State Council on Children and
Families, 1984; Rothman  & David,
1985).

The limited research examining
homeless adolescents clearly suggests
that this is a population at risk for a
myriad set of emotional problems be-
cause of their precarious position and
high rates of abuse and neglect. The
most commonly reported effects of such
experiences are fear and anxiety, de-
pression, post-traumatic reactions,
sexual problems, drug and alcohol abuse,
poor school adjustment, and delinquent
acting-out and aggressive behaviors
(Browne & Finkelhor, 1986; Conte,
1985). Within a New York City sample,
24% of youths using a runaway shelter
reported previous suicide attempts (New
York State Council on Children and
Families, 1984). Another New York City
sample was found to have psychiatric
profiles comparable to that of adoles-
cents attending a psychiatric clinic
(Shaffer & Caton, 1984). This is not

surprising, given that a Los Angeles
study found that almost a quarter of
homeless youths had received inpatient
mental health treatment at some time
(Robertson, Koegel, & Ferguson, 1989).
In another Los Angeles sample, 84%
were found to be depressed, while
18% had attempted suicide (Yates,
MacKenzie, Pennbridge, & Cohen,
1988).

A recent position paper of the Soci-
ety for Adolescent Medicine noted that
homeless youths are a multi-problem
population (Farrow,  Deisher, Brown,
K&g, & Kipke, 1992). Emotional and
behavioral problems typically co-exist
with substance abuse and physical health
problems. A study surveying youths in
16 shelters throughout the country
found that close to 70% were regular
problematic alcohol users (van Houten
& Golembiewski, 1978). In a study of
New York City shelters, 20% of the
youths surveyed said they drank to in-
toxication at least once a week (Shaffer
& Caton, 1984). Those most likely to
get drunk weekly were also seen as more

B E H A V I O R A L  D I S O R D E R S ,  O C T O B E R  1 9 9 4 ,  V O L .  2. N O .  4 ,  P A G E S  2 1 9 - 2 2 7 219



“disturbed.” The most comprehensive
study of alcohol use among homeless
adolescents was conducted in Holly-
wood, California (Robertson, et al.,
1989). Results indicated that the preva-
lence and severity of alcohol abuse and
related problems among this population
was quite high. Based on DSM-III guide-
lines, almost half (48%) met criteria
for alcohol abuse or dependence at some
time in their lives. More than 20% met
criteria for both abuse and dependence.
Comorbidity of alcohol abuse and emo-
tional problems was also significant.
About 10% of these youths qualified
for a dual diagnosis of alcohol abuse
and major depression (Robertson, 1989).

Significant physical health or medi-
cal problems found among homeless
youths include elevated rates of sexu-
ally transmitted diseases; ear, nose, and
throat problems; and infectious diseases
(Kipke, 1991, cited by Farrow  et al.,
1992). It has also been suggested that
homeless youths are at risk for HIV in-
fection. Approximately 4% are esti-
mated to be HIV positive, a rate 2 to
10 times higher than those found in
other adolescent samples (Rotheram-
Borus et al., 1991).

Despite the seriousness of these prob-
lems, homeless street youths often fail
to receive services because of a non-
responsive service system ill-prepared
to meet their needs (Farrow  et al., 1992).
They have been described as “victims
of piecemeal interventions” (Kurtz,
Jarvis, &a Kurtz, 1991). Homeless youths
need intensive services that are inte-
grated into a continuum of care. Further-
more, because homeless youths seldom
fit into traditional molds, services must
be flexible and forgiving, allowing
youths to “try and fail and try again,”
just as they would be allowed to do
within a family context (Kurtz et al.,
1991, p. 236). Rotheram-Borus and
Bradley (1991) noted that an additional
barrier to their effective treatment is
the limited clinical skills of youth
workers at most agencies that serve
them. They noted that although many
youth workers are talented profession-
als, few have professional mental health
training.
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A research demonstration project was
launched to provide intensive mental
health case management to this group
in Seattle. This intensive intervention
was designed to provide more respon-
sive, individually tailored services that
are adolescent centered, culturally sen-
sitive, and community based. The in-
tent was to fully use existing community
resources and create more flexibility
within the system to meet the needs of
this’population.  The intensive mental
health intervention will be described
and data from the first 3 months of the
follow-up evaluation will be presented
here. The larger research demonstra-
tion project is referred to as the Seattle
Homeless Adolescent Research Project
(SHARP); the actual intervention is
called Project Passage because it at-
tempts to help homeless youths negoti-
ate the transition into adulthood.

PROGRAM SETTING

SHARP is a collaborative effort of
YouthCare,  a community agency that
has been providing alternative services
to street kids; Seattle Mental Health
Institute, a community-based mental
health center experienced in providing
multisystem youths with case manage-
ment services; the Psychology Depart-
ment of the University of Washington;
King County Mental Health Division;
and the State of Washington’s Divi-
sion of Mental Health. An oversight
committee, comprised of representatives
from these agencies and Seattle
Children’s Home, which provides resi-
dential treatment to children and ado-
lescents, met regularly to review the
project. The committee consulted with
project staff and assisted in the coordi-
nation of service systems and project
direction. This committee facilitated
communication and interagency col-
laboration among the different systems
serving homeless adolescents.

The treatment site was the Orion
Multi-Service Center in downtown
Seattle. Orion Center’s drop-in pro-
grams serve homeless, runaway, and
street-involved youths between the ages
of 11 and 20. Orion offers a drop-in
room, free meals, food and clothing

banks, health services, a school pro-
gram, and recreation programs. A drug
and alcohol counselor also is available,
and group sessions on topics such as
self-esteem, sexuality, parenting, and job
skills are offered.

Through Orion, homeless adolescents
also are eligible for case management
(later referred to as regular case man-
agement or services-as-usual). Orion
case managers provide a range of ser-
vices that may include assessment, treat-
ment planning, linkage and advocacy,
and case monitoring. They have a great
deal of experience and skills in working
with homeless youths, but few have
advanced degrees and/or formal mental
health training. As such, the extent of
formal assessment and treatment plan-
ning available through services-as-usual
is limited. Orion “regular” case manag
ers may have as many as 20 to 30 active
cases at one time.

Orion is one of eight programs oper-
ated by YouthCare,  which was founded
in 1974 to improve the quality of life
and encourage healthy maturation in
runaway, homeless, and street-involved
youths. Kurtz et al. (1991) stated that
in each community a “designated agency
must assume the role of watching over
and pleading the case of these vulner-
able youth” (p. 236). In Seattle,
YouthCare  has been this agency, and
has developed and refined programs
based upon current needs and trends
relating to homeless street youths.

TARGET POPULATION

The target population for Project Pas-
sage is homeless youths. For purposes of
this project, all homeless youths were
considered at least at risk for serious
emotional disturbance. They were de-
fined as those young persons, ages I3 to
21, who had no stable residence, had
no viable home to return to, and were
not physically in the custody of the state.
It is estimated that there are up to 2,000
such youths at any given time in King
County, with the majority in Seattle
(Schram, 1987). In order to be eligible
for services through Project Passage,
homeless youths also had to be (a) in-
terested in receiving some type of ser-
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vice or treatment, (b) willing to par-
ticipate in the evaluation research and
sign a consent form, and (c) planning
to stay in the greater Seattle area for at
least 6 months.

Participants and Recruitment

Study participants were recruited
through Orion. Eligible youths who
indicated an initial interest were taken
through an extensive informed-consent
procedure. If they agreed to participate,
they were randomly assigned to Project
Passage or Orion regular case manage-
ment, which was the “treatment-
as-usual” control condition. Random
assignment was accomplished by pre-
paring a stack of sequentially numbered
envelopes and placing in each a card
with a matching number and group as-
signment. Random assignment was to
the group, not to an individual thera-
pist. Those few youths who declined to
participate in Project Passage (fewer
than 5%) were assigned to Orion
treatment-as-usual.

Descriptive data collected from the
first 229 youths recruited through Orion
indicated that they were primarily male
(57%), with a mean age of 16.5 years.
The sample was culturally diverse, with
59% White, 22% African American,
8% Hispanic, 7% Native American, and
the remainder Asian, Pacific Islander,
or other ethnicities (4%). Compared
to Seattle demographics, this is an
overrepresen-tation  of ethnic minority
youths. On average, youths reported that
they had been homeless for 7.6 months.
Mean age at the time of their first epi-
sode of homelessness was reported as
14.6 years. Thirty percent reported at
least one previous foster home place-
ment; for those who has been placed in
foster care, the mean number of place-
ments was 3.2, with a maximum of 13
previous placements. Expressed reasons
for leaving home focused on family vio-
lence, conflict, or abuse. When youths
were offered the opportunity to men-
tion up to four reasons for leaving home,
they reported the following: physical
abuse (29%), family conflict (25%),
family violence (23%), family drug use
(19%),  neglect (15%), and sexual abuse
(12%). Eleven percent mentioned that

a problem of their own contributed to
their leaving home.

PROJECT  PASSAGE:
AN INTENSIVE CASE

MANAGEMENT PROGRAM

Youths in Project Passage were assigned
to an intensive mental health case man-
ager who was responsible for providing
them individualized services continu-
ously from admission to termination.
Case load for each intensive case man-
ager did not exceed 12 active youths.

Goals and Philosophy

Project Passage services attempt to: (a)
increase youths’ daily living and/or cop-
ing skills and abilities; (b) increase
youths’ self-esteem and reduce their
level of risk-taking behaviors (e.g., in-
volvement in prostitution, unsafe sex,
delinquent activities, etc.); (c) provide
support and advocacy for youths in their
environment; and (d) change the envi-
ronment by increasing youths’ access
to needed resources, including, but not
limited to, appropriate housing, health
services, and educational/vocational
training. Central to this approach is the
recognition that homeless adolescents
typically require services from more than
one agency. It is the role of the case
manager to serve as the unifying factor
in service delivery (Behar, 1985). The
case manager typically helps the ado-
lescent access the various service sys-
tems that he or she needs and acts to
facilitate communication between the
different service providers involved with
the adolescent. For homeless youths,
these services typically include mental
and physical health, residential, voca-
tional, educational, and income main-
tenance.

Intensive case management is not
time limited, and contacts are over an
extended period of time. All intensive
case managers have a master’s degree
or equivalent mental health training so
that they can offer assessment, treat-
ment planning, and mental health coun-
seling at professional levels. Given the
resistance of homeless youths to men-
tal health services in traditional set-

tings, the ability to provide these men-
tal health services in house is an im-
portant component of the intervention.
A Seattle Mental Health Institute clini-
cal supervisor provides supervision and
direction for the intensive case man-
agement team.

Components

The Project Passage model draws from:
(a) a literature review of case manage-
ment programs that have worked with
homeless adults, (b) principles of ado-
lescent deveiopment, (c) the literature
on effective treatment approaches for
victims of child abuse and neglect, (d)
the long-time experience of YouthCare
staff and of other Seattle service pro-
viders who have been actively working
with homeless adolescents, and (e) the
formal mental health training of Se-
attle Mental Health Institute staff. It
includes six key components drawn from
the Ventura County Children’s Mental
Health Demonstration Project (1986);
assessment, plarming, linkage, monitor-
ing or tracking, advocacy, and counsel-
ing or the therapeutic relationship.
Three additional components-treat-
ment teams, crisis service, and flexible
funds-are incorporated into Project
Passage.

Assessment. Intensive case man-
agers spend a significant amount of time
with youths, often doing everyday things
with them. In addition to the formal-
ized assessments gathered from hospi-
tals, courts, or prior treatment facilities,
case managers also collect information
informally. This includes observing
youths in their milieu, which may be
the school room or the dinner table.
For intensive case managers, assessment
is ongoing as case manager-adolescent
relationships develop and case manag-
ers observe how adolescents adapt to
normative and non-normative life tran-
sitions. This information is then used
in ongoing treatment planning.

Treatment Teams. Treatment
teams, an integml part of treatment
planning, are composed of service pro-
viders or representatives from service
systems involved with the adolescent.
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For example, within Orion Center it-
self, an adolescent might have a treat-
ment team of educational, medical, and
mental health specialists in addition to
the case manager. Many youths have
larger treatment teams that include pro-
viders outside the YouthCare/Orion
system such as probation officers, attor-
neys, gang prevention caseworkers, state
service providers, family, and other con-
cerned adults. Generally, youths are
present at team meetings and they are
allowed to place someone of their own
choosing on their team. Often they
choose a peer from their “street family”
or perhaps a foster parent who can pro-
vide them with emotional support.

Teams meet with the youths and
their support system members to de-
velop and monitor treatment plans.
These teams usually meet quarterly, al-
though they may meet as often as once
a week. This team approach assures
continuity of services and decreases the
splitting and manipulation of service
providers that often occurs when serv-
ing adolescents.

Treatmknt  Planning. Treatment
planning begins soon after the initial
assessment and is tailored according to
the three treatment phases described in
the next section. It is individualized
and adolescent centered. The case
manager’s role is to facilitate services
around the adolescent, rather than the
adolescent fitting into a pre-set plan.
These plans are structured around the
youth’s life domains (i.e., housing, so-
cial, cultural, educational/vocational,
psychological, legal, health, and fam-
ily). For example, most early treatment
plans focus on securing basic needs-
shelter, food, clothing-for youths.

Although the individual case
manager is responsible for developing
treatment plans, as treatment teams
come together, all members are involved
in the planning processes. After the
initial treatment phase, such plans are
expanded to include relationship,
family, and more interpersonal issues.
Treatment monitoring is provided by
the clinical supervisor, who meets with
each case manager weekly for 1 hour.
Individual case managers also receive
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1.5 hours of group supervision each
week.

In all cases, the youth’s cultural back-
ground, history within the service sys-
tem, and developmental level are taken
into account when devising and imple-
menting the treatment plan. Youths are
terminated from services when they
complete treatment and have become
self-supporting or able to live with fam-
ily, move away or disappear, or are suf-
ficiently stabilized that they can be
transferred to less intensive community
resources.

Linkage. Project Passage case man-
agers have developed an extensive net-
work of contacts with agencies in the
greater Seattle area that provide ser-
vices to youths or young adults. In line
with the treatment plan, youths are
linked to appropriate services, such as
vocational training or alcohol and drug
abuse counseling. These service pro-
viders then become part of the treat-
ment team.

Many homeless youths have had
negative experiences with service pro-
viders, and vice versa. The case man-
ager works with the youths to repair
such relationships and with other ser-
vice providers to obtain flexible and
alternative services. By providing trans-
portation to services and emotional sup-
port, the case manager can help the
youths “hook in” to these services. For
example, to facilitate a link to foster
care, a youth may be allowed to plan a
“runaway” to a shelter 1 day a week.

Monitoring and Tracking. An.in-
tegral part of what intensive case man-
agers do is monitor and track these
youths, some of whom may move 15 to
30 times in the course of treatment.
Although the treatment teams are an
effective formalized way to monitor
youths, case managers often use their
relationship with the informal network
of homeless youths for this purpose. Be-
cause intensive case managers cultivate
longstanding and trusting relationships
with youths, when they put the word
out on the street, the youths are likely
to check in.

Advocacy. Intensive case manag-
ers spend a significant amount of time
advocating for a youth’s basic entitle-
ments, such as food and housing, medi-
cation for mental illness, documentation
of learning disabilities so that special
education can be provided, and pre-
natal care. Advocacy may also involve
attending court trials and working with
placement providers.

Crisis Service. Project Passage of-
fers 24-hour crisis service. Typically, this
involves talking with a youth who has
called in. However, it may also involve
calling an ambulance or police officer
out to a youth who has been hurt or
victimized, having a youth hospitalized,
or supporting a young woman through
childbirth.

Flexible Funds. Project Passage
case managers have access to unre-
stricted funds to meet the needs of these
youths. This money has been used to
purchase bus passes, schoolbooks, school
pictures, food handler’s permits, uni-
forms, shoes, diaper services, breast
pumps, picture identification, birth cer-
tificates, medication, and transportation
(e.g., bus, train, or plane tickets). These
funds also pay for individual and group
recreational activities (e.g., movies,
camping trips, skiing). The clinical su-
pervisor is the gatekeeper of these funds,
and case managers must document the
need and use of the monies in the
youth’s treatment plan. In this way, case
managers can meet the physical and
emotional needs of their clients.

Therapeutic Relationship. At the
core of the treatment model is the thera-
peutic relationship. Recognizing that
homeless youths typically do not go to
Orion for therapy, but instead go to
shoot pool, eat a meal, and take a break
from the streets, case managers develop
their relationships with youths slowly.
They meet them in the youth’s world-
at the pool table or the doorway where
they sleep. Although an array of ser-
vices is made available, the youths
choose how, when, where, and if they
want a specific service.
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A key element in building a thera-
peutic relationship is communicating
to youths that their safety is of para-
mount importance. Thus, youths must
check in their weapons upon entering
Orion, they must be reasonably drug
and alcohol free in meetings with case
managers, and they must wear seatbelts
when in YouthCare  cars. This commu-
nicates to them that case managers care
about them and will keep them safe.
Eventually, most youths come to trust
their case managers and begin to talk
about their past and present problems.

Program Phases

There are three phases to the ado-
lescent’s involvement in the intensive
case management system. Although
these phases are designed to promote
competency in specific skill areas, they
are completely flexible and have been
altered repeatedly to meet the needs of
the individual youth. Movement from
one phase to the other depends upon
the progress and strengths of each youth.

Phase  1. The primary goal of this
phase is that the adolescent develop a
trusting relationship with the case man-
ager. This is accomplished in various
ways, including, but not limited to, one-
to-one counseling, recreational activi-
ties with the case manager, and school
or day treatment program attendance.
Family counseling is initiated for those
youths with families willing, able, and
available to participate. When this is
not possible, which is often the case,
the youths are allowed to select their
own family system for involvement in
their “family” counseling sessions. This
is often their “street family” or support
network.

Phase 2. The primary goal of this
phase is that the adolescent develop
appropriate relationships with peers
while maintaining continuous involve-
ment with the case manager. Additional
activities for the adolescent may include
therapeutic group work on issues such
as sexual victimization and self-esteem,
wilderness experiences with the case
manager and other youths, community
service projects or events that require a

cooperative effort on the part of the
adolescent involved, and so forth.

Phase 3. The primary goal is that
the adolescent develop an understand-
ing of his or her relationship to the
community at large. Activities include
preparation for employment in the com-
munity and regular attendance at a
school program.

E V A L U A T I N G  E F F E C T I V E N E S S

For the evaluation of Project Passage, a
variation of the pretest-posttest con-
trol group design (Kazdin, 1992) was
implemented. In this design, two groups
of participants were assessed before and
after the intervention. In the study,
homeless youths at Orion were randomly
assigned either to Project Passage or
regular case management, rather than
using a no-treatment or no-services
control, which raises a number of ethi-
cal concerns. The theoretical underpin-
nings guiding Project Passage and regular
case management are not appreciably
different because the former evolved
from the latter; however, the programs
do differ in various fundamental respects.
The most salient are the case load sizes

per case manager, the amount of super-
vision and resources available to case
managers, and the educational back-
grounds of case managers. These differ-
ences are summarized in Table 1.

Assessment Intervals

Baseline assessments of youths were
completed in the week following in-
take and group assignment. Assessments
were conducted quarterly (e.g., every 3
months) throughout the next year. This
choice of assessment interval was guided
by the finding l:hat homeless adoles-
cents at Orion typically remain in treat-
ment for about 6 months (Wurzbacher,
Evans, & Moore, 199 1) . Therefore, most
youths are assessed at least once while
in treatment and at multiple follow-up
points. The methodological desirabil-
ity for repeated assessments versus the
practical constraints related to the cost
of each assessment necessitated a com-
promise in frequency.

Data Collection Procedures

Data were collected during face-to-face
interviews with s#tudy  participants. Over
the cause of the study, the interview
team consisted of 2 men and 6 women,
all of whom had previous youthwork or

T A B L E  1

Key Differences Between Project Passage Intensive Case Management
and Regular Case Management

Intensive Regular

Caseload Maximum: 12 Minimum: 18, maximum: 30

Supervision Individual: 1 hr./wk. Individual: as needed
Group: 1.5 hr./wk. Group: sporadic

Consultation Psychologist group: 1 hr./wk. G r o u p :  1 . 7 5  hr./ma.
Psychiatrist group: 1.5 hr./ma. Not available

Drop-in coveragea 10% time 4096  time

Flexible funds Available Not available

Educational Master’s degree in Bachelor’s degree plus

qualifications social services 4 years of experience

“This indicates how much time case managers are required to provide coverage for drop-in youths at
Orion Center.

J O U R N A L  O F  EMOTlONAL  A N D  B E H A V I O R A L  D I S O R D E R S ,  O C T O B E R  1 9 9 4 .  V O L .  2 .  N O .  4 223



interview experience. Additional train-
ing and supervision was provided by
PhD-level  staff. All interviews took
place in private areas, generally within
Orion Center, but also in local restau-
rants or parked cars.

The baseline assessment took be-
tween 2 to 4 hours to complete. Because
of its length, it was usually conducted
over two sessions in the same week.
Quarterly follow-up interviews took
about an hour to complete. For their
participation, youths were paid $25 for
the lengthy two-part first assessment and
$15 for the first quarterly interview.

Interviews included open- and close-
ended questions addressing their rea-
sons for leaving home, residential
history, history of contact with service
providers, and developmental history.
They also were asked to complete a self-
report booklet consisting of a series of
forced-choice-format questionnaires.

Depression was assessed separately
using the Reynolds Adolescent Depression
Scale (RADS; Davis, 1990; Reynolds,
1987). The RADS contains 30 items
(e.g., “I feel happy, ” “I feel worried”) to
which youths respond on a 4-point  scale
ranging from 1 = almost never to 4 =
most of the time. Items on the RADS
were developed on the basis of their
congruence with specified clinical
symptomatology for depression. Higher
scores indicate more depressive symp-
toms. In a series of studies conducted
by the author, Cronbach’s alpha ranged
from .90 to .94. The RADS is corre-
lated highly (r = .83) with the Hamilton
Rating Scale, the Beck Depression ln-
ventory, and the Center for Epidemio-
logical Studies Depression Scale (rs =
.83, .73, and .74, respectively).

The Problem Behavior Scale (PBS;

abuse. The scale assesses the frequency
of substance use in various situations
(e.g., “How often have you used alco-
hol or other drugs . . . at home? . . . with
older friends?” etc.) and symptoms of
alcohol and drug abuse (e.g., “How of-
ten have you . . . used alcohol or drugs
secretly so nobody would know you used?
. . . been upset about other people talk-
ing about your using or drinking?“). The
scale also asks respondents to rate how
often they have had alcoholic bever-
ages, marijuana or hashish, or hard drugs
others than marijuana on a 7-point  scale
ranging from newer to 40+ times. The
time framework for responses is the pre-
vious 3 months. Cronbach’s alpha for
the PESC is very high, rs > .90 (Win-
ters, 1992).

Psychological and Social
Adjustment Measures

Basic demographic information such as
age and ethnicity was obtained during
an initial life history interview. All other
measures were contained in a self-
report booklet completed by the youth
in the presence of the interviewer. The
measures chosen were age-appropriate
for a broad adolescent sample and rela-
tively easy to read and complete. All
had demonstrated reliability and valid-
ity.

Mason, Cauce, Gonzales, Hiraga, 6r
Grove, in press) is a 14-item question-
naire that measures the degree to which
a youth displays an “antisocial problem
behavior syndrome” (Jessor, 1992). This
conceptualization of problem behavior
is based on factor-analytic studies sug-
gesting that many types of problem be-
havior, such as drug use, stealing, and
school failure, cluster together. On a 1
(never) to 7 (very often) scale, adoles-
cents note how frequently they engage
in behaviors such as “vandalize/trash
property” or “sell drugs.” This scale has
been found to have high internal reli-
ability (r < .85)  within a group of nor-
mal adolescents and acceptable validity
in a normative sample of African-
American youths (Mason et al., in
press). The PBS was adapted to include
two additional items, “trade sex for food
or money” and “trick for food or a place
to stay,” which are considered of sig
nificance for this population. Con-
versely, two other items (e.g., “missed
school without parent’s permission” and
“stayed out past midnight”) were
dropped because they were perceived
to be inappropriate for homeless youths.

The Rosenberg Self-Esteem Scale
(RSES; Rosenberg, 1965, 1979) con-
sists of 10 items such as “I take a posi-
tive attitude toward myself” and “At
times I feel I am no good at all,” and
asks the respondent for his or her en-
dorsement (1 = strongly agree to 4 =
strongly disagree). Cronbach’s reliability
coefficient has generally been found to
be above .80.

The Youth Self-Report (YSR; Achen-
bath, 1991) is a 120-item inventory used
to assess self-reported competencies and
behavioral problems in youths ages 11
years to 18 years. In this study, only the
section yielding problem indices was
analyzed. This section consists of a list
of 103 items such as “I argue a lot” and
“I feel that no one loves me.” Youths
respond by circling 0 if the item was
not true, 1 if the item was somewhat  or
sometimes true, and 2 if the item was
very true or often true. The YSR assesses
problems on two general dimensions,
externalizing (i.e., “I get in many fights”)
and internalizing (i.e., “I am too fearful
or anxious”). A total score and eight
subscale scores for specific syndromes
are also derived.

The Life Domains Scale (LDS; Baker
& lntagliata, 1982) provides an assess-
ment of satisfaction with the quality of
life in 15 domains. Youths are asked to
rate on a scale (1 = very unhappy or very
dissatisfied to 5 = very happy or very sat-
isfied) how they feel about “the place
you’re staying at overnight,” “the cloth-
ing you wear, ” “your friends,” “how you
spend your day,” “the food you eat,”
“your health, ” “the people you live
with,” and so forth. Internal reliabil-
ity has been found to be acceptable
(r < .70).

Results

Adolescent alcohol and psychoactive
substance use was assessed using the Per-
sonal Experience Screening Questionnaire
(PESQ; Winters & Henley, 1987),  an
18-item  questionnaire designed as a
screening instrument for substance

Evaluation results are based on data col-
lected from the first 115 adolescents
who completed the first quarterly follow-
up assessment conducted at the end of
the first 3 months of treatment (see
Note). Fifty-five participants were as-
signed to Project Passage and 60 to reg
ular case management. Results of a
discriminant function analysis indicated
that they did not significantly differ from
the overall pool of participants on any
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TABLE 2
Means and Standard Deviations on the Youth Self-Report

at Baseline and 3-Month Follow-up

Intensive Regular

Baseline 3 Months Baseline 3 Months

Syndrome (raw scores)
Withdrawn 5.7 (2.6) 5.4 (3.0) 5.5 (2.7) 5.5 (2.7)

Somatic complaints 4.3 (3.8) 3.5 (3.0) 4.4 (3.7) 3 . 4  (3.3)*

Anxious/depressed 10.0 (6.6) 8.3 (5.6) 9.6 (6.1) 8 . 7  (5.7)*

Social problems 4.2 (2.6) 3.8 (2.4) 4.0 (2.8) 3.9 (2.6)

Thought problems 4.4 (3.3) 4.1 (3.0) 4.2 (3.0) 4.2 (2.9)

Attention problems 7.6 (2.9) 6.9 (3.1) 6.6 (3.8) 6.7 (3.3)

Delinquent 8.1 (3.7) 6.7 (3.3) 7.2 (3.5) 6 . 5  (3.4)*

Aggressive 13.1 (6.0) 11.6 (5.9) 1 3 . 0  ( 6 . 6 )  1 3 . 2  (6.2)**

Dimensions (raw scores)
Internalizing 19.3 (10.5) 16.6 (9.0) 18.8 (11.1)  17.0 (9.2)*

Externalizing 21.2 (8.0) 18.3 (7.6) 2 0 . 2  ( 9 . 1 )  1 9 . 6  (8.6)**

Total problems (t scores) 61.9 (9.2) 58.7 (9.1) 60.4 (12.2) 59.2 (10.5)

Note. Multivariate significant effect of time for syndromes, p < .05. The statistical analysis was conducted
on raw scores, as recommended by Achenbach (1991). The means and SDS of the individual syndromes
and of the summary internalizing and externalizing dimensions are presented in raw scores (SDS  are
in parentheses). For illustrative purposes, T scores are presented for total problems. A score of 50 is
average, and a score of 70 (or more) is considered clinically significant.
*Time effect, p < .05.  **Group x Time effect, p < .lO.

of the measures of psychological and
social adjustment previously described
(p < .lO).

@oup  Comparisons. The mean
scores and standard deviations by
group on the YSR problem behavior
scales at baseline and at the 3-month
follow-up are presented in Table 2. A
2 (Group) x 2 (Time) repeated mea-
sures multivariate analysis of variance
(MANOVA)  was conducted on YSR
syndrome scores in order to assess
changes in behavior problems over time
and differential patterns of change
between treatment groups.  The
MANOVA  revealed a significant mul-
tivariate time effect, indicating that over
the 3-month period there was a signifi-
cant overall reduction in behavior prob-
lems across treatment group, Wilks’s
lambda = .82, approximated F (8, 101)
= 2.81, p < .Ol. There was no signifi-
cant Group or Group x Time multi-
variate effect.

Follow-up univariate analysis of vari-
ance (ANOVA)  on each individual
scale revealed a Group x Time effect,
suggesting an overall reduction in be-
havioral problems across groups on

subscales measuring somatic complaints,
F (1, 108) = 8.34, p < .Ol;  anxiety/
depression, F (1, 108) = 9.02, p < .Ol;
and delinquent behavior, F (1, 108) =
10.37, p < .Ol. No other significant
Group, Time, or Group x Time effects
were indicated. Nonetheless, a Group
x Time trend, indicating greater re-
duction on the aggression subscale  for
the intensive case management group,
F (1, 108) = 2.94, p < .lO, was detected.

Repeated measures ANOVAs  on the
YSR internalizing and externalizing do-
mains revealed a Time effect, indicat-
ing an overall reduction in internalizing
and externalizing behavior problems
across groups, F (1, 108) = 11.41,
p < .Ol, and F (1, 108) = 6.24, p < .05,
respectively. The Time effect on exter-
nalizing was somewhat modified by a
Group x Time trend, suggesting greater
reduction in problem behavior for
youths in the intensive case manage-
ment group, F (1, 108) = 2.95,
p < .lO. No Group x Time effect was
detected on the internalizing domain.

Mean scores and standard deviations
by group on the other five indices of
psychological and social adjustment are
presented in Table 3. Repeated mea-

sures ANOVAs  indicated that there was
a significant Time effect between the
baseline and the 3-month follow-up as-
sessment across group on measures of
depression, F (1, 103) = 10.87, p < .OOl;
problem behavio-r, F (1, 112) = 8.17,
p < .Ol; substan.ce use, F (1, 103) =
13.10, p < .OOl;  and self-esteem, F (I,
103) = 7.30, p < .Ol. In each case, the
change was indicative of less severe or
fewer problems and better adjustment
from baseline to the 3-month follow-
up. No overall Time effect was detected
on the quality of life measure, but a
Group x Time trend, indicating increas-
ing satisfaction for youths in Project
Passage, was detected, F (1, 112) = 2.83,
p < .lO.

S Y N T H E S I S

As the number of homeless and street
youths in this country continues to in-
crease, it is exceedingly important to
identify and develop programs that efe
fectively  serve this hard-to-reach, mul-
tiproblem population. In general, the
mental health and social adjustment of
homeless youths receiving case man-
agement services through Orion Cen-
ter improved over the first 3 months,
regardless of whe,ther  they were in regu-
lar case management or intensive mental
health case management. A significant
multivariate effect on the YSR suggested
an overall decrease in problem behav-
iors for both groups in the 3 months
following intake. More specifically, the
number of somatic complaints, anxious/
depressed symptoms, and delinquent and
aggressive behaviors on the YSR was
less than at baseline.

In addition, significant decreases in
symptoms of depression, problem be-
havior, and substance use were found,
along with increases in selfeesteem.
These uniformly positive results are
highly encouraging and may demon-
strate that homeless youths can and do
benefit from both case management pro-
grams, at least in the short run. How-

ever, given our design, it is not possible
to rule out the possibility that these

youths would have improved without
any treatment whatsoever.

There was some indication that
youths in Project Passage improved more
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than those in regular case management.
In terms of self-reported aggression,
general externalizing behaviors, and
satisfaction with quality of life, there
was a trend for youths assigned to Project
Passage to improve more than youths
in regular case management. This trend
will be important to monitor as the
evaluation continues to track youths
for another 9 months. The cost of in-
tensive mental health case management
is much greater because more highly
trained case managers serve fewer youth.
This greater cost will be difficult to jus-
tify, given the few differences in out-
comes detected thus far. However, it is
quite possible that small differences at
3 months will become large differences
at the end of a year. Continued follow-
up is clearly necessary.

In interpreting these differences be-
tween both types of case management,
it is important to note that Orion’s
“regular” case management is in itself
quite comprehensive and innovative.
Developed as part of an NIMH demon-
stration grant in 1983, Orion Center
was recently described as one of the
nation’s “flagship” programs for home-
less and runaway youths (Pires  & Silber,
1991).

It is also worth noting that when
two interventions are housed at the same
site, compensatory equalization of treat-
ment and treatment diffusion or imita-
tion can introduce threats to the
internal validity of evaluation studies

(Cook & Campbell, 1979). In other
words, any benefits that result from the
“experimental” intervention may extend
over into the “control” intervention.
For example, if an intensive mental
health case manager develops a special
arrangement with a community agency
for one of her youths, it is quite likely
that a regular case manager will know
about this and build upon that new link,
if appropriate, for one of his or her
youths. In this way, the regular group
also may benefit from the presence of
intensive mental health case managers
at Orion. Ethnographic style interviews
with case managers in both groups may
help to ascertain to what extent this
may have occurred. In retrospect, it
would have been valuable to take
baseline assessments of services provided
to youth in Orion regular case manage-
ment prior to the introduction of Project
Passage.

Although these preliminary results
suggest that both groups of homeless
youths are improving, it does not help
us understand why. Two of the most
plausible mechanisms for change are (a)
youths improve because they are receiv-
ing appropriate community-based ser-
vices, or (b) youths improve because
they develop a positive relationship with
a supportive case manager. Both of these
possibilities will be examined in a
planned process evaluation that should
clarify the results. As we struggle to
provide children and youths with needed

T ABLE 3
Means and Standard Deviations on the Other Self-Reported Measures

at Baseline and 3eMonth  Follow~up

Intensive Regular

Measure Baseline 3 Months Baseline 3 Months

RADS (depression) 66.4 (16.3) 61.3 (15.2) 68.7 (15.1) 65.0 (14.6)*
PBS (problem behavior) 2.3 (0.9) 2.1 (0.9) 2.2 (0.9) 1.9 (0.8)*
PESQ (substance abuse) 28.8 (10.8) 25.4 (8.9) 32.3 (14.0) 27.0 (9.7)*
RSES (self-esteem) 1.9 (1.7) 1.7 (1.7) 2.1 (1.7) 1.6 (1.6)*
LDS (quality of life) 3.4 (0.6) 3.6 (0.8) 3.5 (0.5) 3 .5  (0.7)**

Note. Standard deviations are given in parentheses. Lower scores on self-esteem indicated greater self-
worth. Scores above 77 on the depression scale are considered clinically significant. Clinical cut-offs
not reported for other scales. RADS = Reynolds Adolescent Depression Scale; PBS = Problem Behavior
Scale; PESQ = Personal Experience Screening Questionnaire; RSES = Rosenberg Self-Esteem Scale;
LDS = Life Domains Scale.
*Time effect, p < .05. **Group x Time effect, p < .10.

services that are cost effective, the re-
sults of research demonstration projects
such as these should prove helpful in
designing efficient and useful mental
health delivery systems.

This study is significant in that it is
the first to formally ass&s  the effective-
ness of mental health-related services
to homeless youths. Indeed, a thorough
computerized search identified only one
study that followed homeless youths
across time, and that study focused ex-
clusively on HIV-related behaviors
(Rotheram-Borus et al., 1991). None-
theless, this study is limited in two major
ways. First, the nature of the design
does not permit us to unequivocably
credit youths’ improvements during the
3-month period to the case manage-
ment interventions. It is possible that
maturation, or other factors, may have
been responsible for the changes de-
tected. Second, the follow-up period was
limited to 3 months, which does not
provide a long-enough treatment or as-
sessment framework for us to feel com-
fortable that the trends toward greater
improvement in Project Passage are
stable or clinically significant.
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Development and Evaluation of Treatment Foster
Care and Family-Centered Intensive Case

Management in New York

M A R Y  E .  EV A N S,  MA R Y  I .  AR M ST R O N G, NORIN DO L L A R D,  AN N E  D .  KU P P I N G E R ,

S T E V E N  Huz,  A N D  V I R G I N I A  M .  WO O D

0 VER THE PAST 15 YEARS, A

number of national studies on
children’s mental health ser-

vices have concluded that major changes
need to be made in how services are
planned for, provided to, and delivered
to children and adolescents with seri-
ous emotional disturbance (SED) and
their families. Knitzer (1982) decried
the overreliance on inpatient care as
well as the failure of state mental health
authorities to take responsibility for
developing and funding family-centered,
community-based programs and services.
Several other reports also have focused
national attention on children with
SED. For example, the Office of Tech-
nology Assessment’s report on children’s
mental health problems and services
(Dougherty, Saxe, Cross, & Silverman,
1987) reached conclusions similar to
Knitzer’s, and Cole and Poe (1993) re-
iterated the need to move to an indi,
vidualized care approach.

In 1984 the Child and Adolescent
Service System Program (CASSP) was
created to provide states with techni-
cal assistance and financial aid to fos-
ter the restructuring of their systems of
care by redirecting public resources from
inpatient and residential programs to
community-based services. Like other
states, New York has benefited from
CASSP funding, technical assistance,
and philosophical leadership. The New
York State Office of Mental Health (the
state mental health authority) is guided
by a set of core principles in the devel-
opment and delivery of services to chil-
dren and their families, one of which is
that the family is the most desirable
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In response to a national call for states to shift from an overreliance on restrictive treatment

modalities to community-based systems of care and to the needs identified by the families of children

with serious emotional disturbance (SED), the New York State Office of Mental Health has developed

FamilyCentered  Intensive Case Management (FCICM)  as part of a research demonstration project.

FCICM is intended to empower and support families with children with SED. Staffed by a case

manager and parent advocate, FCICM includes respite care, flexible service money, parent support

groups, and behavior management skills training. In this study, which had positively controlled

experimental conditions, children who were referred for treatment foster care in three rural New York

counties were randomly assigned to FCICM or treatment foster care. The present article compares

and contrasts the program elements of FCICM and the treatment foster care models, provides an

overview of the research design and methods, describes the children and families served, and examines

program implementation issues.

setting in which to raise children and
that clinical practice, policy direction,
and funding must support the rearing
of children in family and family-like
settings (New York State Office of
Mental Health, 1992). These principles
were operationalized by the establish-
ment of community-based services such
as treatment foster care, psychiatric
emergency services, and intensive case
management programs that were child
centered and family focused. Although
these programs were positively received
by providers and parents, early experi-
ences convinced policymakers that a
number of additional individualized sup-
ports (e.g., respite and peer support
groups) would be necessary if children
were to remain in family settings.

To address the need for continued
expansion of services for children with
SED and their families, as well as to
add to the research knowledge base
(Friedman & Duchnowski, 1990; Saxe,
Cross, & Silverman, 1988),  the New
York State Office of Mental Health
applied for a research demonstration
grant from the National Institute for

Mental Health (Evans, 1990). The
office’s proposal was designed to com-
pare the child, family, and service system
outcomes of New York’s treatment foster
care program-Family-Based Treatment
(FBT)-to those of a newly established
modality-Family-Centered Intensive
Case Management (FCICM)-in three
rural counties. Rural areas were selected
as researchsites because of the paucity
of available resources to support fam-
ilies caring for children with SED. Once
awarded, the grant funds enabled the
researchers to develop a program model
and research plan to enhance local re-
sources and test whether relatively in-
expensive supportive services could be
effective in keeping children with SED
in their own homes.

Established in 1988, FBT was one of
the first community-based programs to
be implemented by the New York State
Office of Mental Health. Its goal is to
provide training, support, and respite
for treatment (foster) families caring for
a child with SED in the community
(Armstrong & Evans, 1992). A family
specialist provides training and support
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to a cluster of five treatment families
and one respite family. Whenever pos-
sible, children are reunited with their
families as treatment goals are met.

FCICM was designed to support fami-
lies (see Note 1) with services that par-
alleled and supplemented those available
to treatment families in FBT. The de-
velopment of FCICM was influenced,
in part, by families’ demands for the
same level of intensive support and ser-
vices offered to treatment parents and
reflected the growing strength and in-
fluence of parents of children with SED
on both national and state levels. State
policy- makers were told by parents that
this type of support would increase the
likelihood that they would be able to
keep their children at home.

Even though the concept of tailor-
ing services to the individual needs of
each child and family was one of the
original CASSP values (Stroul &
Friedman, 1986),  it has taken several
years for professionals to translate the
values of individualized care into pro-
grams. The development of FCICM is
one application of an expanding knowl-
edge base on individualized care, which
is characterized by four key service ele-
ments: case management/case coordi-
nation, wraparound services, flexibility
of funding and services, and interagency
collaboration (Katz-Leavy, Lourie,
Stroul, & Zeigler-Dendy, 1992). FCICM
uses an individualized care framework,
which incorporates these elements, and
is implemented through a team com-
prised of a case manager and a parent
advocate who has raised a child with
SED. The team is committed to doing
“whatever it takes” to support a group
of eight families in caring for their chil-
dren. The resources and services the
team provides for families include
behavior management skills develop-
ment, support groups, in-home and out-
of-home respite care, sibling recreational
groups, and expenditure of flexible ser-
vice dollars. In addition, case managers
access concrete services needed by fami-
lies to support them as a family unit.

This article will (a) describe both
program models and their implemen-
tation as part of a research demon-
stration project, (b) report on the

characteristics of children and families
served through December 1993, (c)
describe the evaluation used to assess
the model outcomes, and (d) highlight
our experiences in working with the
salient aspects of FCICM.

M E T H O D

Research Design

To test the assertion that a child’s par-
ents can provide care as effectively as
treatment parents, a research demon-
stration comprised of integrated pro-
gram and evaluation components was
developed. The research used a posi-
tive, controlled randomized design in
which children, ages 6 years to 12 years,
referred to FBT were randomly assigned
either to FBT or FCICM. Repeated
measures of functioning and symptoms
were taken at 6-month  intervals, in-
cluding 6 months postdischarge. The
logic model for the research, the do-
mains of interest, and their hypothesized
relationships are presented in Figure 1.

The model indicates that the char-
acteristics of the service system, fami*
lies, children, and providers of services
interact and influence the behaviors of
and services offered by case managers,
family specialists, and parent advocates.
The resulting behaviors and services are
believed to affect system outcomes such
as differential costs, expenditures of flex-
ible service dollars, and hospitalization
rates. Hypothesized family outcomes in,
elude improved adaptability and cohe-
sion among FCICM families, improved
self-esteem among FCICM siblings, and
greater confidence in the use of behav-
ior management skills by FCICM par-
ents as compared to parents with
children in FBT. It was expected that
these family outcomes and the services
directly provided to children would re-
sult in symptom reduction and improved
functioning of children. The child out-
comes from both interventions were
likely to be quite similar during enroll-
ment and at discharge because both
programs are intensive, community-
based interventions focused on support
and behavior management. However,
because of the family supports provided

in FCICM, it was expected that chil-
dren enrolled in this intervention would
maintain the level of functioning they
had at discharge, whereas children en-
rolled in FBT would not necessarily
maintain level of functioning at the
same point. Because of the intensive
supports provided to the family of ori-
gin and because the target child in
FCICM remains at home rather than
being removed and reintegrated, the
siblings in FCICM families were ex-
pected to evidence fewer problems and
greater self-esteem at the postdischarge
follow-up.

Instrumentation

The Client Description Form for Chil-
dren and Adolescents (New York State
Office of Mental Health, 1991b)  and
the Baseline Supplemental Form (New
York State Office of Mental Health,
1991a),  two instruments that elicit in-
formation on the demographic charac-
teristics, behavioral and functional
status, treatment history, strengths, and
unmet needs of each child and family,
were used. The child’s status in the ar-
eas of role performance, thinking, be-
havior toward others/self, moods and
emotions, substance use, and family re-
sources was measured using the Child
and Adolescent Functional Assessment
Scale (CAFAS; Hodges, 1990),  which
was completed by the case manager or
family specialist. CAFAS levels range
from 0 to 30: 0 =: average-no  disruption
of functioning; 10 = mild--significant  prob-
lems or distress ; 20 = moderate-major or
persistent disruption; 30 = severe-severe
disruption or incapacitation. Higher
CAFAS scores indicate greater levels
of functional impairment.

The Child Behavior Checklist
(CBCL; Achenbach, 1991a),  which was
completed by parents, and the Teacher
Report Forms (TRF; Achenbach,
1991b),  have nearly identical formats
that include 118 problem behavior items
with three responses (not true, some-
wohat  or sometimes true, and very true or
often true). These items are summed to
form a total problem T score and nu-
merous subscales (e.g., anxiety). On
both the CBCL and the TRF, T scores
in excess of 63 are considered to be in
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FIGURE 1. Logic model for the research showing the domains of interest and hypothesized relationships.

the clinical range. The Piers-Harris
Children’s Self-Concept Scale (Piers,
1984),  a measure of a child’s self-image
and self-esteem, is composed of 80 items,
and was administered to children ages
8 years and older. A total raw score is
calculated by summing all of the items,
with greater scores indicating higher
levels of self-esteem. Finally, family
adaptability and cohesion were measured
by the Family Adaptability and Cohe-
sion Scales III (FACES III; Olson,
Portner, & Lavee, 1985). This instru-
ment comprises two scales, with 10
adaptability items (e.g., “Children have
a say in their discipline”) and 10 cohe-
sion items (e.g., “Family togetherness is
very important”). It was administered
to all family members over 12 years old.
Midrange family adaptability and co-
hesion scale scores were considered most

positive, whereas scores at either high
or low extremes were considered unfa-
vorable (see Note 2).

Intake and Eligibility Criteria

FBT and FCICM staff and a local refer-
ral committee screened families for
project inclusion. Referral to FBT is
usually based on a child’s need, either
for a period of specialized care during
the transition from more restrictive resi-
dential care to family living when re-
maining at home is not feasible, or for
the facilitation of successful adoption.
Local mental health providers, social
services, and schools made the major-
ity of referrals (54%); an additional 41%
came from parents, either independently
or in conjunction with other human
service providers, and the remaining 5%
came from other referral sources. The

determination of eligibility for the study
included a review of psychological, psy-
chiatric, educational, general health,
family/social histories, and FBT intake
criteria (New York State Office of Men-
tal Health, 1990). FBT intake criteria
incorporated the New York State Of-
fice of Mental Health criteria for SED
of (a) a DSM-III-R diagnosis, exclusive
of mental retardation, developmental
disability, or organic disorder ; (b) a
history of psychiatric hospitalization,
several crisis-related contacts with men-
tal health services, and/or out-of-home
placements related to psychiatric im-
pairment; and (c) the risk of imminent
hospitalization or other restrictive place-
ment. For research purposes, two crite-
ria were added to ensure comparability
between groups. First, children had to
be between the ages of 6 years and 12
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years. Second, the families could not
be involved in active child protective
cases, thus ensuring safe living envi-
ronments for children assigned to
FCICM or FBT. A child was not eli-
gible for the project if family with whom
he or she could live (for FCICM) or
return to (for FBT) was not available.

After examination of referral infor-
mation, each family met with both the
FCICM case manager and the FBT fam-
ily specialist. If the family decided to
participate, the child was screened by
the intake committee for eligibility. An
assignment to FCICM or FBT then was
made by the research team, witnessed
parental consent and child assent were
obtained, and the child was enrolled in
the program (see Figure 2).

Description of Children
and Families

As of the end of 1993,39  children had
been randomly assigned and enrolled
in either FCICM (n = 15) or FBT (n =
24). Some children were only recently
enrolled in the intervention, and stag-
gered return and analysis of data are
reflected in the numbers given. Enroll-
ment data available for the 39 children
demonstrated a substantial level of need
among them and their families. At the
time of enrollment, there were no sig-
nificant differences between participants
in either intervention (see Table 1).

Children ranged in age from 5 years
to 12 years. Thirty-five enrolled chil-
dren (90%) were boys. Racial and ethnic
characteristics of the sample reflected
the geographic areas where the inter-
ventions were delivered: 32 (82%) were
white, 2 (5%) were Native American,
2 (5%) were African American, and 3
(8%) children were of mixed racial/eth-
nic background. Disruptive behavior
disorders, such as attention-deficit hy-
peractivity disorder, were the most com-
mon category of primary diagnosis
(n = 27, 69%). Twenty-three (59%) of
the children were educated in either
special education or day-treatment
classes. Children were found to be func-
tionally impaired in an average of 2.4
of 5 areas (SD = 0.9), with the greatest
degree of impairment reported in social
relationships (n = 34, 87%) self-direc-

tion (n = 29, 74%),  and cognitive/com-
munication functioning (n = 20,5 1%).
In the areas of self-care and motor skills,
7 (18%) and 4 (10%) children, respec-
tively, had difficulty with these areas.

Assessments of child functioning
(n = 39) from CAFAS are presented in
Table 1. The majority of children were
rated as having major/persistent disrup-
tion in their behavior toward others (n
= 30, 77%),  in their moods and emo-
tions (n = 28, 72%),  and in age-appro-
priate role performance (n = 29, 74%).
The area of least disruption in func-
tioning was in thinking, where only 12
children (3 1%) were reported as expe-
riencing major or persistent problems
or distress.

On average, ratings provided by par-
ents completing the CBCL described
the children as clinically needy. The
mean total problem T score for chil-
dren (n = 36) was 72 (SD = 7.9),  well

within the clinical range. On the ma-
jor CBCL subscales for internalizing and
externalizing problems, mean T scores
of 67 (SD = 9.8) and 73 (SD = 10.3),
respectively, were observed. Both of
these scores fall in the clinical range.

At enrollment, unmet service needs
for children were reported to be great-
est in the areas of recreation (n = 30,
79%), mental health (n = 20, 51%),
education (n = 15, 38%), dental (n =
13, 33%), and m.edical (n = 9, 23%).
In the mental health area, the greatest
need was reported for respite care (n =
14,36%).  Clinic services (n = 13,33%),
adjustment to daily living skills train-
ing (n = 13, 33%), psychotropic medi-
cation management (n = 3, 8%),  and
day treatment (n = 1, 3%) were also
identified as needed.

For 21 enrolled families (56%),
FCICM case managers or FBT family
specialists identified poverty as inter-

FBT committee
reviews case for FBT

& family viability
criteria

J- Amgl

Randomr-lassignment

Accept assignment. Accept assignment.
Begin matching Begin services &

& data collection data collection

FIGURE 2. Flow chart for the referral process used to assign children to treatment conditions.
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T ABLE 1
Characteristics of Enrolled Children and Families, All Children, FBT, and FCICM

All children FBT FCICM

n 15 SD n ?5 SD n ;si SD

Age at enrollment
Number of problem behaviors/symptoms
Functional impairment areas
Family disruptions
CAFAS

Role performance
Thinking
Behaviors toward self/others
Moods/emotions

CBCL
Total problem T score

TRF
Total problem T score

Piers-Harris
Total raw score

39 9.3 range 5-13 15 9.2 range 5-14 24 9.3 range 5-13
39 7.4 3.1 15 7.7 2.6 24 7.2 3.5
39 2.4 0.9 15 2.7 0.9 24 2.2 1.0
39 1.3 1.4 15 1.6 1.4 24 1.2 1.3

39 19.2 8.7 15 20.0 10.0 24 18.8 8.0
39 10.0 9.2 15 8.7 9.9 24 10.8 8.8
39 20.5 7.9 15 18.0 9.4 24 22.1 6.6
39 18.5 6.3 15 17.3 5.9 24 19.2 6.5

36 71.9 7.9 15 68.1 8.9 21 74.6 6.0

30 66.3 10.7 13 70.6 8.9 17 63.1 11.0

28 50.4 13.7 9 54.8 12.1 9 48.3 14.1

Family members FBT FCICM

% n % n % n

FACES III
Balanced 36 19 29 6 41 13
Mid-range 47 25 57 12 41 13
Extreme 16 9 14 3 19 6
Total 53 21 32

Note. FBT = Family-Based Treatment program; FCICM = Family-Centered Intensive Case Management program; CAFAS = Child and Adolescent
Functional Assessment Scale; CBCL = Child Behavior Checklist; TRF = Teacher Report Form; Piers-Harris = Piers-Harris Children’s Self-Concept Scale;
FACES III = Family Adaptability and Cohesion Scales III.

fering with the child’s receipt of ser-

vices and ability to remain at home.

The next most frequent family problem
conditions were unstable relationships
among parents (n = 20, 54%),  adults
abused as children (n = 14, 48%), and
mental illness among parents (n = 17,
47%). Chronic unemployment (n = 13,
35%) and domestic violence (n = 9,
29%) were also cited as substantial prob-
lems among the families. Service pro-
viders identified the following family
strengths: parents’ calling the treatment
team when necessary (n = 23, 59%)
and making the child feel loved (n =
22, 56%). Data on family adaptability
and cohesion (FACES III) demonstrated
that a minority (n = 9, 16%) of family
members perceived their families as fall-
ing into the extreme category, whereas
many family members (n = 53, 47%)

rated themselves as falling into the bal-
anced range of family types. These data
suggest that many family members
shared a positive image of family
strength. Mean raw scores (y = 50.4,
n = 28) on the Piers-Harris Children’s
Self-Concepts Scale showed that the
children evidenced self-esteem below
the normative mean for young boys
(Ward & Braun, 1972) and nearly the
same as that of youths with behavior
disorders (Bloom, Shea, & Eun, 1979).

FBT Program Model
FBT is New York State’s version of treat-
ment foster care (see Table 2) and is
based on the premise that treatment
parents need training and support to
effectively care for children with SED
(Armstrong & Evans, 1992). To achieve
the program’s goals, treatment parents

are grouped in clusters of five homes
with one respite home. To ensure in-
tensity of service provision, only one
child is placed with each treatment fam-
ily. There is no predetermined length
of service. Members of these clusters
meet regularly for training and support.
Respite care is available to FBT treat-
ment families on a planned and emer-
gency basis. Although staff work closely
with the child’s family to prepare for
reunification, whenever possible, the
emphasis is on the child being treated
or referred for placement, not on his or
her family of origin.

Stuffing. FBT staff includes a fam-
ily specialist, a cluster of five treatment
families, and one respite family. The
family specialist works with the cluster,
helping to identify service needs and
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T A B L E  2
Comparison of FBT and FCICM Program Components

Attribute FCICM

Target population

Program focus

Program goals

Intake

Staff

Staff availability

Cluster

Planned & emergency

respite

Behavior management
skills training

Needs assessment

Linkage to needed
services

Monetary resources

Home visit frequency

Advocacy focus

Parent support

Children with SED currently out of home or at
risk for restrictive placement

Child

To provide a family-like treatment foster home and
to prepare the child for return to the family

Interagency committee

Family specialist

24 hours a day/7 days a week to professional families

5 professional families and 1 respite family

For professional families

For professional families

For identified child

For identified child

Support identified child

Regularly to professional families; occasionally to
families

Child

To professional and respite families in a group setting

Children with SED currently out of home or at
risk for restrictive placement

Child and family

To support families in caring for their children
at home

Interagency committee

Case manager-parent advocate team

24 hours a day/7 days a week to families

8 families and 2 respite families

For families

For families

For families

For families

Support child and family

Regulary to families

Child, family, and service system

To families on a group and parent-to-parent level

Note. FBT = Family-Based Treatment program; FCICM = Family-Centered Intensive Case Management program.

acting as an advocate for the child and
his or her parents. The family specialist
provides support and training to the
treatment and respite parents and works
with families to prepare them for reuni-
fication. Each family specialist receives
8 days of orientation and training fo-
cused on the FBT philosophy, recruit-
ment and training of treatment families,
and strategies for working with fami-
lies. An integral part of this is training
in the Parent Skills Training curricu-
lum (Snodgrass, 1986).

Treatment and respite families are
responsible for meeting the physical and
emotional needs of the children as well
as providing structure, implementing be-
havior management plans, and work-
ing with the children toward the
attainment of clinical goals. The treat-
ment families are involved in all aspects
of treatment planning and implemen-
tation, and monitoring of children’s
progress. Respite families provide
planned and emergency out-of-home

respite care. They have ongoing involve-
ment and familiarity with the children
in their clusters and promote continu-
ity of treatment goals through the be-
havior management plans.

Through 1993, four family special-
ists provided services across the three
sites. All were white and non-Hispanic;
three were women; and, on average,
they were hired at the age of 34.5 years
(range 3 1 years to 39 years). Three spe-
cialists had bachelor’s degrees, most in
nonclinical psychology; the fourth had
a postbaccalaureate degree. All family
specialists had prior experience in
children’s mental health, with an aver-
age of 5.5 years of experience in outpa-
tient children’s mental health services,
including case management. Only one
staff change occurred among the family
specialists across the three sites.

Family Role. Family specialists
maintained contact with the child’s fam-
ily of origin and included them in some

training sessions. Although the family
was involved in many decisions affect-
ing the child, they were not the pri-
mary caretaker. Throughout a child’s
stay in FBT, family specialists worked
with the family to develop the skills
and resources needed to facilitate their
child’s return home. As discharge ap-
proached, the child spent more time
with his or her family and typically made
visits of increasing duration. Family
specialists supported the family and child
during this period of reunification.

Treatment and Respite Parent
Training and !iupport  Qoups.  Treat-
ment and respite families in FBT re-
ceived Parent Skills Training. This
curriculum is designed for use with sur-
rogate parents in treatment foster care
programs and includes modules on set-
ting expectations and goals, identifying
and providing reinforcers and conse-
quences, recognizing and acknowledg-
ing positive behaviors, and facilitating
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a child’s adjustment. The training was
delivered over the course of 6 weeks in
groups composed of treatment and re-
spite parents. Respite parents also might
have received additional training tai-
lored to respite providers. Training and
ongoing support were provided through
monthly group meetings of treatment
and respite parents. Some sites also held
recreational events for children in con-
junction with group meetings to allevi-
ate childcare problems. Sites also held
several intergenerational social events
(e.g., holiday parties) each year.

Funding. FBT treatment parents
received monthly retainers and per diem
payments to compensate them for their
work and to cover the expenses of ad-
ditional family members. Funding at
$1,000 per child per year was also pro-
vided on a child-specific basis. These
funds were available to meet important
needs, including clinical supports, so-
cial-recreation supports, or economic
costs. Management of these funds var-
ied by site. In some cases, treatment
parents bought items for the children
and were reimbursed, in others, monthly
or quarterly disbursements were paid,
with reconciliations made afterwards.

In the first 6 months of enrollment
in FBT, the greatest proportion of child-
specific funds were for economic costs
(52%), clinical supports (13%),  and
social-recreational supports (12%). Cri-
sis supports (9%), other expenses (pre-
dominantly holiday and birthday) (8%),
medical/dental (5%), and school sup-
ports (1%) accounted for the remain-
ing expenditures.

FCICM Program Model

The FCICM model acknowledges that
families need a comprehensive array of
services and supports to help them keep
their children at home. FCICM’s de-
velopment was based on intensive case
management principles, individualized
care philosophy, and FBT cluster fea-
tures (see Table 2) and the program
was enriched through the additional
resources of advocacy by, and parent-
to-parent support from, a parent advo-
cate who had raised a child with SED.
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FCICM is distinguished from both
FBT and the intensive case manage-
ment program by its emphasis on the
family’s central role in accomplishing
treatment goals for the child. It builds
on the core features of assessment, link-
age, and advocacy that are part of New
York State’s intensive case management
program. FCICM involves more teach-
ing, skills building, family support, and
direct therapeutic intervention, which
are made possible by lower caseloads
and the involvement of the parent ad?
vacate.  The behavior management skills
training offered in FCICM also allies
more closely with a therapeutic or per-
sonal strengths model (Solomon, 1992),
rather than the extended broker model
that characterizes New York’s intensive
case management program.

Families enrolled in FCICM had ac-
cess to planned and emergency respite
care, flexible service dollars for items
such as home repair and recreational
opportunities, and parent-to-parent sup-
port from the parent advocate and fam-
ily support groups. The case manager-
parent advocate team, with a maximum
case load of eight families, identified
each family’s strengths and service
needs, developed a comprehensive treat-
ment plan with full participation of the
child and his or her family, acted as an
advocate for the family, linked the fam-
ily to services, and taught behavior
management and self-help skills.

Staffing. Case managers, parent ad-
vocates, and their supervisors each re-
ceived 3 days of orientation and training.
This training included a research over-
view, detailed training in the use of
data collection instruments, and discus-
sions about parent-provider collabora-
tion and family-centered service
delivery. Case managers also received
the usual lo-day intensive case man-
agement training as it became avail-
able in their counties.

Through December 1993, four par-
ent advocates and five case managers
provided services at the three study sites.
All of the case manager-parent advo-
cate teams were composed of white, non-
Hispanic women, reflecting the racial
composition of the counties they served.

Case managers began their employment
with the project at the mean age of 30
years (range: 26 years to 34 years); par-
ent advocates were slightly older, with
a mean age of 39 years (range: 32 years
to 48 years). Case managers usually
held master’s degrees, although one had
a bachelor’s degree. The case manager’s
most common field of study was psy-
chology or a related discipline, such as
community mental health. The educa-
tional experience of parent advocates
ranged from less than high school to a
bachelor’s degree. All case managers and
parent advocates were experienced in
the field of mental health services from
both provider and recipient perspectives.
All case managers had prior experience
in children’s mental health, with an
average of 9 months in inpatient mental
health services and 4 years in outpatient
services. Parent advocates had at least
one child with SED, ranging in age from
6 years to 15 years. Parent advocates
were selected by program directors for
their experience, skills in relating to
families, and knowledge of and interest
in learning about the service system and
advocacy. They were employed for ap-
proximately 10 hours to 15 hours per
week. Some parent advocates received
additional training through their agen-
cies. All received support from a state-
wide parent advocate who was a
consultant to this project.

Although the precise role played by
each, parent advocate evolved differ-
ently, there were some common fea-
tures. Parent advocates provided
parent-to-parent support and case-spe-
cific and systems advocacy. They rep-
resented a “family perspective” in their
encounters with professionals. Parent
advocates also worked to create better
communication between families and
professional service providers. Much of
their work involved providing informal
support to parents through home visits
and by telephone. Whereas case man-
agers focused most of their attention
on the children, parent advocates
tended to have much less contact with
them. They modeled self-advocacy skills
for parents and prepared parents for
meetings (e.g., Individualized Education
Program meetings), attended the meet-
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ings with them, and, over time, helped
the parents feel comfortable in advo-
cating for their children.

FCICM staff turnover was limited to
one parent advocate during the first year
of the project. During the second year,
a case manager left her position; in the
third project year, two additional par-
ent advocates and another case man-
ager left. These staff changes apparently
were unrelated to the project or any
particular agency problems.

Family Role and Parent Training.
The goal of FCICM is to provide sup-
ports and services to keep the child at
home. Because the family is viewed as
the child’s primary resource, FCICM
makes the family an integral member
in planning, service delivery, advocacy,
and decision making. FCICM uses a
modified version of the Parent Skills
Training curriculum to disseminate be-
havior management skills to families.
Although the content taught remains
the same, the delivery is tailored to the
immediate needs and circumstances of
the family. Unlike FBT, training is given
on an individual basis, with the sequence
and pace of skill building determined
by the family.

Parent support groups evolved dif-
ferently at each site, though typically,
support group meetings had a social
aspect. Parents also shared their expe-
riences, brainstormed ideas, and listened
to occasional outside speakers. In one
county, parents were referred to exist-
ing support groups and project staff
focused their efforts on organizing “fam-
ily fun” events and activities for sib-
lings. The second county had success
holding monthly meetings, and parents
found each other to be a tremendous
source of support. In the third county,
efforts to organize a support group were
unsuccessful. Although individual par-
ent-to-parent support was strong, staff
cited as obstacles distance, transporta-
tion problems, and socioeconomic dif-
ferences among group members.

Respite Care. As with FBT, trained
respite families were available for
planned and emergency respite. FCICM
respite families received training in the
Rest-A-Bit curriculum (Donner, 1988).

Unlike FBT, FCICM families used in-
home as well as out-of-home respite care.
FCICM parents expressed a preference
for in-home respite, and the program
model was amended accordingly. In-
home respite providers were recruited
for their experience working with chil-
dren and adolescents with special needs.
When necessary, respite care was also
provided for siblings of enrolled chil-
dren.

Funding. An important compo-
nent of FCICM was flexible service
dollars at $2,000 per family per year to
support the achievement of treatment
goals and to expand the array of avail-
able services. A portion of this money
was earmarked for general service sys-
tem expansion (e.g., after-school pro-
grams) and the development of
psychiatric emergency services, with the
remainder (approximately 25%) avail-
able to meet child- and family-specific
needs. Families played a major part in
deciding how these expenditures were
made. Unlike the funds expended in
the FBT program, these monies could
be used for all family members, in so far
as expenditures related to clinical goals,
quality of life, and so forth With over-
sight from their supervisors, case man-
agers gained access to these funds
through automatic teller machine ac-
counts, vouchers, and contracts for ser-
vices.

Expenditures during the first 6
months of enrollment in FCICM clearly
reflected children’s and families’ mul-
tiple needs. Similar to FBT expendi-
tures during the same period, economic
expenses (35%) and clinical supports
(13%) were in the top three FCICM
flexible service dollar expenditure cate-
gories. Unlike FBT expenditures, how-
ever, in-home respite (23%), social-
recreational supports ( 1 1%), and trans-
portation costs (9%) accounted for a
large share of disbursements. This pat-
tern reflects the case manager-parent
advocate team’s charge to do “what-
ever it takes” to link the children and
family to the services and supports they
identified as necessary. The pattern of
use also was markedly similar to indi-
vidualized services provision in other

rural areas (Dollard, Evans, Lubrecht,
& Schaeffer,  1991).

Project Management

To provide a broad perspective on both
the program and the research, the state
formed a management team that in-
cluded the director of the New York
State Office of Mental Health Bureau
of Children and Families, the assistant
director of the 13ureau of Evaluation
and Services Research, a program imple-
mentation specialist, two researchers,
and a state-level parent advocate. The
state team convened an annual meet-
ing of experts in treatment foster care,
health care finance, and research de-
sign and methodology. At the local
level, provider agency directors and/or
county mental health directors were
actively involved in program implemen-
tation and administration.

State team members met quarterly
with FBT and FCICM staff members
and program coordinators from all sites.
These meetings have enabled a timely
response to any issues that affect ser-
vice delivery or research. Special focus
group meetings were arranged to dis-
cuss topics such as the role of parent
advocates, data collection concerns,
behavior management skills training,
and enrollment. Training for new staff
was provided as needed.

DISCUSSION

For both interventions, preliminary data
indicate that staff were working with
the target group of children and famie
lies. Many of these families had been
multistressed and had exhausted most
of their personal resources and most, if
not all, of the treatment options avail-
able in their communities. Once
programs were implemented, it took
time for family specialists and case man-
ager-parent advocate teams to estab-
lish linkages and to design creative,
individualized services for children and
families, especially in resource-poor
communities.

Local Conditions

Sites began to enroll families in ser-
vices in the spring of 1991. From this
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point onward, the project’s implemen-
tation was influenced by the strengths,
experiences, biases, and creativity of
service providers, parent advocates,
children and their families, agency cul-
tures, and local politics. Because of the
different organizations providing services
and the different kinds of resources
available in the counties, this project
established itself differently in each
county. The project sites are geographi-
cally disparate and each has its own
political context and established pat-
terns of delivering services. Such dif-
ferences introduced a dynamic tension
of tailoring the study and its interven-
tions to make them sensitive to local
conditions while still ensuring sufficient
similarities among staff, programs, and
enrollees to allow for pooling of data. It
was particularly challenging to have pro-
gram sites located anywhere from 60
miles to 230 miles from the central
research office, thus limiting daily face-
to-face interactions among key partici-
pating agencies. Site visits, periodic
multisite meetings and trainings, and
frequent telephone contact were help-
ful in maintaining linkages.

Project’s Rural Nature

The research team was particularly in-
terested in developing interventions that
could be used successfully in rural areas
because of these areas’ unique problems
of considerable distances between fami-
lies and programs, and the common re-
liance on hospitalization and clinic
treatment because of the paucity of re-
sources to support other service options.
Even when additional resources became
available the difficulties in gaining
access constituted barriers to their use.
The lack of sufficient meetings to help
parents develop good relationships with
respite providers, distance, low popula-
tion density, and service scarcity also
played roles in the formation of support
groups, the number of unmet service
needs, and the nature of flexible ser-
vice dollar expenditures.

Random Assignment
and Enrollment

Several aspects of the random assign-
ment process contributed to a slow rate
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of enrollment in the project. The stark
choice of in-home versus out-of-home
placement made the random assignment
process difficult: A minority of families
were open to either option, but most
expressed a strong preference for either
FCICM or FBT. Families who declined
to participate were referred to other ser-
vices in the community. Although in
some cases, families expressed strong
preferences for a particular assignment,
it is believed that the families who did
agree to participate were those who had
exhausted other options and may, there-
fore, represent a strong test of both
models of community-based services.

Some potential referral sources had
difficulty with the lack of control in
choosing services for their clients. Many
providers had concerns that the research
team was interfering with their clinical
judgment, and some who did refer chil-
dren were certain that only one of the
interventions would result in positive
outcomes for a particular child and fam-
ily. Several clinicians later stated that
they were very surprised that a child
they had expected to remain in the com-
munity only with FBT was actually do-
ing well in FCICM. Referral sources
were also deterred by the task of com-
pleting extensive paperwork require-
ments for the applications.

Based on the outcome of the random
assignment process, it is believed that
researchers need to maintain control of
the process because it is tempting for
clinicians to circumvent it and select
an option for the child. Moreover, it is
also necessary occasionally for the re-
search team to talk directly with clini-
cians who represent the pool of referrals
for the interventions to ensure that they
understand the nature of the interven-
tions, the safeguards that are built into
the study for the child, and the neces-
sity for experimental studies on pro-
gram effectiveness. Other factors that
contributed to a slow enrollment were
difficult intra-county service provider
relationships that blocked likely refer-
ral channels and fewer-than-anticipated
referrals from inpatient settings.

Medicaid/Fiscal Management
Staggered enrollment, resulting in low
sample numbers, had implications for

program funding at each of the sites
because it affected Medicaid revenues
and produced budget shortfalls. In coun-
ties where nonresearch FBT clusters and
intensive case management slots were
not available, referring providers were
frustrated that they could not use un-
filled research slots with families not
participating in the research. These same
administrators, however, voiced un-
equivocal support for the FCICM pro-
gram model.

Parent Training and
Support Groups

Changes were made in the way Parent
Skills Training was presented to fami-
lies in FCICM. Initial planning called
for training parents during support group
meetings and reviewing skills during
home visits. Staggered enrollment, dif-
ferences in families’ concerns and needs,
and the slow start-up of support groups
made it preferable to deliver this train-
ing to families on an individual basis
rather than in group settings. Case
managers adapted their use of the ma-
terials to individual families, beginning
with the skills the parents indicated they
most needed, rather than following the
curriculum sequentially. In some cases,
skills were “taught” without using the
written materials because some parents
had limited reading ability. In inter-
views, families often made reference to
their use of behavior management skills
contained in the curriculum.

The challenge of starting and nur-
turing successful support groups in ru-
ral areas cannot be underestimated. For
example, parent support groups did not
serve as a vehicle for formal training
and support as originally planned. Due
to their staggered entry into service,
geographic distance, and different in-
terests, families did not really form clus-
ters of support. Support group organizers
at the three sites had to find ways to
bring together diverse groups of par-
ents and help them feel comfortable in
meeting as groups. The support groups
that were the most successful resolved
transportation problems, provided
childcare and food, met at times that
were convenient for families, and had
family-driven agendas.
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Flexible Funding
Flexible funding is an important tool in
the provision of individualized services,
and staff at the program sites were
creative in the use of flexible service
dollars, particularly in the area of rec-
reational services. Other studies have
shown that, when asked, parents fre-
quently cite the need for recreational
activities in which children with spe-
cial needs can participate (Palma, 1994;
Trupin, Forsyth-Stephens, & Low,
1991). The rural nature of the counties
contributed to the challenges of meet-
ing these recreational needs, but pre-
liminary data show that the proportion
of children in both interventions with
unmet recreational needs decreased over
time as flexible service money or sub-
sistence allowance monies were spent
on these kinds of activities.

Parent Advocate’s Role and the
Parent-Provider Relationship

Although the process of defining pri-
orities and roles for parent advocates is
ongoing, parent advocates have emerged
as important stakeholders at each site.
Parent advocates formed highly effec-
tive partnerships with case managers
and achieved high levels of coordina-
tion and trust. Case managers, parents,
and local program coordinators all ex-
pressed a strong belief that the parent
advocate role provided important sup-
port to families in the project and had
a broad influence. Having regular con-
tact with a colleague who is the parent
of a child with a SED increased aware-
ness in the professional community
about the multiple strengths and needs
of families. This awareness was further
heightened when a parent advocate
needed flexibility and support during
periods of her own child’s hospitaliza-
tion or crisis. Parents pointed out that
parent advocates understood what they
have experienced and did not blame
them. They described a very different
type of support that can only come from
someone who has struggled to obtain
services and shared the uncertainties of
raising a child with SED. Parent advo-
cates shared a repertoire of strategies
(e.g., coping with erratic behaviors,
navigating the “system”) with parents.

A great deal was learned about the
roles that parents can play in service
provision and research. The unique per-
sonal styles of the four parent advo-
cates who are working or have worked
with families in FCICM have expanded
our understanding of the multiple con-
tributions that such parents can make
in individualizing care. At the family
level, they offered specific advice on
topics ranging from accessing educa-
tional services to developing household
budgets. At a program and policy level,
they contributed to the design and
implementation of the research dem-
onstrations (e.g., a parent advocate was
a member of out project management
team).

Parent advocates must maintain a
distinct perspective: On one hand, they
must act as allies of parents who are
often at odds with the established sys-
tem. At the same time, they must un-
derstand and work with the complex
service system without becoming co-
opted by it. This has a number of prac-
tical implications, including who should
employ and supervise parent advocates
and what activities should not be a part
of the parent advocate’s job descrip-
tion (e.g., serving as assistant case man-
agers, spending more time with the
children rather than the parents, etc.).
Moreover, to be effective, parent advo-
cates need a certain amount of flexibil-
ity in modifying their role to meet the
needs of communities, different cultural
groups, and individual parents. Parent
advocates also need a support system of
other parents and committed liaisons
in key places within the formal service
system.

S UM M A R Y

Finally, despite the multiple stressors
to which the families in both interven-
tions were exposed, this study has
demonstrated strengths that they bring
in caring for their children. Although
this project is not yet finished, some
support has been shown for the asser-
tion that, given intensive and individu-
alized supports, children with SED can
be cared for effectively in their own
homes. Currently, the average length

of stay in FCICM is 13.2 months, and
preliminary data on functioning, symp-
toms, and behaviors show that children
maintained in their own homes do not
appear to be disadvantaged when com-
pared to their peers who have been
placed out of their homes. The next
step will be collecting and analyzing
longitudinal data on child and family
functioning to assess the interventions’
outcomes.
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Notes

I. “Family,” “family of origin,” and “par-
ents” include adoptive families, biologi-
cal families, stepfamilies, and families
composed of the child and other rela-
tives. Family is used to describe the people
with whom the child regularly makes his
or her home to distinguish them from
the treatment families in the FBT.

2. Investigated and reported elsewhere are
the psychometric properties of the
CAFAS (Hodges, Bickman, & Kurtz,
1991), the CBCL (Freeman, 1985;
McConaughy & Achenbach, 1985),  the
TRF (Achenbach, 1991b), the Piers-
Harris Children’s Self-Concept Scale
(Piers, 1984),  and FACES III (Olson et
al., 1985).
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The Orton Dyslexia Society’s Annual
Outstanding Dissertation Award

Application guidelines for the Outstanding Disserta-
tion Award are available by contacting The Orton Dyse
lexia Society. Deadline for submission to the committee
is March 1, 1995. The award will be presented at the
society’s 46th annual conference in Houston, Texas,
November 1-4, 1995. The recipient receives a $1,000
cash award, plus $500 for travel expenses. Some recent
winners include Brenda H. Stone, PhD, University of
Rhode Island; Lois G. Dreyer, PhD, Southern Connecti-
cut State University; and Margaret Semrud-Clikeman,
PhD, University of Washington. For a copy of the guide-
lines, write or phone: The Orton Dyslexia Society, The
ODS Dissertation Award, Chester Building/Suite 382,
8600 LaSalle Road, Baltimore, MD 21286.2044; 410/
296-0232.

Expanding Autism Journal
Seeks Manuscripts

The bimonthly journal Focus on Autistic Behavior will
soon be superseded by a new, peer-reviewed quarterly
journal, to be titled Focus on Autism and Other Develop-
mental Disabilities. The journal will continue to include
articles related to persons with autism but is being ex-
panded to address issues concerning persons with other
developmental disabilities, such as mental retardation.
Editorial responsibilities for the new journal will be shared
by Dr. Richard Simpson, the current editor of Focus on
Autistic Behavior and a professor of special education at
the University of Kansas, and Dr. Dianne Berkell, a

professor of special education at Long Island Univer-
sity, C. W. Post Campus.

The journal’s editorial staff seeks manuscripts from
diverse philosophical and theoretical positions. Five types
of full-length manuscripts (15  to 30 pages) will be con-
sidered for publication: (a) original research reports;
(b) reviews and interpretations of professional litera-
ture; (c) theoretical papers, conceptual statements, and
position papers; (d) intervention procedures; and (e)
program descriptions. The journal will also publish short
manuscripts (2 to 10 pages) in two areas: (1) teaching
tips and (2) book reviews.

Persons submitting papers for publication in Focus
on Autism and Other Developmentat  Disabilities should
prepare their manuscripts in accordance with the Pub-
lication Manual of the American Psychological Association
(4th ed., 1994). An original of the complete manu-
script and three high-quality copies (double-space all
manuscript pages, including tables, figures, references,
and headings) should be submitted; each manuscript
should include a cover sheet listing the names, affilia-
tions, addresses, an,d phone numbers of all authors. All
manuscripts will be screened by one of the coeditors for
appropriateness of content and form and reviewed by
three peers (selected by the coeditors on the basis of
their expertise in particular areas). Authors typically
will be notified of the disposition of their paper within
8 to 10 weeks of the time it is sent for peer review.
Additional details may be obtained by contacting either
Dr. Richard L. Simpson, Department of Special Educa-
tion, University of Kansas Medical Center, 3901 Rain-
bow, Kansas City, KS 66160.7335;  or Dr. Dianne Berkell,
Long Island University, C. W. Post Campus, Depart-
ment of Special Education and Reading, Brookville,
NY 11548.
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Connecting Lowdncome  Families to
Mental Health Services: The Role

of the Family Associate

NANCY M. KOROLOFF, DEBRA J. ELLIOTT, PAUL E. KOREN, AND BARBARA J. FRIESEN

P ROBLEMS RELATED TO IDENTIFY-

ing children with mental health
needs and effectively connecting

them with appropriate services are per-
plexing to professionals in the health,
mental health, and other child-serving
systems. Practitioners are often discour-
aged when families do not follow
through on a referral to a mental health
clinic or when parents bring their chil-
dren for one visit and never return.
These phenomena have received very
little research attention, and in the ab-
sence of solid information to guide
theory and practice, efforts to under-
stand these difficulties often resort to
stereotypical explanations, including
poor motivation and lack of interest on
the part of the family, particularly if
family members are characterized by
poverty, lack of education, or other stig-
matizing factors. There is a clear need
for effective methods of promoting bet-
ter access and follow through, both in
starting services and in continuing ser-
vices to the extent that they are needed.
There also exists a parallel need for a
better understanding of the dynamics
involved when families do not access
or fully use mental health services.

The use of a paraprofessional helper
called the family associate to address
the problems of access to mental health
services faced by low-income families
and to promote service initiation and
continuance is described in this article.
The particular context is Oregon’s Early
and Periodic Screening, Diagnosis and
Treatment (EPSDT) program, which
focuses on Medicaid-eligible, low-
income children and their families. The
family associate role has been developed
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The family associate is a parent without professional mental health training who acts as a system guide

to low-income families whose children have been referred to mental health services through the Early

and Periodic Screening, Diagnosis and Treatment program. The family associate provides emotional

support, information about mental health services and community resources, and directs assistance,

such as help with transportation and child care. Based on the belief that parent-to-parent support can

be a powerful tool in overcoming the barriers to accessing services, the family associate role has been

successfully implemented in three counties in Oregon. The family associate role and its implementation,

characteristics of the families who participated, and the implications for introducing this role into

traditional mental health service systems are described.

and successfully implemented as part of
a research and demonstration project
designed to test the feasibility and effec-
tiveness of providing short-term assis-
tance and support to families whose
children have been referred for fur-
ther evaluation and/or mental health
services.

M EDICAID P O L I C Y

AND EPSDT

EPSDT is a system of comprehensive
and preventive health care developed
to detect and correct chronic disabling
conditions among children who are
poor. Unlike other Medicaid programs
that finance episodes of medical care
without becoming involved in identi-
fying that need, EPSDT encourages
outreach, early identification, case man-
agement, and other support services to
eligible families in an effort to avoid

‘more  serious health problems for chil-
dren as they grow older (Jones &
Nickerson, 1986). This emphasis on
early identification and prevention is
especially important because mental
health problems are rarely identified and
treated when children are young and
less seriously disturbed and because the

level of need for services is very high
among children who live in poverty
(Ontario Child Health Study, 1990;
Petti & Leviton,  1986).

Since 1967, when EPSDT was au-
thorized as a health screening program,
a series of revisions have expanded the
eligibility criteria, the focus on screen-
ing, and the services available. The net
effect of these changes has been to man-
date health treatment services, includ-
ing mental health services, to an
expanded population of poor children.
Because EPSDT has been recognized
only recently as a major source of fund-
ing for mental health services, there
has been no systematic study of the use
of EPSDT programs for the identifica-
tion and treatment of mental health
problems in poor children. In the field
of developmental disabilities, Meisels
and Margolis (1988) concluded that
EPSDT was not effective in achieving
early identification or increased access
to treatment for this special needs popu-
lation. Although the experience of chil-
dren with developmental disabilities in
the EPSDT system cannot be general-
ized to children with mental health
needs, there is no reason to believe that
the latter would fare better under
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EPSDT without specific steps to im-
prove the accessibility and availability
of services. Certainly the barriers iden-
tified by Margolis and Meisels (1987),
such as inadequate screening, untrained
health care professionals, and lack of
access to treatment resources, are likely
to be major problems for children with
emotional or behavioral problems
(EBD).

Service Initiation
and Continuance

Studies of service discontinuance have
identified a wide variety of possible rea-
sons for why this may occur. It has been
suggested that demographic character-
istics such as low income and educa-
tion may be associated with service
dropout (Baekeland & Lundwall, 1975;
Garfield, 1986; Wierzbicki & Pekarik,
1993). However, other researchers have
indicated that the demographic char-
acteristics of clients, especially income,
are not consistently related to continu-
ance (Day & Reznikoff, 1980; Sirles,
1990; Sledge, Moras, Hartley, 6r Levine,
1990) or are not as important as service
system issues (Goldin,  1990; Good,
1990; Sirles, 1990; Wise & Rinn,
1983). Also, in a recent meta-analysis,
Wierzbicki and Pekarik (1993) reported
that clients’ expectations of treatment
may overshadow the importance of
demographic variables in predicting
continuance.

Other attempts to account for drop-
ping out of services appear to cluster
into three major areas: (a) problem char-
acteristics such as psychiatric sym-
ptomatology (Swett & Noones,  1989),
duration of the problem (Gaines &
Stedman, 1981),  and type and severity
of the problem (Lochman  &. Brown,
1980; Sirles, 1990; Viale, Rosenthal,
Curtiss, & Marohn, 1984); (b) social
and environmental factors such as dis-
tance from services or difficulty arrang-
ing childcare (Margolis & Meisels, 1987;
Temkin-Greener, 1986); and (c) burri-
ers related to the service delivery system
such as hours of operation, configura-
tion of services (Good, 1990; Margolis
& Meisels, 1987; Sledge et al., 1990),
or delays in scheduling appointments
(Leigh, Ogborne, & Cleland, 1984;

Sirles, 1990). These findings, combined
with ambiguity concerning the role of
socioeconomic variables, suggest that
efforts to promote continuance in ser-
vices need to address functional issues
related to accessibility and availability
of services.

T H E  R O L E  O F  T H E

F A M I L Y  A S S O C I A T E

The family associate intervention was
developed to address the barriers to ac-
cessing mental health services that low-
income families might encounter, thus
increasing the number of families who
ultimately access and use such services
for their children. This intervention was
designed to influence several “policy-
relevant” variables (i.e., circumstances
or conditions that may be modified
through intervention), including care-
giver needs and characteristics, resource
problems, and service system factors.

Curegiver needs and characteristics in-
clude attitudes and beliefs of caregivers
that may inhibit entry and/or continu-
ance in services for their children or
themselves, as well as problems such as
mental or physical illness. Examples in-
clude fears or concerns about involve-
ment with mental health treatment,
negative attitudes about mental health
services or social services in general,
and religious convictions that discour-
age the use of mental health services.
In addition, difficulties that caregivers
have in coping with multiple stresses
(e.g., poverty, child’s behavior, inad-
equate housing) may interfere with seek-
ing or using needed services. Family
resource problems include lack of trans-
portation, childcare, or telephone ser-
vice, or problems such as the inability
to take time off from work to keep ap-
pointments. Seroice system factors may
include inconvenient hours of opera-
tion, waiting lists, or lack of clear in-
formation about the purpose of the
EPSDT mental health referral or the
process for gaining access to services.
The complex children’s mental health
system can be especially overwhelming
to parents who are already challenged
by a child’s emotional or behavioral dif-
ficulties.

The key components of the family
associate program are support and tan-
gible service provided through parent-
to parent contact. The family associate
models the skills necessary to maneu-
ver within the mental health system
and other community programs, thus
serving as a system guide and advocate
for the family and as a supportive peer
for the parent. This modeling and col-
laborative work is designed to increase
the caregivers’ sense of empowerment
(i.e., a feeling of mastery over one’s
environment) and their ability to inde-
pendently navigate the service systems.
The primary responsibilities of the fam-
ily associate fall into the following three
general categories:

1. Providing information: The family
associate provides the parent with in-
formation about topics such as the
EPSDT referral process, the mental
health evaluation process, emotional
and behavioral disorders in children,
available services, parents’ and children’s
rights and responsibilities, and commu-
nity resources. For example, family as-
sociates provided many parents with fact
sheets about childhood disorders.

2. Providing support: The family asso-
ciate offers the parent social and emo-
tional support aimed at decreasing the
extent to which family members feel
isolated, helpless, and/or intimidated
by the service delivery system. One
family associate worked with many
grandparents who were raising their
grandchildren. Because she was also a
grandparent, she was able to empa-
thetically listen to them and help nor-
malize their caregiving situations. The
family associate also emphasizes mak-
ing linkages to other parents with simi-
lar experiences and to local parent
support groups.

3. Linking to resources: The family
associate helps the parent find specific
resources to address needs such as trans-
portation and childcare that may be
obstacles to accessing mental health ser-
vices. He or she provides information
about and helps families connect with
community resources or services for
which the family qualifies, and models
the skills needed to locate and secure
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the resources. For example, one family
associate discovered that parks and rec-
reation passes were available for low-
income families in her county.

A component of the family associ-
ate role is access to a flexible cash fund
to help families pay for supportive ser-
vices. The money may be used to help
families get their children to mental
health services or ease their daily liv-
ing burden so that emphasis can be
placed on consistent participation in
these services. Expenses that can be
covered by the flexible cash support fund
include:

1.

2.

3.

4.

5.

Childcare for the family’s other chil-
dren;
Transportation costs, including pub-
lic transportation, gasoline, car re-
pairs, and automobile insurance;
Clothing and personal effects for fam-
ily members;
Recreational activities to help reduce
tension and provide interaction with
the community;
Respite care to temporarily relieve
parents from the stress of caregiving.

The family associate role was imple-
mented in a research and demonstra-
tion project designed to test the
effectiveness of this approach in pro-
moting continued participation in ser-
vices. The project provided a unique
opportunity to develop and test an in-
tervention designed to address problems
previously linked to client characteris-
tics (e.g., low income, lack of “system”
skills) as well as environmental issues
(e.g., lack of transportation, distance
to services, lack of childcare). The
project was structured as a quasi-experi-
ment in which three Oregon counties
implementing the family associate role
were compared to four Oregon coun-
ties with no equivalent intervention.
All counties had EPSDT programs and
were selected in an effort to constitute
‘two groups that were generally similar
in population density and other char-
acteristics. In this article the initial ex-
periences and knowledge gained in the
implementation phase of this project
are presented.
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A N D  C H I L D R E N

Target Population

Families whose children were eligible
for EPSDT and who had been referred
for mental health services were included
in this project. In Oregon, children eli-
gible for EPSDT are (a) in families who
receive general assistance, (b) in foster
care, or (c) disabled. Families were in-
cluded in the project if their child was
between 4 years and 18 years old; cur-
rently living with a parent, guardian,
or foster parent (i.e., not in an institu-
tional placement); had a parent or
caregiver available for interviews (i.e.,
was not an emancipated minor); and
had not participated in more than three
mental health appointments resulting
from the EPSDT referral. This last cri-
terion assured that families who were
working with the family associate had
not yet fully established themselves in
services.

Under EPSDT, children can be re-
ferred to mental health services by a
private physician, a public health nurse
or clinic, or a school nurse. In most
cases, referrals were received at the
county mental health program where
the family associate was located. Upon
receipt of a referral, the family associ-
ate mailed a letter and project descrip-
tion to the family, followed by a
telephone call to verify the family’s eli-
gibility and to offer participation in the
project. If the family agreed to partici-
pate, an initial interview in the family’s
home was scheduled as soon as pos-
sible.

Data Collection

Data were collected directly from the
parent or other caregiver at both an
initial interview and at a follow-up in-
terview 3 to 4 months later. The family
was paid $25 for each interview. The
initial interview was conducted by the
family associate and included child and
family demographics, information about
previous mental health experience, the
parent’s perception of barriers that might
make it difficult to get the child to
mental health services, and completion

of the behavior problems section of the
Child Behavior Checklist (CBCL;
Achenbach, 1991) by the caregiver.

Two additional data collection tech-
niques were employed to measure fam-
ily associate activities and services. The
Ratings of Important Issues for Fami-
lies (RIIFF) was developed for this
project and was completed by the
family associates when work with each
family ended. A l&item  self-report
questionnaire, the RIIFF was used to
measure the family associates’ percep-
tions of the barriers experienced by the
caregivers. Each item is presented as an
issue that may be important to families
when they are initiating mental health
services for their child and is rated on a
4-point Likert scale (1 = not important
to 4 = very important). Family associ-
ates also identified issues they actually
addressed in their work with each fam-
ily and provided an overall estimate of
the degree to which each family needed
the services, based on a 4-point Likert
scale (1 = not at all to 4 = very much).

The Family Associate Activity Log
was developed as a project-specific docu-
ment maintained by the family associ-
ates during the time they worked with
each family. For each contact with, or
on behalf of, a family, family associates
recorded (a) the date; (b) the person
contacted; (c) the type, duration, and
location of the contact; (d) the type of
activity(ies); and (e) comments about
the contact. Any single activity or com-
bination of six activities could be
recorded: scheduling, data collection,
providing intervention, finding re-
sources, providing support, or receiving
information. Family associates also re-
ported the dollar amount and purpose
of any expenditures.

Child and Family Demographics

The rate at which families chose to par-
ticipate in the intervention varied across
the three counties: 19 (lOO%), 27
(77%),  and 51 (69%). Of the 31 fami-
lies who declined, 9 stated they did not
want family associate services because
their children did not need mental
health services, based on their own or a
professional’s assessment. Other reasons
were that they did not want to be in-
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volved with another person/agency or
they did not have time to work with
the family associate. As of January 1994,
97 caregivers had completed the initial
assessment and had worked with a fam-
ily associate. Most caregivers were birth
mothers (85%), were between the ages
of 20 years and 39 years (75%), and
either had a high school diploma (38%)
or some college (40%). The children
referred for mental health services in-
cluded slightly more boys (60%) than
girls (40%), and were primarily in the
age ranges of 8 years to 12 years (45%)
or 4 years to 7 years (42%). Only a
small proportion of the children (13%)
were in the 13 years to 18 years cat-
egory. Eight percent of the children and
7% of the caregivers identified with a
specific ethnic or cultural group. The
annual family income for 89% of fam-
ilies was under $15,000, and 76% of
the caregivers reported no employment
outside of the home.

The sample families lived in a vari-
ety of locations, including rural areas,
small towns, and larger cities. The popu-
lation of towns nearest in location to
the families ranged from around 100 to
nearly 113,000, and 53% of the fami-
lies lived in areas where the closest town
had a population of less than 20,000.
Almost half (49%) lived within 4 miles
of the mental health office where their
children received services; 75% lived
within 9 miles.

An indication of the severity of the
children’s behavior problems is provided
by the total behavior problem T scores
from the CBCL. Sixty-seven percent of
the scores fell into the clinical (61%)
and borderline clinical (6%) ranges.
Sixty-nine percent of the children ex-
hibited clinical (58%) or borderline
clinical ( 11%) levels of externalizing
behavior problems, and 62% of the
children demonstrated clinical (53%)
or borderline clinical (9%) levels of
internalizing behavior problems.

An understanding of parents’ atti-
tudes toward and concerns about men-
tal health services for their children can
be gained by examining the anticipated
barriers that parents identified in the
initial interview. Parents responded to
a list of common barriers by indicating

if they expected any of the items to be
problematic. The most frequently iden-
tified barriers were transportation
(51%), time conflicts (47%), childcare
problems (45%), dislike of the thera-
pist or treatment program (38%), dis-
agreement with the diagnosis or
treatment approach (32%), a belief that
services would not help (29%), con-
fusion about the next step (25%), and
treatment refusal by the child (23%).
Interestingly, no significant relationship
was found between distance to the men-
tal health office and an expectation that
transportation problems would be a
barrier. The percentages for the remain-
ing expected barriers-disruption to
family routine, too far to travel, dis-
comfort with mental health services,
and no need for mental health ser-
vices-were all 21% or below.

SERVICES PROVIDED

Implementation

The three family associates were re-
cruited and hired by the county mental
health programs in which they were to
work. All were women; one was Afri-
can American. Two had previous expe-
rience maneuvering within complex
service systems for their own children.
The third, a parent of young children,
had previous experience at the line staff
level within children’s mental health
services. None had prior training as a
mental health service provider, although
all three had worked in paraprofessional
or support staff positions and were fa-
miliar with the internal workings of
social services.

Before data collection began, two
2-day training sessions were conducted
for the family associates and their su-
pervisors. The first session was held im-
mediately after the family associates
were hired and the second after a 3-
month pilot period. The primary goals
of the initial training were to provide
an overview of the philosophy of the
project and the family associate role,
an orientation to family support litera-
ture and services, an introduction to
available community resources, and a
discussion of ways to implement the role

and define boundaries. The training
consisted of presentations, discussions,
role plays, and problem-solving exer-
cises. A number of key issues were ad-
dressed, including child abuse reporting,
confidentiality, the brief nature of the
intervention, the extensive needs of low-
income families, and termination from
the program.

During training, a focus of discus-
sion was the Family Cash Support Fund.
Emphasis was placed on working with
the families to demonstrate how to get
their needs met without creating a de-
pendent relationsh.ip on the project;
therefore, family associates were in-
structed to first take advantage of all
other community options, including free
services and affordable alternatives.
Once these services and resources were
depleted or deemed unavailable, the
cash fund was to be used to enhance
each family’s ability to access and/or
continue mental health services.

During the 3-month  start-up period,
the family associates were encouraged
to experiment with different ways of
working with fam.ilies and adapting
the intended services to the unique
situation in each county. A special chal-
lenge of this initial phase was estab-
lishing the role of the family associate
within each county’s existing mental
health systems.

At the second training session, the
family associates shared common strat-
egies and experiences from the pilot
period and raised a number of impor-
tant issues. These included establishing
trust with families, dealing with the
stress of listening to the caregivers de-
scribe their difficult circumstances, and
addressing termination concerns. An
ongoing theme was the need to clarify
the distinction between the roles of the
family associate and the traditional sere
vice provider.

From the beginning of the project,
supervision was recognized as a crucial
support for the family associates. Be-
cause each family associate was usually
the first person to contact a family whose
situation was unknown, it was critical
that she have support and backup from
a trained mental health professional in
her county. Initially, supervision focused
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on finding local resources, learning
county-specific procedures, and devel-
oping relationships with referral services
and mental health providers in the
county. The latter two issues were sig-
nificant because the county mental
health systems had never included a
paraprofessional working directly with
families nor had they used flexible fund-
ing to meet families’ needs. Eventually,
supervision shifted to a focus on the
extensive needs of families involved in
multiple services and with more severe
circumstances. Family associates re-
ceived supervision from the person
responsible for monitoring EPSDT
procedures and services or another quali-
fied mental health professional in the
county.

The family associates were also given
opportunities to further develop their
roles through discussions with each
other and the research team. The project
manager planned regular conference
calls for the family associates to discuss
their activities, find solutions for chal-
lenging situation, and provide each
other with support for implementing
an isolated role. However, scheduling
calls in which all three family associ-
ates could be involved proved to be
impossible, so most telephone support
involved only one family associate. The
family associates were also brought to-
gether for two day-long follow-up meet-
ings to allow them to share experiences
and exchange ideas. The research team
also discussed preliminary data with
them and received their feedback on
role implementation.

The specific family associate services
provided were documented through en-
tries in the Family Associate Activity
Log. Each entry listed the person with
whom the contact was made, the
method of contact (in person, tele-
phone, or mail) and the types of activi-
ties. More than one activity could be
recorded for each contact. Family asso-
ciates made most of their contacts with
a family member (87%), and contacts
were most frequently made by telephone
(52%) or in person (42%). Family as-
sociates provided information to the
caregivers (61%),  support (41%),  and
money (21%),  and located resources
(9%). All families were provided with
information , 93% were given social
and emotional support, 79% received
money from the cash fund, and 37%
were given assistance in locating re-
sources. Family associates were not asked
to give time estimates for each activity;
however, they reported that the major-
ity of their time was spent providing
emotional support.

enced by parents and whether or not
they provided services to address these
barriers. Data for the first 71 families
for whom complete data were available
are presented in Table 1.

There is consistency between the bar-
riers that family associates rated as im-
portant to families and the barriers that
they reported working on with fami-
lies. Emotional support, information
about mental health services, and trans-
portation were the top three in each
set of ratings. The finding that family
associates did not always provide ser-
vices in the areas they rated as impor-
tant to the families is not surprising,
given the degree of the families’ needs
and the limitations faced by family as-
sociates. The most notable discrepan-
cies between services provided and
barriers experienced occurred in areas
such as childcare, respite care, and need
for information, discrepancies that most
likely reflect a restricted range of avail-
able resources, particularly in rural areas.

Another perspective is provided by
the family associates’ completion of the
RIIFF. This instrument assessed both
their perception of the barriers experi-

The Family Cash Support Fund was
specifically developed to help families
with expenses that impeded their ac-
cess to services. The categories of ex-
penses, the number of families who

TABLE 1
Barriers Experienced and Services Received by Care&versa

Barrier/need

Families with Families receiving
barrierb services for barrier

(%) (%)

Family Associate Activities

Each family associate worked with 5 to
10 families, and they maintained con-
tact with them until the child had
participated in three mental health
appointments. This was judged to be a
reasonable indicator of successfully ini-
tiating mental health services. The du-
ration of family associate services ranged
from 3 weeks to 3 months and varied
according to the availability of services.
As services were terminated, new fam-
ilies were recruited from the most re-
cent referrals.

Emotional support
Information about mental health services
Transportation
Recreation
Information about emotional disorders

in children
Childcare
Clothing
Respite care
Daily living tasks
Utilities
Obtaining benefits
Contact with orher parents
Food

82 79
62 51
54 54
49 41

43 31
27 16
23 18
20 9
16 6
11 9
10 3
9 7
1 0

Note. N = 71.
‘Based on ratings (RIIFF) provided by the Family Associates. bBased  on combining the ratings of slightly
important, moderately important, and very  important.
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received support in each category, the
number of expenditures made (one fam-
ily might receive funds several times
for the same category), and the average
amount per expenditure per category
are presented in Table 2. Fifty-six of
the 71 families (79%) received finan-
cial help from the fund, averaging $132
per family. Individual families received
from $10 to $369. The majority of ex-
penditures were related to private or
public transportation, including car
repairs, tires, gas, bus tickets, and taxi
service.

Family associates realized that even
though a family might have had the
necessary means to get to appointments,
if the parent(s) were exhausted from
taking care of a child with special needs,
their ability to get to the mental health
office was reduced. One answer to this
problem was to give the parents a break
by offering the child recreational op-
portunities (e.g., martial arts, scouting,
swimming) outside of the home. This
recreation/entertainment was often sub-
stituted for the more traditional child/
respite care services that were difficult
to find in most counties. Few families
received reimbursement for formal
childcare or respite care (see Table 2).

Family associates also reported ex-
penditures related to daily living needs.
These included providing home heat-
ing during the winter months, install-
ing a telephone to maintain contacts
with the mental health agency, and
providing money for laundromat ex-
penses. Personal effects expenditures

included clothing, shoes, and haircuts
for children.

Fifteen of the 7 1 families (21%) re-
ceived no monetary support. Some fami-
lies did not need the money because
they had established adequate support
networks (e.g., family/friends for free
childcare) or because services were con-
veniently located (e.g., no transporta-
tion costs because the mental health
appointments occurred at the child’s
school). Others were uncomfortable
about taking money for what they be-
lieved they should be able to provide or
were skeptical about the counties’ will-
ingness to pay for items such as clothes
or car repairs. In addition, family asso-
ciates initially were hesitant to use the
cash fund because of concerns about
“using it up” too soon, “bribing” fam-
ilies, or creating monetary dependence.
As family associates became more com-
fortable with using the flexible fund, it
became a testimony to their creativity
in addressing various family needs.

DISCUSSION

The family associate role overlays a fam-
ily support strategy on a mental health
system organized and staffed by skilled
mental health professionals. Involved
in the implementation of this inter-
vention were two major issues: the
introduction of an innovative parapro-
fessional role into an existing service
system and the pragmatic difficulties of
supporting paraprofessionals in their
efforts with low-income families.

TABLE 2
Summary of Expenditures from Family Support Cash Fund

Expense category

Transportation-private
Transportation-public
Respite/childcare
Daily living needs
Personal effects
Recreation/entertainment

Note. N = 71.

Number of Number of Avg. dollars per
families expenditures expenditure

27 38 70.53
9 14 33.93
5 6 56.83

13 15 58.47
9 13 52.39

29 37 67.08

System issues that appeared to be
related to the implementation of the
family associate role included initial mis-
givings with the ideas underlying this
role voiced by some mental health staff,
minor delays in implementing a system
of referrals to the program, and the
grant-funded nature and the generally
low status of paraprofessionals. Each of
the family associates struggled to make
her role fit within the unique structure
of county mental health services. The
results of these efforts varied, depend-
ing on the support available within the
mental health program and on other
circumstances in each county. Even if
there were individuals within each
county who valued and promoted this
paraprofessional strategy, it did not nec-
essarily assure smooth implementation.

The pragmatic difficulties that
emerge when a paraprofessional strategy
is placed within a traditional mental
health system are illustrated by the train-
ing and supervisory needs of the family
associates. Paraprofessional training
must always provide a balance between
developing professional skills and capi-
talizing on the expertise and experience
for which the paraprofessional was hired.
This balance is underscored in mental
health services where emotional disabil-
ities are intertwined with issues of
poverty, and paraprofessionals may en-
counter infrequent but dramatic crisis
situations. In this project, family asso-
ciates frequently saw families in their
homes, away from the support offered
by professional staff in the mental health
offices. How to train family associates
to handle all possible situations while
at the same time maintaining their per-
sonal expertise as peer parents is an on-
going issue requiring further exploration.

Another concern is the type and fre-
quency of supervision needed by family
associates. Supervisors with clinical
experience may lean toward discussion
of “problem families” and encourage
“expert” interventions rather than
empowerment-oriented activities. The
experiences of this project suggest that
family associates need supervision that
helps them understand mental health
issues while preserving their unique per-
spectives.
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Implementation of the family asso-
ciate role has allowed for a more indepth
exploration of the barriers faced by poor
families in accessing mental health ser-
vices. The problem of transportation to
and from services was a dominant theme
throughout these findings: It was iden-
tified as a barrier by most families and
the family associates, and assistance with
transportation was the most frequent
expenditure from the flexible cash fund.
Problems with transportation and the
distance from mental health services,
however, appear to be two separate and
distinct barriers. This distinction takes
on added meaning when seen in the
context of rural counties with minimal
public transportation. Families in rural
areas who live 20 or more miles from
services and who are accustomed to driv-
ing that far may not identify either trans-
portation or distance as a barrier when
they have a reliable vehicle. On the
other hand, families who live much
closer to the mental health agency may
identify both transportation and dis-
tance as a problem because they have
neither a car, nor access to public trans-
portation and must transport several
children in addition to the one that
has been referred. Isolation created by
lack of transportation and its ramifica-
tion for service utilization clearly needs
more study.
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The Vanderbilt School-based Counseling
Program: An Interagency, Primary-Care

Model of Mental Health Services

T H O M A S  CATRON A N D  B A H R  W E I S S

C HILDREN FROM ECONOMICALLY

and socially disadvantaged
environments face a multitude

of obstacles and are at risk for the de-
velopment of a variety of emotional,
behavioral, and cognitive disorders.
These children frequently live in over-
crowded homes where they are exposed
to severe marital discord and receive
minimal parental supervision; in addi-
tion, their broader social environment
is frequently violent, with high levels
of crime and substance abuse (Ander-
son, 1983; Dryfoos, 1990; Rutter &
Quinton,  1977; Schorr, 1988; Wilson,
1987). Given the extent of adversity
that these children face, it is not sur-
prising that although approximately
12% of the general population under
18 in the United States is estimated to
suffer from a mental disorder, estimates
of mental disorders among disadvan-
taged children are 20% or higher
(Gould, Wunsch-Hitzig & Dohrenwend,
1981; Institute of Medicine, 1989). If
unaddressed, the challenges and prob-
lems these children experience early in
their lives often become manifested later
as delinquency, substance abuse, and
other criminal activities, as well as teen-
age pregnancy, academic failure, and
school dropout (Dryfoos, 1990; Tol-
math,  1985).

Unfortunately, the mental health
needs of these high-risk children often
go unmet; in fact, the inaccessibility of
services for the urban poor has become
widely recognized (Shuchman, 199 1).
Knitzer (1982), writing for the
Children’s Defense Fund, reported that
the mental health needs of two thirds
of all children with severe emotional

J O U R N A L  O F  E M O T I O N A L  A N D

In this report, the rationale, development, implementation, and evaluation of a school-based mental

health services program for high-risk children with serious emotional and behavioral problems is

described..  The unmet needs of the target population and how a collaborative, primary care model of

service delivery addresses the shortcomings of traditional mental health services is detailed. Finally,

policy and future research directions are discussed.

disturbance continued to be unmet,
while many others receive inappropri-
ate or excessively restrictive services.
One reason socioeconomically disadvan-
taged youth often do not receive needed
psychological resources is because of a
lack of appropriate and accessible men-
tal health services. Even when services
are available, disadvantaged families
may lack the motivation, transporta-
tion, financial resources, or necessary
knowledge to obtain mental health ser-
vices, or parental psychopathology may
interfere with the effective utilization
of such services (Kendall & Morris,
1991). In addition, these families may
be so preoccupied with meeting basic
needs that they fail to recognize the
significance of their children’s problems.
Even if they do, they may lack the trust
or confidence to discuss their concerns
with professionals (Dryfoos, 1990). As
a result, children who are at risk are
likely to grow up to become disturbed
adults, perpetuating a cycle of poverty
and emotional and behavioral disorders
(EBD) (Tolmach, 1985).

Increasing the accessibility of men-
tal health services for high-risk chil-
dren thus is critical, and several
innovative programs have emerged in
response to this need. Some have in-
volved residential (e.g., Isaacs &
Goldman, 1985) or day treatment (e.g.,
Tolmach, 1985) programs. Others have

offered preventive services (e.g., Head
Start) designed to ameliorate cultural
disadvantages (e.g., Valentine, 1979),
prevent homicide among African-
American youth (Nashville Urban
League, 1991),  or compensate for a lack
of male role models (Wissner, 1991).
However, the public schools, without
the assistance of the mental health sys-
tem, often end up with the responsibil-
ity for meeting the mental health needs
of disadvantaged children with EBD.
Required by law (P.L. 94-142, Educa-
tion for All Hanclicapped Children Act)
to address the educational needs of chil-
dren with serious emotional disturbance
(SED), school systems have used the
services of their school psychologists,
social workers, nurses, guidance coun-
selors, and teachers in an attempt to
provide the most appropriate, least re-
strictive services within the school set-
ting (Knitzer, Steinberg, & Fleish,
1990). Although interventions utiliz-
ing traditional school personnel have
shown some promise (e.g., Bien &a Bry,
1980; Kolvin et al., 1981),  it is unreal-
istic to expect public schools to pro-
vide comprehensive clinical services for
children with SED. Not only do public
schools lack the funding for the appro-
priate level of services, school person-
nel are often too busy or lack the
necessary education and training. As a
result, many students go without ser-
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vices or are placed in costly, restrictive
classrooms or out-of-home programs
(e.g., inpatient or residential settings;
Dryfoos, 1990; Tolmach, 1985).

This inability on the part of the
schools is unfortunate, because in some
regards the school setting may be an
ideal location for the provision of men-
tal health services. Such services are
highly accessible because children typi-
cally are required to attend school in
all states and generally are provided
transportation to and from school as
necessary; thus, their attendance is not
dependent on the parents’ resources or
motivation. Additionally, the school is
a familiar institution and may be less
intimidating to parents and children
than a mental health center. Further-
more, providing mental health services
within school may greatly benefit the
school’s ability to do its job of educat-
ing students because clinical staff can
address children’s emotional and behav-
ioral problems directly and are also able
to collaborate with school personnel on
issues related to classroom conduct or
other behavioral matters. Thus, access
to services may be increased by the lo-
cal mental health system providing these
services within the school setting (Tapp
& Niarhos, 1994).

SCHOOL-BASED

COUNSELING PROGRAM
The Vanderbilt School-based Counsel-
ing Program (SBC) was established in
1990 to increase access to mental health
services for children and families from
socioeconomically disadvantaged back-
grounds; in 1993, an evaluation of the
SBC program began. This program is
based on a collaborative, primary care
model. Trained and licensed mental
health clinicians (master’s level social
workers, psychiatric nurses, psycholo-
gists, or related disciplines) work in the
school and provide services to each re-
ferred student. The range of possible
interventions includes psychotherapy
(individual, group, family, and marital),
parent skill training and education,
behavioral and psychiatric consultation
to staff and faculty, community liaison,
and case management. The intensity
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and comprehensiveness of the services
varies according to individual need (e.g.,
one to five individual psychotherapy
sessions per week). Preventive services
are provided for such areas as divorce
adjustment and substance abuse. The
purpose of the program is to provide
accessible, intensive, and comprehen-
sive mental health services to the tar-
get population in order to prevent costly
out-of-home (e.g., hospitalization or
residential care) or restrictive educa-
tional placements.

moved to unserved schools. Only three
families voluntarily withdrew: one be-
cause the project was involved in re-
porting suspected child abuse, the others
because the mothers believed the ser-
vices were not effective. At the end of
the first treatment year, 13% of the chil-
dren had been judged as functioning
well enough to warrant termination.
This rate was anticipated, and the
project was structured to provide up to
2 years of services.

The successful implementation of an
SBC program depends heavily on the
cooperation of the host school. This
project relied on existing relationships
with school personnel (director of pu-
pil personnel services) to identify and
recruit appropriate schools and to fa-
cilitate implementation. Clinicians and
project managers initially met with each
school’s staff (principals and faculty) to
present the program and describe the
services, policies, and necessary proce-
dures. It was important to make clear
the expectations and limitations of the
program and the clinicians’ role in the
school. Establishing a trusting relation-
ship with the school staff and demon-
strating interest in fulfilling a common
mission (e.g., to educate children in the
least restrictive environment) was a
priority.

Screening Procedure

To select children to receive services, a
grade-wide assessment for Grades 2
through 5 was conducted in the spring
of 1993 at each of the participating
schools. As well as identifying a pool of
eligible participants, this assessment
provided baseline measurements for all
children who would be tested over the
course of the study. Follow-up assess-
ments targeted the same cohort of chil-
dren (e.g., students in Grades 3 through
6 were tested in the fall of 1993). Spe-
cial education students, including those
identified as SED, were excluded from
these assessments.

Target Population
The target population for the SBC pro-
gram was children who come from im-
poverished backgrounds, who live in
urban, high-crime neighborhoods, and
who need but do not receive mental
health services. For the evaluation of
the SBC program, the researchers, with
the assistance of school officials, selected
nine elementary schools (kindergarten
through sixth grade) in the Metro Nash-
ville Public School system, based on
the criterion of 70% or more of the
school population participating in a fed-
eral free-lunch program (a readily avail-
able indicator of the number of poor
urban children attending a particular
school).

Over the course of the first year of
the evaluation, approximately 20% of
the families left the project because they

In these screenings, information was
obtained for six problem domains (de-
linquency, aggression, anxiety, somati-
zation, hyperactivity, and depression)
from three sources (teachers, peers, and
self-reports). All these sources were
needed in order to identify the full spec-
trum of psychopathology children ex-
perience. Although teacher reports are
among the best indicators of external-
izing problems in children, self-reports
may be more effective for assessing in-
ternalizing symptoms such as anxiety
and depression (Kazdin, 1987). Peer
ratings of emotional and behavioral
problems provided an important comple-
ment to teacher reports and self-reports
because peers are often more aware of
other students’ behavior than are teach-
ers and because they can be more hon-
est than students themselves about
socially undesirable behaviors (e.g.,
aggression, crying). The use of multiple
informants also helped to ensure that
children were not identified for transi-
tory problems.
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Teachers were given the Teacher
Behavior Questionnaire (TBQ; Weiss,
Catron, & Harris, 1993a),  a 28-item
screening inventory designed to assess
teachers’ perceptions of children’s be-
havioral and emotional problems. This
inventory was developed for use with
the SBC clinics by: (a) compiling the
reasons the teachers at the SBC pilot
sites had listed as the cause of their
referral(s) to the pilot clinics; (b) cat-
egorizing these items in regard to the
six problem domains (e.g., anxiety, de-
linquency); and (c) within each cat-
egoty, selecting the items with the
highest frequency for inclusion in the
TBQ. Teachers also were asked to gen-
erate a list of students they would refer
for counseling services; this informa-
tion was compared to the students iden-
tified for services by the grade-wide
assessments to evaluate the consistency
and validity of the different referral pro-
cedures.

Students completed three self-report
questionnaires. The State-Trait Anxi-
ety Inventory for Children (STAIC;
Spielberger, 1973) was used to obtain
self-reports of anxiety. However, only
those items assessing either the specific
cognitive or physiological components
of anxiety were included in the
children’s STAIC scores. Next, the
children were administered the Child
Externalizing Behavior Questionnaire
(Weiss, Catron, & Harris, 199313).  This
questionnaire obtains self-reports of
aggressive and delinquent behavior. It
contains 11 items adapted from the TBQ
and produces an Aggressive Behavior
and a Delinquent Behavior scale. Be-
cause self-reports of hyperactivity and
attentional problems are of question-
able validity with children (e.g., Loeber,
Green, Lahey, & Stouthamer-Loeber,
1990))  this domain was not assessed via
self-report. The Vanderbilt Depression
Inventory (VDI; Weiss &a Garber, 1993)
was used to obtain self-reports of depres-
sion. This inventory was designed for
making developmental comparisons
involving specific depressive and
depression-related symptoms. The VDI
contains 26 items rated on a Likert scale
(1 = not at all true to 5 = very true).
Most symptoms are assessed with one

item; however, key symptoms such as
sadness have two items. The VDI has
two scales: a core DSM scale contain-
ing items from the DSM-III-R, and an
associated features scale containing
items such as somatic complaints and
anxiety. Initial testing has indicated that
the instrument meets acceptable psy-
chometric standards.

Thus, reports for six domains of psy-
chopathology were obtained from three
different informants, with the one ex-
ception of self-reports of hyperactivity
and attentional problems. The 17 vari-
ables were standardized and first
weighted by informant and then by
domain. Informant weights were derived
from the relative discriminative validi-
ties of the different informants by
domain (Kazdin, 1987; Kazdin, Esveldt-
Dawson, Unis, & Rancurello, 1983;
Panak, 1990; Sacco & Graves, 1985;
Weissman  et al., 1987). For example,
because teachers are less reliable infor-
mants of children’s internalizing symp-
toms than are peers or self-reports,
teacher scores on depression and anxi-
ety received relatively low weights.

Problem domains were weighted by
their relative clinical seriousness. Spe-
cifically, domains were weighted by their
“referability index” (RI; Weisz &Weiss,
1991),  which represents the frequency
with which parents report a particular
child problem as the reason for referral
at mental health clinics relative to the
frequency with which the problem is
reported in the general population.
Thus, problems that are seen as more
serious by parents and that are more
likely to elicit clinical referral, relative
to frequency with which they occur in
the general population, have larger RI.
Using this approach, the relative serious-
ness of the domains, in descending order,
was delinquency, depression, aggression,
somatization, hyperactivity, and anxi-
ety.

Participants received six scores rep-
resenting the six psychopathology do-
mains, which were computed by first
obtaining the weighted sum of the in-
formants for each domain and then
multiplying this sum by the RI for that
particular domain. Finally, scores for the
top two domains for each student were

summed to produce an overall psycho-
pathology score. Rather than using
either the single top domain or three or
more domains, the two top domains
were summed, in order that our selec-
tion would be a balance of the breadth
and severity of psychopathology. Stu-
dents were then rank ordered accord-
ing to this overall psychopathology score
and recruited from this list for study
participation. This weighting scheme,
rather than the use of established clini-
cal cutoffs, was employed because clin-
ical cutoffs for most of the measures in
the proposed study have been estab-
lished among populations not at risk
and they thus might have been in-
appropriate for use with our samples.

P R O G R A M  C O M P O N E N T S

The various components of the SBC
program were devised to meet the short-
comings of traditional service delivery
models in providing mental health ser-
vices to the target population. Specifi-
cally, a primary care model that delivers
a range of on-site services was used to
avoid the typical fragmentation of ser-
vices and improve accessibility and
utilization. Most participating parents
readily approved of these services; how-
ever, family, marital, and other parent-
directed services typically were less
successful in obtaining participation.

The unique features of the SBC pro-
gram are its location in the school and
the coordinated manner in which ser-
vices are provided. The program’s loca-
tion permits ready identification of
children at risk or in need of services,
and it greatly iniproves  children’s access
to such services, which are conveniently
provided in their neighborhood school
without the problems associated with
attending traditional walk-in clinics.
Clinicians thus have easy access (via
teachers, principals, other school staff,
or classroom observation) to informa-
tion regarding the child’s behavioral and
emotional functioning. In addition, cli-
nicians are readily available to provide
teachers with consultation related to
psychological matters such as classroom
and behavior management.
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The SBC program and community
mental health centers (CMHC) are
similar in that a range of services are
available to children and their families.
However, in the CMHC, services typi-
cally are specialized and fragmented.
Different types of services are usually
provided by different professionals (e.g.,
psychotherapists and case managers),
and the therapist treating a child must
coordinate the various services to pro-
vide a full multilevel intervention. Such
fragmentation results in multiple visits
to the clinic and, in some cases, to sepa-
rate locations for different services. In
addition, when intensive services are
needed (e.g., increased classroom struc-
ture and multiple weekly services), a
child is typically removed from the
neighborhood school and placed in a
separate facility. These more restrictive,
costly, and disruptive placements might
be avoided if similar services were avail-
able within the school.

The decision regarding what services
are provided to a child is made by the
individual clinician in conjunction with
his or her clinical supervisor. For the
most part (i.e., more than 90% of the
time), psychotherapy sessions are indi-
vidual rather than family or group. In-
dividual services typically occur one to
three times per week for 30 to 60 min-
utes per session. Although all six clini-
cians in the evaluation program have
attempted to involve the families in
treatment, their efforts have proven
moderately successful at best. On aver-
age, parents are involved in less than
one meeting per month at the school,
although one to two telephone con-
tacts per month typically are made.
Home visits are not always practical
due to safety problems and the need to
travel in pairs. Approximately 35% of
the children are seen by the consulting
psychiatrist, usually to be evaluated for
medication or to determine whether psy
chosis is present. For 12% of the chil-
dren, the therapist has been involved
with the legal system (e.g., serving as
advocate for a child who was sexually
abused). The therapists spend approxi-
mately 15% of their time in the class-
room, either consulting with the teacher
or directly observing their children’s be-
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havior. Overall, the therapists spend just
over half of their time (55%) deliver-
ing direct services to the children.

A clinical/program coordinator (5
FTE) is responsible for overseeing the
service and clinical administrative ac-
tivities of the clinicians. This typically
involves providing direct clinical su-
pervision, consulting on emergencies,
addressing clinical programmatic issues,
monitoring clinician activity, and serv-
ing as liaison between the school ad-
ministration and the clinicians. Of
particular importance is the role the
coordinator plays in assuring that the
program model is implemented. Clini-
cians are provided training/inservice
regarding the program model, associ-
ated activities (e.g., teacher/classroom
consultation), and information pertain-
ing to organizations/agencies they are
likely to encounter through liaison
activities (e.g., Metro School system,
Department of Human Services, juve-
nile court, etc.). As well as receiving
weekly individual clinical supervision,
therapists meet weekly as a group (led
by the coordinator) to discuss program
implementation, common issues, diffi-
cult cases, etc. These group meetings
have proven very useful in helping the
therapists avoid the sense of professional
isolation that being the only mental
health professional in their setting (i.e.,
the school) may engender. In order to
function successfully in this form of
program, clinicians must be able to func-
tion independently and enjoy it.

Psychotherapy

The specific needs of each child and
his or her family can be addressed by a
variety of psychotherapy interventions,
including individual, group, family, and
marital. During this study, a specific
theoretical psychotherapy model was not
being tested; thus, clinicians used the
theoretical orientations with which they
were most familiar. (All clinicians, how-
ever, were expected to provide each of
the four psychotherapy levels.) Conse-
quently, several theoretical orientations
were represented, including behavioral,
cognitive-behavioral, humanistic-client
centered, and psychodynamic-insight-
oriented models. However, three of the

six clinicians used humanistic-client-
centered methods as their primary
clinical approach, two used psycho-
dynamic-insight-oriented approaches
primarily, and one used primarily the
cognitive-behavioral.

The frequency and intensity of psy-
chotherapy was also modulated to ad-
dress the mental health needs of the
child. Specifically, this meant that some
children might receive a combination
of psychotherapies (e.g., individual,
group, and family) or individual treat-
ment several times per week. Such flex-
ibility allowed the clinician to provide
an intensive level of intervention while
maintaining the child in a regular class-
room. Children were allowed to leave
the classroom to attend services in the
clinicians’ on-site office.

Parent Services

Parent-directed services were provided
at the school, due to the safety risks
involved in the therapist’s traveling un-
accompanied in many of the neighbor-
hoods. This lack of home-based services
appeared to hinder parent participation
in many of the parent-directed services
(although some parents declined to par-
ticipate in any parent-directed services).
Parents were given opportunities to
learn new skills in behavior manage-
ment, assertiveness, or other relevant
parenting skills. This training could be
taught in individual or group format.
Parents also received individual coun-
seling or referrals to other appropri-
ate providers (e.g., substance abuse
counselors) to address mental health
problems. Parent support groups were
possible in some settings and allowed
parents to share ideas and support each
other in coping with the many prob-
lems associated with living in their
neighborhoods.

Behavior management training was
the most frequently used parent-directed
service. Parents were taught basic be-
havioral concepts (e.g., reinforcers, con-
sequences, and consistency) and how
to apply these concepts in managing
problem behaviors. This service focused
on helping parents develop more ap-
propriate behavioral controls and mini-
mizing punishment.
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Consultation

The two types of consultation that oc-
curred were educational and psychiat-
ric. The clinician provided the teacher
with consultation services specifically
aimed at behavior management tech-
niques and improvement of classroom
structure. Teachers could request con-
sultation for any student; however, the
typical consultation centered on stu-
dents with problematic behaviors.
Teachers were taught basic behavioral
concepts and were shown how to estab-
lish behavior management plans and
how to structure the classroom to ben-
efit all students (e.g., establishing clear
rules, consequences, and rewards).

Medical students in a child psychia-
try residency program offered consulta-
tion to both clinicians and teachers.
These psychiatrists provided diagnostic
and conceptual guidance to the clini-
cians through case staffings and direct
medication management services to
students. Psychiatrists consulted with
teachers concerning diagnostic issues
and typically provided direct observa-
tion of the students in question. Teach-
ers would then be advised as to the
nature of the mental health problem (if
any), and recommendations for a course
of action would be presented. Psychia-
trists visited each school every 2 weeks
for approximately 2 to 3 hours.

Case Management

Clinicians provided case management
to students under direct care. This ser-
vice usually involved determining and
coordinating appropriate resources for
the child and family, and the typical
activity involved helping the family
obtain social and medical services. Most
of the community liaison activities oc-
curred through case management. In
this regard, the clinician might com-
municate regularly with juvenile court
officers, Department of Human Services
caseworkers, or a community physician.
The liaison activity helped each agency
have a better understanding of the
child’s functioning and enabled the cli-
nician to assure that all services and
resources were provided.

Prevention

Direct prevention activities centered on
psychoeducational presentations to
classrooms or other assemblies and cov-
ered such topics as alcohol, drug, and/
or sexual abuse; violence; and coping
with stress. These presentations occurred
three to four times per year. The pre-
vention of problematic behavior was
enhanced indirectly by teaching teach-
ers new behavior management skills
from which the children benefitted.

PROGRAMEVALUATION

An evaluation of this service delivery
model was undertaken in 1993, with
the primary goal of evaluating the effi-
cacy of the collaborative treatment
program relative to traditional com-
munity-based services with regard to:
(a) early identification; (b) the accessibil-
ity and utilisation of services; (c) the
prevention of more costly and restric-
tive placements; and (d) the students’
emotional, behavioral,  and academic func-
tioning. In addition, this evaluation
assessed the school-wide “diffusion”
effects. As noted previously, although
the SBC treatment is aimed at the in-
dividual child, certain components (e.g.,
teacher consultation) may have a
broader, more generalized diffusion effect
(Meyers, 1985). The effectiveness of the
different service delivery models-
whether observed outcome varied as a
function of the informant (e.g., parent
or teacher), the impact of parental psy-
chopathology on child outcome, or the
effect of child outcome on parental psy-
chopathology (because child psychopa-
thology may function as a parental
stressor; e.g., Breen & Barkley, 1988;
Mash &Johnston, 1983)-also  will be
evaluated.

The nine participating schools were
randomly assigned to a treatment (six
schools) or comparison (three schools)
condition. Families of students identi-
fied in the grade-wide assessments were
contacted by the schools and invited to
participate in the project, and parental
permission to be contacted by project
researchers was obtained. Project re-
searchers contacted the parents, ex-

plained  the project in more detail, ob-
tained consent from families interested
in participating, and administered ad-
ditional family assessment procedures.
Children from the treatment schools
were randomly assigned to either the
SBC program or to individual academic
tutoring (AT), which served as an
attention-placebo control group, and
a matched group of children who were
referred to local community mental
health centers (CMHC) was selected
from the comparison schools. Random-
ization across all three conditions was
not possible because it was necessary to
ensure that the SBC program in each
of the SBC schools was large enough to
provide a reasonably sized caseload for
the therapists. This would not have been
possible if subject:s  were randomly as-
signed across the three groups rather
than two, because of anticipated attri-
tion rates in the CMHC condition. Data
from the grade-wide assessments were
used to obtain self-report data for moni-
toring the children’s adjustment and
functioning. In addition, parents com-
pleted the Child Behavior Checklist
(Achenbach, 1991) and teachers com-
pleted the TRF.

Preliminary Results

Demographic information from the
grade-wide assessment revealed that the
average age of the initial second-grade
through fifth-grade sample was 9.55
years. The ethnic distribution was 40.6%
White, 48.4% African American, 0.9%
Hispanic, 3.7% Asian, and 2.0% Native
American. Boys comprised 49.9% of the
sample. Thirty-one percent of the chil-
dren selected for treatment had delin-
quency as their primary or secondary
problem area; percentages for the other
domains were 36% depression, 30%
aggression, 36% somatization, 28%
hyperactivity, and 38% anxiety. Chil-
dren who were identified to receive ser-
vices had a mean TRF t score of 70 for
the problem area for which they were
selected to receive services. These lev-
els of serious psychopathology are con-
sistent with estimates of mental health
problems in at-risk populations (e.g.,
Institute of Medicine, 1989). It is im-
portant to note, however, that the group
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of children that we identified did not
include children who already were re-
ceiving full-time SED services.

Further examination of initial assess-
ment results indicated that, when con-
trolling for level of psychopathology,
the identification of students as seri-
ously emotionally or behaviorally dis-
ordered was not affected by race, age,
or gender. This is an important finding,
because minorities tend to be overrep-
resented in SED classrooms (Chinn &
Hughes, 1987), which suggests that tra-
ditional referral methods may be biased.
Thus, the grade-wide assessment
methodology and its multi-informant,
weighted format appeared to be an ef-
fective, nonbiased method for the iden-
tification of children with a broad
spectrum of emotional and behavioral
disorders.

A comparison of children and fam-
ilies referred to the two treatment con-
ditions revealed that in the first 6
months, 98% of children referred to the
SBC program entered services, whereas
17% of children referred to traditional
clinic-based services entered treatment.
This indicates that school-based pro-
grams can significantly increase the
accessibility and utilization of mental
health services to the target popula-
tion. Finally, it appears that parental
perception of the severity of difficulties
at home is one important factor affect-
ing utilization of traditional clinic-based
services. Parents of children accepting
referrals to the community-based ser-
vices reported significantly more prob-
lems at home than did parents of
children not accepting community re-
ferrals; interestingly, teacher reports of
children whose families accepted or did
not accept community referrals did not
differ.

S U M M A RY

School-based mental health services of-
fer several advantages over traditional
clinic-based ones. First, locating clinics
in the schools increases the accessibil-
ity and utilization of services. Second,
school-based services facilitate a primary
care model that more efficiently ad-
dresses the needs of children with seri-
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ous emotional and behavioral problems
from socioeconomically disadvantaged
backgrounds because services are less
likely to become fragmented and the
capability of delivering a multilevel
intervention is enhanced. The presence
of mental health resources in schools
also increases the likelihood that a stu-
dent may be served in the least restric-
tive setting because the intensity and
comprehensiveness of the services can
be adjusted according to need.

Our assessments indicated that
schools serving predominantly children
who are at risk have what can only be
considered an inordinately high need
for mental health services. Indeed, if
one includes the children already iden-
tified by the school system as SED and
children in the borderline range, over
35% of the children in the schools that
were assessed had significant emotional
and behavioral problems. Statistics in-
dicate that many of these students will
not receive mental health services un-
til they are placed in a restrictive edu-
cational or treatment setting (Knitzer,
1982; Shuchman, 199 1). School-based
mental health services can facilitate the
early identification and treatment of
children who are at risk and avoid costly
out-of-home or educational placements.

Determining the effectiveness of such
school-based services in addressing the
needs of the target population might
have an impact on public policy. Pub-
lic funds often are not allocated in a
way that permits funding of necessary
services or nontraditional service de-
livery systems (e.g., Medicaid often only
covers psychotherapy services in a
licensed facility). Different types of fund-
ing that allow for innovative, nontra-
ditional services need to be considered,
such as block grants to serve target popu-
lations and flexible funding accounts.
Such methods free the provider from
the constraining definitions of “allow-
able services.” However, these methods
require legislative support for implemen-
tation (with appropriate oversight).
Scientific evidence that alternative ser-
vice delivery models improve services
and outcome can be influential in es-
tablishing such policies. As health care
reform promises major changes in how

services are financed, more consider-
ation should be given to evaluating
traditional and alternative treatment
strategies.

Research into mental health services
will provide important information for
those who decide how to allocate lim-
ited resources. Many model programs
are implemented on a large scale due to
philosophical appeal rather than scien-
tific support. If school-based mental
health services prove to be an effective
service delivery model for a given tar-
get population, there will still be ques-
tions about which modes of treatment
are most effective.
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The Challenges of Child Mental
Health Services Research

T HE MANDATES FOR RESEARCH

on the effectiveness of service
systems and service delivery

components have only been articulated
clearly in the past 10 years. Prominent
reports that delineate a research agenda
for children and adolescents include the
1986 Office of Technology Assessment
(OTA) report on children’s mental
health (U.S. Congress, 1986), followed
in 1989 by the Institute of Medicine
(National Academy of Sciences, 1989)
and the National Institute of Mental
Health (NIMH) Advisory Mental
Health Council (U.S. Department of
Health and Human Services, 1990) re-
ports. A subsequent OTA report on
adolescent health (U.S. Congress, 1991)
spelled out seven research priorities rel-
evant to mental health services for ado-
lescents (also applicable to children):

1. Develop estimates of adolescents’
need for mental health services
based on epidemiological surveys;

2. Evaluate the effectiveness of vari-
ous mental health treatment mo-
dalities for adolescents;

3. Assess the potential for substitu-
tion of community-based mental
health treatment services for
restrictive institutional services;

4. Develop criteria for quality men-
tal health treatment of adoles-
cents;

5.  Determine effective mental
health services system design and
development;

6. Evaluate alternative methods for
financing mental health services
for adolescents;
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This article presents challenges facing child mental health services research in its context as a

recently developed field of research and the contributions made by six articles in this issue. These

articles illustrate the two major categories of services research: systems level research and clinical

services level research. The authors of these articles have documented initial results of innovative

interventions at both levels and have raised several methodological issues, particularly for randomized

clinical trials in naturalistic settings. Recommendations for considering issues of design and measurement

in future research are discussed.

7. Strengthen recruitment and train-
ing of researchers in adolescent
mental health. (Vol. 2, pp. 486-
487).

From a health services research per-
spective, the six articles in this issue
are responsive to at least three of these
priority areas (Nos. 2, 3, and 5) and
can be grouped roughly into two cat-
egories: service systems research and
clinical services research. The first cat-
egory is represented by the Catron and
Weiss article on locating mental health
services within schools and the Koroloff
et al. article that presents a staffing in-
tervention to increase access to mental
health services. These correspond to
Priority No. 5 in the list, which is re-
lated to improved service system de-
sign. The second category, clinical
services research, is evident in the fo-
cus on the effectiveness of specific ser-
vice interventions exemplified by the
four articles on innovative treatment
approaches: intensive case management
(Cauce et al., Evans et al.), multi-
systemic family preservation therapy
(Scherer  et al,), and wraparound foster
care (Clarke et al.). To some extent,
these four articles also address the po-
tential for substituting home and

community-based care for treatment in
institutions.

The investigators deserve recogni-
tion for ground-breaking work from both
clinical and research perspectives. They
assumed a leadership role in develop-
ing the interventions while also de-
signing and conducting the research.
Moreover, they did not have the luxury
of first testing the interventions under
highly controlled laboratory type con-
ditions-the model for biological and
drug studies. Instead, everything oc-
curred in the field in usual care, or what
is sometimes called “naturalistic” set-
tings, with the types of clients for whom
the interventions were intended. Be-
cause there probably is no other option
for research on services interventions,
what were not available were the usual
protections found in other types of re-
search, where the initial stages occur in
a laboratory, such as a teaching hospi-
tal, and move progressively into set-
tings with fewer exclusion criteria and
“frontline” clinicians. In fact, there is
not a protected setting in which to test
an intervention such as case manage-
ment, which, by definition, calls for “real
world” coordination of services by mul-
tiple human services agencies. These
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investigators initiated their research in
the field guided by clinical experience
and mostly descriptive (uncontrolled)
reports (except for Scherer  et al.). Un-
der these circumstances, courage is evi-
dent in use of the most rigorous research
design, namely, the randomized clini-
cal trial. These studies also did not oc-
cur in typical clinical settings such as
mental health centers. Instead, the in-
vestigators reached out to other human
services sectors where youths who may
be most in need of services are found,
namely, in the schools, courts, social
services agencies, and the community
at large, including the streets. Further,
the interventions were carefully thought
out and are well described. Finally, these
authors are to be commended for their
willingness to publish very early find-
ings and to describe the problems
encountered in establishing the inter-
ventions or in obtaining cooperation
to conduct the research. They deserve
credit for their openness and willing-
ness to risk criticism when delaying
publication might have produced more
definitive findings. In a new field, alert-
ing other investigators to the initial find-
ings and the methodological issues
enables them to learn from and poten-
tially adjust the course of their work
and to assist funding agencies in set-
ting more realistic expectations and
priorities.

SERVICE SYSTEMS

The two service systems interventions
focused on increasing access to mental
health services, one by shifting the lo-
cus of services and the other by an out-
reach staffing intervention. The Catron
and Weiss article follows the tradition
of school-linked health centers (see U.S.
Congress, 1991, Chapter 15) which typi-
cally were not staffed to provide men-
tal health services. However, at these
centers, a mental health problem was
the Number 2 reason for seeking care.
Catron and Weiss found an astounding
contrast in the rate of successful refer-
rals, that is, when services were pro-
vided in the school (99%) versus when
referrals were made to mental health
centers (17%). As this research is pur-

sued, it will be important to learn more
about the clinical characteristics of the
school- and clinic-treated groups (do
they differ in level of impairments), the
type and amount of care received, and
the rate of treatment completion. If
increased access to services is also asso-
ciated with comparable quality of care
and outcomes, it will become impor-
tant to learn more about how to staff
and fund school-based clinics. Clearly,
the costs will not be absorbed by the
school system, raising a question about
resources for such services. To what ex-
tent are mental health centers able or
willing to relocate child staff to schools?
What kinds of requirements will Med-
icaid and other insurers impose for ree
imbursement in school settings? A more
difficult question to answer at this time
is how school-based clinics would fit
into health care reform. This series of
issues illustrate those that might follow
the important initial finding of increased
access.

The family associate intervention
(Koroloff et al.) appears to be an inex-
pensive way, through early periodic
screening, diagnosis, and treatment
(EPSDT), to assist children already iden-
tified as in need of care to actually ob-
tain care. The use of parents rather than
professionals to facilitate entry into an
often intimidating service system may
have helped to further reduce barriers
of care that were not formally acknowl-
edged in the survey (e.g., lack of under-
standing about how to negotiate the
system of care). In the next stages of
their research, they will assess the ex-
tent to which families actually connect
with treatment and successfully com-
plete it. If other types of data were avail-
able (e.g., retention of family associates,
costs), it would help to make this inter-
vention transportable to other locations.
Questions relative to the feasibility of
recruiting and retaining family associ-
ates and the costs of this intervention
need to be addressed. Caseloads are small
(5 to 10 families) and the duration of
the intervention is relatively brief (3
weeks to 3 months). The average cost
per family (plus the flexible dollars)
could easily be calculated and would be
useful to other programs considering

such an outreach approach. In the fu-
ture, the use of parents to assist families
who are difficult to engage in treat-
ment could be compared to other types
of workers likely to provide outreach,
typically professionally trained case
managers, and the relative effectiveness
and cost could be assessed.

These two articles directly address
important service system issues and ex-
emplify ways in which systems research
can be logically extended. The chal-
lenge will be to differentiate between
what can be learned from small and
incremental studies as seen in the
Catron and Weiss and Koroloff et al.
work and where much larger studies are
required to concurrently examine a
range of service system issues. The types
of research extensions suggested above
reflect service systems research ques-
tions at a more macro level addressable
in services demonstrations such as the
Robert Wood Johnson Program for
Children (England & Cole, 1992))  those
supported by the Center for Mental
Health Services, and naturalistic stud-
ies of larger systems of care, as will occur
under the recently announced NIMH
child initiative called UNO-CAP (Co-
operative Agreement for a Multi-Site
Study of Mental Health Service Use,
Need, Outcomes, and Cost in Child
and Adolescent Populations, 1994). For
instance, an issue such as services inte-
gration (locating services in a single
child agency, as in the Catron and Weiss
study) can be extended in larger studies
to encompass multiple service systems
and various approaches to coordination
of services (e.g., pooled funding, multi-
agency teams, interagency agreements
for training). Questions about the rela-
tive effectiveness of integration of ser-
vices versus other mechanisms for
coordination of services can then be
examined at multiple levels-that is,
level of care, ownership (private versus
public), and sector (mental health, edu-
cation, health, social services, juvenile
justice). Financing mechanisms (capi-
tation versus fee-for-service) clearly in-
fluence how systems operate (as does
variation in legislation) and represent
important research foci. Service systems
also have to be designed in response to
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the needs of the population to be served
and to geographical constraints such as
urban or rural location, The preceding
issues merely exemplify the potential
range of service systems research topics
needing attention.

In future studies of service systems, a
critical challenge will be obtaining con-
sensus on effectiveness measures. It is
not enough to specify basic concepts:
services should be accessible to those
in need, appropriate and quality care
should be provided, care should be co-
ordinated, and positive outcomes should
occur for children and families. These
premises apply to populations and to
service systems, not just to individual-
level data. To a great extent, an ability
to conceptualize and measure service
system outcomes has lagged behind such
measurement at the client level. For
many years, a conceptual framework for
assessing quality of care (Donabedian,
1980) has existed at three levels:
(a) structure (e.g., organization, link-
ages to other systems, staffing, financ-
ing); (b) process (e.g., timeliness of care,
appropriateness of treatment and treat-
ment combinations, and continuity of
providers); and (c) outcomes (both sys-
tem and client level). This model could
be adapted for research on child service
systems. The provision of services is
examined at multiple levels, thus avoid-
ing the “black box” of examining cli-
ents at baseline and at some later point
without information about what has
occurred in the interim. A literature
exists upon which to build such a model,
starting with Stroul and Friedman
(1986). Operationalizing the concepts
to measure the functioning and effec-
tiveness of child systems, however, has
not yet received a similar level of at-
tention by investigators and is needed
to effectively pursue research on a sys-
tems level.

S E R V I C E  C O M P O N E N T S

Four groups of investigators conducted
randomized clinical trials to test the
effectiveness of innovative clinical inter-
ventions. The paucity of research on
traditional clinical interventions has
been pointed out (Burns & Friedman,
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1990),  and the need for well-designed
clinical trials in naturalistic settings has
been underscored. However, these stud-
ies are very difficult to design and
conduct successfully. Even for an inter-
vention (multisystemic family preser-
vation) that had been tested previously,
effect sizes were small (Scherer  et al.)
As implied by these authors, this may
be a function of the severity of the prob-
lems in the chronic or violent adoles-
cent offenders treated, or it may be
associated with brief follow-up or other
factors. Nonetheless, the small effect
size is a warning to investigators testing
newly developed interventions. For ex-
ample, the homeless youths in Seattle
receiving case management demon-
strated lower levels of aggression and
greater satisfaction with quality of life
than control youths but did not differ
on other measures at the 3-month
follow-up (Cauce  et al.). In contrast,
the wraparound (or individualized sys-
tem) foster care showed fairly consis-
tently positive results at the 18-month
follow-up, but data were not available
for 23 (17%) of 132 research subjects
(Clark et al.). Were the missing sub-
jects those who had not been enrolled
for the full 18-month period or were
there missing data due to attrition, and
did the loss of data for these subjects
introduce bias into the findings? The
fourth randomized trial (Evans et al.)
will compare family-centered intensive
case management with treatment fos-
ter care. Implementation has been de-
layed in part because randomization
proved difficult for multiple reasons, in-
cluding family preferences (i.e., fam-
ilies open to an in-home intensive
intervention may be very different from
families who are ready to place a child)
and state budget cutbacks that affected
availability of the intervention.

The randomized clinical trials
(RCTs) described in this issue, although
demonstrating positive results for the
most part, also demonstrated the range
of problems typical of RCTs in natural-
istic settings with real clients (Cordray
& Pion, in press). Although the major
advantage of an RCT is avoidance of
selection bias, real-world situations can
introduce biases of other sorts that

threaten the value of the randomized
design. The kinds of interferences di-
rectly or indirectly specified in the pre-
ceding articles and in similar studies in
progress include the following:

1.

2.

3.

4.

5.

6.

7

Small sample size threatens statisti-
cal power to find an effect. A rule
posed by Sechrest  and colleagues
(1979) is that about half of the esti-
mated sample for an RCT will be
found despite large estimates of avail-
ability.
Brief intervention and follow-up
limit the amount of time potentially
necessary for an effect to be dem-
onstrated. Alternatively, very lengthy
interventions challenge the inves-
tigators and the service system to
sustain the intervention, to prevent
unplanned crossover between ex-
perimental and control conditions,
and to avoid other effects of history
(e.g., policy changes).
Failure to systematically document
that the planned intervention actu-
ally occurred, despite clear program
descriptions that spell out such plans,
creates a risk of testing an interven-
tion that did not occur or did not
occur as intended.
High rates of study refusals and/or
attrition and limited reporting of the
characteristics of these groups can
affect the potential for general-
izability.
Problems in obtaining both consumer
and provider cooperation with ran-
domization, related to preferences for
either the experimental or the con-
trol condition, will potentially in-
troduce bias.
An inability to ensure blindness of
condition assignment (experimental
versus control) for research inter-
viewers may have implications for
training rather than for research de-
sign; an inability to keep providers
blind, although not feasible at the
client level, creates a risk of conta-
gion when experimental and con-
trol conditions occur in the same
settings and represents a design con-
sideration.
Limited indications of positive out-
comes, possibly due to measures that
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are not sensitive to change, make
the interpretation of negative find-
ings problematic, and raise a ques-
tion about whether negative findings
are due to a true failure to find an
experimental effect or to measure-
ment error.

The preceding set of risks to RCTs,
although not new, potentially spell
disaster for application of this research
design to services research. A reassur-
ing observation is that those risks
probably apply to all RCTs, except for
early stages of drug trials that can be
highly controlled. Some of the above
risks apply to other medical RCTs (i.e.,
blindness to study condition is not an
option in trials of surgical interventions,
or life-style or cognitive changes).
Quasi-experimental designs that offer
alternatives to the RCT are not as sus-
ceptible to some of the preceding risks,
but in many ways, they can be more
difficult to design and analyze (Bickman,
1990). Before shifting to a less rigorous
study design, a number of steps can be
taken to compromise selected design
requirements to minimize such risks.

A major compromise is to accept that
ensuring blindness of the study condi-
tion is not feasible for RCTs in natu-
ralistic settings. Although a cardinal
principle in drug studies, in other re-
spectable areas of medical research
where blindness of study condition is
not possible, this has been eliminated
without any apology. Although provid-
ers will be aware of clients’ study con-
dition assignment, there are ways to
reduce potential bias in research inter-
viewing: A major one is to provide train-
ing that explicitly communicates that a
fair test of the intervention is being
conducted. This requires that the in-
vestigators be truly unbiased. Another
compromise is to accept the reality that
researchers cannot protect trials from
the effect of history (i.e., policy or fis-
cal changes cannot be prevented).
Either the bias introduced has to be
handled statistically, or, if this is not
possible, the experiment may have to
be terminated midstudy.

Other problems can be dealt with
more directly. Small sample sizes can

be increased through multisite collabo-
rative studies. This is a clear solution,
but one that will occur only for inter-
ventions that have truly shown prom-
ise in prior uncontrolled studies-largely
because of the expense of multisite
trials. Gaining clinician and consumer
cooperation when there is a clear pref-
erence for one intervention can be ad-
dressed through randomization on the
basis of preference (Bradley, 1993).
Although this offers the benefit of re-
ducing refusals and attrition, these new
designs may introduce some problems
of generalizability (i.e., results apply only
to individuals with a given preference,
not to all individuals potentially need-
ing the intervention). The problem of
a lack of information about the charac-
teristics of refusals and attrition can
be corrected easily by providing such
information-standard practice for in-
vestigators experienced in conducting
RCTs and one that applies equally to
child services research. Failure to pro-
vide information about implementation
of the intervention (sometimes referred
to as “fidelity to the model”) can be
handled by collecting data to monitor
the intervention; this requires planning
when the study is being designed. Al-
though the RCT articles in this issue
clearly described the interventions, data
documenting the faithfulness with
which they occurred were generally lack-
ing. Failure to actually provide the
planned intervention can result in nega-
tive findings and thus eliminate a po-
tentially useful intervention for the
wrong reason. The fidelity issue applies
to both control and experimental con-
ditions because “drift” in the implemen-
tation of the intervention can occur for
either condition. Documenting provi-
sion of the intervention requires objec-
tive data on the amount and quality of
services received, through a manage-
ment information system, direct obser-
vation of the treatment, or self-report
(Burns, Angold, & Costello, 1992).
Weisz, Donenberg, Han, and Kauneckis
(in press) advocated use of manuals to
structure treatment and careful moni-
toring in clinic-based studies. Finally,
too brief a follow-up period can be cor-
rected with a longer one; however, this

increases the cost of the research as
well as the possibility of further attri-
tion and influence by external histori-
cal factors. Both the length of the
intervention and follow-up periods nec-
essary will be better informed with em-
pirical data that do not require an RTC.

Less easily corrected is the issue of
the sensitivity of measures to child and
family change. To some extent, we have
probably been overmeasuring (i.e., using
a wide array of measures to capture
change anywhere it occurs). A com-
mon set of measures for diagnosis, symp-
toms, and family and child functioning
are appearing repeatedly in child ser-
vices research studies. Whether choices
are being made on the basis of scien-
tific usefulness or merely repeating what
other investigators are using is not en-
tirely clear because choice of measures
with basic psychometric properties has
been limited. Evidence of the useful-
ness of commonly used measures needs
to be critically assessed. Further, one
category of measurement-quality of
life, which is considered critical and
sensitive to change in health services
research on adults (e.g., use of the
SF-36 in the Medical Outcomes Study;
Rogers, Wells, Meredith, Strum, &
Burnham,  1993)-was  only reported in
one article in this issue (Cauce  et al.)
and rarely elsewhere. Concerted atten-
tion to testing a measure of quality of
life for children is needed (the SF-36
for children is expected to be available
soon) (NIMH, 1994b). Although there
is common agreement about the im-
portance of certain measures (e.g., re-
duction in out-of-home, out-of-county,
or out-of-state placements), placements
may occur at too low a rate in some
client groups to detect a difference be-
tween experimental and control clients.
A precaution, if evidence of the useful-
ness of selected measures for given study
populations is not evident in the litera-
ture, is to carefully pretest such mea-
sures. As described in this issue’s articles,
problem behaviors targeted by the in-
tervention, particularly in the adoles-
cents who are served, are often fairly
entrenched and resistant to change,
however powerful the intervention.
Some understanding of the sequence of
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change is needed to guide measure
selection.

A methodological initiative is needed
to identify and develop measures that
are sensitive to change in children and
families who receive appropriate care.
NIMH recently (1994a) issued a pro-
gram announcement on research on
methods, measures, and statistical analy
sis in mental health, which could help
with this problem. Prior to developing
new measures, a logical first step would
be to obtain consensus on critical out-
come domains, appropriate informants,
and the utility of measures currently in
widespread use. For example, a recent
report by Macro International (1993)
(supported by the Center for Mental
Health Services), which identified and
reviewed the properties of child mental
health measures, could provide a basis
for such discussions, potentially leading
to identification of a set of relatively
brief, objective outcome measures.

Finally, another critical recommen-
dation to increase the scientific benefit
of RCTs is that support be provided to
conduct substantial feasibility studies
before embarking on fully funded RCTs.
This is not a new suggestion, but the
scope may be more extensive than the
usual notion of pretesting. The diffi-
culty in obtaining grant funding for a
feasibility study and the delay in fund-
ing between a feasibility study and a
comprehensive RCT serve as disincen-
tives to do some of the labor-intensive
prior work that could provide insights
about the likelihood of success of a more
expensive trial. As both an advocate of
RCTs (Burns & Friedman, 1990) and a
more sanguine RCT investigator (who
still asserts their value), I believe that
many of the risks of RCTs  could be
reduced by thorough feasibility studies.
Suggested criteria for such studies would
include

1. The eligible population is well speci-
fied and an accurate determination
about availability (sufficient sample
size) for treatment (after inclusion
and exclusion criteria are applied)
can be made. This includes a true
test of agreement with, and under-
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standing of, inclusion and exclusion
criteria by providers.
Interventions (control and experi-
mental) are clearly operationalized
and meet ethical requirements; for
control conditions, this means not
usual, but state-of-the-art care.
Both control and experimental in-
terventions are acceptable to clini-
cians and patients; this requires
actually testing the randomization
procedures and examining rates and
characteristics of refusals to insure
acceptability by both clinicians and
clients.
The intervention can be imple-
mented by usual (frontline) service
providers, and maintained for the
expected duration and intensity (also
referred to as treatment dosage); cli-
ents will also persist for the duration
of the intervention and the study,
which may require follow-up beyond
termination of the clinical interven-
tion.
Measures are understandable and
culturally relevant, and they dem-
onstrate more than the usual psy-
chometric properties of reliability and
validity; namely, they are sensitive
to change (clearly applicable to ser-
vice systems studies as well as RCTs).

CO N C L U S I O N

Child mental health services research
on the effectiveness of service systems
and specific service components is for
investigators with courage. The stakes
are high-improved mental health ser-
vices for children and families-but the
pathways have not been fully articu-
lated. As a relatively new research en-
deavor, one that has received limited
governmental and foundation research
support, the challenges are significant.
Methodological work that (a) recon-
siders the merits of various research
designs for descriptive as well as con-
trolled studies, and (b) gives attention
to measurement needs at the system and
client levels is necessary in order to
move forward. Further, cooperation
among federal agencies, policymakers,
service providers, consumers (children
and families), and investigators is es-
sential to forging new directions. Both

open-minded and tough-minded ap-
proaches are required by all to jointly
achieve the scientific work necessary
to affect the mental health of our youths.
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I N F O R M A T I O N  F O R  A U T H O R S

T
HE JOURNAL OF EMOTIONAL
and Behavioral Disorders (JEBD)
is a refereed, quarterly multi-

disciplinary journal publishing articles on
research, practice, and commentary re-
lated to individuals with emotional and
behavioral disorders. Articles represent
the wide range of disciplines studying and
serving such individuals, including coun-
seling, education, early childhood care,
juvenile corrections, mental health, psy-
chiatry, psychology, public health, reha-
bilitation, social work, special education,
and related areas. The editors welcome
articles on characteristics, assessment,
prevention, intervention, treatment set-
tings (e.g., home, school, community,
clinic, institution), legal or policy issues,
evaluation, and other topical areas. Re-
search reports, reviews of research, de-
scriptions of practices, and discussions of
applied issues are particularly appropri-
ate for publication in JEBD.

Types of Articles

Research reports describe original research
studies that have applied implications.
Group designs, single-subject designs,
qualitative methods, and other appropri-
ate strategies are welcome.

Review articles provide qualitative
and/or quantitative syntheses of pub-
lished and unpublished research and
other information that yields important
perspectives about emotional and behav-
ioral disorders. Such articles should stress
applied implications.

Discussion papers  describe, interpret,
criticize, and otherwise address issues with
applied implications for the field. Such ar-
ticles may but do not have to be reactions
to material appearing earlier in JEBD.

Letters to JEBD are considered if they
briefly comment on an issue of interest
to readers of JEBD, including comment
on material appearing in earlier issues of
JEBD. In general, letters are limited to
three double-spaced, typewritten pages.
There may be citations and references if
appropriate, but no tables, figures, or
footnotes. Letters are published when
appropriate and as space permits. They
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are subject to editing and condensation
by the editors.

Descriptions of programs or practices
inform readers of significant assessment,
intervention, evaluation, and other pro-
cedures observed to have value in serv-
ing those identified as experiencing, or at
risk for, emotional and behavioral dis-
orders. Special considerations for descrip-
tions of programs manuscripts:

This kind of manuscript may present
programs in the fields of special educa-
tion, corrections, mental health, educa-
tion, counseling, social work, psychology,
or other related disciplines. The purpose
of program descriptions is to disseminate
information on programs that have been
planned, implemented, and evaluated.
Although journal space is limited, the
ideal for such an article is that readers
would be able to replicate the practices
and procedures presented. Therefore, it
is critical to clearly communicate the
essential components of the program.
Below are guidelines, though not require-
ments, for descriptions of programs.

I. Introduction. Please present a sound
rationale for the program’s existence. The
information appropriate to this section
may include a review of related programs,
empirically based need for the program,
and legislative or legal mandates.

2. Subjects. The main purpose is to
specify the individuals served by the pro-
gram. Information appropriate to this sec-
tion may include an operational defini-
tion of the individuals, measures used for
identification, referral and identification
process, number of individuals served,
and demographic information (e.g., age,
sex, race).

3. Setting. The setting section is meant
to identify the physical and other con-
text in which the program was located.
The information appropriate to this sec-
tion may include geographic location, size
and economic level of community, phys-
ical location of program, primary agency,
relationship to other service agencies, and
funding support of program.

4. Program features. The purpose of
this section is to describe the critical com-

ponents of the program and service pro-
vided. The information appropriate to
this section may include the program’s
goals and objectives, actual services, as-
sessment and curriculum materials, staff
to client ratio, staff training and super-
vision, entrance and exit criteria, and
support to families.

5. Ewaluution.  Please describe the
evaluation model and present any out-
come data. The information appropri-
ate to this section may include evalua-
tion question(s), evaluation instruments,
consumer satisfaction, subject outcomes,
program outcomes, clinical and social sig-
nificance of outcomes, follow-up data,
and third party reviews.

6. Synthesis. The synthesis section
should summarize the program, identify
implementation issues, and discuss future
trends. The information appropriate to
this section may include a review or
evaluation of the program’s components,
relationship to similar projects, critical
issues, barriers to implementation, policy
and legal issues, and future program
goals.
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that the editor has the right to edit the
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if accepted (such that content is not
changed); (e) will obtain permission, if
appropriate, to quote and reproduce
material owned by someone else; and
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l November 6-l 1, 1994
The International Seminar on Women
and Disability. Tel Aviv, Israel. Contact:
Dr. E. Chigier, Israel Rehabilitation
Society, 18 David Elazar St., Tel Aviv,
Israel 61909; FAX 9723-6919885

*November 9-12, 1994
Orton Dyslexia Society, 45th Annual
Conference. Los Angeles, California.
Contact: The Orton Dyslexia Society,
8600 LaSalle  Road, 382 Chester Building,
Baltimore, MD 21286-2044; 410/296-0232

l November 10-12, 1994
Sixteenth International Conference of
the Council for Learning Disabilities:
“Research & Methods-Partners in
Effective Teaching.” San Diego, Califor-
nia. Contact: Kirsten McBride, CLD, PO
Box 40303, Overland Park, KS 66204;
9131492.8755

l November 10-12, 1994
CEC/DDEL  Symposium on Culturally/
Linguistically Diverse Exceptional
Students: “Multiple Voices, Multiple
Perspectives.” Reston, Virginia. Contact:
CEC, 1920 Association Dr., Reston, VA
22091-1589; 800/224-6830

l November 10-12, 1994
Developmental Interventions in Neo-
natal Care. Washington, DC. Contact:
Contemporary Forums, 11900 Silvergate
Dr., Suite A, Dublin, CA 94568-2257;
510/828-7100,  ext. 3

l November 10-13, 1994
Third International Symposium on
Telecommunications in Education.
Albuquerque, New Mexico. Contact: Lori
Novak, International Society for Technol-
ogy in Education, 1787 Agate St., Eugene,
OR 97403-1923; 503/346-4414

l November 13-18, 1994
International Course on Sexual Coun-
seling for Persons with Chronic Illness
or Disability. Tel Aviv, Israel. Contact:
Dr. E. Chigier, Israel Rehabilitation
Society, 18 David Elazar St., Tel Aviv,
Israel 61909; FAX 9723-6919885

l November 15-16, 1994
American Speech-Language-Hearing
Association, Annual Conference:
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“Research Frontiers in Brain Imaging.”
New Orleans. Contact: ASHA,  Brain
Imaging Research Conference, 10801
Rockville Pike, Rockville, MD 20852;
8001638-6868

l November 18-21, 1994
American Speech-Language-Hearing
Association, Annual Conference. New
Orleans, Louisiana. Contact: Dr. Frances
Johnston; 301/897-5700

l November 30-December 3, 1994
Eleventh Annual Conference of the
National Association for the Dually
Diagnosed. Salt Lake City, Utah.
Contact: Elsa C. Kaiser, NADD Confer-
ence Office, PO Box 101264, Denver, CO
80250; 303/698-1820  or 800/526-0278

l November 30-December 3, 1994
National Association for the Education
of Young Children, Annual Conference.
Atlanta, Georgia. Contact: NAEYC;
800/424.2460

l December l-4, 1994
Ninth Annual Training Institute of
Zero to Three, National Center for
Clinical Infant Programs. Dallas.
Contact: Zero to Three, 2000 14th St.,
North, #380, Arlington, VA 22201-2500;
703/356-8300;  FAX 7031790-7237

l December 2, 1994
Sixth Annual Cove Conference on the
Educational and Psychological Needs of
Students with Learning Disabilities.
Winnetka, Illinois. Contact: The Cove
School, 520 Glendale Ave., Winnetka, IL
60093; 708/441-9300

l December 8-10, 1994
The Association for Persons with
Severe Handicaps, Annual Conference.
Atlanta, Georgia. Contact: 206/361-8870

l February 3-5, 1995
Bridges in Early Intervention: Building
Supportive Relationships for Families,
Providers and Communities, sponsored
by the Infant Development Association of

California. San Jose, California.
Melissa Bazos; 916/433-6133

Contact:

l February 23-25, 1995
Midwest S,ymposium for Leadership in
Behavior Disorders. Kansas City,
Missouri. Contact: Kirsten McBride, PO
Box 40001, Overland Park, KS 66204

l March 1-4, 1995
Learning Disabilities Association of
America, Annual Conference. Orlando,
Florida. Contact: Jean Petersen, LDA,
4156 Library Road, Pittsburgh, PA 15234;
4121341.8077

l March 2-4, 1995
Georgia Council International Reading
Association 18th Annual Conference.
Atlanta. Contact: Marsha Fisher, 104-C
Country Club Dr., Americus,  GA 31709

l March 14-18, 1995
Technology and Persons with
Disabilities, sponsored by the Center on
Disabilities, California State University,
Northridge. Los Angeles. Contact:
Dr. Harry J. Murphy, Center on Dis-
abilities, California State University,
Northridge, 1811 Nordhoff St., North-
ridge, CA 91330.8340; 8181885-2578;
FAX 8181885-4929

l March 16-20, 1995
First East African International Schools
Support Services Conference. Dar es
Salaam, Tanzania. Contact: Dr. 0.
Kusuma-Powell, International School of
Tanganyika, PO Box 2651, Dar es
Salaam, Tanzania, East Africa

l March 29-31, April 1, 1995
The Learning Disabilities Network 13th
Conference on Educational Therapy and
Learning Disabilities. Dedham, Massa-
chusetts. Contact: The Network, 72
Sharp St., Suite A-2, Hingham, MA
02043; 617/340-5605

A+

l April 5-9, 1995
Council for Exceptional Children,
Annual Conference. Indianapolis,
Indiana. Contact: 8001486-5773
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Lowell F. Masters, Barbara A. Mori, and Allen A. Mori

Teaching Secondary Students is a comprehensive resource that provides the :eac’-
ing methods and techniques needed to maximize positive academic, vocational, anc
social gains. In a direct, easy-to-read style, this practical resource covers all aspects
of secondary special education-from student referral to transition planning and inde-
pendentliving.
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n Life Space Intervention
Talking with Children and Youth in Crisis
Mary M. Wood and Nicholas J. Long

This important book is a new and significant breakthrough in teaching professionals
the unique skills of interviewing children and youth during interpersonal crisis. Part
One prepares an adult to deal with all aspects of student stress. Part Two teaches the
six sequential steps involved in carrying out successful life space intervention, based
on Fritz Redl’s  concepts. Part Three describes the five types of therapeutic life space
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ogists who work with students who have special needs.
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n Beyond Behavior Modification
A Cognitive-Behavioral Approach to Behavior
Management in the School
Joseph S. Kaplan; with Barbara Drainville

This revised text has been updated by the addition of new material on the ecological
component of behavior management as well as expanded information on such
current practices as cognitive behavior modification, social skills training, and self-
management for students and teachers. The author provides a forward-looking per-
spective on behavior management, combining behavioral, social, cognitive, and
ecological approaches in one comprehensive, easy-to-read text. Many concrete
applications are used as examples, and useful how-to techniques and strategies for
behavior management in the classroom are included.
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