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The need for treatment

20% off yeutn in the general pepulation
experience: a mentalf health e sulstance
apUse diagnesis

O-131 % ofi chilairen and adoelescents, gualiiy.
as Serieusly: Emotienally’ Disturihed
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What Is Evidence-Based
Ireatment?

IntErVENLIGNS Ter WHICH there IS consistent
scientific evidence: indicating that they.

Improve clinical outcemes




Status ofi Mental Health System
and Evidence-Based Treatments

President’s Commission reports puklic
mental-healthr systemris inia shamiie™

(President’s new: Ereedom Commission Report, 2004)

90% ofi puklic-mental health services de
et deliver treatments programs or

SEVICES that: have empircal SUpport
(Elliet, 1999; Henggeler et al., 2003)




Wiy st Evidence Based Tireatment
eften not Implementead, or

Implemented Inadequately?




Barriers to the Implementation of
Evidence-Based Treatments: (EBT)

Clinical trials are: eften not generalize-akle to the
“real world*

a Participants I reseanch tiialsy are: often: carefully
selected, andiare often; screened ouit I they: have
multiple problems

s Research Clinicians werk: exclusively Withr ene
populatien and ene: iIntervention

s [reatment Is typically: manualized andf closely,
SUpPEerVvised

x All'materials that are needed for an intervention
are availaple.




Barriers to Implementation of EBI

Clinicians eften woerk-with Individuals Who
Vany/ widely inrage, acuity, and presenting
preklem(s)

s Can not be experts on lhest practice for all
diagnoses, alllages

Clinicians woerking with: children must

address the treatment needs of the

parents and ether family members, as well

as the children.




Barriers to Implementation of EBI

IHIgh Cost eff Initial training, teoe few.
[eseUrces, oo littie supenvision

Clinicians eften spend much! time in
therapy  putting eut fires*=net much; time
oK a systematic approach tor Intervention

PO dissemination—_cliniCians: niay. net
Nave access to research literature or time
to review It.




Barriers to Implementation of EBI

Fraditienal mental health settings place a
RIghrvalue: onrclinician: cheativity anad
IRtUItien.

Manualized interventions: may. e viewed
as overnly simplified;, “coekie-cutier”

APPreaches that are denumanizing| to the
client and stifling| te’ the: therapist.




Given these barriers, how can
evidence-bhased treatments bhe

Implementediin - reallworid®
Settings?




Balancing the Science of
Evidence-Based Practice
With the “Heart” off Therapy.

Regardiess ofi the appreachrused,
engagement Is; crtical for sticeessiul
ireatment

Fherapists must e anle tornspire NepPe
and a commitment ter change

ThIS reguires exceptionall communication

S
cl
C

lls, creauvity, anility tor medulate
pproachi to the needs and capacities of a

lent, and a Sense ofi NUmor:.



Use of Evidence-Based Practices In
Clinicall Settings

Fherapists te make: informed decisions; regarding

treatment planning’ andiimplementatoen

x Whichr appreaches have heen shewn! te Work
s Whichiappreaches have heen shewn! te actually, de harm

EGCUS, 6n supperting client'stgeneral skill

development
s [arget symptems, rather than diagneses or Underlying ISsUes

Freatment manualsi cani e used: fiexioly
s But, It Is Impoertant te adhere to the core principles




HeW! AOES one determine Whether a

treatment gualifies as “evidence
pased”?




Guidelines for Choosing Evidence-
Based Treatments

Level 1: Best SUpport

At least tWwer goed hetween-greup design eXperiments
demonstrating that the treatment Is

SUperor te placebo or another treatment, OR
Equivalent ter anralready: establisned treatment

A large seres of single case design experiments; (n=9), using
goed experimental design, demoenstrating efficacy.

Expenments must be conducted with treatment manuals:
Characteristics of the: client samples must be clearly specified.

Effects must have lbeen demonstrated by at least two different
Investigators




Guidelines for Choosing Evidence-
Based Treatments, continued

Level 2: Good Support of Moderate Support

TWwWoi experiments showing the treatment IS, SUPErior tea
Walting=list control greup.. Vanuals, speciiicaton. of sampie; and.
IGepPEraent IVestigators are o reqwreo’

One between-groujp design experiment withl clear specification
of group,, use of manuals, and demonstrating that the treatment
IS either:

SUPENOr 10 placehol o anether treatment.

Equivalent ter an already: established treatment

A small series of single case design experiments (n>3) with
clear specification; off group, Use ofi manuals, goed experimental
designs, and compared the intervention te placebo or te
another treatment.




Guidelines for Choosing Evidence-
Based Treatments, continued

Level 3: Promising Practice

The treatment hasja sound theoretical basis In generally.
accepted psychoelegicall principles; or has heen demoenstrated te
e efifective With anether target ehavior.

A substantial clinical-anecdotal literature exists indicating the
treatment's value with' the target behavior.

The treatment isigenerally: accepted: in clinical practice as
appropriate for use with the target hehavior.

There is no clinical or empircall evidence: or theoretical hasis
naicating that the treatment constituites a sulstantial risk of
narm te these receiving| it, compared te Its likely henefits.

he treatment has a beok, manuall, or other avallanle wiritings
that specifies the components, of the treatment protocel and
describes how to administer It.




Guidelines for Choosing Evidence-
Based Treatments, continued

Level 4 Practices with Known RISKS

At least one study’ or review: demonstrating harmiul effects of a
treatment.




Evidence-Based Child and Adelescent Psychoesociall Interventions

Problem Area

Level 1: Best
Support

Level 2:
Good/Moderate
SuUpport

Level 3:
Promising
Practices

Level 4:
Known Risks

AnNXIoUS o
Avoidant:
Behaviors

Vianualized! Cognitive
Behavier Therapy/ fios
Anxiety: Diserders

Attention and
Hyperactive
Disorders

Mult-Medall Appreaches
usingf Medication,
Cognitive: Belvavioral
Tiherapy, Parent Training
andl Schieol Intervention

Autistic Spectrum
Diserders

Applied Behavier Analysis

Auditory Integration
Tiraining; Eunctional
Communication
Training

Bipolar Diserders

Viedication

Muli=Family: Greup
Treatment; CEE —
Cognitiver Behavieral
Therapy; Cognitive
Behavioral Therapy: —
IP

Depressive or
Withdrawn
Behaviors

Manualized| CBT far
Depression; Interpersonal
Therapy (Manualized IPT-

A); Medication

Dialectical Belavion
Therapy.




Evidence-Based Interventions Continued

Problem Area

Level 1: Best
Support

Level 2:
Good/NModerate
Support

Level 3: Promising
Practices

Level 4:
Known Risks

Eating| Diserders

Family  Therapy:
(Anerexia Only)

Dialectical' Behavior
Therapy; Cognitive
Behavioral Therapy;
Interpersenall Therapy.

Seme Group
Therapies

Disruptive and
Oppositional
Behaviers

Parent & Tieacher
Behavior Management
(e.g. Incredible Years,

Barkiey: curmiculum)
Pattersencurmculum)

Anger Coping Therapy;
Functional Eamily,
Therapy,

Multi=Systemic Treatment;
CBili; Dialectical’ Behavior
Therapy; Multi=
Dimensional Family,
ireatment

Grieup Therapy,
Wwitheut a skills
focus

Self-harming
Behaviors

Dialectical Behavior
Therapy; MultESystemic
Treatment

Assaultive and
Aggressive
Behaviors

Aggression
Replacement Therapy,

Multi=Systemic
Treatment

Vulti-Dimensional Eamily.
Iireatment

Sexually.
Aggressive
Behaviers

Multi=Systemic
Tireatment; CBill for
children with sexual
behavier problems

Traumatic Stress

Trauma-Focused
Cognitive Behavioral
Therapy.

Eye Movement
Desensitization| &
Reprocessing

Trauma-Fecused
Integrative Eclectic
Therapy; Trauma-Focused
Play’ Therapy.




Evidence-Based Interventions Continued

Problem Area

Level 1: Best
Support

Level 2:
Good/NModerate
Support

Level 3:
Promising
Practices

Level 4: Known
Risks

Interpersenal
Relationships

Cognitiver Behavieral
Therapy; Skillsitraining

Dialectical Behavior:
Therapy; Functional
Family’ Therapy:

Attachment
Problems (0-5)

Parent=Child lnteraction
Therapy; Belavioral
Parent Traimingy; Family;
Focused, ChildiCentered
ireatment

COENCIVE Or AVErSIVE
Therapies; Attachment
Therapy,

Schizephrenia and
other psychotic
diserders

Vedication

Assertive Community
Treatment: for
Adolescentss; sociall skills
training

Family
Psychieeducations
Multi=Family’ Group
Treatment

Substance Use

Cognitive Behavioral
Therapy;

\/oucher-Based
Contingency
Management; Purdue
Briet Family: TTherapy;
Motivational' Enhancement:
Therapy; Multi=
Dimensional Family
Jreatment; Multi=Systemic
Ireatment

Dialectical Behaviox
Therapy,

Group: Therapy,

High' Conflict
Families

Functional Family’ Therapy.

CBil; Intensive
Family’ Prevention
Senvices; Parenting
Wisely:




Population Based Interventions

Problem Area

Best Suppert

Good/Moderate
Support

Promising
Practices

Known Risks

Juvenile Offenders

Multi=Systemic
Therapy; Multi=
Dimensional Family.
Treatment Foster Care;
Functional Eamily,
Therapy; Aggression
Replacement TTherapy,

Dialectical Behavior
Therapy; Family: Integrated
Tiransitions: (FI)

Group Therapy,
Wwitheut a skills
focus

At Risk for Out of
Home Placement

Family Group Conferences;
Parent=Child" Interaction
Tiherapy; Behavieral Parent
Training; Eamily Fecused,
Child Centered Treatment

History of Abuse
and Neglect

Parent-Child
Interactioni Iherapy,

Cognitiver Behavieral
Jiherapy/ for Children with
Sexuall Behavior Preblems;

Eye Mevement

Desensitization and
Reprocessing; Child/RParent

Physical Abuse CB

Trauma-Fecused
Integrative Eclectic
Therapy; Trauma-

Focused Play: Ttherapy

School-Aged
Prevention

Promoting Alternative
Thinking Strategies
(PATH); Project ACHIEVE;
Families and' Schools
Together (FAST); Anger:
Coping Self-Instruction
Training




Examples of EBT used for
multi-prebliem, “real Woerd clients

VitlwsysStemicaiercpyaiviSiy

Dialectical Behavier lferapy: (DEIF)
=UnRctienal Family: Therapy: (FET)
Parent-Child Interacuion; Fherapy: (PCI)




Multi=Systemic Therapy: (MST)

TFarget populationis youl at rsk of oul-
ef-lheme placement due: to Peavior
preklems.

IHaS} BEEN SheWN! te! BE: Effective With yeuth
Who have conduct diseraer, Sereus
emotienall distureance; ditig and alconel
apuse




Multisystemic Therapy: (MST)

Based! on ol the Idea that PEnavier Is
determined net enly by the individual; Bu
alsor Yy the: family, Scheol, PEeer greup, and
communIty-

Goal'Is ter change the youtn's enavior by,
changing the natuiEl envirenmenit thai
[eInferces the: hehavior:.




Nine Principles of MST:

Understanaithe fit between identified problems and
thellrr breader context

Emphasize the positive and use systemic strengths; as
IEeVErs fier change

Promote responsible; benavier andl decrease
lrespensinle hehavier among family: Members

Interventions are present-focused and action-onented;
Specliic and well defined preklens are targeted

Interventions: target sequences of behavior between
multiple systems




Nine Principles oft MIST, continued:

IRterventions are developmentally appropraie

Interventions require daily: or Weekly: efifort by the
family;

Intervention effectiveness Isievaluatedt continuovusly.
from multipler pErSPECHIVES; PROVIAENS assUme
accountanility’ for successiul outcemes

IntERVEntions promote. treatment generalization:and
long-term maintenance of therapeutic change




Evaluation; off MST

Outcome studies Indicated that MSHF with
delinguent youih

Decreased hehavioral pronlens
Impreved fiamily: relatienships
[DEcreased psychiatric symptomatelegy.

Decreased number off days spent Inl out eff heme
placements

Decreased! recidivism
Impreyved clinicals ouicemes

(Henggeler et al., 1986; Henggeler et al., 1997;Scheenwald et al., 2000)




Cost-Effectiveness of MST In

Juveniie: Justice Populations




The Estimated Effect on Criminal Recidivism
for Different Types of Programs for Youth and Juvenile Offenders

Toedlnie fgpch vl ejemeile g o Type of Program, and the Number ()
The length of each bar are 95% confidence intervals. of studies in the Summary
— -12%— Early Childhood Education for Disadvantaged Youth (N = 6)
—--13% Seattle Social Development Project (N = 1)
-31% i Quantum Opportunities Program (N = 1)
—-14% — Children At Risk Program (N = 1)
— -4%— Mentoring (N = 2)
— -8%— National Job Corps (N = 1)
Il— 10%— Job Training Partnership Act (N = 1)

F-5%
— -2<.%)—| Diversion-Release, no Services (vs. Regular Court) (N = 7)

Diversion with Services (vs. Regular Court) (N = 13)

—-1%— Diversion with Services (vs. Release without Services) (N = 9)
-31% { Multi-Systemic Therapy (N = 3)
-25% | Functional Family Therapy (N = 7)
-18% i Aggression Replacement Training (N = 4)
-37% Multidimensional Treatment Foster Care (N = 2)
— -27%— Adolescent Diversion Project (N = 5)
—— 5%1— Juvenile Intensive Probation (N = 7)
—0%—1 Intensive Probation (as alternative to incarceration) (N = 6)
— -4%— Juvenile Intensive Parole Supervision (N = 7)
—-14% — Coordinated Services (N = 4)
—13%— Scared Straight Type Programs (N = 8)
—-17%— Other Family-Based Therapy Approaches (N = 6)
—-15%—} Structured Restitution for Juvenile Offenders (N = 6)
—-12% — Juvenile Sex Offender Treatment (N = 5)
—10%— Juvenile Boot Camps (N = 10)

-80% -60% -40% -20% 0% 20% 40% WSour_ce: Meta-analys_is conducted_ by th_e
ashington State Institute for Public Policy
Lower Recidivism Higher Recidivism




Economic Estimates From National Research
For Adult & Juvenile Justice and Prevention Programs

Ther. Commun. w/Aftercare
In-Prison Non Res.Drug TX
Sex Off. Prog, Cog. Beh..
Intensive Super, no TX

Int Super, w/TX

Adult Basic Ed.

Vocational Ed.

i Drug Courts

Adult Offender
Programs

Intensive Super. Probation
Functional Family Therapy

MultiSystemic Therapy
Aggression Replacemnt Trng

Coordinated Services

Scared Straight Programs
Intensive Super. Parole

Treatment Foster Care
Boot Camps

S
o
o)
L
e
OE<
(RN ®))]
= 0
o 1
S
-
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Nurse Home Visitation
Early Childhood Education
Seattle Soc. Devlp. Project
Quantum Opportunities
Job Training Part. Act
Mentoring

Prevention
Programs

-$20,000 $0 $20,000 $40,000 $60,000 $80,000 $100,000

Net LOSS  Break-Even Net Gain Per Person in Program
Point
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Examples of EBT used with
multi-prebliem, “real Woerd™ clients

Muliusystemic Fherapy: (VS
Dlzilgeiical Bapletiar Faereioy (D)
=Unctienal Eamily Trherapy: (EEI)
Parent-Child Interaction Fherapy.




Dialecticall Behavier Therapy: (DBEr)

Developed by Marsha Linelhan as an
euUipatient treatment fer parasuicidal
Woemerwith: Berderline Persenality,
Piserder (BPD).

s Range of propvlems; asseciated with BPD;
IRCItdInG tratimea;, stibstance: anuse,
depression, various envikenmentall stressors




Evaluation: DBT Is effective for this
iraditionally. hard-to=treat
RopUIatien

Qutcome studies with woenmen With Borderline: Persenality.
Diserder Indicate that, compared to, these Whe received
treatment as; usual, these whe received DB had

reduced freguency/ and medicall Severity: of parasuicide;

greater reductions in thelr freguency and Iengtn: of
Inpatient hospitalization;

petter treatment retention
reduction In anger experienced anadl dissociation
decrease In Impulse contiol proklems

(Cinehaniet al., 1991; Keoens et al., 2001; Verheul et al., 2003)




Adaptation of DB

Emptienal dysregulatien; related tera range
of proklems, commoenly seeniin the
Juvenile Justice Pepulation

x Sulstance abuse, depression, anxiety, Poor
ImpuISe  contrel;, Pooer anger management

DB a premising treatment for juvenile
effienders?




Components DB

Emphasisi en mindfulnRess

Benhavieral therapy: compenents
Goeal-fiecused Interventiens
Emphasis oniskillfdevelopment

Eunctionall belnavier analysis s used to identiiy,
antecedentsi and censequences; ofi henhavier, and to
pPrempt censideratien ol alternative courses of action

Recognitien that one needs te chiange one's hehavior
N order te change ene’s feelings




DBET In Juvenile Justice Settings

Pelivered throtigh greups; individual
therapy, and-daily’ interactions With: stai

Behavieralianalysis, cognitive
festructurng, skills;coaching

Integrated nto; the: culture off the
Rstitubien




DB Skills

Core Minditlness

Emotien Regulatien
Pistress; [olerance
Interpersonal’ Effiectiveness



Mindfulness

AWarEeness of the moement
a Envirenment

= [Thoughts

s Feelings

Maintaining fecus

Doeingl What erne needs 1o doi te e
effiective i a givens situation




Core Mindfulness Skills: Skills to
Achieve “\Wise Mind”

“What™ skills

= Observe
m Descripe

s Participate

“Hoew skills

x Non:-judgmentally,
5 OnRe-mindiully

s Effectively




Emoetional Reguiatien skills

Emoetion Identiiication

a Expand ability ter accurately: menitor and identimy
emotional state

Building positive: EXperiences
x “Youlhave to de better hefore youlfieel hetter.”

Oppesite o emotion

m Act IRl a way: that'Is; opposite to) the way: that your;
emotion makes, you want ter act




Example: Opposite-to-emotion

Eear

a Do what you are afraid off doing...over and ever until the fear
decreases.

s Do things to give yourselii a sense of control.

Gult/Shame

x Repair the preblem: Apoclegize or do semething nice fior that person.

m Promise yeurself that yourll try teraveld making that mistake: in the
future.

m Accept the conseguences andl then /et /t: go:

Sadness/Depression
a Get active, “appreach; den't aveidr:
s Do things: that help you feel seli-confident.

ANgEer
a Aveid people or situations that trigger your anger.
s [y to feel empathetic for the person rather thamn blaming them.




Distress Toelerance: Getting through
a moement withouit making things
Worse

SeliFSeething

Pistracting
Radical accepiance
EValuating the: Pros/Cons




Example: Pros/Cons

[DESCrIE hehavior

Describe alternative henavior

EValuate pres/cens off each




Pros and Cons

Behavier: Skipping School

Pl0OS

COoris

Avoeid getting yellediat by teacher:
Avoeid detention| for net doing; hemework
Aveid boering| class

Get to have fun with friends

Willfget more severe punishment later
Willfget further behind infschool

Willfurther damage relatienship with
teacher

Risk getting throewn ofi football team; if |
have any more absences

Alternative behavier: Geing te school today,

PloS;

CoYiS

WillFget work done for the day.

Can try te Improve relationship with
teacher by being attentive

Avoid getting| into deeper trouble than |
am already in

I might feell uncomfortable ifi the teacher
yells at me

I get bored in math class

I willFmiss out on whatever my: firiends; are
doing




Interpersonal Effectiveness SkKills

Communication: skills) te Impreve anility: to: make
[eguests andiinteract Withr others i a way: thai
IS likely 1o get needs met

x \Validation

a Reinforcement
“DEeIngl gentie”
HUMOK
NOT acting helpless
Negoetiation
™ statements




Is. DBT effective i juvenile justice
Settings?

Outcome: researchiIs limitea

Girlsiinrmental healthrcettage Wher received DB
nadisignificantly Iower 12 menth felony

recidivism: rate than theSe Whoe WEKE residents; of
the cottage hefere the DB pregram| began(10%
\/S. 24%). (WSIPP, 2002)

PUnRItive actiens by stafi- inrmental health cottage
decreased when cottage lnegan Implementing
DBT (Trupin, Stewart, Beach & Boesky, 2002)




Anl Integration off MST and DB t0
Suppoert Yeuth Transitiening From
ncanceration to the Community

IHeW: Can We' give youth Withi Ce=-eCCUing
diserders the: skillsithey will need teravoid
[ecidivaung?




Eamily Integrated Transitions; (EI7T)

A family- and community-nased treatinient
o yeutn With' Co-0cCUiiNG mental healitn
and sukstance abuse diagneses Who are
PeIng released fremisecure institutions; in
Washingten: State's Juvenile: Rehabilitation
Administration




EITF targets the multiple
determinants of antisocial behavior

Multisystemic Fherapy. firrmewelik to; change: the
Systems that create the reinfercement
CONUINGENCIES for PERaVION

Dialecticall Belnavior Therapy. te: promeie
emotional andfvenavierali regulatien

Metivatuienall Enhancement aerapy: tor premote
engagement Inltreatment

Relapse Prevention te give yeutn skills te
premote sustained apstinence




Eamily, Integrated Transition
(EIfF): Trarget Popuiation

Ages 11 te 17 at Intake

Supstance abuse or dependence: diserder ANID

Axis I Diserder OR! currently prescrihed
pPSychetrepic medication OR demoenstrated
suicidall benavior IR pPast 6rmentias

At least' 4' months Ieft on sentence
ResIding In Service: aiea




Effects ofi Participation i EIT on
Recidivism

REeCIaivisSmI o youthwhe participated in
EINF was compared with recidivisi of
youth were: eliginle for EIf, but lived

outside of the: senrvice area

At 18" moenthas; posi-release, feleny.
recidivismiwas 34% lewer: for Elfl clients
(27%) than el companson youth(41%).

(Washington State Institute of Public: Palicy, 2004)




Examples of EBTs used: for multi-
preklem, “reallworld™ clients

Muliusystemic Fherapy: (VS

Dialectical Behavier lferapy: (DEIF)
=RcueRaINEAMIVAERBYA(EEIP

Parent Child Interaction: Taerapy: (PCIT)




Eunctional Eamily: TTherapy:.

Fargets youthragead 1L1-18 wWheare at rsk
for o) present with delinguency, Vielence,
SuUlstance: Use;, er disruptive Benavioer
diserders

S=d.2 heurs for families withrmoderate
preblems, 26-30heurs, for families with
RIghEer acuity’ prehlems




Eunctionall Family: Fherapy: Goals

0 addresses lisk and protective: factors
WiIthiR ther family, Withra focus on
relatienship Issues

e Impreve family communication and
decrease negativity




EET Phase 1:
Engagement: ana Moetivation

Fherapist aims te: create nepe;, enlnance
metivation, and decrease: resistance oy

a efiraming maladaptive: perceptions,, beliets,
emotions

= bullding alliance and! trust Witharfiamily;
MEMIBENS

x developing a sensitivity, te: cultural factors that
may. influence family functioning




EET Phase 2:
Change ofi Prekliematic Behavior

Fherapist aims to: premoete positive
communication

Palrents are talght venavier managenent
technigues

s Contingency management
» Behavieral contracting
x [[OKEn economy.

s Reinfercement ofi positive: benavior




FFT Phase 3:
Generalization

Helprfiamilies 1o anticipate andieverceme
the “ups and dewns™ that they will face in
contintiea use of skills

IHelpriamilies ter useracauired skills in new
SitUatiens

Engage community: reseUnCeS 1o SUPPeIt
fiamily,




Evaluation of FFT

Compared tera range: of alternative’ pregrams, EEIIS
assoclated with

Reducedirate’ of out-oi-heme: placement hy: 25%) te) 60%
Decreaseadl criminal recidivism
Impreved family: interactions

Reduced prohanility ofi younger siblings developing
disiuptive enavior

Gains mantaimed at fiellow-up ol Up o) 5 yealrs

(outcome! literature summarized in Alexander, Pugh, Parsons, & Sexton, 2000)




Examples of EBTs used: for multi-
preklem, “reallworld™ clients

Muliusystemic Fherapy: (VS

Dialectical Behavier lferapy: (DEIF)
=UnRctienal Family: Therapy: (FET)

2arent ChldNnterRchRNNIERRPYA(PEINF




Parent-Child Interaction Therapy.
(PCIT)

Al treatment: targeting young children with
externalizing Penavierr diserders

G0als
x SUppet parent-child attachnment
x [feach parent management skills




Stage 1 of PCIT: Child Directed
Interaction

PUrpese: te teach parents: te; build waimm,
[espensive: relationships With: thelr children

Parents and children take pairt 1n: play’ Sessions.
Parents are: tatight

o fellew: thel: child’s lead 1 play,
0 Ignore minoer miskenavior

0 aveld crticism

[0 Increase use of Speciiic praise, descrption and
Imitatien el approparate Penavior, refliection

e enthusiastically participate i play.




Stage 2 of PCIT: Parent Directed
|nteraction

PUrpPeSe: e teach parents te monitor ana
provide censistent: censequences; for negative
AENaVviIor;

Parents and children participate in - minding
EXElCISES”. Parents are taught

s [0 gIve commands that are age-appropiate; direct,
Specific, calm

s [0 provide Specific praise fier compliance

a [0 provide appropriate: conseguences fier Nen-
compliance




Evaluation of PCIT

Significant reductions; o child aisilplive Denavior
and parenting stress  maintained: at 2-yeal

fellow-u

0

(Eyeberg, Funderburk, Hembree-Kigin, McNell, Querido, & Hood, 2001)

Physical
ess like

V. albusive parents wher had PCIIFwere

V. 10 have: a re-report of abuse: than

parents whe attended a standarnd parenting

glieup at 2-year fiellew-up

(Chaffin, Siloevsky, Funderburk, Valle, Brestan, Balachova, Jacksen, Lensgraf, Bonner, 2004)




Synthesis: What do EBTSs have In
COMMON?

EGCUS 0l clearly: specified prekiems, not
ORI Underying ISsUes

Skill-development:Is majer goal

Relatively: bref treatment
Continueus assessment of client progress




“Vision withoeuit action; IS a
daydream. Actien wWithout Visien
IS a nightmare.”

JAPanese FProVvens.




