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PART I



Framing the Issues


1

ROBERT M. FRIEDMAN

The Practice of Psychology with Children, Adolescents, and Their Families

A Look to the Future

The practice of psychology with children, adolescents, and their families in the future promises to be both increasingly important and a great challenge. This chapter presents some of the demographic and epidemiologic issues likely to affect that practice, then discusses some of the rapidly changing clinical, financial, and system issues and the implications that they are likely to have.

Demographics of Children

The first issue is the overall growth in the population of children (defined as individuals under the age of 18). According to the 1998 Kids Count Data Book (Annie E. Casey Foundation, 1998), the population of children under age 18 in the United States was slightly over 69 million in 1996, and it is expected to increase by about 4% to almost 72 million by year 2005. Even more significant is the fact that the population of children between the ages of 13 and 17 is expected to increase by 12% during this same time period (from 18,973,200 to 21,223,800). Because it is the adolescent population that is most likely to be the recipient of mental health and other related services, this by itself speaks to an increasing need.

The Kids Count Data Book (Annie E. Casey Foundation, 1998) also indicates that in 23 states and the District of Columbia an increase of 10% or more is projected in the population of children between 13 and 17 years of age from 1996 to 2005. Of the five states that have the largest populations of children (California, Texas, New York, Florida, and Illinois), the growth rate during this time period for 13- to 17-year-olds will be 16% or greater in four states (the exception is Illinois, 3 where the growth is projected to be 4%). The growth in these five states alone will account for over one third of the growth in the nation in this population group. Because these are all states with large urban areas and because the projected increase in less urban states is not as great, the data address what is likely to be an increased need for services, based on population growth alone, that will be particularly marked in urban areas.

Although the fastest growing age group in the country is adolescents, overall children of color are the fastest growing population group. Specifically, children of color—African American, Latino, Asian American and Pacific Islanders, Native American and Alaska Natives—constituted 19% of the population of children under the age of 19 in 1990, and that number was expected to grow to 33% by 2000 and to 40% by 2020 (Children’s Defense Fund, 1991). It has been estimated that the Latino community will become the largest ethnic group in the United States (Household and Family Characteristics, 1990). The 1997 Kids Count (Annie E. Casey Foundation, 1997) report projects a growth between 1996 and 2005 of 8% in the number of African American children, of 30% in the number of Latino children, of 39% in the number of Asian and Pacific Island children, and of 6% in the number of Native American children (Annie E. Casey Foundation, 1997). For the same time period, a decrease of 3% is projected in the number of Caucasian children. This combination of rapid growth of children of color and slight decrease of Caucasian children will not only produce a much more diverse society but also create special opportunities and challenges for psychologists and other mental health professionals.

One reason that this presents a special challenge is that historically children of color and their families have been underserved or inappropriately served not only within mental health systems but also in other health and social service systems (Hernandez, Isaacs, Nesman, & Burns, 1998; Isaacs-Shockley, Cross, Bazron, Dennis, & Benjamin, 1996). Several reviewers of research on the appropriateness of mental health service delivery for minorities indicate that such services often do not adequately address culturally based perceptions and behaviors, such as value orientation, ethnic identity, natural supports, issues of biculturalism, language difficulties, socioecological conditions, acculturation issues, religious beliefs, and family structure (Gibbs & Huang, 1989; Hernandez et al., 1998; Rosado & Elias, 1993).

There has been a movement within the children’s mental health field over the past ten years to develop “culturally competent” systems of care and services (Cross, Bazron, Dennis, & Isaacs, 1989; Hernandez & Isaacs, 1998; Isaacs & Benjamin, 1991; Isaacs-Shockley et al., 1996). Within this concept, culture is defined as “the integrated pattern of human behavior that includes thoughts, communication styles, actions, customs, beliefs, values, and institutions of a racial, ethnic, religious or social group” (Cross et al., 1989, p. 13). This movement was initiated out of a belief that the importance of culture in shaping attitudes, feelings, and behavior has been under-emphasized in the children’s mental health field.

This is a view that has been reinforced by the recent report of the Task Force on Professional Child and Adolescent Psychology (1998) of the American Psychological Association’s Board of Professional Affairs. This task force emphasized the need to understand behavior in a broad socioecological context and the need to develop both outreach approaches and interventions that reflect the values and culture of diverse groups of children and families. Similarly, as a report of an earlier task force of the Center for Mental Health Services on training of psychologists to provide child and adolescent services indicates:


Psychologists need to appreciate the broad sociocultural perspectives with regard to diversity of beliefs, values, expectations, and social status of the child and family as they relate to the following: cultural norms in the determination of psychopathology, interactions between the provider and the patient and his or her family, the match between the child’s and the family’s view of the problem and the provider’s treatment theory and methods, service delivery systems and agencies, acculturation for the patient and psychologist, and the development of ethnic identity. (Roberts et al., 1998, p. 297)



Hernandez and colleagues (1998) also point out that service providers need to recognize that many children of color are especially adversely affected by poverty, poor nutrition, lack of health care, geographic isolation, and institutionalized discrimination.

This brief analysis of demographic trends suggests that although the population of children overall will be growing in the United States, this growth will be particularly marked for adolescents and for children of color. This fact creates a special challenge for psychologists and other mental health professionals in the future to examine their own knowledge of culture and its impact on values, feelings, and behavior; to further examine their own attitudes about cultural differences; and to strengthen their skills in working in cross-cultural and multicultural situations. It also creates a challenge for the entire field of psychology to ensure that models for understanding behavior and intervening include an appropriate emphasis on the sociocultural, ecological context in which behavior develops and occurs (Cross et al., 1989; Koss-Chioino & Vargas, 1999; Roberts et al., 1998; Task Force on Professional Child and Adolescent Psychology, 1998).

Epidemiological Findings

Recent reviews of the prevalence of emotional and mental disorders in children and adolescents that meet the criteria for a diagnosis, according to either the DSMIII-R (American Psychiatric Association, 1987) or DSM-IV (American Psychiatric Association, 1994) system, suggest that approximately 20% of children have or have had such a disorder within the past six months (Brandenburg, Friedman, & Silver, 1990; Costello, 1989; Friedman, Katz-Leavy, Manderscheid, & Sondheimer, 1996; Roberts, Attkisson, & Rosenblatt, 1998). Among the most common disorders are affective disorders such as anxiety and depression, disruptive disorders such as oppositional defiant disorder and conduct disorder, and attention-deficit/hyperactivity disorder.

Since the beginning of the Child and Adolescent Service System Program, initiated by the National Institute of Mental Health (NIMH) in 1984 and continued by the Center for Mental Health Services (CMHS; Stroul & Friedman, 1986), a major focus has been on children with “serious emotional disturbance.” These are children who “have had a diagnosable mental, behavioral, or emotional disorder of sufficient duration to meet diagnostic criteria specified within the DSM-III-R, that resulted in functional impairment that substantially interferes with or limits the child’s role or functioning in family, school, or community activities” (Substance Abuse and Mental Health Services Administration, 1993, p. 29425). This definition of “serious emotional disturbance” was developed by a work group of CMHS, following a 1992 Congressional mandate that such a definition be developed and used as a basis for allocating federal mental health block grant monies to states (Pub. L. No. 102-321). The emphasis on this group of children at the federal level and in states across the country has been a reflection of the public policy position that the primary responsibility of the public system should be to serve those with the most serious disorders (Friedman, Kutash, & Duchnowski, 1996).

Although “serious emotional disturbance” is not a specific diagnosis, it does place a strong emphasis on functional impairment, a concept that until recently has not received extensive attention (Hodges & Gust, 1995). A work group convened by CMHS in response to PL 102-321 reviewed existing epidemiological studies to estimate the prevalence of serious emotional disturbance. This group operationalized the concept of “substantial functional impairment” as a score of 60 or lower on the Child Global Assessment Scale (C-GAS) and, based on this definition, concluded that from 9% to 13% of children between the ages of 9 and 17 had a serious emotional disturbance (Friedman, Katz-Leavy, Manderscheid, & Sondheimer, 1996, 1998). This group further determined that data were not adequate to make a projection of the prevalence rate for children under the age of 9. It also indicated that data were inadequate to make separate prevalence estimates by racial or ethnic groups but that it was clear that prevalence estimates were higher, in fact often twice as high, for children living in poverty than for children from middle-and upper-class backgrounds. The development of effective outreach and service delivery approaches to meet the needs of children in poverty and their families represents another part of the challenge facing psychologists interested in working with children, particularly because there has been a sizeable growth in the number of poor children. Between 1976 and 1996, the number of poor children in the United States increased by approximately 3.6 million (Annie E. Casey Foundation, 1996).

Although there are not many studies on prevalence of diagnosable disorders in preschool children, a large-scale community epidemiological study recently completed in the Chicago area determined that 21.4% of 2- to 5-year-olds had an Axis I disorder (Lavigne et al., 1996). Moreover, whereas 13.6% of 2-year-olds had a diagnosable disorder, the comparable figures were 26.5% of 3-year-olds, 25% of 4-year-olds, and 21.9% of 5-year-olds. The most common disorder was oppositional defiant disorder, already present in 16.8% of children aged 2 through 5 years. Using a C-GAS of 60 or below as an indicator of severe functional impairment, this group found that 9.1% of the children in their study group qualified as having a serious emotional disturbance. These figures suggest that there is both a need and an opportunity for psychologists interesting in working with very young children and their families.

Another important epidemiological development in recent years has been the increasing recognition of the frequency of comorbidity of disorders (Angold, Costello, & Erkanli, 1999; Caron & Rutter, 1991; Greenbaum, Prange, Friedman, & Silver, 1991; Kessler, 1994). This is particularly the case with the most common groups of disorders affecting children and adolescents: anxiety and depressive disorders, attention-deficit/hyperactivity disorders, oppositional defiant and conduct disorders, and substance abuse. Although the field is still a long way from a full understanding of the developmental, diagnostic, assessment, and treatment implications of this phenomenon, it is clear that comorbidity between disorders occurs much more frequently than could be accounted for by the rate of occurrence of the individual disorders in the general population.

The high rate of comorbidity is compounded by the consistent finding that children with serious emotional disturbances often show deficits as well in other important domains of functioning such as intellectual and educational functioning and social and adaptive skills (Friedman, Kutash, & Duchnowski, 1996; Quinn & Epstein, 1998). Also, they have frequently experienced major losses in their lives through death, divorce, and separation and exposure to violence in their communities, in their families, and certainly in the media (Friedman, 1992). In speaking of the relationship between emotional and behavioral functioning and academic performance, for example, Quinn and Epstein (1998) indicate that, “the solution to the reciprocal interaction of learning and behavior problems in the classroom and school remains a critical but apparently elusive aspect of the total treatment effort” (p. 104).

The finding of a high rate of comorbidity within the emotional/behavioral domain, along with a high level of co-occurrence of difficulties in other important life domains and exposure to significant losses and to violence, adds to the complexities for the psychological practitioner. It calls for a need to be able to look comprehensively at children and families, as well as a need once again to buttress a traditional psychological perspective with a resilience focus and more of a contextual, ecological perspective.

Service Utilization

Another challenge to practitioners is to effectively engage children in need of assistance and their families in receiving services and to retain them in services. Research, for example, indicates that there is typically a lag of several years between the time that parents identify that a problem is present and the time at which they seek assistance (Lardieri, Greenbaum, & Pugh, 1996).

Two recent studies have produced findings that are consistent in reflecting the relative lack of specialty mental health services provided to children with special needs. Leaf and colleagues (1996) examined the use of services in the Methodological Epidemiological Catchment Area (MECA) study. Their sample was 1,285 youngsters between the ages of 9 and 17 from four different communities. They report that although the prevalence rate of a diagnosable disorder in the sample was 32.2%, within the 12 months prior to the study only 14.9% of the youngsters received mental health services. Further, of the total sample, 8.1% received services in the specialty mental health sector, 8.1% received services in the schools, 2.9% received services in the medical sector, 1.6% received services from a social services agency, 1.2% received services from clergy, and 0.7% received services from other sources.

Burns and colleagues (1995) report on data from the Great Smoky Mountain study, a community epidemiological study done in western North Carolina. Their sample consisted of 1,015 youngsters, approximately equally divided between 9-, 11-, and 13-year-olds. In this study, 20.3% of the sample received a diagnosis based on a structured diagnostic interview, and, in the three months preceding participation in the study, 16% received mental health services. However, of those who received mental health services, 75% received them through the schools, whereas only 4% received services from the specialty mental health sector.

Taken together, the findings from these two community studies indicate that only a small percentage of children with diagnosable disorders are receiving services from the specialty mental health sector. More are receiving services from the school, a finding that led the Great Smoky Mountain group to conclude that “the major player in the de facto system of care was the education sector” (Burns et al., 1995, p. 155). Similarly, after reviewing these findings, as well as the findings from other studies, Hoagwood and Erwin (1997) also conclude that schools are the primary provider of mental health services for children.

Because the studies by Leaf et al. (1996) and Burns et al. (1995) were both based on community samples, they cover service utilization in both the public and private mental health sectors. A recent report focused specifically on the private sector, examining use of mental health services by children and adults in mental health plans under the auspices of United Behavioral Health, a private managed care company (Gresenz, Liu, & Sturm, 1998). This study reports on 600,000 enrollees (including 172,000 children) in 108 different plans. Overall, less than 1% of children aged 5 and under, 3.19% of children between 6 and 12 years of age, and 5.03% of children between 13 and 17 years of age used outpatient services in a 12-month period.

The phenomenon of relatively low intensity use of outpatient services by children has been found in other studies as well. Armbruster and Fallon (1994) indicate that the majority of children who enter outpatient treatment attend for only one or two sessions. In the Great Smoky Mountain study, the mean number of outpatient visits over a two-year period after the initial interview ranged from a low of 0.6 for youngsters with no diagnosis who had private or no insurance to a high of 11.7 for children with serious emotional disturbances who had public insurance (Burns et al., 1997). Children in the Great Smoky Mountain study who had private insurance averaged 4.4 visits, and children with no insurance averaged 7.8 visits. Interestingly, in this study the greatest use of both outpatient and inpatient services was by children with public insurance, followed by the uninsured group; the lowest use was by the privately insured group.

The problem of premature termination from treatment, also referred to as dropping out or attrition, has long held the attention of the mental health field. One estimate is that among families who begin treatment, 40% to 60% terminate prematurely (Kazdin, Holland, & Crowley, 1997). One of the explanations for the high rate of dropping out and for failure to keep the first appointment is that referrals for children and adolescents are often made not by themselves but by their parents, the schools, the courts, or other agencies and that the youngsters themselves are less interested in services. Kazdin, Holland, and Crowley (1997) have developed a “Barriers to Treatment Participation Scale” and have identified three main factors involved in premature termination: stressors and obstacles associated with treatment (e.g., cost, transportation), perceptions that treatment is not very relevant, and a poor relationship with the therapist. Earlier research in which parents were directly surveyed about reasons for termination found that the most common reason, cited in 19.2% of the cases, was “Child did not want to come back” (Gould, Shaffer, & Kaplan, 1985).

Although the findings on failure to complete treatment raise a significant concern, several recent studies offer encouragement that this tendency can be changed. In two separate studies using random assignment procedures, Szapocznik and his colleagues were able to demonstrate decreased rates of premature termination using “strategic structural-systems engagement” (SSSE; Santisteban et al., 1996; Szapocznik et al., 1988). In the comparison condition, engagement as usual, the therapist would have a phone contact with the family, during which the therapist would be empathetic and supportive of the caller and schedule the first appointment. In the SSSE procedure, the therapist would go beyond this to try to determine concerns about therapy not only on the part of the caller but also on the part of other family members. The therapist might then make extra phone calls or appointments to try to respond to the concerns or help the caller to frame the use of therapy in a way that would make it acceptable to all family members.

Koroloff, Elliott, Koren, and Friesen (1996) also successfully improved engagement in treatment with low-income families who had a child with a serious emotional disturbance. The successful intervention used in this study was having a trained and experienced parent, called a “family associate,” work with the referral family to answer questions, offer support, and help them negotiate the system and make the arrangements to receive help. Similarly, children with serious emotional disturbances whose families were assigned a specialized case manager were more likely to be still in treatment at the end of one year than children whose families, through a random assignment procedure, were assigned to a condition in which the therapist was also expected to provide case management (Burns, Farmer, Angold, Costello, & Behar, 1996).

The work of Catron and Weiss (1994) on the impact of school-based mental health services also offers encouragement for retention in treatment. Youngsters who were identified in school as being in need of treatment were randomly assigned either to school-based treatment or to treatment in the community. Of those to whom services were offered in the school, 98% entered services, and almost all completed treatment. Of those whose families were encouraged, and even assisted, to seek services outside of the school, only 17% received services.

These findings suggest collectively that although engagement and retention in treatment remain an issue, it is possible to increase engagement and retention through approaches that provide extra support and assistance to families or increase accessibility of services. Implementing such procedures is part of the challenge of increasing appropriate utilization of services by children in need of such services and their families.

Systems of Care

As indicated earlier, in the 1980s there was clearly a shift in public mental health systems at both the federal and state levels toward identifying children with serious emotional disturbances and their families as the priority population. This shift was built partly on the research of Knitzer (1982), who reported, after a survey of states around the country, that most states had very few services to offer children with emotional disorders other than outpatient or out-of-home care; that only seven states had the beginnings of a continuum of care; that children with serious emotional disturbances were not only in the mental health sector but also in other service sectors such as child welfare, juvenile justice, and special education; and that these sectors, rather than working collaboratively on behalf of children, were more often working independently or even competitively, trying to pass on to each other the responsibility for and cost of care.

Based on these findings and on the recognition that children with serious emotional disturbances had multiple needs that required assistance from various service sectors, NIMH, through its Child and Adolescent Service System Program (CASSP), promoted the concept of a “community-based system of care” as a strategy for improving care and outcomes for these children (Stroul & Friedman, 1986, 1996). A system of care was defined as “a comprehensive spectrum of mental health and other necessary services which are organized into a coordinated network to meet the multiple and changing needs of severely emotionally disturbed children and adolescents” (Stroul & Friedman, 1986, p. 3). The system of care did not represent a specific model but rather a philosophy based on a set of core values and guiding principles. The core values, for example, emphasized that the system of care should be child centered and family focused, with the needs of the child and family rather than the needs of a provider or a funding agency determining the services to be provided; that the services should be community based; and that services should be culturally competent. It was also emphasized that children should have access to a comprehensive array of services that address their physical, emotional, social, and educational needs and that they should receive individualized services in accordance with their unique needs and potentials.

In addition to office-based outpatient treatment and inpatient care, the system-of-care model emphasized the importance of home-based services, day treatment, case management, crisis services, and a variety of types of out-of-home care, including care provided in specialized therapeutic foster homes, therapeutic group homes, and residential treatment centers. It also emphasized the importance of services and supports provided by the health sector, the schools, social services, recreation, and the vocational area. The original monograph on systems of care (Stroul & Friedman, 1986) described a number of innovative services that in fact had been developed partly or fully by psychologists (Friedman & Duchnowski, 1990).

In a parallel and important effort, systems of care have emphasized developing partnerships between parents and professionals (DeChillo, Koren, & Mezera, 1996; Friesen & Huff, 1996; Koroloff, Friesen, Reilly, & Rinkin, 1996), and a national parent advocacy organization has been developed. This organization, called the Federation of Families for Children’s Mental Health, has chapters throughout the country and is becoming increasingly influential in advocating not only for increased funding for services but also for the development of systems of care in which the voices of parents are represented and listened to at the policy and at the practice levels. Together with the National Alliance for the Mentally Ill, another family organization that is primarily focused on adults with mental illness, the influence of family organizations over mental health policy and practice has grown enormously.

As the concept of a system of care evolved and states began to implement it, the concept of individualized care came into sharper focus. Although the concept was not new to the mental health field and was a part of the core philosophy for systems of care, researchers have pointed out that the actual power and potential of the approach has developed “beyond anything imagined in 1986” (Lourie, Katz-Leavy, & Stroul, 1996). In the public mental health field, this approach, which was first called “wraparound” by Lenore Behar (1985), a psychologist who has been a leader in this field for many years, has become widespread. In fact, following in the footsteps of a major children’s mental health initiative developed and supported by the Robert Wood Johnson Foundation (Cole & Poe, 1993) and a second one supported by the Annie E. Casey Foundation (King & Meyers, 1996), the U.S. Congress in 1992 authorized a national children’s mental health initiative, to be operated by CMHS (Publ. L. 102-321), specifically to establish community-based systems of care in which children with serious emotional disturbances would receive individualized care through a wraparound process. This initiative has now grown to the point that it has provided funding in 65 sites across the country and has an annual budget of more than $80 million.

A special issue of the Journal of Child and Family Studies has been devoted to research on wraparound (Clark & Clarke, 1996) and a monograph describing the concepts, values, and use of wraparound throughout the country and research results has been published (Burns & Goldman, 1999). Within a wraparound process, a team of individuals, including the child (if at an appropriate developmental stage), parents, members of the family’s natural support systems, usually a case manager, and other professionals who have contact with the family, come together to develop a comprehensive plan. The group examines the needs and the strengths of the family across many life domains (e.g., emotional/behavioral, educational, physical health, economic, recreational, spiritual, safety) and develops an individualized plan of support and assistance for the family. If needed supports and services are not available, the team typically has flexible financial resources so that they may be created. If, for example, a youngster is about to be discharged from a residential program and his family needs support and assistance during a transition time, then the team can purchase services from one or more individuals who will spend time on a daily basis in the home assisting the family. If a child’s strongest interest is in a particular area, such as music, theater, computers, or sports, and the team believes that it would help the child to be able to build on this, then the flexible money can be used to enable this to happen. If a family has no transportation because they have no money to fix their car and therefore cannot get to needed services, then the flexible money can be used to repair the car. These examples illustrate the different life domains that can be addressed by the plan, the intensity of services that can be provided, and the way in which flexible dollars can be used. In addition to these services, the child may be receiving medication, special education, social skills training, or a combination of all of these to address other needs.

The process of developing the plan is participatory, and a major emphasis is on listening to the needs of the family and ensuring that they, along with all of the other participants, are committed to the plan that is developed. This is very much a collaborative model between parents and professionals, between representatives of different systems, and between individuals in the natural support system and the formal service system.

Although the specifics of an “individualized” model such as wraparound are not easy to determine, the following “essential” elements were identified at a recent consensus conference: wraparound efforts must be based in the community; services and supports must be individualized, build on strengths, and meet the needs of children and families across multiple life domains; the process must be culturally competent; families must be full and active partners in every level of the process; it must be a team-driven process; teams must have flexible approaches with adequate flexible funding; plans must include a balance of formal services and informal supports; community agencies and team must make an unconditional commitment to serve the child and the family; the plan must be developed based on an inter-agency, community-neighborhood collaborative process; and outcomes must be determined and measured for each goal that is established (Goldman, 1999).

This model obviously differs enormously from traditional mental health practice, which is office based: it is based on a model of the clinician as the expert and the family as the client that needs to be fixed, is based almost exclusively on deficits, not on strengths, and is focused largely on the emotional/behavioral domain. Although it may not be possible or necessary to incorporate all elements of the wraparound approach with all children and families, particularly with those whose problems are less complex, the approach has tremendous implications for the practice and the funding of mental health services for children and families. It calls for a very different training approach, a collaborative, community-oriented model, and a heightened level of creative response to potential service options. It calls for a continual emphasis on cultural competence and natural supports, for a partnership with families, and for identifying and building on strengths and not just focusing on problems.

Research on wraparound is still in early stages, although the results of the early studies are encouraging (Burns & Goldman, 1999). It has strong support from parent organizations, such as the Federation of Families for Children’s Mental Health, and has expanded to service systems other than mental health. It is a movement whose influence continues to grow and to affect the practice of psychology with children and families. This is likely to be a very positive development despite the fact that many of its concepts are inconsistent with the traditional practice of psychology. Its focus on individualization is very consistent with the values of psychologists and offers an important addition to the manner in which psychology is practiced. This is recognized in the recent report of the Task Force on Professional Child and Adolescent Psychology (1998) and is reflected more and more in day-to-day practice.

Although this trend is a growing one, another trend leads the field in a very different direction, but one that also has much to offer. This trend is discussed in the next section, after which an attempt is made to integrate the approaches.

Empirically Supported Treatments

The 1990s has seen a major movement within psychology and the mental health field in general to identify empirically supported treatments (American Psychological Association, 1995; Chambless & Hollon, 1998; Lonigan, Elbert, & Johnson, 1998). As Kazdin and Weisz (1998) point out, the vast majority of treatments for children and adolescents have not been investigated, and “there is a need to identify and to develop validated treatments and to foster their application in clinical settings” (p. 31). Special issues of the Journal of Clinical Child Psychology, the Journal of Consulting and Clinical Psychology, and the Journal of Pediatric Psychology have all been devoted to this topic.

The focus of this effort is to look at standardized, manualized treatments for children and adolescents with identifiable disorders that have been found to produce significant improvements relative to other accepted treatments in well-controlled studies and/or in a series of carefully controlled single case experiments (Cham-bless & Hollon, 1998). It is not intended “to deny the importance of other factors such as the therapeutic alliance, as well as client and patient variables that affect the process and outcome of psychological therapies” (Chambless & Hollon, 1998, p. 7), but it is an effort to study standardized treatments.

In this regard, it represents a very different direction from the system-of-care movement just described, with its emphasis on highly individualized interventions. This dilemma is referred to in an article on a multisite clinical trial on attention-deficit/hyperactivity disorder, a study called “the largest, most intensive, and longest treatment study of a childhood disorder that has ever been conducted” (Pelham, Wheeler, & Chronis, 1998, p. 201). This study, supported by NIMH, compares the effects of pharmacological treatment, an intensive psychosocial treatment package, a combination of pharmacological treatment with psychosocial treatment, and a community comparison group on 566 clinic-referred children between the ages of 7 and 9. In describing this study, the investigators indicate that it introduces a “tension between competent clinical care and scientific rigor. Good clinical treatment is individualized, compatible with the clinician’s style, intuitive as well as logical, and attentive to the affective relationship. Good science requires that the treatment be uniform, manualized, explicit, and logical, with the patient-clinician relationship a variable to be examined” (Arnold et al., 1997, p. 868). In an effort to combine the requirements of good science with the requirements of good clinical practice, the investigators allow for some level of individualization in this study in both the pharmacological and psychosocial interventions. Although the level of individualization allowed does not meet, or even approach, the requirements for the wraparound approach, it would appear to exceed the level included in almost all of the studies reviewed as part of the effort to identify empirically supported treatments.

In identifying weaknesses of the empirically supported treatment approach, with its emphasis on manualized treatment, Kaslow and Thompson (1998), who authored the article on empirically supported treatments for child and adolescent depression, indicate that “rigid application of a manualized treatment protocol may result in difficulty establishing rapport with a depressed youth and ineffective dissemination of psychological services due to the therapist’s inability to attend to the distinctive mood or context of each session or the child’s current concerns” (p. 153). They also indicate that the manualized approach makes it difficult to address individual differences, to deal with comorbid psychological conditions and environmental influences, and to attend to important aspects of the child’s background. They also identify several strengths of the empirically supported treatment approach: it is systematic and focused, it enables more mental health professionals to be trained in effective methods, it increases the likelihood of detecting differences between treatment conditions, and it has a greater likelihood of replication.

It is perhaps helpful to appreciate that the system-of-care movement with its focus on highly individualized care originated in the field, whereas the empirically supported treatment movement has its roots in the laboratory and specialized clinic. As Weisz and Hawley (1998) indicate, although the APA Task Force was created largely to identify treatments that might warrant use in naturalistic clinical settings, “most of the child treatments identified thus far (and possibly most of the adult treatments, as well) have been tested neither in conventional clinics nor under conditions that very much resemble clinical practice. As a consequence, we actually know little about whether these treatments will be effective in clinical use, despite the fact that they have empirical support” (p. 212). Some of the differences identified by Weisz and Hawley between conditions of clinical practice and the conditions under which the clinical research has been done have to do with the level of severity and motivation of the clients, the extent of comorbidity, and the unpredictability of real life in clinics, where children typically do not stay in treatment long enough to complete a manualized program. They point out, for example, that their own research in child outpatient community clinics has found that the average number of diagnoses per child, as determined through a standardized diagnostic interview, is 3.5, clearly a much higher level than for children seen in most clinical research studies. The concern of Weisz and Hawley is echoed by others as well (Kaslow & Thompson, 1998; Kazdin & Kendall, 1998; Kazdin & Weisz, 1998). Brestan and Eyberg (1998), who reviewed the findings on treatments for conduct disorder, raise a concern that the characteristics of the children studied in the clinical research are not representative of the population of conduct-disordered children on age, gender, race, and ethnicity.

As the practice of psychology with children and adolescents progresses through the next decade, clearly one of the challenges is to bring the strengths and experiences of the system-of-care movement, with its extensive experience in dealing with children with very complex problems in naturalistic community settings and its focus on wraparound approaches, together with the strengths and experience of the clinical research movement, with its extensive experience in testing interventions under well-controlled conditions. The Multimodal Treatment Study of Children with Attention Deficit/Hyperactivity Disorder (Arnold et al., 1997; Greenhill et al., 1996; Richters et al., 1995) represents one well-controlled research effort to do this on a large scale. Until more research is done on effectiveness of interventions in natural settings with regularly referred children and their families, however, the challenge for practicing psychologists and other mental health professionals is how to combine the features of competent clinical care, including developing effective relationships with children and families and working in partnership with them and others of importance in the child’s life, with adequate knowledge of the most promising interventions. Mental health professionals will frequently find that they work with youngsters who do not fit neatly into a single diagnostic category and that the youngsters and their families have many strengths as well; despite this, it will still be important to understand the state-of-the-art interventions for specific disorders, even though the state-of-the-art may not yet be based on well-conducted effectiveness studies. A challenge for the system-of-care movement is to be better able to describe the overall intervention process, including the decision-making approach that is used, so that others can be trained in it and so that it can be replicated and eventually tested.

This challenge of bringing together the system-of-care movement with the clinical research–empirically supported treatment approach will need to take place in the context of major changes in the financing of mental health services. Significant changes have already taken place and are likely to continue. The next section briefly addresses these changes.

Financing of Services

The 1990s have clearly been a time of rapid change from “fee for service” arrangements for health care in both the public and private sectors to “managed care” arrangements. The managed care arrangements have taken a variety of forms. One of the most common is “health maintenance organizations” (HMOs), which are essentially organizations that provide health care services in exchange for a prepaid, fixed fee. Whereas there were 166 HMOs nationally in 1975 that enrolled 5.8 million persons, by 1995 there were about 600 HMOs that enrolled more than 51 million members nationally (Dial, Bergsten, Kantor, Buck, & Chalk, 1996; Group Health Association of America, 1995), and the number of enrollees has grown considerably since then.

In the public sector, state Medicaid agencies, the largest funding source for children’s mental health services, have moved dramatically to managed care, either through HMOs or through mental health (or behavioral health) “carve outs.” A carve out is an arrangement in which the financing and administration of mental health services is separate from the financing and administration of physical health services. As of late 1997 and early 1998, nearly all states were engaged in some health care reform activity involving Medicaid. Of the 43 managed care reforms either underway or being planned at that time, 28 (65%) involved carve outs, whereas the remaining 15 (35%) were “integrated,” which is defined as a reform in which the financing and administration of physical and behavioral health are integrated (Pires, Armstrong, & Stroul, 1999).

Although managed care has taken different forms in different states, some aspects have been consistent and should continue to have a major impact on the practice of psychology with children:


• A major focus is on cost containment.

• There is a dramatic reduction in the autonomy of the individual practitioner, with many requirements for review and approval before particular services can be offered or continued.

• There is a greater emphasis on short-term treatment.

• There is also a greater focus on diagnosis-based practice or treatment standards or guidelines, which, although conceptually consistent with the movement toward empirically supported treatment, are more frequently based on expert judgment than on empirical findings.

• The pathway to referrals is through participating in one or more practice networks, and the networks are most likely to make referrals to those practitioners who adhere to their guidelines.



As a federally initiated work group points out, “practice guidelines (or provider guidelines) are gaining in importance because of improved knowledge in health care delivery, economic and political pressure for accountability, and related attempts to delimit the type and amount of care to be provided, and concerns about access to care, quality assurance, and service outcomes” (Zubritsky & Hadley, 1998, p. 71). The term practice or provider guidelines and the related term clinical competencies have been defined as a set of patient care strategies developed to assist clinicians in clinical decision making and patient management (Zarin, McIntyre, & Pincus, 1996).

Although there is much discussion about practice standards and guidelines and about clinical competencies, a recent report of a group that examined these issues specifically related to children concluded that there is not yet a consensus about the framework of practice standards, that different stakeholder groups have different priorities, and that the fact that such guidelines and protocols are typically organized around specific diagnoses has “limited usefulness to the broad population of children with mental health needs or to children with multiple, complex needs, thereby reinforcing the fragmented, categorical nature of current system functions” (Goldman, Irvine, & Davis, 1999, p. v). This group, the Child, Adolescent, and Family Panel for the Mental Health Managed Care and Workforce Training Project, identified a set of principles that it believes should guide the development of protocols. These principles, similar to those for systems of care (Stroul & Friedman, 1986), emphasize family involvement, individualized and strengths-based care, cultural competence, a developmental perspective, and care coordination.

As the health care field has moved to managed care, an increased emphasis has been placed on quality assurance and assessment of outcomes (Boothroyd, Skinner, Shern, & Steinwachs, 1998; Campbell, 1998; Hernandez, Hodges, & Cascardi, 1998). Although much work has yet to be done in this area, it is clear that one direction involves the inclusion of consumers and families in the process of developing outcome-based accountability systems. As Campbell points out, consumers have typically been omitted from the process of developing outcome systems, but “the transformation of the health care delivery system to a managed care environment may provide mental health consumers with the opportunity to take responsibility for their own lives in the medical marketplace, and to be truly seen as customers” (Campbell, 1998, p. 15). This increased emphasis on both quality assurance and accountability for outcomes may prove to be one of the most positive aspects of the changes in financing that have taken place and that are likely to continue to take place for a while.

Summary

It is clear from the demographic and epidemiological data that a major need exists for psychological and other mental health services for children and that this need is only likely to grow in the future. With the increasing racial and ethnic diversity of our population and the higher prevalence of emotional disorders in children who live in poverty, a special need is going to exist for professionals who are trained and skilled in working with and understanding the impact of cultural and contextual issues. It is also clear that the existing utilization of mental health services is very low in relation to need and that the mental health field has to devise ways to more effectively reach out to those in need. This may very well involve working even more closely with other systems, such as the schools, health care, child welfare, child care, and juvenile justice; the system-of-care framework that has dominated the public mental health field for the past 15 years provides an important approach to doing that.

At the practice level, there is a growing need to build on the strengths of the individualized-care, wraparound approach that has emerged from the system-of-care framework while incorporating some of the positive features of the movement to identify empirically supported treatments. The individualized-care approach has its roots in the field and focuses on children with complex problems and needs that cut across many life domains in addition to mental health; the empirically supported treatment movement has its roots in clinical research, is diagnosis based, and needs to test its wings in more naturalistic community settings. At the same time as efforts are taking place to build on the strengths of these two often conflicting approaches, the reality of practice is that with the growth of managed care and cost containment strategies, practitioners are being asked to do more in less time and are given less autonomy in how they go about doing it.

It may be that the new accountability approaches that are developed with strong input and involvement from consumers and families will facilitate a proper balance between the cost containment efforts and the requirements of effective care. It may also be that eventually effectiveness research efforts will help clarify the proper relationship between individualized care on the one hand and more manualized, standardized care on the other. Given the complexities of research in naturalistic settings with the types of children and families who are typically seen in these settings, it may in fact be that the process of identifying effective interventions for children in community settings with multiple and complex needs will continue to be elusive. Given this, practitioners will face the challenge of being knowledgeable about and competent in individualized care approaches, being competent as well with empirically supported treatments, being able to develop an approach to combining the two, and gathering systematic outcome data that is an appropriate match for the children and families they are serving.
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Implications of a Developmental Systems Model for Preventing and Treating Behavioral Disturbances in Children and Adolescents

Early detection of risk and the design and delivery of risk-reducing and health-promoting interventions are essential functions for child and adolescent psychologists (Adelman & Taylor, 1998; Carlson, Tharinger, Bricklin, DeMers, & Paavola, 1996), in addition to traditional functions such as diagnosis and treatment of mental disorders. A theory of behavior change and of the ways in which schools, families, therapists, and other contexts figure in behavior change is essential to achieving a comprehensive system of mental-health promotion for children and adolescents. One source of ideas on behavior change that has until recently received fairly limited attention from applied child and adolescent psychologists is developmental theory (Tharinger & Lambert, 1998)—in particular, developmental systems theory, in which the role of contexts with respect to developmental processes is explicitly illuminated.

Developmental systems theory (e.g., Ford & Lerner, 1992; Sameroff, 1995) has certain advantages for understanding the ways in which developmental resources present in a variety of contexts (home, school, neighborhood, therapy) can be located and harnessed both before (prevention) and after (remediation) the emergence of serious behavioral disturbance. Developmental systems theory offers a way to think about the multiple inputs that shape development across domains of mental health, achievement, and socialization outcomes and, in particular, describes overarching principles by which contexts influence these outcomes. In turn, these principles provide child and adolescent psychologists with a set of ideas to guide practice, recognizing that the essential features of practice with children and adolescents involve observation and manipulation of the interdependencies of context and child behavior (see Nastasi, 1998, for more details).

Context, Time, and Local Politics

In developing a theoretical framework to understand behavioral change as it may be influenced by preventive and remedial psychological interventions, three realities of behavioral change must be acknowledged. These are the role of context in the development and amelioration of risk and pathology; the role of time in the process of change; and the constraints on intervention replication due to local factors. Developmental systems perspectives address all three of these realities.

Context

The influences of context on behavior is the core of psychological practice, regardless of whether the behavioral concern is driven by biological processes (as might be the case with autism) or whether it is wholly contextually driven (as is the case in coercive family processes and aggression). From this point of view, intervention in child and adolescent psychology involves rearranging contextual inputs to the child in order to achieve a desired outcome (Nastasi, 1998). It is increasingly recognized that interventions applied in the context or contexts in which a problem occurs can be more effective agents of change than efforts at change that take place in an office or in a context remote from the problem at hand (e.g., Henggeler, 1994; Henggeler, Schoenwald, Bordun, Rowland, & Cunningham, 1998; Nastasi, 1998). Rarely is it the case that children in need of mental health services display problems only at home or only in contexts other than school, and a key aspect of efforts to change a behavioral pattern is the extent to which intervention plans engage processes that regulate the development of the behavioral pattern in those contexts in which the pattern is of concern.

Thus the design of treatment plans for child and adolescent problem behavior ideally recognizes these multiple contexts and produces change as a function of manipulating contextual inputs to the child (Adelman, 1996; Henggeler et al., 1998; Roberts, 1996). In some ways, applied child and adolescent psychologists adopt the role of “context manager” by designing interventions to be carried out by others in natural contexts (parents, teachers, peers), by training the intervenors, and by monitoring progress (Adelman, 1996; Henggeler et al., 1998; Johnson, Malone, & Hightower, 1997; Nastasi, 1998). In short, if a theory of behavioral change is to be relevant for prevention and intervention efforts of psychologists, it must facilitate an appreciation of the role of various contexts and identify processes by which psychologists can influence contexts and, in turn, help shape child development (Tharinger & Lambert, 1998).

Developmental Time: Pathways

One lesson learned from developmental research is that there is no single, linear, one-to-one mapping of early risk (or nonrisk) status onto problem (or competent) outcomes. Instead, it may be helpful to adopt Sroufe’s (1989) use of Waddington’s metaphor of development and a branching tree, with many possible outcomes possible depending on the path one takes from trunk to branches. Because not all impulsive first-graders become aggressive sixth-graders, understanding the relation between risk and outcome depends on understanding the processes that shape developmental pathways. Targeting these processes for intervention could be key to interrupting the relation between risk and later problems (Loeber, 1990) by creating “branches” along developmental pathways.

How do parents, psychologists, or teachers play a role in creating and sustaining these branching pathways? A developmental systems approach to intervention (Pianta, 1999) emphasizes vulnerability and protective mechanisms (Rutter, 1987) that influence the response to risk (for better or worse) within a window of opportunity, or a period of relative plasticity, when responses to risk are being formulated. Understanding variations in individuals’ responses to risk factors and how contexts shape those responses, either by supporting the individual or by acting directly on the risk factor(s) that affect the individual, is a key aspect of delivering health-promoting services.

Local Politics

Despite efforts to develop standardized treatment protocols and documentation of their effectiveness, local factors (e.g., a teacher’s willingness to change, a parent’s compliance with a behavior management system, a child’s regular attendance at appointments) always constrain the applicability of any intervention or practice (Molnar & Lindquist, 1990). Rather than treating these local constraints as “nuisance” or “noise” factors, child and adolescent psychologists need tools to understand how to integrate these nuisance factors with validated principles of behavior change enacted in context.

At the local level—in homes, classrooms, neighborhoods, or clinics—pressure is high to find solutions (Pianta & Walsh, 1996). This pressure forces a focus on effective practices that are enacted most often on the basis of their having demonstrated an association with behavioral improvement in a clinical trial. Replicating such trials under local constraints is nearly impossible (Henggeler, 1994), and if the putative effective intervention is not strongly theory based, with convincing arguments for why it should or should not work under a given set of circumstances, then the practitioner is left with little basis for choosing the next step. Approaches to intervention with children and adolescents must somehow recognize the realities of local constraints and local pressures while embracing a validated knowledge base that can inform choices about intervention strategies and techniques.

As just one example, Diaz and Berk (1995) argued that the widespread use of office-based “cognitive-behavioral interventions” for children with impulsivity problems neglects the literature on how links between cognition, emotion, and behavior develop into self-regulation. Two specific shortcomings are evident with regard to the local politics issue. First, the vast majority of cognitive-behavioral interventions were developed by comparing already-identified impulsive (or depressed, etc.) children with unidentified or undiagnosed children. These retrospective studies showed differences in aspects of cognition that then became the basis for the range of programmatic treatments targeted at reducing these differences. However, the literature on the development of self-regulation demonstrates fairly convincingly that over time children’s emotions and emotional behaviors, in the context of interactions with adults, come increasingly under the mediational control of cognition. Thus cognition is a latecomer to the mediation of emotional experience.

Second, although self-regulation can be taught as a discrete skill or set of skills, it develops naturally in contexts in which child-adult relationships provide emotion-regulating experiences. When end products of developmental processes are taught (as in cognitive-behavioral therapy) as discrete skills in an office-based context, in contrast to providing relationship experiences in which self-regulation typically develops, such interventions lack grounding in developmental and contextual underpinnings. In the view of Diaz and Berk (1995), use of a practice with scores of supporting effectiveness studies without an accompanying understanding of developmental processes that underlie the problem to which the practice is directed accounts for the fact that cognitive-behavioral interventions have limited effects on problems with self-control or emotion regulation on playgrounds or in lunchrooms. As a further example of the need to integrate theory in real-life contexts, Doll (1996) recommends that if psychologists are to intervene helpfully in the peer problems of children (e.g., rejection, aggression), they must participate in peer interactions on the playground and in the lunchroom!

Theory about the development of problem behavior—the processes that produce the problem under consideration, particularly the role of context in shaping behavioral patterns—can provide a useful guide for local-level applications of treatment protocols. Theory-based knowledge used in this way should be well validated and can serve as a means for practitioners to make the many important local decisions they face. Developmental systems theory provides child and adolescent psychologists with a set of principles by which behavior change in context can be understood, an asset to local decision-making processes (Molnar & Lindquist, 1990).

Developmental Systems Theory

Designing solutions for the behavioral and emotional problems of children is complex. General systems theory provides a set of principles that can help child and adolescent psychologists make sense of the multiple transactions of contexts, local constraints, and time involved in influencing developmental pathways.

For the purposes of this discussion, systems is defined as units composed of sets of interrelated parts that act in organized, interdependent ways to promote the adaptation and survival of the whole. Families, classrooms, child-parent and child-teacher relationships, self-regulatory behaviors, and peer groups are systems of one form or another. The work of child and adolescent psychologists involves these and many other systems.

General systems theory (GST) has a long history in the understanding of biological, ecological, and other complex living systems (e.g., Ford & Ford, 1987; Ford & Lerner, 1992) and has been applied to child development by Ford and Lerner (1992) and Sameroff (1995) in what is called developmental systems theory (DST). DST can be applied to the broad array of systems involved in the practice of psychology with children and adolescents (Pianta, 1999). The principles of DST help integrate analysis of the multiple factors that influence young children, such as families, communities, social processes, cognitive development, schools, teachers, and peers or conditions such as poverty.

One essential feature of DST is acknowledgment of the various contexts, or systems, that affect development. These systems have influences ranging from distal (governments) to proximal (families); they include culture, small social groups, dyads, the child, behavioral systems, and genetic and biological systems. These contexts play key roles in the regulation of developmental change—how development is orderly, organized, and planned as opposed to random, chaotic, or unpredictable (Sameroff, 1995). According to Sameroff, contexts contain regulatory mechanisms that, like thermostats, maintain organization and calibration of certain developmental functions. Knowledge of these contexts and their regulatory functions is essential for understanding and shaping developmental pathways.

As will be discussed later, child-adult relationships play a key regulatory function for children’s experience in home and classroom settings. Child-parent and child-teacher relationships provide stability to children’s emotional experience (Lynch & Cicchetti, 1992), provide structure and guides for interactions with peers (Howes, Hamilton, & Matheson, 1994), serve as a source of security that supports exploration and mastery, and involve interactions that help shape the child’s self-regulation (Birch & Ladd, 1997; Pianta, 1997, 1999).

Sameroff (1995) identifies systems and adult-child relationships that regulate development in specific ways. These systems (or contexts) contain codes that prescribe regulatory actions of the system vis-à-vis the child. These regulatory actions shape the proximal context in which the child must adapt. For example, schools (as systems) have rules that govern the behavior of teachers and children. These rules constrain the kinds of interactions that take place in classrooms (e.g., teachers cannot hit students, students cannot hit teachers).

Cultures and Large Communities

Cultures and communities regulate the behavior of individuals and smaller social groups by creating, organizing, and maintaining roles within the larger group (Boulding, 1985). For example, cultures help define the roles of parents in terms of acceptable and unacceptable discipline practices.

The set of culture-level codes that affect development can be called a developmental agenda (Sameroff, 1995). One way of thinking about a culture’s developmental agenda is as the shared timetable for developmental milestones or generally held beliefs and expectations for child development. The developmental agenda is a series of culturally defined points in the child’s life when the child-rearing context is restructured to provide different experiences to the child. These restructurings include toilet training, entering school, and adolescent rites of passage (e.g., getting a driver’s license). Many, if not all, enactments of cultural codes tend to be keyed to the chronological age of children in that culture, not to the developmental level of an individual child. These restructurings are large-scale, long-term actions called macroregulations in Sameroff’s model.

Macroregulations may produce opportunity or trigger failure of one sort or another. Powerful challenges (learning academic subjects, dating) are enacted based on chronological age (or some proxy such as grade in school) and may challenge the child’s or family’s capacity to adapt. These macroregulations may require certain skills or capacities or may assume previous developmental successes that are not part of the child’s life history or present status.

For example, when a child with little preparation is placed in an elementary classroom with demanding teachers and high expectations for performance, such placement policies can produce “child failure” or “school failure,” which is better characterized as a failure of the system rather than of the child (Pianta & Walsh, 1996). Careful scrutiny of policies and regulations that operate as a community’s or culture’s developmental agenda and changing these policies to ensure more developmentally sensitive challenges with adequate supportive resources is one avenue for enacting wide-ranging preventive intervention strategies.

Families and Small Social Groups

Families and small social groups (peer groups, gangs, church groups, schools, classrooms) are concerned with the regulation of the individual child’s behavior toward the goal of producing individuals who adequately fulfill roles in the larger social structure (culture). For example, families influence children’s behavior in ways that produce competent self-regulation and help the child become a functional member of groups outside the family.

Small-group codes trigger behaviors of the group that operate within a shorter time span than cultural-level codes and often reflect the colliding demands of living together in small social groups and meeting the larger developmental agenda. Sameroff calls these miniregulations: caregiving practices such as feeding, discipline, expectations for performance, and patterns of emotional expression allowed within the group that are enacted through regulatory interactions with adults. This form of regulation allows the group to function as a cohesive social unit in order to accomplish its purpose in a social structure. Family- and classroom-code influences are apparent, for example, in family expectations for performance and discipline practices in school. Fundamental to the functioning of these small social groups is that these codes are enacted through behavioral interactions with children.

Interpersonal Relationships

Child-parent, child-peer, and teacher-child relationships are dyadic systems that play key roles in regulation of child behavior within small social groups (Hinde, 1987). Regulation at the relationship level is enacted through individual codes, according to Sameroff (1995). With respect to relationships between adults and children, these codes involve the adult’s (parent, teacher) accumulated feelings and beliefs about their behaviors with children—what works and does not work—their motivation styles, and their goals for interaction (Pianta, 1999). These individual codes can be described in terms of the adult’s (or child’s) “internal working model” or “representational model” of himself or herself and the relationship (Zeanah et al., 1993).

Representations, feelings, and beliefs are enacted in very brief, often subtle aspects of moment-to-moment interaction with children (microregulations). The qualities of this interaction are described both by what is being done by the adult or child (i.e., feeding, punishing, attending) and also by how it is being done. Aspects of dyadic behavioral interactions such as reciprocity, sensitivity, coordination, and synchrony are frequently used to describe relationships between parents and children (e.g., Egeland, Pianta & O’Brien, 1993; Rogoff, 1990) and even teachers and children (Howes & Hamilton, 1992; Pianta, Nimetz, & Bennett, 1998). A parent and child sharing a laugh (mutuality or synchrony) or a teacher who reads a child’s subtle frustration cues and slides a puzzle piece closer to the child’s hand (sensitivity) are examples of the qualitative aspects of interaction in which the regulatory influence of individual-level codes are enacted. Individual codes can enhance or erode the ways in which that relationship context is a developmental resource. For example, a teacher’s aloof, businesslike style of relating to children may trigger a negative emotional and behavioral response from a child who seeks emotional contact with such a teacher and is rebuffed (Lynch & Cicchetti, 1992).

Because adult-child relationships are asymmetric (the adult is more mature and has greater weight in determining the quality of the relationship), they play key roles in determining how a child will adapt in a specific situation—home or classroom (e.g., Birch & Ladd, 1996; Howes & Hamilton, 1992). As a consequence, child competence is embedded in and a property of relationships with adults. In the early years, relationships with adults, primarily parents (usually mothers) but often child-care providers or other family members, form the infrastructure of development that supports nearly all of what a child is asked to do in and outside of the family—relate to other people, be persistent and focused, be motivated to perform, be compliant or assertive, communicate, and explore the world.

In the school years, this infrastructure is carried forward, with evidence suggesting that relationships with adults are a valuable resource to healthy development through adolescence (Resnick et al., 1997; Werner & Smith, 1980).

The Child as a System

The developing child is also a system. From this point of view, motor, cognitive, social, and emotional development are not independent entities on parallel paths but are integrated within organized, dynamic processes.

Psychological practices (assessment or intervention) that focus solely on one of these domains (e.g., cognition, personality, attention span, aggression, or reading achievement) can reinforce the notion that developmental domains can be isolated from one another and from the context in which they are embedded. Taking a developmental systems perspective, many argue that child assessment should focus on broad indices that reflect integrated functions across a number of behavioral domains as they are observed in context (e.g., Greenspan & Greenspan, 1991; Sroufe, 1989). Terms such as adaptation have been used to capture these broad qualities of behavioral organization, and, although fairly abstract, they call attention to a focus on how children use the range of resources available to them (including their own skills and the resources of peers, adults, and materials) to respond to internal and external demands.

Biological Systems

Increasing attention is being paid to biological systems (e.g., genetics, neuroanatomy, neurophysiology) as explanations for risk and psychiatric disorder. Biological “causes” have been offered for such functional problems as reading failure, overactivity and attention problems, and conduct problems (Pennington & Ozonoff, 1991; Riccio, Hynd, Cohen, & Gonzalez, 1993). Yet research pointing to biological or genetic reasons for many forms of problem outcomes is too often misinterpreted to suggest a “causal” role for biology and ignores the reality that biological systems are embedded in and interact with other systems (Gottlieb, 1991; Greenough & Black, 1991). At best, these studies must be viewed in light of evidence that biochemical and genetic activity are affected by experiential and environmental parameters (Gottlieb, 1991; Greenough & Black, 1991) and that biological influences on behavior operate within the larger systems influences described previously. Recent evidence has, in fact, made it very clear that neurophysiology and neuro-anatomy can be affected by qualities of interaction between young children and parents, predictability of routines, and the emotional climate of the home (see Young, 1994).

Finally, it must be recognized that the systems (or contexts) previously described interact with one another in ways that also provide regulation and structure to developmental activity. In the context of these interactions, relationships with adults are midlevel systems—strongly affected by forces from all directions while influencing the child’s development. These relationships are like the keystone or linchpin of development—they are in large part responsible for developmental success under conditions of risk, and more often than not they transmit those risk conditions to the child (National Institute of Child Health and Human Development [NICHD] Early Child Care Research Network, 1999).

Principles That Influence the Behavior and Analysis of Developmental Systems

The previous section described for the most part the topography or landscape of development—the systems or contexts involved in developmental change. Yet it is the behavior of these systems—how they regulate development, for example—that is of greatest interest and that holds promise for understanding behavior change. The behavior of developmental systems is best understood in the context of a number of principles by which systems can be analyzed.

Units of Analysis

From a developmental systems perspective, the behavior of “smaller” systems (such as children’s self-regulation) is understood in terms of its function in the context of “larger” systems (such as child-adult relationships). The unit of analysis is at a macrolevel. In terms of parts and wholes, interest is in the whole. In this way, the focus of attention is often at a level higher than the one in which the initial question is framed. Thus to understand the discipline-related behavior of a teacher in her classroom, one must know something about the school, school system, and community in which they are embedded and about the teacher’s history of experience in relation to behavioral expectations in the classroom. Similarly, it is not possible to understand why a parent has difficulty maintaining behavioral expectations (the part) without knowing how that activity relates to the purpose of these other concerns (the whole). One cannot understand or explain a student’s task orientation without understanding the meaning of the task, preparedness for the task, interactions with the teacher that support performance, and so forth. Behaviors (e.g., attention, motivation) of a child in a context are often best understood in relation to the interactions of the child and the elements of that context and how those interactions function or do not function to support the child. The whole gives meaning to the activity of the parts.

Functional Relations between Parts and Wholes

Systems are embedded within other systems. What is a unit in one system—for example, the child in the family or peer group—is also a system itself. Relations between systems and their component units can be analyzed in terms of differentiation and integration.

Differentiation refers to the fact that over time, in response to internal and external pressures, one of the ways in which systems adapt is by the emergence of subunits. These subunits take on different roles in order for the system as a whole to function. Conversely, integration refers to the fact that in order for the system as a whole to maintain its integrity and identity, differentiated subunits must also be integrated, or connected, with one another to accomplish the primary function of the system. In a developing system there is always a tension between differentiation and integration. This tension is a consequence of relations between units that are active and in contact with one another.

Differentiation and integration allow systems to behave efficiently. In a system in which units are both differentiated (serving different functions) and integrated (the right hand knows what the left is doing), the system can adapt to pressure in a much wider variety of ways than if units were redundant and not connected. Thus parents instruct, discipline, and comfort. It is not necessary for a different adult to take on each of these functions.

Psychology and education are often involved in approaches (assessment, intervention) that promote differentiated functions. For example, the typical ways in which psychological services are offered to children reflect a highly differentiated approach through which children are seen for services outside of contexts in which they live, enrolled in programs, or placed in residential treatment. Although directed toward enhancing some segment of child competence or experience, the end product of separating intervention resources from the contexts or processes in which problems occur may be little functional improvement for the child (Henggeler et al., 1998; Wang & Kovach, 1995). Similarly, assessment practices very frequently seek answers through which to describe or predict functioning by assessing processes and subprocesses, using tests of increasingly isolated skills or functions.

Motivation

Systems theory offers alternative views of the locus of motivation and change. Within behavioral perspectives, change and motivation to change are often viewed as derived extrinsically from being acted on by positive or negative reinforcement or reinforcement history. Maturationist or biological views of change posit that the locus of change is the unfolding of genetic programs, or chronological age. From both perspectives the child is a somewhat passive participant in change—change is something that happens to the child, whether from within or without.

In developmental systems theory the motivation to change is an intrinsic property of a system, inherent within that system’s activity. Developmental change follows naturally as a consequence of the activity of interacting systems. That children are active can be seen in the ways they continually construct meaning, seek novelty and challenges, or practice emergent capacities. Furthermore, the child acts within contexts that are dynamic and fluid. Motivation, or the “desire” to change, is derived from the coaction of systems, of child and context.

Maturationist or biological views of the motivation for developmental change can result in “transitional” grades that delay entry into formal schooling for a year of maturation or in the use of medication as a means to address a lack of fit between child and classroom (e.g., Riccio et al., 1993; Shepard & Smith, 1986). Strongly behavioral views of motivation focus solely on contingencies while failing to acknowledge the meaning of target behaviors and contextual responses to the child’s goals, leading to a disjunction between how the child perceives his or her fit in the world and how “helpers” may be attempting to facilitate change. Views of motivation informed by systems theory acknowledge that behavioral adaptation is a process embedded in contexts; for example, within relationships between child and adult or child and peers.

Change

Developmental change occurs when systems reorganize and transform under pressure to adapt. In this view, change is not simply a function of acquiring skills but a reorganization of skills and competencies in response to internal and external challenges and demands.

Self-stabilization and adaptive self-reorganization are terms that help us understand both stability and adaptive change of a complex system. Self-stabilization refers to the gyroscopic property of systems that can respond to perturbations or demands while not undergoing reorganization. The self-stabilizing system adapts to pressure without altering its basic structure or identity. Self-stabilization is a very important property of systems. It preserves their identity in the face of contextual pressures or demands and ensures that major change, or reorganization, occurs at a slow, regulated pace. If it were not for self-stabilization, the behavior of systems and individuals would be unpredictable and unstable. In some intervention situations, self-stabilizing properties of systems are viewed as resistance to change, or the tendency toward homeostasis and equilibrium. However, these self-preserving tendencies of systems are critical to incorporate in treatment plans; they constrain the intervenor’s efforts for good reason and force treatment to take into account the systems’ (child, family, teacher) perspective on the change being targeted.

Adaptive self-reorganization refers to the response of a system to more constant or intense environmental (or internal) pressures or demands. Under these circumstances, the self-stabilizing properties of the system are inadequate to meet demands, and the system must reorganize in order to achieve fit.

Prediction in Assessment and Intervention

Psychologists devote considerable effort to prediction, usually in the context of assessing children’s skills or progress in treatment. From a systems perspective, prediction is fraught with uncertainty, a lot like forecasting the weather. This is also true for the problem of replicability, as when a clinician attempts to replicate a standard treatment protocol under highly variable local conditions. In these situations, general systems theory reminds professionals that the rules that govern the relations between predictors and outcomes rely on probabilities generated by observing many individual cases but that they rarely explain any single case.

Two equally important principles of systems theory are helpful in relation to considering the problem of prediction. As was described earlier, the developmental progress of individuals can be thought of as a branching tree (Sroufe, 1989) in which paths overlap at the start (looking like a trunk) but that over time will branch and deviate from one another. Thus individuals with the same starting point may end up with a range of outcomes. This is known as the principle of multifinality (Ford & Lerner, 1992), which embodies the uncertainty of making specific predictions about individuals. For example, among children who demonstrate extreme levels of externalizing behavior in the early grades, some develop a range of psychiatric diagnoses in adolescence, whereas others among the group are functioning quite well (Egeland, Pianta, & O’Gawa, 1996).

Alternatively, a specific outcome, such as a diagnosis of depression or conduct disorder, can be traced backward to a range of risk or potentiating conditions that varies widely across the set of individuals with the diagnosis (Egeland et al., 1996). This phenomenon is known as the principle of equifinality and emphasizes that different starting points may lead to similar outcomes; again an example of the uncertainties of prediction.

The discussion now turns to ways in which these principles of developmental systems can be observed in the context of relationships between adults and children. More specifically, I identify ways in which developmental systems theory provides implications for how relationships can function as resources for development that in turn can be harnessed in preventive and remedial intervention.

Social Processes, Relationships, and Prevention

A central focus of developmental systems perspectives, particularly within the field of developmental psychopathology, has been on the role of social processes in the development of problem outcomes in children. Social relationships regulate much of what develops in children—cognition, language, self-regulation, knowledge of emotions, self-esteem, and work habits (see Sroufe, 1989). Children as active systems interact with contexts, exchanging information, material, energy, and activity (Ford & Ford, 1987). As was noted earlier, the embeddedness of children’s competence in contexts is such that properties that appear to “reside” in the child (such as cognition, attention, social competence, problem behaviors) are actually distributed across the child and these contexts (e.g., Campbell, 1994; Hofer, 1994; Resnick, 1994).

The concept of affordance embodies the idea that contexts contain resources for the child that can be activated to sustain the child’s adaptation to the demands of that setting. A context can be evaluated on the basis of high or low affordance by examining it in relation to how it helps children adapt to these developmental challenges. Importantly, the affordance of a context has to be accessed by interactions with the child.

Thus any discussion of the child’s competencies is qualified by knowledge of the contextual supports for those competencies. Inferences about diagnostic status or etiology are inaccurate or premature without a full understanding of the contribution of context, both concurrently and over time, to a child’s competencies.

As noted earlier, a central facet of children’s experiences in context are their relationships with socialization agents and caregivers—parents, teachers, and others. In fact, the very nature of risk, for many so-called at-risk children, is bound up in the inability of social contexts (mostly relationships with parents and in the family) to appropriately regulate the child’s emotional and social development vis-à-vis the key themes described previously. It is in these social processes, mostly involving relationships between child and adults, that risk can be recognized and can be transmitted so easily to the child (and further exacerbated by school and peer contexts). In this view, adult-child relationships are a cornerstone of development, and intervention involves the intentional structuring or harnessing of developmental resources (such as adult-child relationships) or the skilled use of this context to developmental advantage (Lieberman, 1992).

This is inherently a prevention-oriented view (Consortium on School-Based Promotion of Social Competence [CSBPSC], 1994; Henggeler, 1994; Roberts, 1996) that depends on professionals’ understanding the mechanisms responsible for altering developmental pathways and emulating (or enhancing) these influences in preventive interventions (e.g., Hughes, 1992; Lieberman, 1992). The developmental salience of relationships between children and adults and their near-universal presence in children’s lives make them ideal targets for preventive intervention (Pianta, 1999), and these relationships, as well as the child’s relationships with professionals such as psychologists, figure prominently in remedial interventions for diagnosed children.

Relationships between children and adults play a prominent role in the development of competencies in the preschool, elementary, and middle-school years (Birch & Ladd, 1996; Pianta & Walsh, 1996; Wentzel, 1996). They form the “developmental infrastructure” on which later experiences build. Child-adult relationships play an important role in adaptation of the child within the context in which that relationship resides—home or classroom (e.g., Howes, Hamilton, & Matheson, 1994; Howes, Matheson, & Hamilton, 1994). The key qualities of these relationships appear to be related to the ability or skill of the adult to read the child’s emotional and social signals accurately, to respond contingently based on these signals (e.g., to “follow the child’s lead”), to convey acceptance and emotional warmth, to offer assistance as necessary, to model regulated behavior, and to enact appropriate structures and limits for the child’s behavior. These qualities determine that relationship’s affordance value.

Relationships with adults also figure prominently in developmental pathways toward behavior problems and psychopathology (Campbell, 1994; Greenberg, Speltz, & DeKleyn, 1993; Toth & Cicchetti, 1996). A disturbed parent-child relationship places a child at risk for developing conduct problems in the early school years, with a well-established link between controlling, hostile behavior by parents and disruptive behavior problems in early childhood (Campbell, 1994; Greenberg et al., 1993). Few contexts or systems have been as widely linked to child psychopathology, especially in childhood, as the child-parent relationship, largely because this relationship figures so prominently in the development of self-regulation, difficulties with which are hallmarks of problem behavior.

Qualities of the mother-child relationship also affect the quality of a child’s relationship with a teacher (Cohn, 1990; Motti, 1986), and, in turn, child-teacher relationships can be key influences for school-aged children. Maltreated and nonmaltreated children’s perceptions of their relationships with mothers were related to their needs for closeness with their teachers (Lynch & Cicchetti, 1992) and to the teachers’ ratings of child adjustment (Toth & Cicchetti, 1996).

This link between the quality of child-parent relationships and the relationships a child forms with a teacher confirms Bowlby’s (1969) contention that the mother-child relationship establishes for the child a set of internal guides for interacting with adults that are carried forward into subsequent relationships and affect behavior in those relationships (Sroufe, 1983). These representations can affect the child’s perceptions of the teacher (Lynch & Cicchetti, 1992), the child’s behavior toward the teacher and the teacher’s behavior toward the child (Motti, 1986), and the teacher’s perceptions of the child (Pianta, 1999; Toth & Cicchetti, 1996). Presumably, these processes are also evident in the context of a therapeutic relationship with a professional.

As was noted above, relationships with teachers are a source of influence on many outcomes related to the school context (Birch & Ladd, 1996; Howes, Matheson, & Hamilton, 1994; Pianta, 1999; Wentzel, 1996), confirming this view that child-adult relationship systems are central to understanding and influencing development in context. Teacher-child relationships influence children’s competencies with peers in the classroom (e.g., Howes, Hamilton, & Matheson, 1994) and trajectories toward academic success or failure in the early grades and beyond (Birch & Ladd, 1996; Lynch & Cicchetti, 1992; Pianta, Steinberg, & Rollins, 1995).

The dimensions of child-teacher conflict, closeness, and overdependency consistently appear in samples that vary by age, ethnicity, and economic status (see Pianta, 1999), are fairly stable, and correlate with concurrent and future teacher-reported measures of adjustment, grade retention, and special education referrals (Birch & Ladd, 1997; Pianta et al.,1995). Furthermore, Wentzel (1996) reported that middle-school students benefited from relationships with teachers that were characterized by open communication and a sense of closeness, suggesting that this is a relational context with salience for children beyond the early grades and preschool years.

Finally, a recent national survey of adolescents revealed that the single most common factor associated with healthy outcomes across all domains assessed was that youth reported having a relationship that they experienced as supportive with an adult (Resnick et al., 1997). In particular, these relationships were described as being emotionally supportive—the youth could count on the adult to understand and offer advice. Note the similarities in these child-reported features of positive relationships to those features of sensitive caregiving described earlier with respect to child-parent relationships. Parents, teachers, mentors, and coaches were among those adults mentioned most frequently as the source of this support. Importantly, relationships with adults functioned in this way for all adolescents sampled in this large survey of a normative population, not just those at high risk for problems.

Relationships, as dyadic systems, involve multiple components and processes, each of which can be a focus of intervention designed to enhance relationship quality. Pianta (1999) has outlined in detail the ways in which these can be altered using specific intervention techniques for child-teacher relationships in the context of school-based consultations. Interestingly, Barkley’s (1987) behaviorally focused intervention for use with parents and children relies heavily on relationship-building components.

Clearly, relationships embody features of the individuals involved. These features include biologically predisposed characteristics (e.g., temperament), personality factors, and the individual’s developmental history. But a key feature is how an adult’s history of being cared for affects the way she interprets and attends to a child’s emotional behavior and cues (Zeanah et al., 1993). An individual’s “internal working model” or “representational model” of a relationship (Bowlby, 1969) is the set of stored feelings and beliefs about a relationship that in turn guides feelings, perceptions, and behavior in that, or in a different, relationship. These models are open systems; the information stored in them, although fairly stable, is open to being changed based on new experience. The open nature of representational models is illustrated in home-based interventions with young mothers that aim to alter their perceptions of self and others (Zeanah et al., 1993) and in teacher-focused consultations that address views of the child and the self in relation to the child (Pianta, 1999).

Relationship systems often must meet multiple demands. For example, a parent must be a teacher, confidante, provider, caregiver, and role model in a number of different situations. A flexible relationship system is able to respond to a wide range of contextual conditions and internal pressures. Flexible relationships between adults and children accommodate a range of children’s needs; they function across many contexts (home, classroom, playground); and they support the child in a number of ways (emotionally, with respect to instruction and learning, in relation to peers). Thus one measure of a relationship’s functional value for a child, in addition to how well it supports competence in a particular setting, is its flexibility to provide support in multiple contexts and across multiple demands.

Relationships can also be understood in terms of the feedback processes that involve exchanges between the two individuals (adult and child). These processes are most easily observed in interactive behaviors but also include other means by which information is conveyed from one person to another. What people do with, say or gesture to, and perceive about one another are also major components of feedback mechanisms. For example, how a child communicates about needs and desires (whiny and petulant or direct and calm), how an adult selectively attends to different cues, or how these two individuals interpret their behavior toward each other are each involved in feedback processes that can be legitimate targets of psychological interventions. Rich, varied, contingent, multimodal feedback loops that are reciprocal and mutual make for the kind of relationship system that can function as a regulator of development.

Summary

It has been argued that the future of applied child and adolescent psychology depends in part on the degree to which psychologists become involved in the design and delivery of prevention services that promote health among children and families (CSBPSC, 1994; Henggeler, 1994; Roberts, 1996). Services considered “psychological,” such as counseling, behavioral consultation, and assessment, will become usurped by personnel who are often less well trained, using techniques that are less well grounded in psychological and developmental principles (Adelman, 1996; Tharinger & Lambert, 1998). The changing landscape of third-party payment, increasing use of paraprofessionals in direct service to children and families, and emerging knowledge on best practices in intervention come together to create opportunities to reexamine and redesign how services are delivered to children (Henggeler, 1994; Roberts, 1996).

As experts in development and behavior, psychologists can formulate theory-driven responses to the challenges posed by children struggling to succeed, and to do so they must take seriously theories of developmental change, not just rely on technical expertise in assessment or application of intervention protocols. Developmental systems theory is a particularly useful theoretical framework for the purposes of informing and designing preventive interventions for children and adolescents, particularly because developmental systems theory addresses key issues in psychological practice, such as the role of context, how competence changes as a function of time, and how local constraints must be embodied and embraced rather than controlled out of efforts to intervene.

The importance of adopting a systems theory perspective on development cannot be overemphasized. To the extent that children’s problem behaviors are located solely in “child,” “home,” or “school” causes, a preventive intervention orientation will be impossible. Current models of training for helping professionals (including most child and adolescent psychologists) too frequently oversimplify models of development and overemphasize categorical diagnoses of child psychopathology rather than a developmental pathways–based perspective (e.g., Tharinger & Lambert, 1998). Such perspectives are narrow and likely to truncate alternatives available to children. Systems theory counters these oversimplified views of development and, although complex and uncertain to some degree, offers a view of development that opens up possibilities for preventive intervention.

Within a systems-oriented intervention framework, child-adult relationships are an ideal resource for preventive intervention. They are available to all children, a range of options exist for strengthening and intensifying their benefits to children, and in many contexts systems are already in place that can influence these relationships (e.g., early intervention home visitor programs, Head Start, family-based services, teacher-training requirements). These “natural” resources for children have been underutilized in many formal models of intervention for children and families that have focused on inducing change as a function of office-based work with professionals. From this perspective, preventive service delivery that utilizes child-adult relationships as a resource capitalizes on the distributed nature of development during childhood and harnesses resources for shaping developmental pathways toward positive outcomes.
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