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 In what ways do you help improve 
the lives of youth—and youths’ 
 families—who are affected by 
 emotional and behavioral disorders? 
Whether you do so as a clinician, 
 policymaker, supervisor, administrator, 
researcher, or all of the above, it is  likely 
that you have a stake in the  practice and 
science of implementation. 

 In addition to an excellent article 
on our fi eld’s evolving conceptualiza-
tions of pediatric bipolar disorder, by 
Samuel Maddox and Terry Lee, this 
issue of  EBDY  includes two articles 
that shine a spotlight on issues related 
to the implementation of services to 
these children and youth. 

 One article, by Melanie Barwick, 
focuses on the workforce issues fac-
ing our fi eld. A second, by Elizabeth 
Douglas and colleagues, described the 
work of the National Child Traumatic 
Stress Network and the factors that 
help and hinder the implementation 
of effective treatments for children 
exposed to violence. 

 In light of this issue’s focus on 
the implementation and workforce 
issues facing our fi eld, and the advent 
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of the first-ever Global Implementation 
Conference, to be held in Washington, 
DC, this August, we thought we would ask 
Karen Blase, co-director of the National 
Implementation Research Network, a few 
questions about implementation and how it 
relates to services for youth with emotional 
and behavioral disorders. 

 What Led You to Decide 
to Dedicate Your Career to 
the Practice and Science of 
Implementation? 

  KB:  Well, maybe early learning mat-
ters! My father was a county extension 

agent and I’d tag along as he brought the 
latest science from the state university to 
the ranchers and farmers in our county. 
Maybe I picked up the implementation 
“bug” from him. And it’s only in the past 
10 years that I’ve been focused on the 
practice and science of implementation. 
My earlier work involved actually getting 
science into service, being a purveyor of 
the Teaching-Family Model, and providing 
child welfare and mental health services. 

Those experiences led me to appreciate 
how important it was to build the confi -
dence and competence of staff, deal effec-
tively with organization and systems, and 
nurture leadership at all levels. 

 From an Implementation 
Standpoint, What Are the Keys to 
Producing More Consistent and 
Effective Services for Children 
and Youth With Emotional and 
Behavior Disorders? 

  KB:  Of course, we need interven-
tions and prevention strategies that have 
been demonstrated to produce positive 

outcomes—an effective “what” that is 
selected to meet the needs of children 
and youth. And the effective “what” needs 
to be well defi ned and operationalized. 
Implementation is relevant and impor-
tant only when both these conditions 
are met. 

 Then we need to pay equal attention to 
the “how,” so that we get those effective 
interventions to come to life in the real 
world. This means purposefully  providing 

supports and better aligning systems 
to help practitioners, administrators, 
funders, and policymakers change their 
behavior. 

 If the behavior of well-meaning human 
service professionals and policymakers does 
not change to support the intervention ... 
well, children and families cannot benefi t 
from interventions they do not receive. 
We need to have both the effective “what” 
and the effective “how” to achieve better 
outcomes. And just as there are research-
based interventions for the “what,” there are 
research and evaluation-informed imple-
mentation practices to create the “how.” 
We need to use the best implementation 
science to be sure that interventions are 
implemented as intended and improved and 
sustained over time. 

 What Do You See as the 
Biggest Challenges to Effective 
Implementation? 

  KB:  I see three key issues. First, we 
need more rigorous and better- funded 
research related to implementation. 
 Nearly all of the research efforts and 
dollars continue to focus on creating 
new and better interventions. And this is 
important. But we already know a great 
deal about what works. Unfortunately that 
knowledge is in journals and manuals. 

 Second, we need to make the case 
that implementation infrastructure needs 
to be funded in order to benefit from 

“Then we need to pay equal attention to the ‘how,’ 
so that we get those effective interventions to 

come to life in the real world.”

EBD-1102.indd   30EBD-1102.indd   30 06/30/2011   12:13:2006/30/2011   12:13:20



© 2011 Civic Research Institute. Photocopying or other reproduction without written permission is expressly prohibited and is a violation of copyright.

Spring 2011 Emotional & Behavioral Disorders in Youth Page 31

 evidence-based practices (EBPs). Service 
systems are used to paying for face-to-face 
service (e.g., therapy, counseling, program 
time), but we need to make the case through 
research and evaluation that implementa-
tion infrastructure is critical. What I mean 
by “implementation infrastructure” is 
the attention to staff selection, training, 
coaching, fi delity and outcome measure-
ment, data-based decision making, and 
processes to create more hospitable agency 
environments and better alignment of 
policies and funding to support effective 
implementation. 

 Third, we need generalized imple-
mentation capacity in states. This means 
developing implementation practitioners 
and implementation structures that can 
support multiple evidence-based and 
evidence-informed interventions. We 
are seeing this develop in the form of 
intermediaries that support multiple 
interventions in states and that connect 
program developers to state needs. What 
can we learn about the effectiveness of 

“We need to make the case that implementation 
infrastructure needs to be funded in order to benefit 

from  evidence-based practices.”

these intermediaries and how can they be 
supported? The alternative will be techni-
cal assistance silos for every EBP. 

 What Opportunities Do You 
See in Our Systems Right Now 
to Help Draw Attention to the 
Importance of Implementation? 

  KB:   This federal administration 
seems to be particularly supportive of 

 evidence-based and evidence-informed 
approaches to solving problems, and we are 
seeing a lot of attention not only to EBPs 
and evaluation, but to using the practice 
and science of implementation at the fed-
eral level—from funding planning years 
and developing implementation plans, to 

 learning from implementation experts and 
providing implementation-informed tech-
nical assistance. A very exciting time! 

  Editor’s Note:   Another opportunity to 
discuss implementation will be the upcom-
ing Global Implementation Conference 
to be held in Washington, DC, on August 
15 through 17 at the Marriott Wardman 
Hotel (www.implementationconference.
org). This will be an exciting gathering of 

 researchers, practitioners, policymakers, 
purveyors, and organizational leaders and 
just the start of a global implementation 
initiative that will extend over the next 
decade . 

 —Eric J. Bruns ( ebruns@u.washington.edu )  ■
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 Master’s Level Clinician Competencies in Child 
and Youth Behavioral Healthcare 
 by Melanie Barwick* 

 Introduction 
 As the field of behavioral child and 

youth healthcare struggles with closing the 
research-to-practice gap and implementing 
evidence-based practices (EBPs) and treat-
ments with proven effi cacy in practice envi-
ronments, concern has arisen as to whether 
clinicians entering the workforce are suitably 
trained to take on the challenge of deliver-
ing EBPs (Barwick et al., 2008). There are 
a growing number of evidence-based treat-
ments for children and youth presenting 
with emotional and behavioral problems. 
However, a handful of reports have suggested 
that practitioners are not prepared to deliver 
them or to work in EBP-focused work envi-
ronments (Lehman et al., 1998; Hoge et al., 
2004; Hoge, Tondora & Marrelli, 2005; Insti-
tute of Medicine 2000; 2001; 2003). We have 
a mental health workforce dilemma. 

 Institutions of higher learning and pro-
fessional development training are the main 
sources of workforce preparation for child 
and youth clinicians. However, evidence 
from the health fi eld suggests that few edu-
cational programs transfer EBP knowledge 
into the educational curriculum at a pace 
needed to meet the demand (Grimshaw et al., 
2001). Educational content that misses 
the mark is an added concern. There are 
signifi cant and widespread concerns about 
the capability of the behavioral healthcare 
workforce to provide quality care. The 
Annapolis Coalition on the Behavioral 
Health Workforce (2007, p. 1) notes that: 

 There is overwhelming evidence that 
the behavioral health workforce is not 
equipped in skills or in numbers to 
respond adequately to the changing 
needs of the American population. 
While the incidence of co-occurring 

mental and addictive disorders among 
individuals has increased dramati-
cally, most of the workforce lacks the 
array of skills required to assess and 
treat persons with these co-occurring 
conditions. Training and education 
programs largely have ignored the 
need to alter their curricula to address 
this problem and, thus, the nation 
continues to prepare new members 
of the workforce who simply are 
underprepared from the moment they 
complete their training. 

 The improvement of care and the trans-
formation of systems of care depend on 
a workforce that is adequate in size and 
effectively trained and supported. The 
Annapolis Coalition argues that there is 
substantial and alarming evidence that the 
current workforce lacks adequate support 
to function effectively and that it is largely 
unable to deliver care of proven effective-
ness in partnership with the people who 
need services. There is equally compelling 
evidence of a weak pool of new recruits to 
meet the complex behavioral health needs 
of the growing and increasingly diverse 
population in this country. 

 Our educational systems have not kept 
pace with the dramatic changes in health-
care (Hoge, 2002). Educational programs 
have been slow to introduce practice guide-
lines into clinical teaching and to prepare 
students to practice evidence-based mental 
health (Crits-Christoph et al., 1995; Yager 
et al., 1997). A 2002 review of the gaps 
between research evidence and clinical 
practice concluded that for evidence-based 
interventions to become embedded within 
clinical practice, they need to be introduced 
early in formal educational training pro-
grams (Weissman & Sanderson, 2002). The 
President’s New Freedom Commission on 
Mental Health (2003) echoed this fi nding. 

 Research on Staff Competency 
 A competency is a measurable human 

capability that is required for effective per-
formance. It consists of knowledge, a single 
skill or ability, or personal characteristic, or a 
cluster of these building blocks of work per-
formance. Successful completion of most 
tasks requires the simultaneous or sequenced 

demonstration of multiple competencies 
(Hoge, Tondora & Marrelli, 2005, p. 517), 
yet few empirical studies have examined 
the knowledge, skills, competencies, and 
attitudes needed to effectively implement 
and/or deliver one or more evidence-based 
treatments in child and youth behavioral 
healthcare (Schoenwald et al., 2010). 

 A handful of studies shed some light 
on the nature of the problem. A survey of 
clinical training and internship directors 
conducted a decade ago found that although 
most programs provided supervised clinical 
experience in a number of empirically vali-
dated treatments, more than 20% of doctoral 
training programs failed to provide minimal 
coverage of empirically validated treatments 
in didactic courses, and internship programs 
typically did not require that students be 
competent in any of these treatments before 
completion of their program (Crits-Chrisoph 
et al., 1995). A national survey of psycho-
therapy training in psychiatry, psychology, 
and social work conducted to determine 
the amount of evidence-based treatment 
taught in accredited training programs for 
these disciplines found that only 17.8% of 
the evidence-based treatments and 23.2% 
of non- evidence-based treatments met a 
gold standard of instruction—both didactic 
and clinical supervision. Moreover, the two 
disciplines geared exclusively to clinical 
mental health practice (Psy.D. and M.S.W. 
programs) had the largest percentage of pro-
grams (67.3% and 61.7%) not requiring the 
gold standard of instruction on any evidence-
based treatment (Weissman et al., 2006). 

 At least one other group has examined 
the specifi c competencies staff would need 
to deliver newly established EBPs (East-
erly, 2009). A series of focus groups were 
conducted by the New York State Social 
Work Mental Health Education Consortium, 
established as a partnership between the New 
York State Dean’s Consortium of Schools of 
Social Work, the New York State Offi ce of 
Mental Health (NYSOMH), and more than 
100 provider agencies that provide EBTs, in 
an effort to formulate a strategic vision. The 
findings, reported in Smyth, Wright, and 
Williams (2004), identifi ed that agency staff 
felt it would be important for students to learn 
the fi ve EBPs that NYSOMH was currently 

*Melanie Barwick, Ph.D., C.Psych., is a registered 
psychologist and health systems research scientist 
in the Community Health Systems Resource Group 
at the Hospital for Sick Children. She is an associ-
ate scientist and scientifi c director of knowledge 
translation in the Child Health Evaluative Sciences 
program of the hospital’s Research Institute and 
associate professor in the Department of Psychiatry 
and the Dalla Lana School of Public Health at the 
University of Toronto. She can be reached by email 
at melanie.barwick@sickkids.ca.
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implementing across the state so that they 
could fi ll staff vacancies in these programs. 
They also highlighted the importance of 
knowledge in recovery-oriented principles, 
motivational interviewing, assessment of 
trauma and related disorders, medication 
management, and cognitive behavioral 
interventions. In addition to treatment skills, 
focus group participants stressed the need for 
social workers to acquire knowledge of orga-
nizational stages of change and the adaptive 
capacity needed to adjust as agencies adopt 
and implement EBPs. 

 Smyth and colleagues (2004) also con-
ducted a survey to identify gaps between 
current skills taught in social work curricula 
and the specifi c competencies identifi ed by 
focus group participants. Results from 26 
bachelor’s and 13 master’s level schools 
of social work throughout New York State 
indicated that general mental health course-
work was taught at most schools, but that 
most coursework lacked information on 
current treatment for individuals with severe 
mental illness and that little time was spent 
on recovery-focused interventions. Of 
note, most social work students were not 
exposed to all of the EBPs that the focus 
group participants had identifi ed as being 
implemented throughout the state. 

 Thus, research on mental health train-
ing and educational programs highlights 
the need to train practitioners on specifi c 
EBPs and/or the common elements of EBPs 
(Chorpita et al., 2005) using a combina-
tion of coursework and internship in order 
to facilitate the transfer of knowledge to 
practice (Hoge et al., 2004; Ishisaka et al., 
2004; Lam, 2004). The Smyth et al. (2004) 
review precipitated the development of a 
seminar course addressing 14 key topics 
that would be offered alongside colloquia 
and field work; this had been favorably, 
albeit subjectively, evaluated in 11 schools 
as of 2006–2007 (Easterly, 2009). Students 
(n = 156) taking part in the pilot course rated 
themselves on their use of EBP skills in the 
class environment and in their practice both 
before and after the course. They reported 
signifi cant increases in their perceived abil-
ity to use EBP skills with clients having 
serious mental illness. Although there are 
quality limitations associated with their 
subjective outcome measure, the study 
illustrates the kind of research on EBP skill 
development that is greatly needed. 

 The Current Study 
 The President’s New Freedom Commis-

sion on Mental Health (2003) called for 

training of professionals to instill attitudes, 
behaviors, and skills that are congruent 
with the changing fi eld of mental health, 
including the focus on using techniques and 
treatments supported by research evidence. 
At the same time, implementation sci-
ence is developing our knowledge base for 
how best to implement EBPs and support 
practice change. Therein lies the focus of 
the work reported here. The current study 
used a survey of supervisors and managers 
to examine the competencies required of 
master’s trained clinicians in child and youth 
behavioral healthcare that will enable the 
fi eld to improve practice and outcomes for 
children and youth. As others have reported, 
much of the diffi culty in diffusing innova-
tive and effective techniques and treatments 
into “real world” practice is that training 
programs are not adequately preparing 
students for work in the real world (Hoge & 
Morris, 2002). Our knowledge of how best 
to promote practice change is evolving 
but remains imprecise, and educational 
programs are not preparing students for the 
continuous learning and refl ective practice 
skills they will need in the workforce as the 
fi eld continues to generate evidence and 
innovate. The current study was intended 
to highlight what is needed to promote 
evidence-based practice in children’s behav-
ioral health provider organizations, insti-
tutions of higher learning, accreditation 
bodies, and among researchers. 

 Study Method 
 Sampling. The survey was intended 

for individuals who 1) have supervisory 
and/or hiring responsibilities, and 2) are 
involved in providing child and youth 
mental health services within the child and 
youth mental health, juvenile justice, or 
child welfare sectors. The sampling frame 
for all master’s trained clinicians working 
in child and youth behavioral health care in 
the United States and Canada is unknown, 
because there are no registries or profes-
sional associations that cover the spectrum 
of behavioral healthcare or geography. As 
such, a snowball sampling strategy was used 
to reach as many respondents as possible. 
An email with an embedded survey link was 
sent to 41 members of the Child and Youth 
Evidence-Based Practices Consortium 
( www.ebpconsortium.com ) in March 2010, 
inviting them to complete the survey and/
or “snowball” the request to their networks 
and contacts working in this fi eld. Several 
reminders were sent to consortium members 
before the survey closed in August 2010. 

 Survey. The survey was distributed as 
a web link for electronic completion. Data 
were stored on SurveyMonkey™ in a secure 
server environment. Respondents con-
sented within the survey regarding its use to 
describe the current state of EBP competen-
cies among master’s trained clinicians and 
to inform higher education curricula in ways 
that may improve the fi eld. The study was 
approved by the Hospital for Sick Children’s 
research ethics board. 

 The survey was divided into several sec-
tions to capture knowledge of EBP terminol-
ogy and key competencies in several areas: 

 Research and analytical skills; • 

 Assessment and diagnosis; • 

 Intervention and outcome evaluation; • 
and 

 Clinical therapeutic skills. • 

 A section was included to capture gen-
eral considerations regarding competencies. 
Respondents were asked to rate  whether 
knowledge, competency, or skill was impor-
tant for effectiveness on the job, whether 
master’s level clinicians had this knowl-
edge, competency, or skill when hired, and/
or whether they learned the knowledge, 
competency, or skill on the job. Options 
were provided for respondents to indicate 
whether the knowledge, skill, or competen-
cy was “not relevant for their organization,” 
“not important,” or if they had “no opinion.” 
Because there were very few endorsements 
for these latter three categories, they are 
reported as one combined response cat-
egory. Response options were not mutually 
exclusive, and respondents were instructed 
to endorse all that applied for each item. 

 Study Results 
 Respondent Demographics. The survey 

was accessed by 1,009 individuals between 
March 21, 2010, and August 20, 2010. 
Among these, 900 identifi ed themselves 
as 1) having supervisory and/or hiring 
responsibilities, and 2) being involved in 
providing child and youth mental health 
services within the child and youth mental 
healthcare sector, juvenile justice sector, or 
child welfare sector. Consent to participate 
was provided by 589 respondents, and they 
made up the fi nal sample. 

 The majority of respondents were from 
the United States (USA, 84%; Canada, 
16%). Respondents were mostly female 
(71%) and between 36 and 55 years of age 
(55%). Most had received their highest 
degree in social work (40%), followed by 
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scientifi c technique as necessary for effec-
tiveness on the job (43%). All three skills 
are learned on the job (critical appraisal 
55%; scientifi c approach 64%; and scien-
tifi c technique 54%), rather than within the 
master’s clinicians’ repertoire when hired 
(see Figure 2). 

 Clinicians’ Knowledge of 
Assessment and Diagnosis Skills 

 With respect to master’s clinicians’ com-
petencies relative to assessment and diagnos-
tic skills related to evidence-based practice, 
respondents identified all skills in this 
domain as “needed” in order to be effective 
on the job. The skills related to assessment 
and diagnosis regarded as most needed for 
effectiveness on the job included acceptance 
of clinical supervision as a primary means 

Figure 1:  Knowledge of Evidence-Based Terminology 
(% of 589)

Figure 2:  Competencies in Research and Analytic Skills 
(% of 589)

counseling (24%) and psychology (21%). 
The highest levels of education were M.A., 
M.S.W., M.Sc. (66%), and Ph.D. (11%). 
The majority identif ied themselves as 
managers of clinical services/treatments/
programs (56%) or directors (44%). Eighty-
four percent of respondents were respon-
sible for hiring master’s trained clinicians, 
and 91% were supervisors of this group. 
Slightly more than half (57%) had held 
these responsibilities for one to 10 years. 

 Settings. Respondents were located in 
urban (67%), rural (31%), and remote/fron-
tier settings (2%). More than half (64%) of 
the provider organizations serve as training 
sites for master’s level programs related to 
child and youth mental health. Half (49%) 
of the organizations receive training, super-
visory, or fi delity support from a purveyor 
organization in support of a particular EBP 
or program, the most common of which are 
multisystemic therapy (MST, 35%; Heng-
geler et al., 1998); trauma-focused cognitive 
behavioral therapy (TF-CBT, 25.8%; Cohen 
et al., 2006); functional family therapy (FFT, 
19.4%; Alexander & Parson, 1982); and 
parent-child interaction therapy (PCIT, 
11%; Eyberg, 1988). The average number of 
employees providing clinical services across 
547 organizations was 89, whereas 48.7% 
of employees provided evidence-based ser-
vices in 527 organizations, with 6.2 master’s 
placements per year. Nearly three-quarters 
(73.4%) had budgets over $2 million, with 
nearly one-third (28%) at over $10 million 
(Table 1). 

 Clinicians’ Understanding of EBP 
Terminology 

 There was general agreement among 
respondents that knowledge of the term 
“evidence-based practice” is necessary 
for effectiveness in the workplace (73%). 
Yet, more clinicians learn this term in the 
workplace (73%) than know it when they 
are hired (41%). Similar results were found 
for all terms, including “outcome measure-
ment” (71% necessary; 72% learn on the 
job; 37% know it when hired), “outcome 
management” (69% necessary; 72% learn 
on the job; 25% know it when hired), “sys-
tems of care” (73% necessary; 69% learn on 
the job; 38% know it when hired), “prom-
ising practices” (45% necessary; 60% 
learn on the job; 24% know it when hired), 
“fidelity” (66% necessary; 69% learn it 
on the job; 24% know it when hired), and 
“intervention strategies” (79% necessary; 
65% learn it on the job; 62% know it when 
hired) (see Figure 1). 

 Clinicians’ Knowledge of 
Research and Analytical Skills 

 Clinicians’ competencies with respect to 
research and analytical skills, specifi cally 
knowledge of critical appraisal, scientifi c 
approach to knowledge building, and sci-
entifi c technique, were also identifi ed as 
essential for effectiveness on the job to 
varying degrees, with all three skills report-
edly acquired on the job rather than being 
within the master’s clinicians’ repertoire 
when hired. Critical appraisal skills were 
thought to be necessary for effectiveness 
on the job by slightly greater than half of 
respondents (56%), and there was even 
greater consensus for the importance of a 
scientifi c approach to knowledge building 
(69%). Less importance was placed on 
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 The ability to use some of the basic com-• 
ponents of EBPs in children’s mental 
health service delivery (71%); and 

 Having skills in at least one evidence-• 
based treatment intervention (68%). 

 The application of research evidence in 
the client interaction was somewhat of an 
outlier among the clinical skills listed in 
this domain, with 57% reporting that this 
skill was needed to be effective on the job 
and only 24% perceiving that clinicians 
have this knowledge when they are hired. 
There was some variation with respect to 
the skills clinicians are perceived as having 
when they are hired. Eighty percent are 
thought to possess good communication 
skills and roughly two-thirds to demonstrate 

Figure 3:  Competencies in Assessment and Diagnostic 
Skills (% of 589)

Figure 4:  Competencies in Intervention and Outcome 
Evaluation Skills (% of 589)

of learning and helping clients achieve 
outcomes (80%), understanding the relation-
ship between diagnosis, treatment goals, 
and planning (81%), and understanding the 
principles of active client participation in 
treatment planning (78%) (see Figure 3). 

 There was also high consensus that clini-
cians must be competent with respect to theo-
ries and research relative to practice change 
(72%), with respect to the DSM-IV (68%), 
and with respect to appropriate screening and 
assessment tools (71%). When hired, clini-
cians reportedly possess familiarization with 
the DSM-IV (73%) and recognize clinical 
supervision as a primary means of learn-
ing and helping clients achieve outcomes 
(64%), but they understand the relationship 
between diagnosis, treatment goals, and plan-
ning (60%) to a slightly lesser extent. When 
hired, few clinicians possess familiarization 
with screening tools (43%) or understand 
the principles of active client participation 
in treatment planning (53%), and far fewer 
demonstrate the ability to combine EBP 
manuals and treatment knowledge with the 
needs of the client (25%). As in other areas of 
competency, most of these skills are learned 
within the practice environment. 

 Clinicians’ Knowledge of 
Intervention and Outcome 
Evaluation Skills 

 More than 75% of the respondent group 
identifi ed knowledge about intervention and 
outcome evaluation as needed for effective 
evidence-based practice. The most common-
ly endorsed competencies in this area were an 
understanding of methods for engaging the 
client with the means and ends of treatment 
(84%) and awareness of the strength-based 
approach to treatment (81%). Knowledge 
of means to assess goal attainment (79%) 
and reasonable outcome expectations (77%) 
were also considered essential for effective 
practice. Nevertheless, fewer than half of the 
respondents felt that clinicians possess these 
competencies when hired, and upward of 
60% of respondents believe these skills are 
learned on the job (see Figure 4). 

 Clinicians’ Knowledge of Clinical 
Therapeutic Skills 

 Among clinical therapeutic skills, the 
most highly endorsed as necessary for 
evidence-based practice were: 

 The application of good communica-• 
tion skills to foster therapeutic alliances 
grounded by trust (84%); 

 Understanding the biological, cognitive, • 
affective, and cultural factors affecting 

mental health and well-being and mental 
health care delivery; and 

 Understanding issues of diversity • 
(80%). 

 Other competencies considered impor-
tant for effective evidence-based practice 
included: 

 Competencies for life-long learn-• 
ing and professional development 
and a readiness to learn specific evi-
dence-based treatments and practices 
(78%); 

 A broad knowledge of the science of • 
behavior, the relationships between 
behavior and health and the mechanisms 
of behavior change (75%); 
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Although the current study participants can-
not be considered representative, and may 
be more likely than others to embrace EBPs 
as a route to improved outcomes (given the 
nature of snowball sampling), results suggest 
that many providers have moved to some level 
of recognition that EBP competencies are 
essential in the workforce. This survey of 589 
senior managers in child and youth behavioral 
healthcare from the United States and Canada 
echoed the concerns made in previous reports 
(Hoge et al., 2004; Hoge, Tondora & Mar-
relli, 2005; Smyth et al., 2004) regarding the 
relatively poor state of competencies related 
to evidence-based practice among the child 
and youth behavioral healthcare workforce 
(Hoge et al., 2004; Hoge, Tondora & Mar-
relli, 2005; Institute of Medicine 2000; 2001; 
2003; Lehman et al., 1998). 

 Knowledge of terms and concepts are 
strongly perceived as laying the foundation 
for good practice, as are competencies in 
research and analytical skills, assessment 
and diagnosis, intervention and outcome 
evaluation, and clinical therapeutic skills. 
Although there was variation in the degree 
to which competencies were perceived as 
essential for effective EBP practice, most 
were highly regarded as such by the majority 
of respondents. There was also high consen-
sus that, for the most part, very few clinicians 
are hired with these competencies established 
but, rather, that they learn them on the job. 
To some degree, this may be appropriate, 
because the real-world practice context may 
very well be the best learning environment for 
certain skills. Only in the practice context can 

competencies for life-long learning (62%). 
Sixty-fi ve percent are judged to understand 
the factors affecting mental health, but only 
59% to understand the factors affecting 
behavior change. Fewer still are perceived 
to demonstrate skill in some basic compo-
nent of EBP (44%) or actual use of an EBP 
(38%) when they arrive on the job. A small 
minority is deemed to have competency in 
applying research knowledge in the clinical 
context (24%) (see Figure 5). 

 Clinicians’ Level of Preparation 
 Respondents were asked to identify 

the extent to which they felt new master’s 
trained hires are prepared for evidence-
based practice. Of 589 respondents, the 
largest group (n = 219, 43%) felt master’s 
clinicians were “minimally prepared” for 
evidence-based practice, while 38% (n = 
199) felt they were “moderately prepared.” 
Fourteen percent (n = 83) perceived new 
hires as “barely prepared.” Fewer than 3% 
(n = 17) perceived new hires as being “very 
prepared” for evidence-based practice. 

 Gaps in Competencies Between 
Academic and Practice Worlds 

 Respondents were asked to identify three 
major gaps in competencies, based on their 
supervisory experience. A total of 524 
open-ended responses were coded for main 
themes by the author. Gaps align with the 
fi ndings presented for earlier survey items 
regarding knowledge and skills deemed 
essential for effective practice. The greatest 
gaps, identifi ed by 12% to 14% of respon-
dents, included general knowledge of evi-
dence-based practice, real-world experience, 
the ability to apply theory in practice, and 
general failures of the educational system 
in preparing the workforce. Slightly fewer 
than 10% identifi ed gaps related to aspects 
of the practice world (e.g., documentation, 
teamwork, managing caseloads), knowledge 
of various topics related to child and youth 
behavioral healthcare, engagement and 
motivational skills, outcome management, 
and assessment and problem formulation. 

 Preferred Knowledge Upon Job 
Entry 

 When asked in an open-ended question 
what they would like master’s trained clini-
cians to know coming into the job, 30% 
of 589 respondents reported that greater 
knowledge of EBPs is needed when enter-
ing the workforce. Other areas of knowledge 
required upon job entry, identifi ed by 10% 
to 15% of statements, include client engage-

ment skills, documentation and writing 
skills, knowledge of outcome management 
and measurement, and skills in applying 
theory to practice, particularly knowledge 
of behavior change, topical knowledge, 
treatment formulation and planning skills, 
diagnostic and assessment skills, and a 
lifelong appreciation of continuous learning 
for professional development. 

 Interface With Institutions of 
Higher Learning Regarding 
Master’s Preparation 

 Respondents were asked whether anyone 
in their organization had been in contact with 
local institutions of higher learning (IHL) to 
discuss the level of preparation of master’s 
graduates working in child and youth mental 
health. Twenty-fi ve percent said they had, 
36% said they had not, and 39% were uncer-
tain. A proportion of respondents (n = 141) 
described the nature of those contacts as 
involving practicum considerations (45%), 
and only a small proportion had dealt with 
issues of curriculum recommendations 
(16%), intern competencies (15%), or edu-
cational considerations such as coursework 
development (2%). Fifteen percent link with 
IHLs through their teaching activity and 4% 
sit on boards or advisories. 

 Discussion 
 Providers of child and youth mental health 

services across North America are beginning to 
heed the call for the provision of EBPs in order 
to address a growing need for effective ser-
vices to ensure the best outcomes for children. 

Figure 5:  Competencies in Clinical Therapeutic Skills 
(% of 589)
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clinicians come to appreciate the relevance 
of their knowledge base as they apply and 
develop certain expertise, or develop the 
skills necessary to manage case loads and 
documentation requirements. There is, how-
ever, also a sense that a better grounding in 
knowledge and skills is needed and could be 
developed in the educational context prior to 
entering the workforce. Precisely the question 
of which skills and competencies should 
be acquired while in school, as opposed to 
which should be acquired in the workforce, 
needs to be teased out to inform curricula, 
improve workforce competencies, and lessen 
the educational burden held by provider 
organizations. 

 At the same time, we must bear in mind 
that individual competency is but one deter-
minant of effective work performance 
(Hoge et al., 2005), which itself is only one 
aspect of effective evidence-based practice 
(Damschroder et al., 2009). Several charac-
teristics have been identifi ed as important 
for evidence-based practice in the workforce 
(Damschroder et al., 2009), including: 

 Intervention characteristics (e.g., • 
 evidence strength and quality); 

 Outer setting factors (e.g., patient needs, • 
resources, incentives); 

 Inner setting factors (e.g., culture, lead-• 
ership engagement, implementation 
climate); 

 Characteristics of the individuals • 
involved (e.g., knowledge and beliefs 
about EBPs, self-eff icacy, stage of 
change); and 

 Process (e.g., planning, reflection). • 

 The Consolidated Framework for Imple-
mentation Research (Damschroder et al., 
2009) provides an overarching typology 
of overlapping factors identified across 
multiple theories for implementing EBPs. 
Workforce preparation for evidence-based 
practice and the qualities related to EBPs 
themselves are both embedded in their main 
constructs—specifi cally, in the characteris-
tics of the individuals involved and kinds of 
intervention. 

 Intervention characteristics play a role in 
the implementation and subsequent use of 
EBPs in the workplace. In particular, percep-
tions of the legitimacy of the source of the 
EBP is a factor (Greenhalgh et al., 2004), as 
is the source and quality of the evidence base 
(Rycroft-Malone et al., 2002). The extent 
to which practitioners perceive advantages 
associated with the EBP (e.g., relative advan-
tage; Gustafson et al., 2003) and the degree 
to which an intervention can be adapted, 
tailored, refi ned, or reinvented to meet local 

Table 1: Province and State Representation
Answer Options Response Percent Response Count

Canada

Alberta 1.2% 7

British Columbia 0.3% 2

Manitoba 0.0% 0

New Brunswick 0.2% 1

Newfoundland and Labrador 0.2% 1

Northwest Territories 0.0% 0

Nova Scotia 0.2% 1

Nunavut 0.0% 0

Ontario 13.4% 79

Prince Edward Island 0.0% 0

Quebec 0.0% 0

Saskatchewan 0.0% 0

Yukon 0.0% 0

United States

Alabama 0.2% 1

Alaska 0.0% 0

Arizona 1.9% 11

Arkansas 0.7% 4

California 3.9% 23

Colorado 4.1% 24

Connecticut 4.6% 27

Delaware 1.9% 11

District of Columbia 0.5% 3

Florida 2.4% 14

Georgia 0.3% 2

Hawaii 4.2% 25

Idaho 0.0% 0

Illinois 2.4% 14

Indiana 0.0% 0

Iowa 0.0% 0

Kansas 0.0% 0

Kentucky 5.8% 34

Louisiana 1.2% 7

Maine 0.3% 2

Maryland 1.2% 7

Massachusetts 1.2% 7

Michigan 1.4% 8

Minnesota 3.4% 20

Mississippi 2.0% 12

Missouri 3.7% 22

(continued)
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the characteristics of the organization 
where the employees function. 

 Conclusions 
 Many areas of knowledge, skill, and 

competency are viewed as necessary for 
effectiveness on the job, and most of these 
appear to be learned on the job. Few areas 
of knowledge, skill, and competency are 
reported as having been acquired in aca-
demic programs. For the most part, master’s 
trained clinicians are launching into the 
workforce with much yet to learn. 

 Preparation of the workforce for evi-
dence-based practice falls largely on the 
shoulders of behavioral healthcare pro-
vider organizations that, due to cost and 
competing clinical service needs, have 
varying capacities to fulfi ll the level of the 
on-the-job workforce preparation that is 
needed. Gaps in competencies between the 
academic and practice worlds largely mirror 
the competencies perceived to be of greatest 
important for effectiveness on the job: 

 General EBP knowledge; • 

 Real-world experience; • 

 The ability to apply theory in practice; • 
and 

 General failures of the educational sys-• 
tem in preparing the workforce. 

 There is some dialogue occurring between 
provider organizations and institutions of high-
er learning, but it is minimal. Most contacts are 
related to teaching or practicum logistics, and 
attempts to advocate for changes in curriculum 
are barely noticed in most instances. 

 Overall, it is telling to note that fewer than 
3% of the new master’s clinician workforce 
are perceived to be “very prepared” for 
clinical practice in child and youth behavioral 
healthcare. Although this number provides 
a baseline for the fi eld, it also indicates the 
magnitude of growth needed in order to get to 
our destination—an EBP environment sup-
ported by a highly competent workforce. 

 Recommendations 
 Several recommendations emerge from this 

research and the body of work in this area. 
 Service Provider Organizations and 

Purveyors of EBPs. Service provider organi-
zations and purveyors of EBPs are encouraged 
to identify gold-standard models of EBP pro-
fessional development and implementation to 
replicate across organizations. These models 
should be based on the best available evidence 
from implementation science. They might 
also engage with IHLs to discuss and explore 
common needs and develop competencies 

Table 1: Province and State Representation (continued)
Montana 0.0% 0

Nebraska 0.2% 1

Nevada 1.7% 10

New Hampshire 0.2% 1

New Jersey 0.2% 1

New Mexico 2.5% 15

New York 4.8% 28

North Carolina 0.8% 5

North Dakota 0.0% 0

Ohio 10.0% 59

Oklahoma 1.2% 7

Oregon 2.5% 15

Pennsylvania 4.8% 28

Rhode Island 0.3% 2

South Carolina 0.7% 4

South Dakota 0.0% 0

Tennessee 0.0% 0

Texas 2.0% 12

Utah 1.5% 9

Vermont 0.0% 0

Virginia 0.2% 1

Virgin Islands 0.0% 0

Washington 3.2% 19

West Virginia 0.2% 1

Wisconsin 0.0% 0

Wyoming 0.0% 0

needs are also important (Greenhalgh et al, 
2004; Rogers, 2003). The complexity, trial-
ability, and cost of the EBP are elements of 
several implementation models (Greenhalgh 
et al., 2004; Rogers, 2003). 

 Theories have identifi ed several charac-
teristics of individuals—the practitioners—
as key to EBP use and implementation. Use 
of EBPs in treatment fundamentally involves 
their implementation and the concomitant 
organizational and practitioner change that is 
required. Here, knowledge and beliefs about 
the intervention are pertinent, as well as 
familiarity with facts, truths, and principles 
related to the intervention. Skill in using the 
intervention relies on adequate knowledge of 
both the EBP and the underlying principles 
or rationale for adopting the intervention in 
the fi rst place (Rogers, 2003). Individuals’ 
beliefs in their own capabilities to engage 
in evidence-based practice are also relevant 
(Bandura, 1977), as are their readiness and 
receptivity to use the intervention—their 

stage of change (Prochaska & Velicer, 1997). 
Finally, the way in which individuals per-
ceive the organization and their relation-
ship and degree of commitment to that 
organization may affect their willingness to 
fully engage in implementation efforts or 
to use an EBP (Greenberg, 1990). Broader 
personal attributes such as intelligence, 
motivation, and competence also play a role 
(Frambach & Schillewaert, 2001). 

 We cannot pay attention to individual com-
petencies in the absence of developing the 
learning capacities of our provider organiza-
tions or attending to the multitude of factors 
that play a role in EBP implementation and use. 
According to Hoge et al. (2005, pp. 522): 

 What truly matters is the performance 
of employees, rather than the “posses-
sion” of competencies in some abstract 
sense. ... Managers (and funders) 
striving to increase the effectiveness 
of their workforce must attend to both 
the competency of their employees and 
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in collaboration with other groups (e.g., care 
recipients, experts). Provider organizations 
would do well to take steps to incorporate the 
characteristics of learning organizations and 
to build organizational cultures that encour-
age evidence-based practice. 

 Institutions of Higher Learning. For 
their part, IHLs could work to identify gold-
standard EBP teaching models to replicate 
across IHLs and to stimulate curriculum 
renewal. They would benefit from seek-
ing out service provider organizations and 
practicum sites to discuss and explore com-
mon needs and to develop competencies in 
collaboration with other groups (e.g., care 
recipients, experts). 

 Accreditation Bodies. Accreditation 
bodies also have a role to play in shaping the 
future of the behavioral healthcare workforce 
by partnering with institutions of higher 
learning, service provider organizations, and 
other stakeholders to defi ne core competen-
cies and to ensure that they are embedded in 
accreditation standards (e.g., APA, CSWE) 
for university programs in behavioral health-
care. In this way, accreditation bodies would 
serve as important drivers for change and 
may be one of the few drivers that could 
propel IHLs toward curriculum renewal. 
Accreditation bodies might also play a role 
in developing and meting out incentives for 
EBP-focused curricula, which could be mir-
rored by incentives for excellent EBP service 
delivery and implementation and innovation 
by the service provider sector. 

 Additional Research. Finally, additional 
research is needed to replicate the compe-
tencies identified to date and to identify 
clinician competencies and client outcomes 
for practitioners associated with exemplary, 
gold-standard programs. As research on the 
core constructs associated with EBP use and 
implementation evolves, there needs to be 
continued attention to the broader character-
istics of organizational learning and change 
within mental health systems. 
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  An Examination of Bipolar Disorder in 
Children 
 by Samuel J. Maddox and Terry G. Lee* 

 Introduction 

 There has been considerable controversy 
about the diagnosis of bipolar disorder in 
persons under the age of 18, especially in 
preadolescents (NIMH, 2001). Regardless 
of whether the diagnosis of pre-pubertal 
children is appropriate or not, there is 
general agreement that youth diagnosed 
with bipolar disorder present with concern-
ing behaviors and psychiatric symptoms. 
Although symptoms resembling mania and 
depression in children have been reported 
in case descriptions since the 1800s (Green-
span et al., 2007), the past 15 years have seen 
a dramatic increase in the rate of diagnosis 
of pediatric bipolar disorder (PBD; Blader & 
Carlson, 2007; Moreno et al., 2007). This 
increase in diagnosis has been met with 
controversy. Some have argued that it may 
be a rectifi cation of a diagnostic system in 
which youth with bipolar disorder have been 
previously improperly diagnosed, whereas 
others have argued that the increase repre-
sents a misdiagnosis of children with other 
disorders or conditions (Biederman et al., 
2004; Chang et al., 2010; Duffy, 2007; 
Frances, 2010; Greenspan et al., 2007; Har-
rington & Myatt, 2003; Krasa & Tolbert, 
1994; Levin 2010). 

 In one study, PBD was estimated to affect 
only 1% to 1.5% of children in the general 
adolescent population (Lewinsohn et al., 
1995), yet children diagnosed with bipolar 
spectrum disorders make up between 17% 
and 30% of children in various psychiatric 
settings (Youngstrom et al., 2005). Given 
the increased rate of the diagnosis of bipolar 
disorder in children and adolescents, a bet-
ter understanding of the research regarding 

this group is warranted. The purpose of this 
article is to examine the clinical presentation 
of youth diagnosed with bipolar disorder, to 
consider issues that arise with the diagnosis 
in youth, and to discuss current and future 
directions of the phenomenon of bipolar 
disorder in children. 

 Clinical Presentation of Bipolar 
Disorder in Youth 

 Much of the controversy regarding bipo-
lar disorder in children arises from the 
criteria specifi ed in the fourth edition of 
the  Diagnostic and Statistical Manual of 
Mental Disorders  (DSM-IV; APA, 2000). 
Bipolar disorder is characterized by the 
presence of discrete episodes of mania, 
hypomania, or major depressive episodes 
that cause significant distress or impair-
ment. The manic episode is referred to as 
an “abnormally and persistently elevated, 
expansive, or irritable mood, lasting one 
week” (APA, 2000). In the course of the 
manic mood disturbance, three or more 
symptoms must be present: 

 Inflated self-esteem or grandiosity; • 

 Decreased need for sleep; • 

 Being more talkative than usual or • 
exhibiting pressure to keep talking 
(hyperverbosity); 

 Flight of ideas or subjective experience • 
that thoughts are racing; 

 Distractibility; • 

 Increased goal-directed activity or psy-• 
chomotor agitation; and 

 Excessive involvement in pleasurable • 
activity with high potential for painful 
consequences. 

 Hypomania is milder in intensity than 
mania, and has a duration criterion of four 
days, rather than seven. 

 During the recent increase in diagnosis, 
youth diagnosed with bipolar disorder have 
presented with mixed mania and depres-
sion, rather than with discrete episodes of 
mania and depression, and average age of 
onset of symptoms has been between fi ve 
and seven years of age (Geller et al., 2000; 
Wagner 2004; Wozniak et al., 1995). High 
rates of psychiatric comorbidity, especially 

with attention defi cit hyperactivity disorder 
(ADHD), have also been reported; along 
with poor psychosocial functioning. 

 Despite the controversy over the appro-
priateness of the diagnosis of bipolar dis-
order in youth, there has been a consistent 
labeling of youth with the disorder. In 
general, when the diagnosis of bipolar 
disorder is given to youth, it is often based 
on symptoms of irritability, sleep distur-
bances, concentration diffi culties, hyperac-
tivity/impulsivity, emotional outbursts and 
aggression, nightmares, increased energy, 
and grandiosity (Scheffer & Apps, 2004; 
Weller et al., 1995). These symptoms are 
viewed as the primary manifestations of 
a manic episode in persons under the age 
of 18. In contrast to adults with bipolar 
disorder, however, the criterion of a manic 
episode lasting for a period of one week 
is usually not met with youth. Although 
hypomania deviates from this duration 
criterion and can be as short as four days 
(APA, 2000), it is commonly stated that in 
children, both manic and hypomanic epi-
sodes can exist for much shorter periods, 
such as a day or a few hours (AACAP, 
2007; Findling et al., 2001). Specifi ers of 
ultra-rapid cycling (fi ve to 364 episodes 
per year) and ultradian cycling (365+ epi-
sodes per year) have been used to defi ne 
children’s shift between mood episodes 
(Geller et al., 2000). 

 Taking all these altogether, PBD can 
present an entirely different picture from its 
adult counterpart. Youth affected with PBD 
tend to display milder symptoms of mania 
evidenced by increased sleep disturbances, 
irritability, aggression, hostility, emotional 
outbursts, hyperactivity, and grandiose 
thoughts. These periods co-occur in cycles 
with episodes of depressed mood and an 
infrequent and relatively brief period of 
normal mood. These youth tend to cycle 
through the mood states in an ultra-rapid 
fashion, in which the mood can last from 
only a few hours to a few days (AACAP, 
2007; Findling et al., 2001; Geller & 
Luby, 1997; Geller et al., 2000; Scheffer & 
Apps, 2004; Weller et al., 1995). 

 Given that the clinical presentation of 
PBD can be different from adult bipolar 
disorder, the question arises whether the 
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diagnosis in youth is appropriate. There are 
several lines of reasoning in support of its 
appropriateness for youth. 

 First, in studies of adults with bipolar 
disorder, a notable percentage recalled onset 
of bipolar symptoms in childhood, such as 
in the Systematic Treatment Enhancement 
Program for Bipolar Disorder study in which 
28% reported a history of onset of bipolar 
symptoms before the age of 13 years (Perlis 
et al., 2004), and in the National Depressive 
and Manic-Depressive Association survey 
in which 5% of members reported onset of 
symptoms before the age of fi ve years, 12% 
reported onset between fi ve and nine years, 
and 14% reported onset between 10 and 14 
years (Lish et al., 1994). 

 Second, prospective studies of youth 
diagnosed with bipolar disorder through the 
use of structured instruments show continu-
ity of symptoms over time (Birmaher et al., 
2009; Geller et al., 2008). 

 Finally, adult bipolar disorder may be just 
as variable given that meaningful numbers 
of adults diagnosed with bipolar disorder do 
not meet the criteria for “classic” DSM-IV 
bipolar disorder (Angst et al., 2003; Ghaemi 
et al., 2002), and subpopulations of adults 
with mixed or cycling symptoms and poor 
symptom control have been described 
(Keller al., 1993). Therefore, continued 
research into the conceptualization of the 
disorder is warranted. However, the large 
numbers of youth diagnosed with bipolar 
disorder who do not meet DSM-IV criteria 
for the disorder create confusion in the 
research literature. This paper will refer 
to the mood disorder characterized by 
discrete episodes of mania and depression 
with return to baseline as “classic” bipolar 
disorder and will describe the disorder that 
is characterized by mixed mania and depres-
sion or rapid cycling as PBD. 

 Controversies About Bipolar 
Disorder in Youth 

 Overlap With Other Common Child-
hood Disorders. Although the clinical 
presentation of PBD often leads to problems 
with connecting it to the adult form of the 
disorder, the pediatric version also creates 
diffi culties in differential diagnosis. Symp-
toms that often lead to a diagnosis of PBD 
also have signifi cant overlap with a variety 
of other disorders in children such as ADHD, 
posttraumatic stress disorder (PTSD), 
and oppositional defi ant disorder/conduct 
disorder (ODD/CD). Given that there is 
a high level of comorbidity (Faedda & 
Austin, 2006; Lewinsohn et al., 2003), it 

is extremely diffi cult to identify where the 
comorbid disorder ends and PBD begins. 
For example, PBD and PTSD can both have 
symptoms of nightmares, hyperarousal, 
sleep disturbances, and distractibility. Also, 
given the variety of risk factors often present 
with PBD, such as a family history of mood 
disorders and the child’s diffi cult behavior, 
it is possible that these children may be 
at risk for experiencing trauma or may 
have experienced past trauma (Adrian & 
Hammen, 1993; Anderson & Hammen, 
1993; Dilsaver et al., 2007; Hammen et al., 
1990). Considering ADHD, the symptoms 
of distractibility, impulsivity, and hyper-
activity are common to both (Faedda & 

Austin, 2006; Geller et al., 1998; Health 
Care for the Homeless Clinicians’ Net-
work, 2006). More research on differential 
diagnosis relevant to PBD is needed to 
determine if PBD is being misdiagnosed 
and whether there may be more appropriate 
diagnoses for children. 

 Rates of PBD in Other Countries. 
While the rate of diagnosis of youth bipolar 
disorder has increased rapidly in the United 
States, this has not been the trend in other 
countries. In their review, Soutullo et al. 
(2005) noted that in a large epidemiologi-
cal study in the United Kingdom, no cases 
of pre-adolescent mania were found, and 
there were also no cases of mania found 
in youth under the age of 10 years in 2,500 
hospital-referred youth in the United King-
dom. Relative to rates in the United States, 
rates of PBD are low in Denmark, Finland, 
Holland, Ireland, and Spain (Soutullo et al., 
2005). Similarly, rates of pre-adolescent 
bipolar disorder in Australia, Brazil, China, 
India, Israel, Japan, New Zealand, Russia, 
and Turkey have been reported to be non-
existent or very low (Diler, 2007). Various 
explanations for the discrepancy include: 

 Differences in classification systems • 
(DSM-IV vs. ICD-10); 

 Differences in the developmental versus • 
child behavioral health as a field; 

 Underrecognition of PBD outside of the • 
United States; 

 Overdiagnosis in the United States; • 
and 

 A true higher prevalence of PBD in the • 
United States (Soutullo et al., 2005). 

 Regarding this last hypothesis, the higher 
use of psychiatric medications in pre-
adolescents in the United States has been 
proposed as a potential factor (Reichart & 
Nolen, 2004). 

 Longitudinal Outcomes of Youth Diag-
nosed With PBD. Whether youth diag-
nosed with bipolar disorder grow up to 
present clinically as adults with bipolar 
disorder is also a critical question in the 
PBD controversy. In Duffy’s (2007) review 

of three prospective longitudinal studies 
of high-risk children of parents with well-
characterized bipolar disorder (Duffy et al., 
2002; Hillegers et al., 2005; Shaw et al., 
2005), it was noted that no offspring in these 
high-risk groups met criteria for bipolar dis-
order, hypomania, or mania before the age of 
12 years and there were no reports of chronic 
irritability, aggression, or continuous cycling. 
The lack of early onset bipolar symptoms in 
these three high-risk groups does not, how-
ever, preclude the possibility of alternative 
pathways to adult bipolar disorder. 

 In further examining the Geller et al. 
(2008) report of continued bipolar symptoms 
at eight-year follow-up, just after the age of 
18, it was found that 44% of youth diagnosed 
with bipolar disorder with the Washington 
University Kiddie Schedule for Affective 
Disorders and Schizophrenia (K-SADS-BP) 
instrument had a manic episode using the 
same instrument. The majority of subjects 
who were classifi ed as being manic exhibited 
the ultradian cycling type of bipolar disorder. 
In the Birmaher et al. (2009) prospective 
study, youth who were diagnosed with a 
bipolar spectrum disorder continued to 
exhibit mood symptoms during four-year 
follow-up. However, mood symptoms tended 
to be depression and mixed symptoms; clas-
sic mania was rare (Birmaher et al., 2009). In 
further considering the Geller and Birmaher 
studies, which reported continued symptoms 
as support for the validity of a diagnosis of 

Given that there is a high level of comorbidity, it is 
extremely difficult to identify where the comorbid 

disorder ends and PBD begins.

EBD-1102.indd   41EBD-1102.indd   41 06/30/2011   12:13:2206/30/2011   12:13:22



© 2011 Civic Research Institute. Photocopying or other reproduction without written permission is expressly prohibited and is a violation of copyright.

Page 42 Emotional & Behavioral Disorders in Youth Spring 2011

PBD, it should be noted that youth in both of 
these studies continued to exhibit irritable or 
mixed mood symptoms consistent with the 
symptoms that led to the initial bipolar diag-
nosis, but they did not develop classic mania 
symptoms. Youth in both of these studies 
experienced poor psychosocial functioning 
during follow-up. 

 The “Severe Mood Disorder” Defi ni-
tion. Other prospective or quasi-prospective 
studies make use of Leibenluft and col-
leagues’ (2003) “severe mood disorder” 
(SMD) defi nition. In considering PBD, a 
group of roundtable discussants proposed 
a range of phenotypes of juvenile mania 

(NIMH, 2001). The narrow phenotype is 
characterized by youth who meet full DSM-
IV criteria for bipolar disorder, including 
discrete episodes of hypomania or mania 
and depression, and the “broad phenotype” 
is characterized by chronic, nonepisodic 
irritability and hyperarousal, without dis-
crete episodes of mania or depression. SMD 
was proposed by Leibenluft et al. (2003) 
for the “broad” phenotype, because the 
relationship between the “broad” phenotype 
and bipolar disorder is not clear. 

 In applying a modifi ed set of SMD crite-
ria retrospectively to a group of youth in an 
ongoing prospective epidemiological study, 
it was found that only one of 96 youth with 
chronic nonepisodic irritability developed 
bipolar II at follow-up around 18 years of 
age (Brotman et al., 2006). In following a 
group of youth initially identifi ed with SMD 
and narrowly defi ned bipolar disorder over 
two years, only one of 84 youth with SMD 
experienced a hypomanic episode, while 
58 of 94 youth initially diagnosed with 
bipolar disorder exhibited hypomania or 
mania during the follow-up period. In an 
epidemiological study of mood disorders, 
a group of high school youth with subsyn-
dromal bipolar disorder were identified 
(Lewinsohn et al., 2000). At follow-up 
at age 24 years, compared to a group of 
controls, the youth initially identifi ed with 
subsyndromal bipolar disorder had elevated 
rates of depression, anxiety, and antisocial 

and borderline personality traits, but not 
bipolar disorder. Signifi cant impairment of 
psychosocial functioning was reported in 
youth with subsyndromal bipolar disorder. 

 Response to Medication. Another 
approach to classifi cation can be based on 
medication response. This approach can be 
problematic because youth with mood disor-
ders have high placebo response rates, some-
times greater than 50%, at least in the short 
term (Bridge et al., 2009; DelBello et al., 
2002; Hughes et al., 1990). Moreover, 
medications tend to have nonspecifi c effects 
and to treat symptoms, not disorders (Har-
rington & Myatt, 2003); sedation effects 

must also be considered. At the same time, 
diagnosing youth with bipolar disorder may 
be confusing if they do not respond simi-
larly to adults with bipolar disorder. 

 Lithium and divalproex are established 
treatments for adult bipolar disorder (Gelen-
berg & Hopkins, 1993); however, research 
has demonstrated that these agents fail to 
be effective in treating PBD. Wagner et al. 
(2009) reported that divalproex was no better 
than placebo for youth with PBD on primary 
and secondary measures, and there was little 
clinically signifi cant benefi t to divalproex 
over a six-month open trial. Kafantaris et al. 
(2004), studying youth who responded to 
initial lithium treatment, found there were no 
signifi cant differences in subsequent symp-
toms between youth who were randomly 
assigned to continue lithium treatment or 
receive a placebo. Other studies have found 
similar results with medications such as 
oxcarbazepine, which was also not found to 
be superior to placebo (Wagner et al., 2006). 
Although several atypical antipsychotics 
have received FDA approval for the treat-
ment of bipolar disorder in youth, controlled 
long-term studies are limited. As discussed 
above, some of the effects of antipsychotics 
in this population may be nonspecifi c. 

 Psychosocial Interventions. Psycho-
social interventions for PBD are in the 
early stages of development and testing. 
These include child- and family-focused 
cognitive-behavioral therapy (CFF-CBT; 

Pavuluri et al., 2004), group child and 
 family-focused cognitive-behavioral ther-
apy (West et al., 2009) multi-family psy-
choeducation groups (MFPG; Fristad et al., 
2002) and family-focused therapy (FFT: 
Miklowitz et al., 2008), all of which have 
demonstrated moderate success. In general, 
these interventions help to connect youth to 
social support systems by repairing family 
dynamics and fostering interaction with 
similar others. These interventions also 
provide educational information that helps 
reduce the stigma associated with diagnoses 
of bipolar disorder, normalize the experi-
ence of mood dysfunction for the child, 
and provide guidance on the importance 
of treatment adherence. Although promis-
ing for youth with bipolar patterns, these 
interventions do not provide confi rmation 
that a diagnosis of PBD is accurate, given 
that these strategies can be effective for 
children with behavioral dysregulation in 
general. 

 In summary, there are many contro-
versies regarding PBD. Regardless of 
the label, children and adolescents diag-
nosed with PBD present with a number 
of behavioral health challenges and poor 
psychosocial functioning. There is little or 
no evidence, however, to generalize what 
is known about “classic” bipolar disorder 
to PBD. To summarize the information 
provided above: 

 Research shows that youth with chronic • 
nonepisodic irritability do not grow up 
to have “classic” bipolar disorder. 

 The increased rate of PBD has not occurred • 
in countries outside of North America. 

 Mood stabilizer medications, which are • 
effective for “classic” bipolar disorder, have 
not been shown to be more effective than 
placebo for youth diagnosed with PBD. 

 Psychosocial interventions being devel-• 
oped for PBD tend to be based on gen-
eral psychoeducation and skills training 
for disruptive behavior and emotional 
lability, rather than being symptom-
specific to “classic” bipolar disorder. 

 For youth with emotional and behavioral 
dysregulation, more research is needed. A 
common language and classifi cation system 
is also necessary to facilitate research and 
clinical decision making. 

 Current Directions 
 Although studies have shown that symp-

toms of bipolar disorder in children exist, 
there is still concern regarding the current 

Although lithium and divalproex are established 
treatments for adult bipolar disorder, research 

has demonstrated that these agents fail to 
be effective in treating PBD.
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nosology of the DSM-IV (AACAP, 2007). 
Because PBD may vary from the adult dis-
order, it is recommended that youth who do 
not fully meet criteria receive the diagnosis 
of bipolar disorder not otherwise specifi ed 
(BDNOS; AACAP, 2007). As described 
above, however, there is growing evidence 
that youth with chronic nonepisodic irritabil-
ity do not grow up to have “classic” bipolar 
disorder (Leibenluft, 2011; Parens et al., 
2010). There has thus been a concerted effort 
on the part of the childhood disorders work 
group responsible for updating the DSM to the 
fi fth edition (DSM-V) to rectify this problem 
and provide more diagnostic clarity (DSM-5 
Child & Adolescent Work Group, 2010). The 
DSM-5 Childhood and Adolescent Disorders 
and Mood Disorders Work Group (2010) has 
proposed three changes to DSM-V. 

 Language Clarifi cation. First, language 
would be revised to clarify the operational 
defi nition of what constitutes a manic or 
hypomanic episode; 

 The A criterion (for mania) would be • 
modified to include: “a distinct period 
of abnormally and persistently elevated, 
expansive, or irritable mood, lasting at least 
1 week (or any duration if hospitalization 
is necessary)  and present most of the day, 
nearly every day ” (addition italicized); 

 The B criterion would be modified to • 
read: “During the period of mood distur-
bance, three (or more) of the following 
symptoms have persisted (four if the 
mood is only irritable) and have been 
present to a significant degree  and rep-
resent a noticeable change from usual 
behavior ” (addition italicized). 

 New Mood Disorder Diagnosis. Sec-
ond, to address concerns by some that youth 
with chronic nonepisodic irritability do not 
have a “diagnostic home” (Chang et al., 
2010), and that this lack has contributed 
to the increase in the diagnosis of PBD, 
a new mood disorder diagnosis has been 
proposed: “Temper Dysregulation Disorder 
with Dysphoria” (TDD; DSM-5 Child & 
Adolescent Work Group, 2010). The current 
criteria for TDD are inspired by the earlier 
work of Leibenluft et al., (2003) in which 
they identifi ed the phenotypes of what was 
conceptualized as a bipolar spectrum in 
youth. The development of this phenotype 
helped to classify children who displayed 
mood disturbance but not classic bipolar 
disorder. 

 Although SMD offered promise, the 
creation of TDD was proposed by the 
childhood disorders work group to  further 

improve the diagnostic ability of the 
DSM-V. The specific criteria proposed 
for TDD include severe recurrent temper 
outbursts in response to common stressors. 
These outbursts occur three or more times 
per week on average with persistent nega-
tive mood existing between outbursts. The 
onset of the disorder must occur before age 
10 but cannot be diagnosed prior to age six. 

Additional criteria specify that the duration 
of the disorder must exist for at least a year 
and cause impairments in multiple settings. 
Exclusion of classic manic symptoms is 
also required. TDD also cannot be better 
accounted for by another mental disorder 
or medical condition (DSM-5 Child & 
Adolescent Work Group, 2010). 

 The proposed creation of TDD has brought 
mixed reactions. Adding TDD as a diagnosis 
may reconcile much of the controversy with 
PBD. Specifi cally, by modifying duration 
and episodic criteria, youth who either have 
to be liberally diagnosed with bipolar disor-
der or assigned a BDNOS designation now 
have a more appropriate diagnostic category. 
In addition, recognition of this new diagnos-
tic category will offer further opportunities 
for research into etiology and treatment 
options, given that the heterogeneity of the 
original PBD category has been reduced. 
Concerns have been raised about whether 
there is suffi cient research of TDD to validate 
it as a diagnosis. Currently, there is limited 
information regarding the phenomenology, 
prevalence, course, and treatment. 

 Further Study of Short-Term Hypo-
manic Episodes. Identif ication of the 
third proposal by the DSM-5 Work Group 
involves identifying and studying hypo-
manic episodes of fewer than four days’ 
duration. The specifi cs of this recommenda-
tion have not been fully formulated. 

 Other proposed constructs include a sug-
gestion by Carlson to add a modifi er such as 
“explosive anger” for DSM diagnoses such 
as ADHD (Chang et al., 2010). Meanwhile, 
the construct of “impulsive aggression” 
across diagnostic categories has also been 
suggested (Jensen et al., 2004). 

 Goals for the Future 
 With the impending revision of the DSM 

becoming a reality, research on bipolar 
patterns in youth is ripe for expansion. The 
need for ecologically based, epidemiologi-
cal research to determine the incidence and 
prevalence rates of these disorders, evaluate 
the appropriateness of the new diagnostic 
categories, identify risk and protective 

A mechanism may soon exist, with the pending 
release of the DSM-V, through which dysregulated 

mood in youth can be acknowledged and 
evaluated with more empirical scrutiny.

factors that contribute to the development 
of TDD versus pediatric or classic bipolar 
disorder, and study the effects of mediators 
and moderators on treatment outcomes will 
be crucial in the upcoming decade. In addi-
tion, rapid dissemination of the research to 
practitioners, parents, and various other 
professionals who serve youth will be nec-
essary to ensure that the treatment of these 
youth remains in accordance with evolving 
standards of care. 

 The persistence of labeling persons 
under the age of 18 with bipolar dis-
order, although it has engendered con-
troversy, has not been done out of mal 
intent but has, rather, represented an 
effort to classify a phenomenon that has 
been recognized in clinical, school, and 
child care settings for many decades. 
Although the appropriateness of the cur-
rent practice is controversial, a mecha-
nism may soon exist, with the pending 
release of the DSM-V, through which 
dysregulated mood in youth can be 
acknowledged and evaluated with more 
empirical scrutiny. 
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 Child-Parent Psychotherapy: Facilitating Factors 
and Barriers to Implementation in the National 
Child Traumatic Stress Network 
 by Elizabeth Douglas, Bryan Seck, Bhuvana Sukumar, and Christine Walrath* 

 Introduction 
 The landmark Adverse Childhood Expe-

riences (ACE) study, one of the largest 
investigations ever conducted on the links 
between childhood trauma and later-life 
health and well-being, found that child-
hood abuse, neglect, and exposure to other 
traumatic stressors are common. Almost 
two-thirds of study participants reported at 
least one traumatic stressor, and more than 
one in fi ve reported three or more traumatic 
stressors before age 18 (Felitti et al., 1998). 
Very young children—including children 
aged 0 to 4—are among those affected by 
trauma exposure. Despite signifi cant efforts 
aimed at prevention over the past 30 years, 
child abuse remains the most common 
type of childhood trauma today, and its 
impact is pervasive in society (Chadwick, 
2004). In 2009, more than 1,600 children 
ages 0 to 17 died from abuse or neglect; 
among these, 81% were four years of age 
or younger (USDHHS, 2011). Many stud-
ies have documented the long-term nega-
tive effects of a range of different trauma 
exposures on children (Margolin & Gordis, 
2000; Mazza & Reynolds, 2000; Melhem 
et al., 2004). Child maltreatment, for 
example, disrupts children’s emotional, 
 behavioral, cognitive, and interpersonal 
functioning and poses severe risks for the 
development of psychopathology (Cicchetti 
& Valentino, 2006). These problems may 
extend from childhood through adolescence 
and into adulthood (Fairbank, 2008). 

 In recent years, a number of effective 
clinical approaches and interventions have 
been developed and tested for use in treating 
trauma-exposed children. One such therapy 
is child-parent psychotherapy (CPP; Lie-
berman et al., 1997), a relationship-based, 
dyadic clinical intervention designed to 

address exposure to trauma, internalizing 
and externalizing symptoms, and symptoms 
of traumatic stress among infants, toddlers, 
and preschoolers who have experienced 
domestic violence. Although the primary 
focus is on children who have witnessed 
domestic violence, the intervention strate-
gies apply to many forms of child maltreat-
ment (Lieberman & Van Horn, 2005). The 
intervention integrates multiple theories, 
including psychodynamic, attachment, 
trauma, cognitive-behavioral, and social-
learning, to restore the child-parent rela-
tionship and the child’s mental health and 
developmental progression that have been 
damaged by the experience of domestic 
violence (Lieberman & Van Horn, 2005). 
In particular, a fundamental premise is that 
a dual attachment and trauma lens must be 
used in the assessment and treatment of 
infants and toddlers with mental health and 
relationship problems (Lieberman, 2004). 

 As part of CPP, child-parent interactions 
are the focus of six intervention modalities 
aimed at restoring a sense of mastery, secu-
rity, and growth, and promoting congruence 
between bodily sensations, feelings, and 
thinking on the part of both child and parent 
and in their relationship with one another 
(NCTSN, 2011b). The six intervention 
modalities are: 

 1.  Promoting developmental progress 
through play, physical contact, and 
language; 

 2.  Offering unstructured reflective devel-
opmental guidance; 

 3.  Modeling appropriate protective 
behaviors; 

 4. Interpreting feelings and actions; 

 5.  Providing emotional support and empa-
thetic communication; and 

 6.  Offering crisis intervention, case man-
agement, and concrete assistance with 
problems of living (Lieberman & Van 
Horn, 2005). 

 Refl ective supervision—a type of super-
vision designed to help clinicians consider, 
with the guidance of their supervisor, their 
thoughts, feelings, actions, and reactions 

as they work to support the healthy devel-
opment of very young children and their 
families (FPG Child Development Institute, 
2011)—is also a key component of CPP. 
Through this mechanism, clinicians and 
supervisors work to identify barriers to 
implementation of CPP and to craft a thera-
peutic plan that best meets a family’s individ-
ual needs. Refl ective supervision combines 
refl ections and case review to learn about 
and improve the clinical process. 

 Few interventions are designed to alleviate 
the effects of exposure to violence in the fi rst 
fi ve years of life (Lieberman & Van Horn, 
2005). However, a number of randomized, 
controlled trials have demonstrated that CPP 
or infant-parent psychotherapy (IPP; CPP is 
an extension of IPP) is effective in reducing 
symptoms resulting from stressors, including 
trauma, and improving the parent-child rela-
tionship that has been damaged by such stres-
sors (Cicchetti et al., 2006; Lieberman et al., 
1991; 2005; 2006; Toth et al., 2002;). In 
recognition of its effectiveness, the National 
Child Traumatic Stress Network (NCTSN; 
discussed in more depth below) classifi ed CPP 
as a “well supported and effi cacious” practice 
on its list of empirically supported treatments 
and promising practices (NCTSN, 2011a). 
The California Evidence-Based Clearing-
house for Child Welfare (CEBC) provided 
CPP with a scientifi c rating of 2 (“supported 
by the research evidence”) on a scale of 1 to 
5, with 1 being well supported by the research 
evidence and 5 being a concerning practice 
(CEBC, 2011). 

 CPP Dissemination 
 Despite its effectiveness, CPP is one of 

many evidence-based practices (EBPs) that 
have not been widely disseminated in rou-
tine clinical practice, a gap that has resulted 
in a “quality chasm” between what has been 
identifi ed by researchers and leading practi-
tioners in the fi eld of child traumatic stress 
as effective and what clinicians working in 
community mental health centers and other 
providers actually practice (Chadwick Cen-
ter for Children and Families, 2004). 

 In 2001, the Substance Abuse and Mental 
Health Services Administration (SAMHSA) 
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within the U.S. Department of Health and 
Human Services funded the National Child 
Traumatic Stress Initiative (NCTSI) to 
bridge the gap between research and prac-
tice in the child trauma fi eld. The NCTSI 
mission is carried out by the NCTSN (see 
box; to learn more about the NCTSN, 
see  www.nctsn.org ), a unique science-to-
practice, collaborative network of more than 
100 academic and community-based service 
centers whose mission is to raise the stan-
dard of care and increase access to services 
for traumatized children and their families 
across the United States. To that end, the 
centers implement trauma-informed clinical 
interventions as part of service delivery for 
trauma-exposed children; collect data for 
quality improvement, evaluation, and clini-
cal purposes; and facilitate collaboration 
among child-serving providers and sys-
tems. Through such activities, the NCTSN 
has great potential to expand the limited 
evidence base on children’s experience of 
trauma and to translate science to practice, 
thereby closing the quality chasm. 

 CPP, among other trauma-specifi c EBPs, 
has been disseminated to practitioners 
within the NCTSN through support of the 
NCTSN’s “learning collaborative” train-
ing methodology, an innovative training 
approach that focuses on spreading, adopt-
ing, and adapting best practices—including 
EBPs—across multiple settings while 
simultaneously creating changes in organi-
zations that promote the delivery of effec-
tive interventions and services (Markiewicz 
et al., 2006). The learning collaborative 
approach is being adapted by the NCTSN 
from the Breakthrough Series Collabora-
tive model, developed by the Institute for 
Healthcare Improvement and identifi ed as 
a recommended method for dissemination 
of best practices (Chadwick, 2004). Within 
the NCTSN, learning collaboratives bring 
together teams of clinicians, supervisors, 
senior agency leaders, intervention develop-
ers, and other stakeholders to engage in a 
process consisting of: 

  Three on-site “learning sessions” led by • 
a small faculty over the course of nine 
to 12 months; 

 “Action periods” in between learning • 
sessions providing opportunities for 
participants to practice new clinical 
competencies, address organizational 
change, and measure progress; 

 Ongoing consultation for participants • 
during action periods to sustain learn-
ing, including access to an intranet site 
with supportive resources and a series 

of conference calls hosted by faculty 
members or National Center for Child 
Traumatic Stress (NCCTS) staff. 

 The NCCTS has developed and coordi-
nated learning collaborative trainings for 
NCTSN centers, typically offering three 
learning collaborative “courses” annually, 
each focused on a different clinical inter-
vention. Since the NCTSN’s inception, 
learning collaborative trainings focused on 
CPP have occurred in 2007 and in 2009. 

 The Current Study 
 There is much to be learned about EBP 

implementation in general—and CPP 
implementation specifically—from the 
dissemination efforts currently underway in 
the NCTSN. In addition, although there is 
evidence to support the effectiveness of CPP 
treatment, the knowledge base is limited 
regarding approaches to successfully imple-
ment CPP in community-based mental 
health settings. Thus, the current study was 
developed to enhance understanding of the 
pathways through which implementation 
of CPP occurs, common barriers, and best 
practices leading to successful implementa-
tion of CPP. 

 Research related to the implementation 
of EBPs (e.g., Fixsen et al., 2005) and dif-
fusion of innovations (e.g., Rogers, 1995) 
infl uenced the approach taken within the 
current study to examine the factors that 
infl uence implementation (for the purposes 
of this study, implementation is defi ned as 
the process of incorporating a practice or 
product as a part of the normal operation 
of an organization or community and as 
routine service delivery). This research 
identifi es factors on multiple levels (e.g., 
innovation, practitioner, organization, sys-
tem) that may increase or decrease the like-
lihood that members of a given culture will 
successfully implement certain practices 

or service modalities. For example, in a 
summary of the implementation literature, 
Fixsen et al. (2005) suggest that implemen-
tation appears most successful when: 

 Carefully selected practitioners receive • 
coordinated training, coaching, and fre-
quent performance assessments; 

 Organizations provide the infrastructure • 
necessary for skillful supervision and 
coaching, and regular process and out-
come evaluations; 

 Communities and consumers are fully • 
involved in the selection and evaluation 
of programs and practices; and 

 State and federal funding avenues, poli-• 
cies, and regulations create a hospitable 
environment for implementation and 
program operations. 

 Others have suggested that similar com-
binations of factors are key to implementa-
tion success, including: 

 The presence of trained and commit-• 
ted staff with adequate resources and 
managerial support; 

 Access to technical assistance; and • 

 A system in place for monitoring imple-• 
mentation progress (McGuire, 2001; 
Panzano et al., 2005). 

 Research questions that guided the cur-
rent study include: What are the facilitative 
factors the support the implementation of 
CPP? What are the barriers to the imple-
mentation of CPP? 

 Study Methods 
 In 2004, SAMHSA funded the NCTSI 

cross-site evaluation to assess the effective-
ness of the NCTSN as a whole, including 
the network’s impact as a national resource 
for enhancing the standard and quality 
of care for children and their families 
affected by traumatic stress. Findings 

The National Child Traumatic Stress Network

Category I—The National Center for Child Traumatic Stress•  collaborates with 
SAMHSA to serve as the NCTSN’s national coordinating center, providing technical 
assistance to NCTSN centers and coordinating resource development and training 
efforts, among other activities.

Category II—Treatment and Service Adaptation Centers•  provide national exper-
tise regarding trauma-specific treatments and interventions for diverse clinical and 
demographic populations and support the specialized adaptation of effective treatment 
and service approaches for communities across the country as appropriate.

Category III—Community Treatment and Services Centers•  primarily provide 
direct mental health services to children and their families, implement and evalu-
ate interventions in community-based settings, and collaborate with other NCTSN 
centers on clinical issues, service approaches, training, and other activities.
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 presented here come from a qualitative 
study conducted as part of this effort. 
Primary methods included hour-long, in-
depth interviews conducted in July 2009 
with NCTSN staff regarding the experience 
of implementing CPP. 

 Research Participants. The participants 
were 14 staff members from four NCTSN 
centers and included six administrators 
(several also served as clinical supervisors), 
two clinical supervisors, and six mental 
health service providers (three senior, two 
midlevel, and one junior) who had imple-
mented CPP within their clinical practices 
and verbally consented to participate in the 
interviews. 

 Clients Served by CPP. Most of the 
clients served by the participants were 
living at or below poverty level, had been 
in chronically traumatizing situations, and 
presented with PTSD, attachment disorder, 
disorder of infancy or childhood, separation 
anxiety, and disruptive behavior disorder. 
Collectively, clients had been exposed to 
neglect, physical abuse, sexual abuse, emo-
tional abuse, torture, traumatic grief/loss, 

medical trauma, the witnessing of  physical 
abuse and domestic violence, serious acci-
dent, kidnapping, and homelessness. Most 
clients had been multiply traumatized. At 
two of the centers, most of the children 
who received CPP were in the child welfare 
system; at the other two, children lived with 
biological parents, in kinship care, in foster 
care or adoptive homes, or in a relief nurs-
ery. Two centers provided CPP exclusively 
in a clinic setting, and two provided CPP 
in a clinic and home setting. Most of the 
children served were under the age of four; 
however, the age range of children served 
was 0 to 12. 

 Response Analysis. Through use of a 
team-based qualitative analytic approach, 
the narrative responses of participants 
were analyzed using both a deductive and 
inductive process. First, evaluation team 
members reviewed and coded all transcripts 
using a deductive approach incorporating 
use of an initial list of codes (Bradley et al., 
2007) based on the study’s research ques-
tions and interview guides. Next, consistent 
with grounded theory, evaluation team 

members read through the text searching 
for emerging concepts (Strauss & Corbin, 
1990) and added a second layer of coding. 
Finally, team members examined responses 
within codes or categories and conducted a 
thematic analysis of the results. All analysis 
was supported through use of the software 
package ATLAS.ti 5.2.9 (Muhr, 2004). 

 Study Findings: Facilitating 
Factors 

 Themes in responses related to facilita-
tors and barriers to implementation are 
presented below, beginning with fi ve themes 
related to facilitating factors. 

 Clinical Expertise/Therapeutic 
Approach. Two of the most important 
reported—and also related—factors that 
facilitated CPP implementation were found 
to be participants’ clinical expertise and 
experience, and participants’ positive per-
ceptions of CPP. All participants described 
alignment between the expertise of clinicians 
in the study and CPP’s multi- theoretical 
approach—integrating psychodynamic, 
attachment, trauma,  cognitive-behavioral, 

and social-learning theories. Most  clinicians 
had been trained in two or more of these the-
ories, which created a strong philosophical 
identifi cation and resonance. Participants of 
all types described that the match between 
the professional experience of individual 
staff members and one or more of the vari-
ous disciplines that inform CPP supported 
the implementation of CPP over time; a few 
suggested that such clinical expertise was 
essential to facilitate CPP implementation. 
This is illustrated by a project director’s 
comment: 

 CPP is the perfect marriage of attach-
ment-based therapy and trauma care. 
So, you have to understand both. It 
would be hard to learn that model if 
you didn’t understand attachment-
based therapies or trauma care. You 
have to have a level of experience to 
pick up that model. 

 Respondents’ Positive Perceptions of 
CPP. Although most participants had never 
heard of CPP before their centers joined 
the NCTSN, they reported a familiarity 
with the tenets of CPP and—following an 

introduction to CPP—a very positive per-
ception of this therapy. Most respondents, 
including all but one of the clinicians, 
reported that they believed strongly in the 
theoretical underpinnings of CPP, at least 
in part because it was compatible with their 
clinical training and expertise. In addition, 
they identifi ed with other qualities of this 
therapy including: 

 The appropriateness of its focus on • 
involving caregivers as integral par-
ticipants in therapy for very young 
traumatized children; 

 The ability of the model both to provide • 
structure and to allow for flexibility in 
addressing families’ needs; and even 

 The language of the model (e.g., the • 
phrase “ghosts in the nursery,” describing 
unconscious repetition of the past in the 
present) that was first coined more than 
30 years ago (Fraiberg et al., 1975). 

 Consequently, most respondents expressed 
not only willingness but enthusiasm for the 
opportunity to be provided with training, 
resources, and administrative support to 
implement CPP. As one clinician stated: 

 I was very interested because it’s so 
consistent with what I know already 
and I really want to stay up to date. 
So, even though I knew Alicia Lieber-
man’s work early on, I wanted to know 
what she was doing most recently. ... 
I was very excited about that (Dr. 
Alicia Lieberman is the director of 
the Early Trauma Treatment Net-
work (ETTN), a collaborative of four 
university sites funded as part of the 
NCTSN, and a developer of CPP). 

 This enthusiasm appeared to motivate 
respondents to sustain progress in imple-
menting CPP even as they faced consider-
able challenges as part of the implementation 
process. Such perceptions are notable, con-
sidering that implementation research and 
summaries typically suggest that clinician 
resistance is among the primary barriers 
to EBP implementation (Chadwick, 2004; 
Fixsen, Wallace & Naoom, 2005). 

 Organizational and Administrative 
Support/Regional Support. In addition, 
many clinical supervisors and clinicians 
indicated that administrative support for 
CPP within their programs was very strong 
and facilitated implementation. At two of 
the interview centers, the program directors 
also described a broader climate of support 
for EBPs within spheres of infl uence for the 
center, such as support within the larger 

Although most participants had never heard of CPP 
before their centers joined the NCTSN, they reported a  

very positive perception of this therapy.
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agency or university and the state. One 
program director said: 

 We had a leadership here at the uni-
versity and we have a Statewide pres-
ence that has paved the way to say we 
really value and want to support the 
implementation of evidence-based 
trauma treatments as long as they 
are family-friendly, incorporate the 
family, support the family’s recovery. 
Our setting and leadership, it existed 
before the CPP Learning Collabora-
tive and it just allowed that to be such 
an easy fit. 

 Several respondents commented that fund-
ing trends (e.g., federal and state funding of 
services) that favor EBPs were at least partly 
responsible for the climate of support for CPP 
implementation in their organization or state. 

 Learning Collaborative/Intervention 
Developers. At all four centers, respon-
dents of all types overwhelmingly cited the 
learning collaborative as a critical aspect of 
the implementation process. The learning 
collaborative training was described as a 
“major motivator,” and respondents appre-
ciated the ongoing support of the faculty 
and colleagues, and the resources provided 
both initially and over time. About half of 
the respondents also commented that the 
involvement of the intervention developers 
in the learning collaborative was a signifi -
cant highlight of participating in it, which 
is consistent with literature fi nding that a 
high level of involvement by program devel-
opers on a continuing basis is positively 
associated with successful implementation 
(Fixsen et al., 2005). For example, a clinical 
supervisor said: 

 That is the best way to keep me moti-
vated and I think [the best way] for our 
team to keep the momentum up and to 
not lose it in the face of other imping-
ing therapeutic approaches or training 
needs or just general clinical work. 

 However, at one center, two respondents 
described having a mixed experience with 
the learning collaborative. Although they 
agreed that the learning collaborative was 
important in facilitating implementation, 
they also suggested that certain elements 
could be improved. These respondents 
suggested that: 

 The learning collaborative faculty • 
should provide additional case exam-
ples and opportunities for role plays 
during the in-person learning sessions 
to help make a model as flexible as CPP 
“more concrete”; 

 The faculty should ensure that a senior • 
person always leads the conference calls 
that occur in between learning sessions; 

 The faculty should provide additional • 
support and guidance for participating 
supervisors, particularly those who are 
learning the model in tandem with the 
clinicians they supervise; and 

 The training curriculum should address • 
in more depth how to implement CPP in 
a culturally competent way. 

 Clinical Supervision. More than half of 
the respondents indicated that clinical refl ec-
tive supervision was also among the essential 
supports promoting CPP implementation. 
Research has repeatedly shown that clinical 
supervision can affect therapists’ efforts to 
implement new practice; although reading a 
manual or attending a workshop may initiate 

a transfer of knowledge, ongoing supervision 
is often needed for actual behavioral changes 
to occur among therapists (Bazelmans et al., 
2004; Herschell et al., 2004; Kendall & 
Southam-Gerow, 1996). In addition, a 
high level of competency of supervisors is 
positively associated with therapist adher-
ence and competence (Henggeler et al., 
2002)—two factors that, in turn, are linked 
to implementation with fi delity to a treat-
ment (Perpepletchikova & Kazdin, 2005). 
A clinical supervisor describes the way in 
which reflective supervision was imple-
mented at the center: 

 One of the things that is recommended 
is that clinicians doing this work have 
a reflective process in place to be able 
to address their own reaction to cases 
and how that influences the work that 
we’re doing and [how to] deal with it 
when we get stuck in cases. How do 
we move forward and what’s holding 
us back? To be able to evaluate where 
we’re at and the role in which our own 
experiences influence that process. 

 Study Findings: Challenges 
 Although respondents were consistent in 

suggesting that the CPP intervention rep-
resented an appropriate fi t for their centers 

conceptually, practical issues also inter-
vened to complicate the implementation 
process along the way. Four related themes 
were identifi ed and are presented below. 

 Learning Curve. One of the most 
consistently cited challenges—which 
underscores the importance of ongoing 
supervision to support a new model—was 
an initial learning curve in understanding 
CPP. The learning curve was most often 
specifi cally related to clinicians’ and oth-
ers’ becoming more familiar with one or 
more of the multiple theoretical constructs 
that inform CPP; it was also related to 
lack of familiarity with implementation of 
evidence-based or manualized practices. 
Although this group of clinicians was 
relatively senior, was experienced in men-
tal health service delivery generally, and 
viewed CPP as philosophically  compatible 

with their prior practices, the learning 
curve was nevertheless experienced among 
all clinicians at all levels. As an example, a 
senior clinician said: 

 We’re all learning and so I think we’re 
all feeling some lack of confidence 
and security about, are we on the 
same page here? 

 A midlevel clinician said: 

 [One] challenge ... is getting over that 
initial fear of not implementing it 
correctly. And then once we’ve been 
over that kind of fear and developed 
that framework and those cognitions 
within ourselves and learned that 
common language, I think that it’s 
become easier. 

 One respondent said: 

 At times, we don’t feel like we really 
have a grasp on CPP as a concept, 
because ... we’re not very manualized 
and we like to deviate from manuals. ... 
So we definitely want to check back 
to, “Are we keeping this model’s 
fidelity?” 

 Engaging Parents/Caregivers. At all 
of the centers, particularly centers serving 
children in the child welfare system, most 
respondents also described  challenges 

Although reading a manual or attending a workshop 
may initiate a transfer of knowledge, ongoing 

supervision is often needed for actual behavioral 
changes to occur among therapists.
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 related to identifying the appropriate 
caregiver to involve in CPP and how to 
encourage the caregiver’s involvement 
and support. An administrator stated that 
in general: 

 Our child welfare system feels very 
slow in terms of movement. There 
seem to be so many systems compli-
cations around this that also make it 
difficult for the family to engage in 
this type of ... it’s an intensive treat-
ment and so it ... can sometimes make 
things difficult. 

 Respondents also described different 
professional histories and experiences 
related to whether, and to what extent, 
they had typically involved caregivers in 
treatment as part of therapy for infants and 
young children before implementing CPP. 
Most said that they believed in involving 
caregivers in the child’s therapy at least 
in some respects; however, policies at the 
centers varied regarding expectations for, 
and feasibility around, coordinating for-
mal caregiver involvement. At one center, 
integrating the caregiver into treatment has 
been especially challenging because this 

center is part of a children’s hospital; thus, 
historically, services have focused on the 
child as the client, rather than on including 
the caregiver as part of the therapeutic unit. 
At this center, incorporating the caregiver 
formally as part of treatment represented 
a major change in the existing organiza-
tional culture that required adjustment from 
clinicians, children already in treatment, 
and caregivers. In addition, administrative 
changes were required to create a billing 
system that could reflect the time spent 
with caregivers as well as children. An 
administrator said: 

 We’ve been treating traumatized kids 
for 30 years ... while it doesn’t go 
against the grain entirely, this idea 
of incorporating the caregiver as a 
target for treatment in and of itself, I 
was a little concerned about that as a 
challenge to our system. 

 Time-Intensiveness of the Model. Both 
the supervision and caregiver requirements 
of CPP are related in some ways to another 
challenge: time intensiveness. At three of 

the centers participating in the interviews, 
respondents indicated that, relative to other 
treatments, CPP is a time-intensive treat-
ment that requires a signifi cant investment 
from caregivers, therapists, and clinical 
supervisors. This challenge is particularly 
acute in settings in which clinicians are 
expected to maintain high caseloads. As 
one supervisor explained: 

 There tend to be more clinical hours 
spent on a CPP case ... clinicians 
were meeting with the child and 
parent in the treatment and then also 
meeting with maybe the parent in a 
collateral meeting that week and a 
foster parent that week. Well, that’s 
three hours of clinical time ... how 
are they going to f it that in their 
caseload? 

 In addition, the time required of care-
givers can be a signifi cant burden for the 
caregivers as well, particularly for families 
with multiple siblings in need of care. One 
supervisor describes a related situation: 

 [There is] a family where there are three 
kids at different developmental levels 
with different needs, and all have a very 

significant attachment-related history 
and issues and need to do individual 
work, dyadic work with the caregiver. 
So, how do you require a foster parent 
who’s the paternal aunt who is invested 
in these kids and will probably end up 
adopting these kids, how do you get 
her in for three hours a week when 
she doesn’t have a car and these are 
all young kids and they have physical 
therapy, occupational therapy, speech 
therapy ... which requires her to do 
stuff. ... And then there are times when 
we meet with her separately too? 

 Lack of Trauma Awareness/Under-
standing. Staff at three of the centers par-
ticipating in the interviews, including about 
half of the respondents overall, described 
that a lack of trauma awareness among 
important fi gures in children’ lives, including 
child welfare workers and other types of 
child-serving providers, parents/caregivers, 
and others, presented various barriers to 
CPP implementation and pointed to a need 
to improve education about trauma more 
generally. An associate director stated: 

 Sometimes our child welfare system 
is not as developmentally and trauma-
informed about what the needs of a 
child are ... there ends up being a lot 
of visitation recommendations that 
are happening prematurely. 

 A clinical director at another center 
described a lack of trauma awareness within 
the child welfare system that can be extreme 
in some cases: 

 We’ll get sheets from Human Ser-
vices that say, “Ten month old. Saw 
her mother murdered. No mental 
health concerns.” 

 Participants at the same center suggested 
that the child welfare system refused to 
approve funding for mental health services 
for the recommended length of time for 
CPP (i.e., 12 months) because of a lack of 
awareness about trauma and approaches to 
effectively treating it. 

 In addition, in building a referral system 
within an existing organization, a third cen-
ter also faced the need to enhance trauma 
awareness among the various staff providing 
case management and other services (other 
than mental health services) for children. An 
administrator at this center said: 

 I think that some of the difficulties 
are that we needed to train our case 
managers, our home visitors, our 
classroom teachers ... on how they 
fit into the [CPP] model [which] is a 
pretty big undertaking. Those are the 
people that our referrals come from. 
And, mental health, as we all know, 
has a stigma attached to it, so that has 
been the biggest issue. 

 Discussion of the Study 
 Although the effectiveness of CPP has 

been well established, this study is one of 
the fi rst to examine the process of imple-
menting CPP in community settings. This 
study identifi ed factors associated with the 
initial implementation of CPP, based on 
the perspectives of participating clinicians, 
clinical supervisors, and administrators in 
the NCTSN. 

 What seems clear upon review of the fi nd-
ings is that many of the supports that have 
been identifi ed in the literature as important 
to ensure successful EBP implementation 
were available to these participants in their 
efforts to implement CPP. For example, 
funding and top-level administrative sup-
port, two of the most frequently cited factors 
that promote the implementation of new 
interventions (Drake et al., 2001; Goldman 
et al., 2001), were identifi ed by participants 

“We’ll get sheets from Human Services that say, 
‘Ten month old. Saw her mother murdered. No 

mental health concerns.’”
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as key factors contributing to implementa-
tion progress and the potential for sustain-
ability. This finding resonates with the 
literature review by Fixsen et al. (2005) 
suggesting that implementation success is 
positively infl uenced by the presence of state 
and federal funding, policies, and regula-
tions that create a climate of support for the 
implementation of new practices (Fixsen 
et al., 2005). 

 In addition, most of the participants sug-
gested that the center’s administration provid-
ed the infrastructure necessary for developing 
local supervisory structures to support CPP, 
and supervision is also commonly cited as 
a key variable determining implementation 
success (Bazelmans et al., 2004; Herschell 
et al., 2004; Spouse, 2001). 

 Moreover, centers in the sample were 
NCTSN-funded centers; thus, they received 
SAMHSA funding to support implementa-
tion and had access to the learning col-
laborative training. Viewed by some as a 
state-of-the-art approach to supporting 
implementation of EBPs (Agosti et al., 
2007), the learning collaborative connects 
intervention developers with practitioners 
throughout the implementation process, a 
step linked to implementation success (Fix-
sen et al., 2005). It also provides technical 
assistance, consultation, and training over 
many months’ time, rather than simply dis-
seminating information without training or 
providing training at one point in time. The 
longer term approach has also been linked 
with implementation success (Ellis et al., 
2003; Greenhalgh et al., 2004; Kelly et al., 
2000) and was valued by all participants 
as a key motivational support during the 
implementation process.  

 To some extent, the availability of such 
resources to support implementation of 
EBPs—including state-of-the-art training, 
administrative support, and enhanced super-
visory structures—is a testament to the 
impact of the NCTSN. Participants reported 
that these resources were among the most 
important factors facilitating implementa-
tion, which suggests that the goals of the 
NCTSN are being realized at least as part of 
these early implementation efforts. 

 This study fi nds that, regardless of the 
availability of resources, the participants 
encountered various challenges throughout 
the implementation process that required 
considerable effort, attention, and creative 
problem solving to resolve on the local 
level. The experience of these participants 
underscores that even when critical support-
ive resources are available, implementing a 
new practice can be a signifi cant undertak-

ing that requires moving beyond day-to-day 
treatment as usual for both individuals and 
organizations and a willingness to adapt 
to using innovative approaches—in some 
cases, for the fi rst time in decades. 

 Although some studies fi nd that clinicians 
often resist implementation of EBPs, in part 
because such practices are diffi cult to imple-
ment and require considerable changes to 
routine practice (Fixsen, Wallace & Naoom, 
2005), the majority of the clinicians in this 
study were willing to attempt major changes 
in their practice because of their belief in 
this model and, as an extension of that, their 
ownership of its implementation. Although 
higher level funding, support, and training 
are often-cited critical resources needed for 
implementation, as some have suggested 
(Rapp et al., 2010), they could be necessary 
but insuffi cient conditions for successful 
implementation. Indeed, the clinicians in 
this study were in a position to address chal-
lenges from an insider’s perspective using 
strategies tailored to their local circum-
stances, and their buy-in and support appear 
likely to have made a substantial difference 
in the overall success of implementation as 
well as the potential for sustainability. 

 Limitations of the Study. Although the 
centers that participated in the interviews 
are diverse, the respondents do not refl ect 
the range of diversity of implementation 
experiences within the NCTSN, and the 
sample is not intended to be representative 
of the NCTSN. In addition, the coordinators 
of the learning collaborative training suggest 
that the centers selected for the training were 
selected in part because they appeared to 
be highly motivated to follow through with 
implementation. Therefore, the centers in the 
sample may be more motivated than the aver-
age to accomplish implementation. In short, 
the sample size and potential for selection 
bias, in conjunction with other methodologi-
cal issues, limit generalizable conclusions. 

 In addition, the centers in this sample, 
by virtue of their grant funding and mem-
bership in the NCTSN, are potentially in 
a more advantageous position than other 
children’s mental health centers in the 
country engaged in or considering similar 
implementation efforts. Nevertheless, the 
NCTSN represents a unique and under-
studied “real world laboratory” that should 
be examined to improve understanding of 
adoption, implementation, and transport-
ability in diverse settings. 

 As an unintended consequence of the 
method of identifying respondents, which 
required that program directors identify 
staff at their centers involved in CPP imple-

mentation, the clinicians interviewed were 
generally very experienced. The fi ndings 
indicate that a connection to this type of 
therapeutic approach based on clinicians’ 
previous experiences facilitated implemen-
tation; this then raises a question about how 
the implementation experience might have 
been different in the case of less experi-
enced clinicians. This may be an area to 
investigate further in future research. 

 Implications of the Study 
 The study results may inform practitio-

ners, administrators, and others involved 
in future implementation of CPP in several 
important ways. 

 Practitioners’ Clinical Experience. 
First, related to the fi nding that the clinical 
experience of practitioners greatly con-
tributed to their positive perception of and 
connection to CPP, it may be helpful for 
administrators to screen practitioners who 
are anticipated to be involved in the imple-
mentation of CPP to ensure that they have 
some exposure to or previous experience 
related to one or more of the disciplines that 
inform CPP. Alternatively, less experienced 
practitioners could be provided with an 
opportunity for professional development 
or training to attain “prerequisite” educa-
tion in advance of more intensive training 
in anticipation of CPP implementation. On 
the individual level, key factors positively 
associated with implementation include 
education (Boehm & Litwin, 1997) and 
experience with the same or similar inno-
vation (Ennett et al., 2003). Thus, although 
less experienced clinicians may be able to 
implement CPP with appropriate training 
and coaching or supervision, this study adds 
to the literature indicating that past experi-
ence with a practice can enhance interest 
and willingness among practitioners to 
embrace implementation, thus facilitating 
implementation efforts and the potential 
for successful implementation with fi del-
ity. For practitioners, it would be worth 
conducting a self-assessment to evaluate the 
match between one’s own individual philo-
sophical/historical approach to providing 
therapy and the infl uences and approach of 
CPP, and to identify potential professional 
development needs in advance of efforts to 
implement CPP. 

 Organizational Readiness. Second, 
as many respondents described, CPP is a 
time-intensive intervention; thus, it may be 
helpful for agencies that are considering an 
investment in CPP to conduct an assessment 
of organizational readiness. This assessment 
should include at a minimum consideration 
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of typical organizational factors that are 
associated with implementation, including 
the match to program goals and vision (Mac-
Donald & Green 2001); skills for planning, 
implementation, and evaluation (Riley et al., 
2001);  and others identifi ed in the research. 
In addition, such an assessment should con-
sider whether the center can support specifi c 
aspects of CPP that this study found to be 
particularly important to the implementation 
process. Primarily, these include the need to 
involve caregivers in this dyadic treatment 
who, particularly in the case of children 
exposed to domestic violence, are often foster 
parents or transitional caregiver fi gures. Thus, 
a substantial investment of time is necessary 
not only for clinical contact, but also in order 
to identify the appropriate caregivers, secure 
their buy-in, motivate them, and facilitate 

their involvement in therapy. Similarly, it is 
necessary to “carve out” time for all practi-
tioners to participate in refl ective supervision, 
which can be challenging, particularly in 
fee-for-service environments. 

 Although the time-intensiveness of the 
model should not necessarily be a deterrent 
to adopting CPP, it should be a consider-
ation in preparing for implementation. For 
example, as a strategy, administrators may 
attempt to reduce the caseload of clini-
cians who carry CPP cases and to consider 
that while CPP cases may require more 
time, they also tend to close more quickly, 
which provides a rationale for systems to 
accommodate this intervention. Overall, 
it is important to assess whether and how 
time can be made available to implement 
this model in a way that does not threaten 
the stability or productivity of the center 
or agency. Practitioners should consider 
whether the agency’s administration could 
be persuaded to support the implementation 
process, regardless of the need to coordinate 
potentially signifi cant changes within the 
organizational culture. In addition, practi-
tioners should consider whether and to what 
extent implementation of CPP would require 
changes in the way in which they are person-
ally accustomed to providing therapy. 

 Training and Supervision. Third, train-
ing for practitioners and ongoing coaching 
or supervision are essential, based both on 
the fi ndings of this study and other research 
(Bazelmans et al., 2004; Henggeler et al., 
2002; Herschell et al., 2004; Kendall & 
Southam-Gerow, 1996; Spouse, 2001). Even 
the most clinically experienced respondents 
in this study described a steep learning curve 
and an initial uncertainty or lack of confi -
dence in adapting to CPP. The participants 
indicated consistently that learning occurs 
and confi dence is built during the supervi-
sory process. Considering that competence 
in supervision has been found to foster both 
therapist adherence as well as effectiveness 
(Henggeler et al., 2002), it is worth consid-
ering whether supervisors can be trained in 
advance of the clinicians they will be super-

vising on the CPP model. In addition, the 
type of training provided for both supervi-
sors and clinicians is important. Specifi cally, 
the most successful training approaches 
incorporate training and/or ongoing coach-
ing or technical assistance over time rather 
than during one session (Agosti et al., 2007; 
Ellis et al., 2003; Greenhalgh et al., 2004; 
Kelly et al., 2000). Finally, while the involve-
ment of intervention developers may not 
be feasible, it could be useful to investigate 
the possibility of involving these or other 
experts in an advisory capacity. 

 Conclusion 
 Although preliminary, the current 

research points to tangible facilitative fac-
tors and barriers of CPP implementation 
and implications for future implementation 
efforts. In future research, it would be use-
ful to examine how implementation factors 
interact over stages of the implementation 
process and also which factors are most 
important at which points in time. Some 
studies (e.g., McCormick et al., 1995; Pan-
zano et al., 2005) fi nd that the implementa-
tion of EBPs typically involves a complex 
interplay of implementation variables that 
changes over time throughout the various 
stages of  implementation. 

 In addition, there is much to be learned 
from research that examines the extent to 
which clinicians are able to implement CPP 
with fi delity even as they address the most 
complicated and challenging cases, and 
the degree to which CPP implementation 
is sustainable, even as the environmental 
context shifts over time (e.g., with changes 
in local or national funding trends, local 
organizational structure, staff turnover, 
and so on). 

 Finally, an expected benefit of imple-
menting an EBP is that one would expect 
to see improved outcomes; thus, it could be 
useful in future studies to examine the out-
comes of CPP cases in parallel to examining 
the factors that affect particular implementa-
tion efforts to assess potential relationships. 
Collectively, such research would help to 
strengthen understanding of implementa-
tion processes, which in turn can be used to 
more effectively translate science to service 
and improve outcomes for trauma-exposed 
children and their families. 
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  From the Literature: What’s Hot … What’s Not 
 by Lorraine Dubuisson* 

 Positive Behavioral Support Strategies 

 CHARGE Syndrome: An 
Educators’ Primer 
 Smith, K.G., Smith, I.M., & Blake, K. 
  Education and Treatment of Children  
 33:289–314, 2010 

 CHARGE Syndrome (CS) is a relatively 
newly recognized syndrome that was fi rst 
identifi ed in the 1970s and is characterized 
by vision and hearing impairment, heart 
defects, choanal atresia, retarded growth 
and development, genital hypoplasia in 
males, cleft palate, and cranial nerve dys-
function. In addition, individuals with CS 
may have diffi culty swallowing, chewing, 
breathing, and making facial expressions. 
When the syndrome was initially identi-
fi ed, many children with CS died, but as 
medical treatments have advanced, the 
survival rate for children with CS has 
improved. As a result, more children with 
CS are now entering the public  educational 

system, and they bring with them a variety 
of challenging behaviors such as self-
 stimulatory behaviors, maladaptive 
routines, tics, obsessive-compulsive symp-
toms, autistic spectrum disorders, attention 
defi cit hyperactivity disorder, and Tourette 
syndrome. Cognitive impairments vary in 
degree from individual to individual. This 
article is intended to aid teachers in inclu-
sive classrooms that contain one or more 
students with CS. 

 After an overview of current educa-
tional methods for children with multiple 
disabilities, the authors suggest that func-
tional assessment and positive behav-
ioral support strategies constitute the best 
interventions for students with CS. For 

instance, teachers might alter the class-
room environment to accommodate a 
student’s visual needs or make curricular 
adaptations such as allowing extra time 
to complete tasks. Educators can also 
increase predictability and scheduling, 
increase choice-making opportunities, 
teach replacement behaviors, and remem-
ber to praise positive behavior. The article 
concludes with a case study of a high 
school student with severe CS and gives a 
list of resources for educators. 

 Charles Hall Youth Services Gets 
New Curriculum 

 Shifting Gears: From Coercion to 
Respect in Residential Care 

 Dunn, L.T. 
  Reclaiming Children and Youth  
 19:40–44, 2010 

 The Teel Institute of Kansas City, Missouri, 
has spent the past 12 years developing and 

studying the effi cacy of a K-12 spiral cur-
riculum designed to help youth cultivate the 
kinds of skills that help to prevent drug use, 
underachievement, bullying, and depression. 
Operating under the principle that preventing 
mental illness is much easier than treating it, 
this curriculum asks youth to be accountable 
for their actions: 

 Students study topics such as admit-
ting and correcting mistakes, handling 
failure, understanding and dealing 
with emotions, taking responsibility, 
respecting one’s own rights and the 
rights of others, setting and working 
toward goals, understanding oneself 
and others, empathizing, appreciating 
individual differences, applying effort 
and perseverance, managing conflict, 
and solving moral dilemmas. 

 Three years ago, the Charles Hall Youth 
Services (CHYS), a residential foster-care 
facility located in North Dakota, partnered 

with the Teel Institute in order to overhaul 
its curriculum from an adult-centered, 
punitive model to one more in line with 
the Teel Institute’s values. CHYS serves a 
population of roughly 100 boys and girls 
ages 12 to 17 with a high percentage of 
Native American residents. CHYS houses 
youth whose families are unable to care 
for them as well as youth who are being 
disciplined for such infractions as truancy 
and substance abuse. The old curriculum 
model was based on a system of demerits; 
the new model requires residents to apply 
for greater freedom and more privileges 
with the help of a staff mentor. With the 
Teel Institute’s assistance, CHYS has seen 
a high degree of improvement in relation-
ships between staff and residents and in 
residents’ behavior. 

 Working Memory Problems Linked 
to Poor Academic Attainment 

 Examining the Link Between 
Working Memory Behavior and 
Academic Attainment in Children 
With ADHD 
 Alloway, T.P., Gathercole, S.E., & Elliott, J. 
 Developmental Medicine and Child Neu-
rology 
 52:632–636, 2010 

 Working memory is def ined as the 
ability to retain and manipulate data for a 
short time. Working memory is generally 
considered necessary in the acquisition 
of literacy and numeracy. In light of the 
increasing evidence that students with 
ADHD display classroom behaviors con-
sistent with working memory problems, 
this study examines how those classroom 
behaviors affect learning. Researchers 
compared three groups of students—
one group with ADHD and two control 
groups without ADHD. One of the con-
trol groups contained students with low 
working memory, and the other group 
contained students with normal working 
memory. Using the Working Memory Rat-
ing Scale (WMRS) and other assessments, 
researchers measured students’ verbal and 
visuospatial working memories. Find-
ings indicate that students with ADHD 
demonstrate behaviors indicative of low 
working memory that are associated with 
poor academic achievement. 

*Lorraine Dubuisson is an assistant professor of 
English at Middle Georgia College, in Cochran, 
GA. She can be reached by email at ldubuisson@
mgc.edu.

Operating under the principle that preventing mental 
illness is much easier than treating it, this curriculum 

asks youth to be accountable for their actions.
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 Gray Matter Reduction in Psychotic 
Youth 

 Brain Volumes in Psychotic Youth 
With Schizophrenia and Mood 
Disorders 
 El-Sayed, M., Steen, R.G., Poe, M.D., 
Bethea, T.C., Gerig, G., Lieberman, J., & 
Sikich, L. 
  Journal of Psychiatry & Neuroscience  
 35:229–236, 2010 

 According to the article’s abstract: 

 [Researchers] sought to test the 
hypothesis that deficits in grey matter 
volume are characteristic of psychotic 
youth with early-onset schizophrenia-
spectrum disorders (EOSS) but not 
of psychotic youth with early-onset 
mood disorders (EOMD). 

 In other words, they wondered wheth-
er gray matter reduction is the result of 
the disease of schizophrenia or of the 
chronic psychotic symptoms present 
not only with schizophrenia, but also 
with other conditions such as affec-
tive illness. Using magnetic resonance 
imaging (MRI), researchers examined 
the brains of patients with EOSS and 
EOMD as well as a control group of 
healthy subjects. Results of the study 
suggest that loss of brain volume is a 
consequence of schizophrenia rather 
than of chronic psychosis. However, the 
study is limited due to the small sample 
size, and further research into this ques-
tion is necessary. 

 Multiprofessional vs. Uniprofessional 
Interventions 

 Working With Adolescents With 
Mental Disorders: The Efficacy of 
a Multiprofessional Intervention 

 Michela, G., Riccardo, P., Paolo, T.C., 
Paola, T., Ecaterini, P., & Antonio, B.P. 
  Health  
 2:811–818, 2010 

 The authors of this study posit that 
psychological, parapharmacological, and 
socioenvironmental are the three general 
approaches to the study and treatment of 
mental health disorders. Their hypothesis 
is that combining interventions from the 
three theoretical-methodological sys-
tems is more effective than relying on one 
approach alone. The study followed 100 
Italian adolescents with emotional and 
behavioral problems for one year as they 
were treated with psychotherapy with 

interviews, pharmacotherapy with clinical 
monitoring, and various group and indi-
vidual activities mediated by educational 
operators. Some of the subjects of the study 
were treated with only one of the three 
interventions; others were treated with 
two, and the fi nal group was treated with 
all three. The study found patients who 
were treated with all three interventions 
had the best results. 

 Youth Empowerment and Crime 
Reduction 

 Youth Empowerment as a 
Strategy for Reducing Crime in 
the Society 
 Olaleye, Y.L. 
  European Journal of Social Sciences  
 15:104–111, 2010 

 According to Olaleye, “Youth empow-
erment means involving young people in 

 Connection Between Phthalates and 
Behavior Problems 

 Prenatal Phthalate Exposure 
Is Associated With Childhood 
Behavior and Executive 
Functioning 
 Engel, S.M., Miodovnik, A., Canfield, 
R.L., Zhu, C., Silva, M.J., Calafat, A.M., & 
Wolff, M.S. 
  Environmental Health Perspectives  
 118:565–571, 2010 

 High molecular weight phthalates 
(HMWP) are used to construct materials 
such as vinyl fl ooring and wall coverings; 
low molecular weight phthalates (LMWP) 
can be found in makeup, shampoo, and 
other personal hygiene and beauty prod-
ucts. They can be introduced into the body 
when people breathe them in, eat them, or 
touch them. Previous research suggests 
that exposure to phthalates can affect 

The study suggests that higher concentrations of 
prenatal LMWP increase aggression, attention problems, 

conduct problems, and depression in children.

decision-making processes on issues that 
affect them, as well as entrusting them 
with the knowledge and skills necessary 
for them to effectively and meaningfully 
participate.” 

 This study examines the relationships 
among youth empowerment, socioeco-
nomic factors, and crime involvement. 
Not surprisingly, previous studies have 
demonstrated that socioeconomic factors 
such as poverty and malnutrition contribute 
to an individual’s decision to participate in 
criminal activities, whereas factors such 
as sense of community and education can 
help deter an individual from criminal 
involvement. In this study, Olaleye gathered 
data using questionnaires from a random 
sample of 450 Nigerian youths. Findings 
indicate a strong relationship between 
youth empowerment and the attitude toward 
crime involvement, a strong connection 
between youth empowerment and poverty 
alleviation, and the fact that males are more 
involved in crime than females. As a con-
sequence, Olaleye believes it is imperative 
for governments to institute programs that 
focus on youth empowerment as a preventa-
tive strategy. 

reproductive health and thyroid function-
ing; it may also be related to attention defi -
cit hyperactivity disorder. Using data from 
the Mount Sinai Children’s Environmental 
Health Study,  researchers measured the 
phthalate metabolite concentrations of 
pregnant women. They then assessed 
the children in follow-up visits with the 
Behavior Rating Inventory of Execu-
tive Function (BRIEF) and the Behavior 
Assessment System for Children-Parent 
Rating Scales (BASC-PRS). According 
to the results of the study, higher con-
centrations of prenatal LMWP increase 
aggression, attention problems, conduct 
problems, and depression in children. 

 Comorbidity Related to Academic 
Performance 

 School Functioning in Youth With 
and Without Anxiety Disorders: 
Comparisons by Diagnosis and 
Comorbidity 
 Mychailyszyn, M.P., Mendez, J.L., & Ken-
dall, P.C. 
  School Psychology Review  
 39:106–121, 2010 
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 In this study of 227 youth ages seven 
to 14, researchers examined the rela-
tionship between anxiety disorders 
and school functioning. Separation 
anxiety disorder (SAD) is character-
ized by extreme anxiety over separa-
tion from the home and loved ones. 
Social phobia (SP) is the fear of being 
embarrassed in social and performance 
settings. Generalized anxiety disorder 
(GAD) is defined as disproportionate 
and uncontrollable worry over a variety 
of events and situations that persists 
daily for more than six months. The 
study relied on parental reports of aca-
demic achievement and teacher reports 
of classroom functioning. Researchers 

expected to f ind that students with 
anxiety disorders would have greater 
problems with school functioning and 
that students with multiple anxiety dis-
orders would have the greatest difficul-
ties. This hypothesis was borne out by 
the results of the study. Those students 
with behavioral, mood, or other anxiety 
disorders in addition to the principal 
diagnosis of SAD, SP, or GAD demon-
strated the highest degree of impairment 
in academic achievement. 

 Tough Love Doesn’t Work 

 Conduct Disorders: Are Boot 
Camps Effective? 

 Jeter, L.V. 
  Reclaiming Children and Youth  
 19:32–36, 2010 

 Conduct disorders are characterized 
by rule-breaking or defiant behaviors, 
destruction of property, deceitful behav-
iors, and aggression to people or animals 
that persists for at least a year and inter-
feres with academic achievement, social 
life, or occupational functioning. Conduct 
disorders often manifest differently in 
males than in females. Between 6% and 
10% of U.S. adolescents are estimated 
to have conduct disorders. The causes of 
conduct disorders are not clear, although 
poor parenting and child abuse seem 

related to these disorders. Of further con-
cern is that the criteria used to diagnose 
conduct disorders are not consistently 
applied, leading to disagreement over 
diagnoses even among highly trained 
professionals. 

 Despite the prevailing wisdom that 
tough love is necessary to treat adolescents 
with conduct disorders, the efficacy of 
boot camps is not supported by empirical 
evidence. Boot camps are patterned after 
basic training for the armed services and 
are intended to punish adolescents for 
criminal infractions as well as to reha-
bilitate them. Three general types of boot 
camps exist. The fi rst is most like basic 
training in the military, with its strong 

focus on physical conditioning and strict 
discipline. The second maintains the mili-
tary model but introduces therapeutic 
programs such as counseling and job 
training. The final type uses fewer ele-
ments of basic training and emphasizes 
modeling and positive reinforcement. 
According to Jeter, no evidence exists 
that boot camps rehabilitate or prevent 
relapses into criminal behavior. Although 
boot camps do help to save money and 
reduce overcrowding in criminal facilities 
(and are generally described as positive 
experiences for both staff and adolescent 
participants), data indicate that recidivism 
rates do not decrease for adolescents with 
conduct disorders who go through boot 
camps. Additionally, boot camps may 
work even less well for female adolescents 
than they do for males. 

 Peer Victimization and Behavioral 
Correlates 

 The Developmental Trajectories 
of Peer Victimization in Middle to 
Late Childhood and the Changing 
Nature of Their Behavioral 
Correlates 
 Boivin, M., Petitclerc, A., Feng, B., & 
Barker, E.D. 
  Merrill-Palmer Quarterly  
 56:231–260, 2010 

 Evidence suggests that as many as 
10% of children are victimized by their 
peers and that this victimization is 
linked to all manner of social, emo-
tional, academic, and behavioral prob-
lems in the victims. Passive victims 
are characterized by anxiety, sadness, 
oversensitivity, and withdrawal. Not 
surprisingly, children who overreact, 
are easily upset, and don’t appear likely 
to retaliate when bullied are the most 
likely candidates for victimization; 
provocative victims are characterized 
by aggressive behaviors. Using data 
from a four-year study of 1,035 Cana-
dian students in the third through sixth 
grades, researchers investigated the 
link between peer victimization and 
three social and emotional diff icul-
ties: aggressive behavior, social with-
drawal, and emotional vulnerability. 
Peer victimization was assessed using 
the victimization subscale of the peer 
nomination inventory. Students were 
asked to identify classmates who were 
regularly called names or made fun of, 
in addition to those peers who instigated 
the bullying. 

 The study found that initially, aggres-
sive behavior, social withdrawal, and 
emotional vulnerability are all strongly 
linked to peer victimization; however, as 
time passes, aggressive behavior plays a 
much smaller role in whether children are 
bullied or not. Most disturbingly, results 
also suggest that once a child is identi-
fi ed as a victim, that perception clings to 
the child as he ages. This study found no 
group of children who began as victims but 
escaped victimization, only children who 
were not victimized at all and children who 
continued to be victimized throughout the 
duration of the study. 

 Most Common Disorders in 
 Adolescent Male Prisoners 

 Psychiatric Disorders in Detained 
Male Adolescents: A Systematic 
Literature Review 
 Colins, O., Vermeiren, R., Vreughdenhil, 
R., Van den Brink, W., Doreleijers, T., & 
Broekaert, E. 
  The Canadian Journal of Psychiatry  
 55:255–236, 2010 

 Little attention has been paid to the 
prevalence of psychiatric disorders in 
adolescent male prisoners. In fact, this 
systemic literature review could f ind 
only 15 studies that met its criteria 
for inclusion. As expected, the review 

Most disturbingly, results also suggest that once a child 
is identified as a victim, that perception clings to the 

child as he ages. This study found no group of children 
who began as victims but escaped victimization.
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 suggests that detained male adolescents 
experience higher rates of psychiatric 
disorders than adolescent males who are 
not imprisoned. These disorders include 
conduct disorder, attention deficit and 
hyperactivity disorder, major depres-
sion, and oppositional defiant disorder. 
Most of these diagnoses depended on 
self-reporting of symptoms rather than 

the multi-informant assessments more 
commonly used to diagnose psychiatric 
disorders in other settings. Because 
the adolescents themselves are often 
unreliable informants, the authors of 
this article recommend including paren-
tal information in addition to self-
reporting. They suggest that screening 
for mental illness at the beginning of 

incarceration is paramount and that 
continuing assessment after the prisoner 
is released is also needed. The article 
also includes a discussion of racial and 
ethnic differences in the prevalence of 
psychiatric disorders, in addition to a 
description of the diff iculties of con-
sidering functional impairment in this 
population.   ■

EBD-1102.indd   57EBD-1102.indd   57 06/30/2011   12:13:2406/30/2011   12:13:24



© 2011 Civic Research Institute. Photocopying or other reproduction without written permission is expressly prohibited and is a violation of copyright.

Page 58 Emotional & Behavioral Disorders in Youth Spring 2011

  Calendar of Events, June – August 2011 
 June 

  1-4    Association of Family and Conciliation Courts 48th Annual Conference “Research, Policy, and Practice in Family Courts: 
What’s Gender Got to Do With It?”  Orlando, FL. Sponsor: Association of Family and Conciliation Courts (AFCC). Website:  www.
afccnet.org/conferences/  

  2-4    41st Annual Meeting of the Jean Piaget Society: “Cultural Supports for Developing Mathematical and Scientific Reasoning.”  
Berkeley, CA. Sponsor: Jean Piaget Society. Website:  www.piaget.org  

  2-4    72nd Annual Convention of the Canadian Psychological Association.   Toronto, CAN. Sponsor: Canadian Psychological Associa-
tion. Website:  www.cpa.ca  

  6-10   2011 National Gang Symposium.  Orlando, FL. Sponsor: OJJDP. Website:  http://www.ojjdp.gov/  

  8-11    2011 Conference on Family Group Decision Making and Other Family Engagement Approaches.  Las Vegas, NV. Sponsor: 
American Humane Association. Website:  www.americanhumane.org  

  9-11    Mental Health America Centennial Conference.  Washington, DC. Sponsor: Mental Health America. Website:  http://mental-
healthamerica.net/  

  13-16    19th Annual American Professional Society on the Abuse of Children Colloquium.  Philadelphia, PA. Sponsor: American Profes-
sional Society on the Abuse of Children (APSAC). Website:  www.apsac.org  

  16-19    The Society for Community Research and Action 14th Biennial Conference.  Chicago, IL. Sponsor: Society for Community 
Research and Action (SCRA). Website:  www.scra27.org/biennial  

  22-25    National Association for Rural Mental Health: 2011 Annual Conference.  Dubuque, IA. Sponsor: National Association for Rural 
Mental Health (NARMH). Website:  www.narmh.org/  

  25-28   Perk Up Your Program: American School Counselor Association 2011 Conference. Seattle, WA. Sponsor: American School 
Counselor Association (ASCA). Website: www.schoolcounselor.org/ 

  26-29   2011 National School-Based Health Care Convention: School-Based Health Care and the Community: A Partnership That 
Works. Chicago, IL. Sponsor: National Assembly on School-Based Health Care (NASBHC). Website: www.nasbhc.org/ 

  27-July 1  Texas Juvenile Justice Summit: A Continuum of Services. Austin, TX. Sponsor: OJJDP. Website: http://www.ojjdp.gov/ 

  30-July 3     NASN 43rd Annual Conference: Voice, Vision, Visibility.  Washington DC. Sponsor: National Association of School Nurses. 
Website:  www.nasn.org  

 July 

  6-9    2011 National Alliance on Mental Illness National Convention.  Chicago, IL. Sponsor: National Alliance on Mental Illness (NAMI). 
Website:  www.nami.org/  

  10-14    12th IASE Biennial Conference: Educating Every Learner, Every Day: A Global Responsibility.  Windhoek, Namibia. Sponsor: 
International Association of Special Education (IASE). Website:  www.iase.org  

  10-15    2011 World Conference of the International Foster Care Organization.  Victoria, CAN. Sponsor: IFCO. Website:  www.ifco2011.com   

  11-12    6th International Conference on Child and Adolescent Psychopathology.  London, UK. Sponsor: American Psychological Asso-
ciation. Website:  www.apa.org  

  24-27    25th Annual Conference on Treatment Foster Care.  Orlando, FL. Sponsor: Foster-Family Based Treatment Association. Website: 
 www.ffta.org  

  24-27    National Council of Juvenile and Family Court Judges 74th Annual Conference.  New York, NY. Sponsor: OJJDP. Website:  http://
www.ojjdp.gov/  

  31- Aug 4  School Health Interdisciplinary Conference (SHIP): Adjusting our Sails: Charting the Course for our Children’s Future.  
 Towson, MD. Sponsor: Center for School Mental Health. Website:  http://csmh.umaryland.edu/conf_meet/ship/  

 August 

  4-7    119th Annual Convention of the American Psychological Association.  Washington DC. Sponsor: American Psychological Asso-
ciation (APA). Website:  www.apa.org  

  23-27    15th European Conference on Developmental Psychology.  Bergen, Norway. Sponsor: American Psychological Association (APA). 
Website:  www.apa.org  

  29-Sept 1    National Association of Counsel for Children 34th National Juvenile and Family Law Conference.  San Diego, CA. Sponsor: 
National Association of Counsel for Children. Website:  www.naccchildlaw.org/?page=National_Conference   
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