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ABSTRACT
Parental Substance Abuse and Child Neglect:
A Controlled Trial of a Developed
Treatment Manual
By
Valeria I. Romero
Dr. Brad Donohue Committee Chair
Associate Professor of Psychology
University of Nevada, Las Vegas
The maltreatment of children is a devastating social problem in the Unies.S
Many researchers and child welfare workers believe the recerasedre child neglect is
directly correlated to an increase in parental substance abuse. Thet®mga
relationship between child neglect and parental substance abuse; howeveaethere a
limited treatments that address both issues simultaneously. The presesttideese
evaluated the efficacy of a newly developed Family Behavior Therdp¥) (frogram for
child neglect and parental substance abuse utilizing controlled singlmetszdology.
The Family Behavior Therapy (FBT) program is an integration of two fhedi&BT
interventions; one being specific to drug abuse (i.e., Azrin, Donohue et al., 2001), while
the other is specific to child maltreatment (i.e., Donohue, Van Hasselt, 1999). The
treatment included a manual with corresponding protocol adherence measutigde Mul
baseline methodology was utilized to evaluate selected components of thee&Bietrt
program.
The results of controlled multiple baseline evaluations of home-based/Famil

Behavior Therapy (FBT) is described for two participants with substance abus



dependence and co-occurring child neglect. The case examples include relevant
background information, substance abuse history, diagnostic impressions, behavioral
conceptualization of presenting problems, and course of treatment. An overview of the
FBT program and treatment plan, course of treatment, and special isspesvated.

After baselines were gathered, the first phase of treatment waseiditiThe first case
involved examination of home safety tours aimed at reducing home hazards and
cleanliness followed by treatment additionally targeting familytiedahips through
communication skills training exercises, and®aghase of treatment involving
administration of comprehensive FBT. The second case involved implementation of self
control, stimulus control, and behavioral goal-setting to reduce drug urges olpna

2" phase of treatment additionally targeting family relationships throogimunication
skills training exercises, and phase of treatment involving administration of
comprehensive FBT. Results demonstrated clear improvement in home safety,
pronounced decrease in conflict in the family, and slight improvement in perceived

family support and cohesion.
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CHAPTER 1

INTRODUCTION

The maltreatment of children is a devastating problem in the United.Sthtes
annual number of reports of child maltreatment in America is approxingtalifion, or
40 cases per 1,000 children and approximately one million of these reports are
substantiated (McCurdy & Daro, 1993; USDHHS, 2006). The number of children
reported to be victims of child abuse and neglect in the United States doubled from 1.4
million children in 1986 to 2.8 million in 1993, and that number has steadily increased to
approximately 3.3 million allegations of abuse and neglect in 2004 (Sedlack &
Broadhurst, 1996; USDHHS, 2006). Only a small percentage of child neglecaoases
reported, and only a proportion of alleged neglect is substantiated (Way, Chung, Jonson-
Reid, & Drake, 2001). Of the child maltreatment allegations, 64% received an
investigation, and almost two thirds of the investigated cases involved a child who was
found to be a victim of neglect (USDHHS, 2006).

Relative to other forms of child maltreatment, child neglect is grosskgrstutdlied.
Indeed, researchers often refer to the “neglect of neglect” (Dubowitz, 189rk
Pelcovitz, & Labruna, 1999; McSherry, 2007; Wolock & Horowitz, 1984). Child neglect
is on a continuum of care, which makes it difficult to delineate and determine clear
cutoffs for parenting practices (Dubowitz, 2007). For example, a medical dceyor m
view not giving a child prescribed medications as neglect, and make alrefetidd
protective services. However, depending on the neglect criteria for the atiddtpre

services agency, this may or may not legally constitute neglect. Imghgsthe concept



of neglect is heavily influenced by the victim's age and developmental lesgngsared
with sexual or physical abuse. For example, leaving a young child unattended is
considered neglectful, but leaving a responsible adolescent home alone ishaatglAl
governmental employees often perceive the consequences of negleciwedyrelat
minimal, research findings indicate the consequences of child neglect enégliyt
more severe than any other form of maltreatment (McSherry, 2007).

Substance abuse is often co-morbid with child neglect, and has been more extensively
studied. Along these lines, there has been a recent focus on the reciprocal rghationshi
between child maltreatment and substance abuse. The rate of child maitteat
especially child neglect, appears to be increasing over the years, andrégase is may
be the result of an increase in parental substance abuse and dependence (Dunn et al,
2002). Studies of the relationship between substance abuse and involvement in the child
welfare system indicate substance abuse is present in up to two thirds of child
maltreatment cases (Murphy et al., 1991; USDHHS, 1999). It is estimated tloate®%
million children in this country live with at least one parent who abuses alcohds, drug
both (NCCANCH, 2003). Indeed, studies suggest that a majority of fanabes/ng
assistance from child protection services are affected by paseibtsthnce use disorders
(see Brown and Anderson, 1991; Semidei, Radel, & Nolan, 2001; Young, Boles, &
Otero, 2007).

When the relationship between different types of child maltreatment (i.eecheqgl|
physical abuse) and substance disorders are examined, the strongesti@s$eci
between substance use and child neglect (Famularo, Kinscherff, & Fenton, 1992 Trocm

et al., 2001). Parental drug use may put a child at increased risk for child negéertehe



parents are likely to devote their time and resources to obtaining and using demmgs w
they should be performing care-taking behaviors for their children (Hasnngt

Dubowitz, Black, & Binder, 1995). More than half of the parents who have been found to
physically abuse and neglect their children have evidenced drug abuse, yatmerite

have been validated to concurrently address substance disorders and childm#gkect i
population (Donohue, Romero, & Hill, 2006). Therefore, there is a significant need to
empirically develop treatment programs for neglected children and thelieam

particularly those that employ strength based practices that targeicdpaitations in

the family (Dubowitz, 2007).

The present study was conducted to evaluate components of a newly developed
Family Behavior Therapy (FBT) program for child neglect and pareuitsitance abuse
utilizing controlled single case methodology. FBT was selected because adipgbm
results in outcome studies with substance abuse, anecdotal support with child nedjlect, a
promising results from an uncontrolled trial. The Family Behavior The@py)
program is an integration of two published FBT interventions; one specific to drug abuse
(e.g., Azrin, Donohue, et al., 1994), and the other is specific to child maltreatment (i.e.,
Donohue & Van Hasselt, 1999). The developed FBT treatment includes a manual with
multiple treatment modules that have corresponding protocol adherence medseires. T
FBT program was designed to address drug use, child neglect, and relatedrakhavi
problems such as domestic violence in a standardized treatment format. The study
examined multiple interventions that are designed to reduce illicit drugnaisehild

neglect behaviors by improving communication and support, teaching the participant to



identify maladaptive behavioral triggers, teaching impulse control tects)igod
increasing the safely skills of the participants and their families.

Two multiple baseline designs across behaviors were utilized to evaluiitelpar
components of the FBT program (i.e., two separate case studies). Measures of problem
areas including home safety and beautification, parenting beliefs anat@sadtiug use,
child neglect and abuse potential, and issues with communication were utilized on an
ongoing basis to evaluate the effectiveness of the targeted treatmenneoispo
Although both cases met similar inclusionary/exclusionary criteri&, ease had unique
and interesting circumstances. The first case involved a woman with a hissemece
mental illness, domestic violence, and involvement in the child welfare system. The
second case involved young woman with a documented cognitive disability raised in a
home of violence that was in the child welfare system for the first timetnieea

outcome results for each case will be described in light of their unique cfeatares.



CHAPTER 2

LITERATURE REVIEW

In the following sections literature relevant to the current study si@wed. These
sections include 1) overview of child neglect, 2) the relationship between childthegle
and substance abuse, 3) treatments for child neglect, 4) existing tresatonesubstance
abuse, 5) an overview of Family Behavior Therapy for substance abushilanakeglect,
6) description of treatment manuals, 7) method of developing a treatment manual for
substance abuse and child neglect, 8) summary of a pilot study of FBTrpr&jra
methodological issues to consider in treatment outcome research, and 1@) apesif

and hypotheses.

Overview of Child Neglect

Definitions of Neglect

There are multiple forms of child maltreatment, including physical alseseal
abuse, emotional abuse, and child neglect. Unlike other forms of child maltreatment,
child neglect involves an omission of behavior that generally results in ingditma
child’s physical or emotional development, or to the overall welfare of the childe Ther
are four main categories of neglect, including physical neglect (e.degoate
supervision, lack of food, lack of safe housing), emotional neglect (e.g., failur@videor
affection to child), educational neglect (e.g., not enforcing school truancy ailess to
promote the child’s education), and medical neglect (e.g., not providing adequatalmedi

care) (Scannapieco and Connell-Carrick, 2002). According to the U.S. Department of



Health and Human Services (1998), child neglect accounts for 60% of founded incidents
of child maltreatment, with 57% of these cases being physical neglect, 29% being
educational neglect, and 22% being emotional neglect.
Characteristics of Perpetrators of Child Neglect

Common characteristics of perpetrators of child maltreatment include being
diagnosed with a specific mental health disorders, being a victim or peopefrat
domestic violence, experiencing an unhappy childhood, addiction to drugs or alcohol, not
wanting or expecting the pregnancies, not bonding with the child, and living in poverty
(Dufor, Lavergne, Larrivee, & Trocme, 2008; Regan, Ehrlich, & Finnegan, 1987)e Ther
are multiple risk factors for child neglect and the more risk factors thgtrasent the
greater the potential for a caregiver to become a perpetrator of chitn@girrieu,
Heller, Smyke, & Zeanah, 2008). In understanding the context in which these
characteristics develop, it is important to acknowledge there is a sttengeinerational
transmission of child maltreatment (Crouch, Milner, & Thomsen, 2001), although the
majority of victims of child maltreatment do not go on to victimize their children.rOthe
risk factors include suffering from significant stressors such as healtleprabl
economic problems, and family interaction problems (Bernstein, Stein, Newcorhp, et a
2003). In addition, perpetrators often have unrealistic expectations of a child’'s
development (i.e., lack understanding of developmental stages), are unaware of the
child’s needs, and have a strong belief in the value of physical punishment (English,

Marshall, Brummel, & Orme, 1999).



A relationship between psychopathology and perpetrating child maltretasneell
documented in the literature. Indeed, having a history of psychiatric problerbhedras
significantly correlated with having had an open case with child protectivieeer
(Sidebotham & Heron, 2006). Abusive and neglectful parents commonly have been
diagnosed with certain psychological disorders, including Antisocial Pditgona
Disorder, Major Depression, Dysthymia, and Substance Abuse (Kaplan et al., 1983;
Leinonen, Solantus, & Punamaki, 2003). Mothers who have been founded for child
neglect are two times more likely than non-neglecting mothers to haveesiuifem
post-partum depression (Zurivan, 1996). An Epidemiological Catchment Area study
(1996) found more than half of the parents in the study who neglected their children meet
lifetime criteria for a DSM-III Substance Abuse/Dependence DisoRien et al. (2002)
found the rate of substance disorders was significantly higher amormgtiegparents
than in the general population. In a large community sample of approximately 11,000
parents, a lifetime DSM-IIl substance disorder was indicated in sligighg than half of
the parents who self-reported neglecting their children (Chaffin, et al., 1286h&tr, et
al., 1994). Similarly, Famularo, Kinschereff, and Fenton (1992) identified the diagnosi
of substance abuse at a higher rate in mothers that maltreated their cluldpared to
non-maltreating mothers. In addition, this study found mothers who maltrbated t
children exhibited a significantly greater incidence of current mood disorttskph
abuse, personality disorders, and posttraumatic stress disorder. Inggregtensame
study found other axis | DSM disorders are generally not risk factors for deing

perpetrator of child maltreatment unless substance abuse is also present.



Certain maladaptive cognitive processes appear to increase the likelihoddlIthat c
neglect will occur. Hildyard and Wolfe (2007) compared neglectful and non-tiedjlec
mother’s information processes on tasks specific to child emotions, behavior, and other
child related information. Neglecting mothers demonstrated significgrebter
difficulty with recognition of infant’s feelings of interest, recognitioreafiotion, and
were more likely to identify the emotions being displayed by as sadnessre.sha
addition, neglecting mothers used significantly less descriptive words tiross
indicating neglecting mothers may have less developed emotion vocabulary or less
general understanding of emotions. The difficulties with information progessay be
the result of a failure to perceive and attend to information about the child’s needs
accurately resulting in the inability to understand what needs or emotiortadmeanf a
child require a response ultimately leading to neglecting many of thésanddds
(Crittenden, 1999).

Approximately 80% of perpetrators of child neglect are the primary caregi the
victim, and 33% of families reported for child maltreatment are single éhedded
households (Dufor, Lavergne, Larrivee, & Trocme, 2008; Fantuzzo, 1990; Wolock,
Sherman, Feldman, & Metzger, 2001). Sedlak and Broadhurst (1996) found that being a
single parent increased the risk of all types of neglect by 87%. Singlelhmaeé@nd
non-married status are significantly correlated with the occurrence dfreglect
(Chaffin, Kelleher & Hollenberg, 1996). Perpetrators of physical neglect ¢elmel t
female (71.0%), and female perpetrators are more likely to be re-ikparichild
neglect than any other form of maltreatment (Way, Chung, Jonson-Reid, & Drakg, 2001

Mothers who are the heads of single parent families have been found to have a harder



time coping with severe and stressful situations, and in general fare ansather
headed single households and intact families (Dufar, Lavergene, Larriieectae,
2008). No matter what family members are involved if the family is more chéests
organized, or utilizes less positive affect the risk for child neglect atlgiacreased
(Gaudin et al., 1996).

Mothers under 26 years of age have been found to neglect their children more often
than older mothers (Kienberger, Jaudes, Ekwo, & Van Voorhis, 1995; Lounds,
Borkowski, & Whitman, 2006). The combination of high poverty and young maternal
age increases the risk for child neglect. Mothers 17 years of age or yaugkved in
high poverty areas were 17 times more likely to have a substantiated caggect than
mothers who were 22 years of age or more in low poverty areas (Lee & George, 1999). It
is believed that younger mothers engage in less appropriate paren@vgphbethan
older mothers possibly due to a lack of knowledge regarding parenting skills, having
more unrealistic expectations of their children’s development, being unaware of
children’s needs, and having a strong belief in physical punishment (Zurivan, 1988).
Adolescent mothers have been found to offer toys to their infants less freqaadtly
have infants that vocalized and smiled less than adult mothers (Barratt & Roach, 1995)

In addition, young mothers may be less focused on their children as a result of
attempting to deal with high levels of stress (i.e., financial, parenting, atdnship
stress). A major stressor is having multiple children in the home. Parents whodrave
children, especially unplanned children, or space the ages of their childranatgther
have a greater likelihood of becoming perpetrators of child neglect likeig asgult of

the high stress levels associated with caring for multiple young chidweavin, 1988).



Zurivan (1996) identified neglecting mothers were 5 times more likely to have had 2 or
more children prior to being 18 years of age as compared with physicallpgbusi
mothers. Another stressor is having a child with behavioral issues or difficult
temperaments. Lounds et al. (2007) found that children who exhibited more externalizing
problems were at greater risk for being the victim of neglect by yourtlgars. The
stress may be harder for young mothers to deal with because of a lackrefreogoand
maturity that adult mothers possess.

The literature regarding the common characteristics of perpetratchgdneglect
provides insight for researchers to consider when developing or implemeaahgént
with this population. Treatments will need to address co-morbid psychological dssorder
including depression and substance abuse (Kaplan et al., 1983; Leinonen, Solantus, &
Punamaki, 2003; Sidebotham & Heron, 2006; Zurivan, 1996). The findings regarding
cognitive processes indicate cognitive behavioral interventions to improve itifamma
processing and to address maladaptive attributions may be beneficial \pithra@ers of
child neglect (Hildyard & Wolfe, 2007; Crittenden, 1999). These findings inform us that
in addition to teaching parenting skills other skill based interventions should bedutiliz
Programs that assist the perpetrator in reducing their stress leudimgchelping the
perpetrator gain financial stability, teaching job getting skiilés,(to obtain better paying
employment, interviewing skills), and teaching how to budget finances wouldrdappea
be generally beneficial (Bernstein, Stein, Newcomb, et al., 2003). Including
communication skills training to eliminate family interaction problems migirease the
chance of success in treatment and in eliminating the intergenerationalis$saosrof

child neglect maltreatment (Crouch, Milner, & Thomsen, 2001). Finally, programns tha
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target mothers, both young and adult, may prove to be most advantageous (Dufor,
Lavergne, Larrivee, & Trocme, 2008; Fantuzzo, 1990; Kienberger, Jaudes, Ekwo, & Van
Voorhis, 1995; Lounds, Borkowski, & Whitman, 2006; Wolock, Sherman, Feldman, &
Metzger, 2001).

Characteristics of Victims of Child Neglect

Certain characteristics place children at an increased risk for éeficgm of child
maltreatment. None of these characteristics place the blame on the chile, imgcto
identify children who are at risk for being a victim. A child’s age is a ristofdor being
a victim, as child neglect occurs predominately in children under the age ak8 yea
(Bernstein, Stein, Newcomb, et al., 2003). Indeed, Marovich and Wilson (1999) found
the incidence of child neglect decreased as the age of the child increasedaimdants
toddlers are more likely to be victims of neglect than any other form of atatieat,
which is likely because younger children are highly dependent on their carggines
& McCurdy, 1992; USDHHS, 2002).

Connell-Carrick (2003) conducted a review of the literature on correlatedaebf chi
neglect and identified mixed findings in regards to the child’s gender. Out of¢he fi
studies examined two identified being female as a risk factor for berrggim of child
neglect. However, the other three studies reviewed found conflicting results that
indicated boys were at a greater risk. Specifically, boys that Babilities or handicaps
were the most at risk of being a victim. Randall and Parrila (1997) found thaedisabl
boys were more likely than non-disabled boys to be victims of maltreatmennast

often of child neglect. Although there is conflicting evidence for which gender is
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greatest risk there appears to be factors (e.g., developmental delayifidsathat may
place males at an increased risk to be neglected.

Babies born exposed to drugs or alcohol in utero may have physiological problems,
developmental problems, or both that place them at an increased risk to be victims of
child neglect. Approximately 375,000 of the children born each year have been exposed
to parental substance abuse resulting in Fetal Alcohol Syndrome, low kethdt
many other serious problems that can have short term and long-term effectsluidtbe
health (Chasnoff, 1988). Jaudes, Ekwo, and Vorrhis (1995) compared the number of
children born exposed to illicit drugs with the Department of Family Servicesd® of
reported child abuse and neglect and found that in total 513 children in that community
were exposed to illicit substances in-utero, and of these children 155, or 1.5 ouyof ever
5 children, had been reported as victims of child abuse and neglect to child protective
services. Kelly (1992) examined the relationship between parental stessstapr
exposure to drugs, and the occurrence of child neglect. Drug exposed infants were more
likely to be in the custody of child protective services, and significantly adroige using
mothers were found by child protective services to neglect their children. pAstes,
parents of drug exposed infants reported higher levels of parenting sttedsimestress
from the infants being easily agitated and crying at relatively faggs than the parents
in the comparison group with non-drug exposed infants.

Other factors that put a child at risk for being a victim of neglect include being bor
prematurely, having a low birth weight, being viewed as less attractitreelparents,
having a difficult temperament, and having a physical or mental disabiligpbethese

characteristics are believed to make the parenting role less regvardirmore stressful
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which increases parental irritability (Sidebotham & Heron, 2006; Swenson &G haf
2006; Wolfe & McEachran, 1997). In regards to temperament, mothers who neglected
their infants rated them as having a more difficult temperament companed-t

neglecting mothers (Brayden, 1992).

Children that live in poverty are at an increased risk of child neglect. Studies have
found that the co-occurrence of an income less than $15,000 and a being single parent
increase the chances a child will be neglected (Coohey, 1998). In additiorgrthe m
people that live in the home the greater the risk of child neglect. Child in famities wi
four or more children in the home have been found to experienced neglect three times the
rate of children with three or less children (Sedlak & Broadhurst, 1996). Deatlchild
neglect tends to occur in families with an average of 4.9 people residing in the home
(Margolin, 1990).

Negative Consequences of Child Neglect

The negative effects of child neglect are potentially more devasthtingany other
form of child maltreatment. In fact, the National Center on Child Abuse and Neglec
reports child fatalities and serious injuries are more often associatechidgtimeglect
than any other form of child maltreatment including physical abuse (NCCAN,.2003)
These consequences vary according to differences in the severity, duration, and
frequency of maltreatment, as well as differences in the child (e.qg., remget, coping
skills, developmental stage) and his or her environment (e.g., family inconed, soci
support, neighborhood characteristics; Hecht & Hansen, 2001). The consequences of
child neglect include long-term behavioral and emotional problems that often require

psychological treatment.
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Many victims of child neglect report feeling a loss of control over life, ezpee
high stress, poor self-esteem, feelings of hopelessness, and developmental delays
(Erickson & Egeland, 2002). In fact, victims of neglect, as well as other fornmsladf c
maltreatment, have been identified as being at greater risk for deejgyichiatric
disorders compared to non-maltreated children (Livingston, Lawson, & Jones, 1993).
These disorders include posttraumatic stress disorder, depression, persauatier sl
conduct problems, dissociation, panic disorders, anxiety disorders, and eating disorders
(see Bernstein, Stein, Newcomb, et al, 2003; Kaufman, 1991; Livingston, Lawson, &
Jones, 1993; see Werkerle & Wolfe, 2003). In addition, being a victim of neglecsks a r
factor for suicidal behavior in adolescence and adulthood (Brodsky & Stanley, 2008)
disproportionately large number of adults who suffer from a substance abuse disorder
report that they were maltreated as children (Kelly, 2002). Indeed, beingtineafic
child maltreatment has been found to double the risk of having a substance abuse
problem as an adult. Experiencing child maltreatment is also associatedinvittat
behavior in adulthood. McCord (1983) conducted a longitudinal study and found that of
the children that were abused and neglected 40% were convicted of a crimeéalé. an a
Moreover, approximately half became criminals, alcoholics, were meritadly died
before reaching 35 years of age.

Impairments in language in maltreated children are a well-documentédedfied
toddlers tend to show less developed expressive language about themselves and others,
which may negatively affect their social interactions with others.ristamnce, Katz
(1992) found abused, and in particular neglected, children suffered from language delays

including delays in the development of language use. Harrington, Dubowitz, and Black
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(1995) examined the relationship of maternal substance abuse, child neglect, and early
childhood development. Study results found children from safer, cleaner, and more
organized home environments had higher receptive language development than children
in homes that were hazardous, untidy, and less organized.

Maltreated children appear to have significantly lower scoresveleatinon-
maltreated youth on measures of intellectual functioning and academic acbigve
Indeed, being a victim appears to be associated with academic dégfcdllie Minnesota
Parent Child Project followed 267 newborns of mothers who were at high risk to commit
child neglect (Egeland & Erickson, 1999). Results of the study showed that by the time
the children were school age maltreated children evidenced academictfiamd an
astounding 95% of the maltreated children were receiving some form of etatati
assistance in school. Perez & Widom (1994) evaluated the long term effectslododil
victimization on intellectual and academic outcomes in individuals at the age of 28. They
found individuals who had been abused or neglected functioned at lower 1Q scores and
reading levels than the controls. Indeed, victimized individuals had an 1Q mdastia
deviations below the mean.

Maltreated infants often form insecure attachments with their caredhegrare later
associated with anxious and avoidant patterns of interaction with others (Schneider-
Rosen & Cicchetti, 1984). Indeed studies have found that children who were victims of
maltreatment in infancy were more anxious than those who were not maltregeésth(E
& Erickson, 1999). This study also found that by the age of 2 years maltreatedrchildr

lacked enthusiasm, were easily frustrated, had issues with anger, had padseim
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control, and expressed less happiness as compared to non-maltreated children. These
behaviors may create interpersonal difficulties for the child in the future.

The most disturbing negative consequence of child neglect is death. In 2004, it was
estimated that 1,490 children died as a result of child maltreatment, with théyredjor
deaths attributed solely to neglect (U.S. Department of Health & Human Se2066).
Child neglect accounts for approximately 45% of child fatality cases (\&d>aro,

1998). Younger children are at greatest risk with 78% of neglect relatddathlities
involving children less than 3 years of age (Scannapieco & Connell-Carrick, 2002;
USDHHS, 1998). Child fatalities have also been identified to be associated witktapare
substance abuse. Substance abuse has been found to be associated with approximately
two thirds of child maltreatment fatalities, with 44% of these deaths involving) chil

neglect (Reid, Macchetto, & Foster, 1999).

The negative consequences of child neglect extend beyond the victim and the victim’s
family. For instance, direct and indirect monetary costs are associttettievneeds of
abused or neglected children, and with the long-term effects of child makrgatm
Fromm (2001) estimates annual spending as a result of child abuse and neglect is 94
billion dollars and rising. This cost includes hospitalization of children, chronidhhealt
problems, mental health services, spending by the child welfare systeawand |
enforcement agencies, judicial system costs, special education, and loss ofiptpdsct
adults.

The Relationship between Child Neglect and Drug Abuse and Dependence
A 1998 survey found that 85% of U. S. child protection services caseworkers reported

that substance abuse was one of the leading problems in families that seceives
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from government agencies (Kelly, 2002). Results of a 1999 national survey found 80% of
915 frontline professionals from child welfare agencies reported that parentahsgbst
abuse contributed to the child maltreatment in their cases (Reid et al, 1999)taPar
substance abuse appears to negatively influence at least 70% of reported claites of
maltreatment (Locke & Newcomb, 2003). In addition, caseworkers report that 65% of
children were maltreated while their parents were under the influenézbbbor drugs.
Although there is a strong relationship there are limited treatmentskdgdoa substance
abuse in child welfare cases. Results from one survey found that child welfacesage
were able to provide substance abuse treatment services to only a smaii rhttie
families in need (Child Welfare League of America, 1997). Worcel, Greeny8amnd
Finigan (2004) found that only 50% to 75% of parents who were abusing substances
received substance abuse treatment.

A parental substance abuse problem was found for slightly more than half (55%) the
families in a study examining family characteristics of child abuse egléct reports
(Wolock, Sherman, Feldman, & Metzger, 2001). Walsh, MacMillan, and Jamieson
(2003) examined the relationship between child maltreatment and parental substanc
community sample of 8,472 parents. Results indicated rates of maltreatenent w
significantly higher for those reporting parental substance abuse histoddbah
parental substance abuse was associated with a two fold increase in rigiofurexo
child physical or sexual abuse. The Canadian Incidence Study of Reported Chiéd Abus
and Neglect (CIS) provided national estimates of cases of child maltreatperted to
and investigated by child welfare authorities and found alcohol or drug abusdagss a

in 34% of all cases with the highest rates for emotional abuse and negteché€Tet al.,
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2001). McNichol and Tash (2001) examined current and closed cases of 268 children
place in foster care and found for 14% the primary reason they were in fostemasare
parental substance abuse. Overall, 74% of the children had been “affected in some way”
by parental substance abuse. Jones (2005) conducted case reviews of a random sample of
443 children with substantiated abuse or neglect cases. He found that 68% of the children
had mothers who abused alcohol or drugs, and 37% had mothers who abused both.

Substances that are most often abused by perpetrators of child abuse and neglect
include cocaine, opiates, heroin, and alcohol, with more than 24% of parents abusing
multiple drugs (Chance & Scannapieco, 2002). The Drug Abuse Treatment Outcome
Study (DATOS) examined both men and women who entered a community based drug
and alcohol treatment program and in a sample of mothers, cocaine was the drug of
choice for 58%, heroine for 24%, alcohol/ marijuana for 8%, and non-specified for 9%
(Cash & Wilke, 2003). A national survey in 1991 indicated 18% of substantiated reports
of child abuse and neglect involved a caretaker that primarily abused illicg drug
including marijuana (32%), cocaine (20%), crack (17%), and a small percentage-us
heroin (4%) (Magura & Laudet, 1996).

Individuals who abuse substances tend to function worse as parents, because their
substance use results in limited financial resources to purchase produssanete
effectively raise their children, they spend a significant amount of tinkengedrugs,
and the time away from their children prevents effective monitoring of, and engage
in, their children’s activities (NCCANCH, 2003). Ammerman et al. (1999) hypiataks

various ways that parental substance abuse negatively impacts paredicgshaw
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frustration tolerance, increased anger reactivity, disinhibition of aggeasspulses, and
interference with appropriate judgment.

Parental substance abuse is also linked to higher rates of substantiated chil
maltreatment cases (Sun, Shillington, Hohman, & Jones, 2001). Indeed, 18% of
substantiated reports of child abuse and neglect involved a caretaker thatyrimari
abused an illicit drug (Magura & Laudet, 1996). The issue of parental substarsecia
the child welfare system has been complicated by the Adoption and SafeeEakutli
(ASFA, 1997), which mandates a 1-year timeline for permanency hearingstPaho
are unable to successfully address their substance abuse problems aatedsssaes
within the one year timeline face a higher possibility of having their paEneghts
terminated (Green, Furrer, Worcel, Burrus, & Finigan, 2007). Indeed, studies have
demonstrated parents identified to have substance abuse problems have the lowest
probability of reunification with their children (Gregoire & Shultz, 2001).

Substance use increases the chances of being reported and re-reported to child
protective services (English, Marshall, Brummel, & Orme, 1999). For irestaviclock
and Magura (1996) found significantly more re-reports for the cases in whichtiéile ini
report involved parental substance abuse compared to those original that did not involve
parental substance abuse. Leif (1985) explained the difficulties of workinghsith t
population by stating in his experience there is no group more special or complex than a
drug-abusing parent. Drug-abusing mothers must cope with the consequences of drugs
such as physical discomforts, including withdrawal symptoms, and they must often cope

with financial and psychological problems that place them at risk for parenting
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difficulties. Other problems that substance-using mothers commonly expéarnielucke
being a single mother, living in poverty, and being uneducated (Bernstein et al, 2003).
The relationship between parental substance use and child neglect is not geessar
linear relationship, but is best thought of as interplay between many factduslimg
overall functioning in the family, mental illness, unemployment, and stréSSANICH,
2003). Common problems exist in homes where substance abuse occurs, including poor
communication skills, high family conflict, and low levels of family competdivM®os
& Moos, 1984). For instance, in a sample of incarcerated individuals with substance
abuse problems, child maltreatment was found to be both directly and indirecty relat
through problems in the family of origin (Sheridan, 1995). That is, substance abuse
appears to negatively impact family functioning, which, in turn increaseéti@dod
of child neglect or abuse. Murphy et al. (1991) found parental substance abuseshistori
predicted various problem behaviors in parents such as higher recidivism rateklfor chi
neglect and abuse, higher rates of failing to comply with court ordered treatme a
higher rate of children being removed from parental custody compared to petbots
a history if substance abuse. Similarly, in a sample of families atfbgtehild
maltreatment, Dore, Doris, and Wright (1995) found families that included a substance
abuser were more dysfunctional than families that did not involve a substance abuser.
Parental substance abuse increases the likelihood of child neglect deartly
substance use leads to immediate neglectful behavior) and indirectly (sulus@ance
results in behaviors that lead to later neglect) (Sheridan, 1995). Donohue, Romero, and
Hill (2006) provide several examples of the reciprocal relationship. An exampée of i

direct contribution is leaving a toddler in a car unattended for an extended tilae whi
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using cocaine at a friend’s house. In this example, cocaine intoxication tdistrac

parent from attending to the needs of the child, resulting in the child being left ixrthe c
unsupervised. An indirect contribution of substance use leading to child neglect would be
increased irritability due to chronic cocaine use. Irritability incesdbke likelihood of

stress, which secondarily increases the likelihood of forgetting a slegpidgn a car

seat during a hot summer day. In the preceding examples, drug use influelices chi
neglect. However, child neglect may lead to drug use. For instance, gaitaied with

child maltreatment may influence a parent to use drugs to temporarilp&iar@versive
thoughts. For instance, as was mentioned above, child maltreatment and substance abuse
share many antecedent stimuli, including stress, unemployment, irntasiliistance

abusing friends and significant others, poor assertiveness skills, criminal/aamily

conflict, and dangerous living environments. The reciprocal relationship betweatapare
substance abuse and child neglect supports the need to address these issues concurrently

in treatment.

Existing Treatments for Child Neglect
Prior to the passage of the Child Abuse and Neglect Treatment Act in the 1970’s few
interventions for child maltreatment existed (Cohn & Daro, 1987). Indeed, adyexsent
20 years ago, not a single empirically driven study had been conducted to evaluate
effective treatments for child maltreatment (Cohen, Mannarino, Murray, l&&ge
2006). Today there are multiple empirically supported treatments for phgsid sexual
abuse, but there are still few that specifically target child neglect idaisreated are

treated by community therapists who tend to not utilize evidence-based treafrhents
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treatments that are available are varied in regards to the type oksdhat are provided,
and whether the victim or the perpetrator or both receive the services. Somanzage
designed to reduce the negative consequences of the maltreatment withdthiestomis
while others involve teaching the perpetrator more adaptive parenting pranticas a
understanding of the negative effects neglect has on a family. Therapy mnalyvizkual,
family, or a combination of the two, and services are often comprehensive and involve
multiple treatment components such as safety skills, communication, and parenting.
Child Focused Interventions

There are treatment programs that target the child victims of neghetbutcome
support for their efficacy is extremely limited. Most treatment progréor child victims
are day treatments that provide group activities combined with individual th@hayfe
& Wekerle, 1993). Culp, Richardson, and Heide (1987) demonstrated that child victims
involved in a therapeutic day treatment program that received group and individual
treatment in conjunction with similar services provided to their parents showed
improvements in fine motor, cognitive, social, and language skills. Culp, Litllett&
(1991) studied the outcomes of a therapeutic day treatment program that focused on
helping children develop relationships with teachers and peers, and how to recognize and
cope with their own feelings. The program utilized group milieu therapy and individual
treatment to increase the self concepts of children who were victims ottn&jiddren
demonstrated significant improvement in cognitive competence, and had higbf rates
maternal acceptance and peer acceptance compared to maltreated childiidmtita
participate in the program. Children that were initially withdrawn demoesiteaat

increase in positive pro-social behaviors and responses to other children. Kolko (1996)

22



found that children who received a cognitive behavioral intervention reported less
physical discipline being used on them, and a greater reduction in familymsoble

Play therapy is commonly used with child victims of maltreatment. BetsHeer
Treatment is a form of play therapy that pairs resilient peers wtihlk withdrawn
abused and/or neglected children to target social interaction skills and enhatiee pos
play. Resilient peers are selected based on their ability to display a higbflpusitive
play. Children were randomly assigned to either the resilient peer érgadmto a
control condition (Fantuzzo et al., 1996). The control condition involved pairing a
socially withdrawn abused and/or neglected child with a peer of average pigy abi
Both at two weeks and at two months post intervention, children who were paired with a
resilient peer had significantly decreased their solo play and sagmtifydncreased in
their positive interactive peer play. Further, the treatment group wassigteficantly
higher in social skills, self-control and interpersonal skills.
Perpetrator Focused Interventions

Perpetrators of child neglect tend to engage in behavioral problems such as poor
impulse control, poor child management skills, and limited problem solving abilities
(Swenson & Chaffin, 2006), and as a result most parent-focused interventions for child
maltreatment tend to be of cognitive-behavioral orientation (CBT). Befavio
components are important because as mentioned previously many parents glearenga
behaviors consistent with child neglect do so as a result of limited or deficientipg
skills and CBT programs provide the opportunity for parents to modify or learn new
parenting behaviors. These programs involve skills training treatments,sscicida

management, anger management, and stress management. Child management skills
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training involves educating parents about differential reinforcement, contipnge
management for their children, modeling and role-playing relatively naisiage
disciplines (i.e., Hanf's time out, Azrin’s positive practice), teaching proklamng
skills, and providing corrective feedback (Wolfe & Wekerle, 1993). Fantuzzo et al.
(2007) conducted a randomized field trial to test the effectiveness of an intemventi
designed to enhance the prosocial interaction and psychological well beingr$ pare
with histories of child maltreatment. Parents received either 10 groumgaessions
focusing on the relationship between stress and social support or control conditions.
Parents who received the intervention reported significantly lower leveles$ stind
higher levels of social activity than parents in the control condition.

Abuse-Focused Cognitive Behavioral Therapy (AF-CBT, Kolko & Swenson, 2002)
targets parenting skills or practices, including increasing the use otpagiild
management practices and reducing the use of harsh and coercive disciptinoesrac
AF-CBT concurrently targets the abused child’s externalized behavior praded
attempts to increase their prosocial behaviors and improve peer interactidas. Chi
directed components include the following: socialization to models of stress dnd CB
cognitive processing of the referral incident, distortions, and other misatinbatbout
the incident. Parent components include psychoeducation about child abuse laws, child
safety courses, affect regulation skills including identification of abusafispteiggers,
stress management, and anger control; coping skills discussions (healthy aithynhe
coping) and training to address everyday problems. Kolko (1996) randomly assigned 55
physically abused children between 6 and 13 years old to AF-CBT, abuse-focuggd fam

therapy, or routine community services. This study demonstrated that childeamngpc
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AF-CBT experienced a greater decrease in problems with enemies in the regiabor
and school than children receiving family therapy or routine community treamd
families receiving AF-CBT experienced significantly greatere@ases in parental anger
and physical discipline. Families receiving AF-CBT or family theraag significantly
greater improvements in child externalizing behavior, parental distidsabaise risk,

and family conflict and cohesion compared to those who received routine community
services.

Cognitive treatment components focus on changing maladaptive thought patterns to
more appropriate thought patterns in order to reduce the risk of engaging in child
maltreatment. Self control and anger control techniques are employedstgpasmnts in
controlling their arousal levels and impulses. These interventions are desigreathto te
parents to detect arousal changes, to replace anger producing thoughts with more
appropriate thoughts, and to use self-control in high risk situations or situations in the
past that involved negative parenting practices. For example, a mother who fgeienti
to neglect her infant by not changing dirty diapers would be taught to recognize
maladaptive thought patterns pertinent to this behavior (i.e., the baby can wait to be
changed until later) and adopt more appropriate thinking patterns (i.e., if | do ngéchan
the diaper now, the baby may get a rash). Studies of cognitive behavioraktressashow
that there is a high rate of success for caregivers (Wolfe & Wekerle,.1988%e who
receive CBT are likely to reduce behaviors and thoughts that predisposetbegage
in child neglect. Specifically, improvements in parenting skills are often mtyids well

as an increased ability to positively interact with children (Wolfe & Wek&093).
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Follow-up data show newly established pro-social behaviors are maintained, ansl there
a low rate of recidivism.
Comprehensive Treatment Approaches

Based on the model proposed by Brofenbrenner (1979) many researchers believe the
occurrence of abuse and neglect is a result of problems across multiple contexts
(Swenson & Chaffin, 2006). Many treatment programs for child neglect are
comprehensive, which mean the programs attempt to address multiple faciosteds
with child neglect and provide a wide range of services such as family support, home
safety, managing finances, job search skills, and enhancing family comtiamica
(Barone, Greene & Lutzker, 1986; Brunk, Henggeler, Whelan, 1987; Hughes & Gottlieb,
2004; Lutzker, 1994). Cohn and Daro (1987) reviewed 89 treatment programs targeting
child abuse and neglect, and found treatment programs that provided parent education,
household management, and vocational skills produced significant effects in decreasing
the risk of future child abuse and neglect indicating comprehensive services are
extremely beneficial. In uncontrolled studies, evidence shows child-tieglparents
are responsive to treatments aimed at reducing home hazards, improving home
cleanliness, hygiene, nutrition, and teaching child stimulation have been shown to be
particularly effective in this population (Paget et al., 1993). Some compredensi
programs are home based, and generally occur in families where child medtresst
more severe. Home based therapy is based on the belief that providing sertriees i
home increases the likelihood of generalizabilty for the family since treatnoeild be

occurring in their natural environment.
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Project 12 Ways is a home based comprehensive intervention that promotes an eco-
behavioral approach to child maltreatment and offers multifaceted seinctsding
parent training, stress reduction, problem solving, assertiveness trairtiad sspport,
home safety, nutrition, leisure skills, job finding, alcoholism treatment réfarma
behavior management (Wesch & Lutzker, 1991). A study that evaluated theveffess
of Project 12 ways demonstrated a significantly greater reduction dfrahitreatment in
families that received the home-based ecobehavioral intervention than the ganipol
(Lutzker, 1994). Project 12 Ways also demonstrated an improvement in home
cleanliness, emotional health of parents, and an improvement in parent’s child reari
skills. The results of this study are promising, but the study was an uncontrailled tr
Chaffin (2004) insists that research on the treatment for child maltreathoend sitilize
a randomized control trial design to truly assess the benefits of a naiktdlaeome based
treatment program for child neglect.

One limitation of comprehensive services is that it can be difficult to deterifrell
the components contributed to the improvement, or if only certain components were
necessary. Watson-Percel, Lutzker, Greene, and McGimpsey (1988) ex#maim®me
safety component of Project 12 ways and demonstrated improvements in a small sample
of families. Improvements were objectively documented in regards to thg'&ahoime
cleanliness and safety. For example, one family’s home contained a large amount
garbage, dirty clothes, spoiled food, foul odor, pest infestation, and human feces on floor.
For this family the initial treatment target was the bathroom becautsesofall size,
which made it easier to clean, thus increasing the likelihood of the family b@entpa

meet their treatment goal. The mother was given instructions about géamnsure she
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had appropriate skills training for the task, and results showed significant imgnoigem

in all rooms of the home. For the bathroom the total clean items averaged 13% at
baseline, and rose to 95% during maintenance. Improvements were found for other rooms
in the home that were almost as significant as improvements for the bathrootar Sim

home cleanliness rates were demonstrated for the other participantsstiidiyis-uture

studies exploring the benefits of certain components of comprehensive treateezhte

be randomized. In addition, other research designs such as multiple baselinealddign c

be utilized to help illustrate the effectiveness of specific interventioasomprehensive
treatment program.

Project SafeCare, utilizes cognitive behavioral interventions and social stgppor
improve parenting skills (Gershater-Molko, Lutzker, & Wesch, 2003). Increaserig|
support is a necessary because studies have found that mothers with poor social support
had a higher likelihood of maltreating their children than mothers who had social support
(Sidebotham & Heron, 2006). This project was an uncontrolled in-home intervention for
parents reported for, or at risk for, child abuse and neglect that evaluasétbttieeness
of 3 of the 12 Project 12 ways components. Specifically, the child health care; parent
child interaction, and home safety skills components were evaluated. Eachntitar
was found to be highly effective in improving parental functioning and home safety, and
parents reported they were highly satisfied with the services theiyedc The results
also indicated that targeting home safety and parenting skills could redwzetineence
of child neglect as participants in Project SafeCare had significantér i@ports of

child neglect than families that did not participate in the program.
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Different from many manualized programs, Project SafeCare alloweldxdrility
in the presentation of interventions to the participant. Therapist were able foniesé c
judgment to tailor specific treatments to the individual needs of particigdrgs
inability of most manualized programs to do this is often cited as a problem tautitmi
This ability to select treatments based on the participant’s needs or pecefsh®uld be
incorporated into future treatment programs and may increase parti@gafacsion.

Multisystemic therapy (MST), which was developed by Henggeler aneagples, is
consistent with the eco-behavioral model (Henggeler, Borduin et al., 1991). The theory
underlying Multisystemic Therapy is that child behavior problems are iegagt
multiple systems indicating the type of therapeutic intervention variesidegeon the
unique needs of the family system (Henggeler et al., 1991). Similar to the
aforementioned interventions MST emphasizes parent education, involves multiple
family members, is home based, and adjusts standardized formats to be mongiste
unique family needs.

In the initial study eight abusive and eight neglectful families were rarydassigned
to receive eight sessions of MST, and ten abusive and seven neglectful families
completed eight sessions of parent training (Brunk, Henggeler, Whelan, 1987). MST
included informal parent education regarding child management stratgypespiEate
expectations for child behavior, teaching neglectful parents to perform ieecut
functions, and attempts to improve relations with the extended family. Thaassi
served as advocates for families with outside agencies, and madetati@enhance the
social perspective-taking abilities of the family members. Restittss study indicated

that the interventions improved both neglectful and abusive parents global psychiatric
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functioning and overall stress, however neither MST nor the parenting trainingiprogr
interventions resulted in significant improvement in family functioning. MSTilted in
significantly enhanced parent-child interactions, as compared with parentewenced
parent training. Due to the low number of subjects no definitive conclusions regtrdi
effectiveness of this treatment can be made. Nevertheless, the resulsstidy, and
the aforementioned studies by Lutzker and his colleagues, suggest home-imaged fa
interventions and parent training are worthy of further scientific exjpdora
Webster-Stratton’s parenting program appears promising for the émetadinchild
neglect (Webster-Stratton, 1989). The program is a standardized video based modeling
intervention that teaches parents how to play with their children, to use praigeend
reinforcement, set appropriate limits, and how to handle undesired behaviorss Parent
work in groups of up to eight people for a total of eight sessions that last approxinatel
hours each session. A randomized clinical trial involving the program examined
maltreating mothers’ ability to learn to provide three positive parenting toamsl(i.e.,
involvement, autonomy-support, structure) (Hughes & Gottlieb, 2004). Of the mothers
30% showed clinically significant improvements including being more involved with
their children, and feeling more satisfied with their social support than methera/ere
in the wait list control group. The results of this study provide support for the su€cess o
behaviorally oriented interventions in high-risk population and also demonstrate the
relationship between treatment success and perceived social support. The benefits
demonstrated in this study are similar to others and illustrates the imgoofathe

inclusion of interventions to strengthen social supports.
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Parent-Child Interaction Therapy (PCIT) was modified for use with chil
maltreatment to assist in increasing positive parenting behaviors (liee, more
positive parenting behaviors such as increasing praise to their childrem)@nose
parent-child interactions (Eyberg & Robinson, 1982). Specifically, paremtshea to
interact with their children in a way that strengthens the parent-chilebredhip mostly
utilizing behavior management skills with their children. Parents learn thesskills
by being coached with specific instructions and feedback from their thersyisn
compared to more traditional wrap around treatment services (i.e., intengveamager
to coordinate additional services such as medical care and transportationy&Cl
found to be superior (Chaffin et al., 2004).

Donohue and Van Hasselt (1999) provide preliminary efficacy for Family Behavior
Therapy in the treatment of caregivers of children who have been neglectestudye
included 47 primary caregivers of maltreated children with half of theseeildr
reported for neglect. Family Behavior Therapy consisted of 16 home-basashse
scheduled on a weekly basis, and all family members living in the home were
encouraged to participate. Interventions utilized included role-playing, beglavior

rehearsal, and descriptive reinforcement strategies, with all theragppémented
successively and cumulatively. That is, after each intervention is introdticed, i
reviewed during all subsequent sessions to a decreasing extent. Child irdess/enti
focused on teaching children to identify early cues to violence, interperstetsl sa
skills, decrease risk of harm to self, and how engage in escape or avoidaegeestra
Concurrently, caregivers learned to identify early signs of abuse and weh¢ pasitive

methods to reinforce desired behaviors and contingency management strategies
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Therapists followed a treatment manual (see Donohue, Van Hasselt, Millersé&rile
1997) and utilized prompting checklists. Caregivers demonstrated significant
improvements in most measures, and at post-treatment, relative to prestieatm
caregivers perceived their children as being significantly more ddeplass
demanding, perceived themselves as less depressed and socially isolatede andreve
satisfied with their children. The results of this study suggest theaieallyi derived
Family Behavior Therapy components are promising in the treatment ettiag|
mothers and their children.

Although studies show promise in treating child neglect it is important to coniseder
difficulties treating this population including high attrition rates in tresatt studies, and
a great deal of instability in the personal lives (i.e., family violence, inuudwe in the
justice system, lack of job stability, lack of social support, mental healtbsispoverty).
Thus, results from treatment studies demonstrate possibilities for Juttesgment,
however many studies in this literature demonstrate modest improvements, lmave hig
attrition rates, or do not demonstrate long term effects in eliminatingredgléct. Most
treatment outcome studies evidence participant attrition, whereby sonugppats do
not complete the study. Attrition rates are difficult to estimate be¢hagevary due to
multiple factors, such as the severity of the problem under study, treatrssionse
frequency, type of diagnosis, and duration of treatment. Another factor that candeflue
attrition is motivation and those who are not motivated for treatment, such as
participant’s who may be court ordered to receive treatment, tend to have higten att
rates. Gershater-Molko et al., (2003) found an attrition rate of 58% in a study for the

treatment of child abuse and neglect. In this study more than half of partiscipat met
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criteria either did not consent for treatment or dropped out even before completing t
baseline assessment. This attrition rate is very similar to theosttrdties found in other
studies of child maltreatment Indeed, in studies utilizing the ecobehaveatthent
approach which is conceptually similar to Family Behavior therapyiattrates range
from 45% to 77% (e.g., Corcoran, 2000; Hansen, Warner-Rogers, &Hecht, 1998;
Donohue & Van Hasselt, 1999).The attrition rates for substance abuse treatrddat te

be lower, ranging from 10% to 40% (Azrin, et al., 1994, 2001).

Existing Treatments for Drug Abuse

There are currently a number of treatments available for drug abuse andetepe
that have demonstrated efficacy in treatment outcome studies. Treatmenteoutcom
research for substance abuse is far advanced when compared to child nedjleas, a
found that cognitive and behavioral approaches are most effective for substance
disorders. Similar to the issue of child maltreatment interventions for subslisnogers
that include family members or significant others demonstrate promisulgsres

Motivational Interviewing (Ml), and the manualized adaption Motivational
Enhancement Therapy (MET), are brief client centered interventionarthdesigned to
increase and sustain the client’s motivation to abstain from drug use and participa
treatment (Moos, 2007). These interventions occur prior to treatment, duringtthe firs
treatment session, or for up to the first five treatment sessions. Mostssititdé and
MET have focused on alcohol users, and the few studies with illicit substance users
demonstrate mixed results. Bear et al. (2007) examined the effectivenestsvational

interviewing and found treatment utilization was significantly highertfos¢ that
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received the intervention. Santa Ana, Wulfert, and Nieter (2007) examinedebiecdff
motivational interviewing on the compliance of seeking aftercare in pateletsed

from inpatient substance abuse treatment. Results indicated patients vivedrece
motivational interviewing attended significantly more aftercardrreat sessions, and
engaged in less substance use than the control group. Stotts and Schmitz (2001) examined
the effectiveness of motivational interviewing with a cocaine dependentesanl
found receiving the brief intervention led to an increased use of coping stratedies
fewer cocaine positive urine samples. Conflicting results were found bgrMilahne,
and Tonigan (2003) who also examined motivational interviewing with individuals
suffering from substance disorders. Their study found no difference between groups
indicating no positive effects of receiving motivational interviewing.

Dennis et al. (2004) examined the effectiveness of brief Motivational Enhancement
Therapy plus Cognitive Behavioral Therapy (MET/CBT) with adolescentusars. The
intervention was designed to help individuals attend to and decrease their urges for
cannabis and alcohol. Results demonstrated improvements during the 12 months
following the intervention including days of abstinence and percent of adolestents
recovery. Peterson et al. (2006) examined the effectiveness of a brief mo#aVati
intervention with substance using homeless adolescents. Youths who received the
motivational intervention reported reduced drug use other than marijuana at 1-month
follow-up compared with youths in the control group. The effectiveness of motivationa
enhancement therapy (MET) compared to treatment as usual for increasmigmnetnd
reducing substance use was evaluated in a multisite randomized cliniGidridET

resulted in reductions in drug use at 12 weeks compared to treatment as usetai(Ball
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2007). Borsari and Carey (2000) conducted a randomized controlled trial of a one session
motivational intervention for binge drinkers. The brief intervention provided students
with feedback regarding their own alcohol consumption, perceived drinking norms,
alcohol related problems, and situations associated with heavy drinking. Aéek6 w
follow-up participants demonstrated a significant reduction in number of drinks
consumed each week, number of times drinking in the past month, and frequency of
binge drinking in the past month.

Twelve step programs, such as Narcotic Anonymous, are based on the principles of
Alcoholics Anonymous and view addiction as a chronic, progressive illnesstdrazed
by loss of control and denial. These programs offer structured support and focus on
helping clients admit they have a problem, and are generally recommend after the
successful completion of a treatment program (Moos, 2007). Evidence suggests that
attendance is minimal and a high percentage of individuals referred to twegve st
programs drop out (Cloud, Rowan, Wulff, & Golder, 2007). Gossop, Stewart, and
Marsden (2008) evaluated participation in Narcotics Anonymous and Alcoholics
Anonymous (NA/AA) on substance use outcomes after completing residezaiahént.
Results indicated positive effects for opiate and stimulant abusers at follovowpveéf,
abstinence from other drugs did not occur. Results from this study and similar studies
indicate improvement in twelve step services is needed.

Another drug treatment option is drug court, which involves regular court hearings,
intensive judicial monitoring, provision of substance abuse treatment, and frequgent dru
tests (Center for Substance Abuse Treatment, 2004). For parents involved inckthe chil

welfare system there are Family Treatment Drug Courts, which witnkparents to get
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clean as part of their plan for reunification with their children. The courtsgeovi
additional structure to parents who receive substance abuse treatment fronmgartner
treatment providers. Green, Furrer, Worcel, Burrus, and Finigan (2007) studied the
effectiveness of Family Treatment Drug Courts and found that participateied
treatment more quickly, stayed in treatment longer, were more likely tessialtly
complete treatment, and were more likely to be reunified with their childrehough

the results appear promising it is unclear the specific components of druthedare
responsible for the positive outcomes. Further controlled and randomized studies are
needed.

Addictive behavior is an acquired habit or pattern, which has been ameliorated for
many individuals by utilizing learning based treatments (Finney & Moos, 2002).
Cognitive Behavioral Therapy (CBT) has been rated as one of the mosveffect
treatments for substance abuse (see Rotgers, Morgenstern & Walter, 20G8%uEhe
cognitive behavioral interventions is altering the cognitive and behavioralsgescthat
lead to substance use by identifying and modifying maladaptive behavioral pattdrns
thoughts processes. CBT interventions assume any behavior that is learned can be
relearned, reshaped, or eliminated through the same learning process. Kaaliner e
(1998) compared CBT group therapy to interactional group therapy (IT) in adukesce
dually diagnosed with a substance use disorder and a psychiatric disordéds Res
demonstrated a significant reduction in severity of substance use in paticige were
assigned to CBT, and long term gains were found for substance abuse and family

functioning.
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The cognitive component identifies and modifies maladaptive patterns that ceae redu
or eliminate negative feelings that are often antecedents to substancéBatukse
Wright, Newman, & Liese, 1993). CBT also emphasizes building the skills necéssa
cope in high-risk situations that can lead to relapse such as stressful sitaations
environmental triggers. Social skills’ training includes identifying higk-situations,
and behavioral strategies to assist in coping with stressors. Coping s at&yi, but
often involve the management of urges to use drugs, improvement of drug refusal skills,
and teaching problem solving skills. Research has shown treatments that eenphasi
social skills training components are related to long-term positive outcorngEe(R
Morgenstern & Walter, 2003). The behavioral component is based on the principles of
operant and classical condition and assumes the substance use behaviors drandarne
are a part of the user’s environment. Behavioral interventions focus on rgpdagcm
seeking behaviors or behaviors that contribute to drug use cycle with new adaptive
behaviors that promote abstinence.

Relapse prevention is focused on the development of self control strategies and
teaching clients to identify drug use triggers and practice copiatggies for drug urges
(Chiauzzi, 1991). Factors for drug relapse include negative and positive emotitesl sta
social pressure, testing of personal control, and interpersonal conflict. Releysetion
may include teaching clients how to avoid and anticipate drug related cuesithroug
cognitive remediation (e.g., positive self-statements, enhancement afneutco
expectancy, self efficacy), lifestyle modification (e.g., exeraislaxation, time
management), and skill building (e.g., role playing, self monitoring, relapsarsahe

George, 1990).
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In controlled trials Behavioral Couples Therapy (BCT) has consistentipuigrated
increased family satisfaction, and reductions in drug abuse (Fals-Stealaril686,
2000, 2001). Behavioral Couples Therapy focuses on the active recruitment of significa
others to assist in the treatment of the identified substance abuser. Thisritdatuses
on increasing social support especially support from family members. B@ier
treatment components include management of drug urges, avoidance of exposure to drug
related stimuli, assistance in coping with relapse, drug refusal s&iléng, behavioral
contracting, strategies to prevent violence, and communication skills tradnpilpt
study examined preliminary effects of Parent Skills Training with Bieha Couples
Therapy on children’s behavioral functioning with couples entering treatimeaicbhol
abuse and dependence (Winters et al., 2001). Couples were assigned either to Parent
Skills Training with Behavioral Couples Therapy, Behavioral Couples Theoapy
individual based treatment. Parents who completed Parent Skills Training with
Behavioral Couples Therapy reported significant improvement of their chigdren’
internalizing and externalizing behaviors. In addition, BCT resulted in grealiection
of use, and greater improvement in relationship satisfaction. Finally, reslittated
that female substance abusers appear to particularly prefer theestmeatmponents that
focus on family support and family cohesion.

Another intervention is Integrated Family and Cognitive-Behavioral Plyera
(IFCBT), which is a new family-based behavioral intervention that has led to
improvements in several areas of family functioning including problem-solaagjihg
strategy skills, and reductions in drug use (Latimer, Winters, D’zurilla, arftbISic

2003). This treatment program offers many treatment components that could bednodifie
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to address risk factors in perpetrators of child neglect. For example, a common
characteristic in perpetrators of child neglect is difficulty with prollewiving. This
intervention specifically addresses deficits with this skill and led toawgmnents in

problem solving abilities.

Henggler et al. (1991) found home-based Multi Systemic Therapy led to sagtiific
lower rates of drug-related arrests at post-treatment assesssnant@ared with
individual counseling, in youth who were referred for drug use problems. Thesgéindin
support the utilization of home-based family therapies in drug abusing and dependent
adolescents and suggest potential similar benefits with adults. Thus, treatrnenteout
studies in adolescents have demonstrated family based interventions etficaayce
drug use. Adolescent delinquents who met diagnostic criteria for substance abuse or
dependence were randomly assigned to receive home based MST or treatmealt as us
(Henggeler, Pickrel, Brondino, & Crouch, 1996). In the MST condition 98% of the
families completed a full course of treatment, which lasted an average of 13thdays
contrast, 78% of the families assigned to treatment through the usual commuunitgysse
received no mental health or substance abuse treatment in the months after Téie
four year outcomes of multisystemic therapy (MST) therapy wenmaiexa and found
significant long term effects (Henggeler, Clingempeel, Brondino, & PicRO£12).
Specifically, when compared to adolescents from the control group adolescents who
completed MST had fewer (0.15 versus 0.57) convictions per year, and higher rates (55%
vSs. 28%) of abstinence from marijuana.

Multiple studies have demonstrated the efficacy of Family Behavior Therajyug

abusers (Santisteban et al., 2003; Latimer, Winters, D’zurilla, and Nichols, 2003).
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addition, 93% of drug treatment programs indicated in a national survey that family
therapy was the treatment of choice with drug abusers (Coleman & Davi).

Controlled treatment outcome studies in adolescent drug abusers have indicated that
therapies with family involvement are effective in reducing the use gsdsee Myers,
Brown, & Vik, 1999). Behavioral family therapy includes empirically validated
procedures such as behavioral contracting with effective components of faendpy
such as involvement of immediate family members.

Brief Strategic Family Therapy (BSFT) is a time-limited fprtiased approach to
adolescent substance use and related problems that has been empiricallyrderddast
reduce drug use frequency, according to the urinalysis results (Samtistetha 2003).
Specifically, BSFT resulted in statistically significant post trestt differences in rates
for conduct disorder, marijuana use, and family functioning. This intervention has had
success in enlisting family members to increase support provided to theantiemh
improvements in overall family functioning. The techniques used to increase support
could be applied to mothers founded for child neglect as well. As mentioned previously,
increasing social support appears to be correlated with success iretreitichild
neglect as well as in substance abuse.

Multidimensional Family Therapy (MDFT) is a family-based treatnaevieloped for
adolescents with substance use and related behavioral and emotional problems that has
been shown to be effective in several studies (Liddle et al., 2001). Treatment fatuses
increasing prosocial behaviors, positive social networks, anti-drug behawibrs a
attitudes, and increasing family interactions. Liddle et al. (2001) compai@dscent

Group Therapy and MDFT in adolescents and found the youth in the MDFT group had
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statistically significant reduction in drug use at post treatmentrendifference was
greater than the other group. In addition, MDFT participants demonstrat@alth
significant improvements in family functioning at post treatment. Sirmarovements
have been demonstrated in Conjoint Family Therapy (CFT) (e.g., Szapocznik et al.,
1983). This is another treatment program that demonstrated the effectiveness of having
family participation in treatment. This study also illustrated the bengffisocial support
in the reduction of drug use.
Functional Family Therapy (FFT) is a short term family based intervefurorouths
and their family’s focuses on multiple systems in the youth’s life (Sextéfe&ander,
2000). This treatment program is designed to identify the reason the youthugseardf
help the youth replace the drug use behavior with more adaptive behaviors. Whldron e
al (2001) evaluated FFT compared to Cognitive Behavior Therapy (CBT), FBT+ C
and a psychoeducational group for treating adolescent drug use. Results ofythe stud
indicate that the FFT group and the joint group were the only groups to demonstrate
reductions in marijuana at post treatment that were maintained at a 3 monthujpllow-
The Purdue Brief Family Therapy (PBFT) program is a behavioral fahehapy
treatment program for substance abusing adolescents. Lewis, Peirak|&paad
Trepper (1990) examined the PBFT program, which is a 12-session program that
integrates the most effective elements of structural, strategic,doaktand behavioral
family therapies and was designed to help adolescents terminate drug addition,
the program was designed to increase the functioning, communication, and cohesiveness
within the adolescent’s family. The goal of including the family was to asar¢he

understanding about the relational patterns and interpersonal dynamics thattotd
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the drug use, and to create a healthier environment that would be less likely to trigge
drug use. Once the patterns and dynamics were identified the family learystbwa
modify the dynamics in ways that would reduce drug use. Results found that 54.6% of
the participants had significant decreases in drug use, or had abstained from drug use
Often neglecting mothers have difficulty communicating their needs to tpeifisant
others (i.e., need for support, need for help caring for child, financial needs) and
interventions similar to those in this study could be applied to that population.
McMahon et al. (1994) examined Family Behavior Therapy (FBT) and Supportive
Therapy in a controlled treatment outcome study in drug users. FBT is an intervent
utilized to address adolescent drug use and associated problems, and it based on a
behavioral conceptualization of drug use (Donohue & Azrin, 2001). FBT included
interventions to control urges to use drugs, communication skills training, stimulus
control of drug associated stimuli, behavioral contracting, and job finding s&itsng.
Supportive therapy consisted of discussion of drug abuse issues. Drug use wabktoeduce
a differentially greater extent for participants who received FBT epeapto subjects
who received Supportive Therapy, as measured in terms of number of days of drug use,
and urinalysis results. The mean number of months of drug abstinence for albpatsici
who received Family Behavior Therapy was 6.36 months compared to 2.80 months for
Supportive Therapy. Results of a 9 month follow up indicated that 71% of Supportive
Therapy participants and 42% of Family Behavior Therapy participares using drugs
at follow-up. This study demonstrated long lasting positive effects for RB@ult and

adolescent drug abusers.
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A second study with Family Behavior Therapy (FBT) and drug users cahsiste
exclusively of adolescents (Azrin et al., 1994). Results indicated that partecipho
were randomly assigned to receive FBT significantly decreasedithgiuse more than
participants who received Supportive Therapy (ST) as measured by urinalysig of da
drug use using urinalysis. Significant improvements were also found for FBdigzarts
compared with ST patrticipants, for depression, alcohol use, conduct problems,
schoolwork attendance, parent satisfaction with youth, and youth satisfadtion wi
parents. Thus, this pilot study suggested adolescents are particularlysrespo-BT
compared with ST.

A third controlled treatment outcome study (Azrin et al., 2001) examined the
effectiveness of Family Behavior Therapy (FBT) compared to an thdilized
Cognitive Problem-Solving (ICPS) treatment in youths diagnosed with condocteli
and drug abuse disorder. Participants were youths referred by individtiasjiivenile
justice system (i.e., judges, probation officers, administrators) that had usp@nasat
least once and most had used alcohol or illicit drugs. The two treatments were 6 months
in duration, an equal number of sessions, an equal session length of 90 minutes,
contained structured sessions that were guided by a treatment manual, and iimeolved t
use of praise for the participant. Interventions used in the FBT program idclude
behavioral contracting, control of drug stimuli, self control of drug urges, and
communication skills training. The Individual Cognitive Problem-Solving Therapy
(ICPS) was based on theory, empirical research, and previously developed problem-
solving methods that have been shown to improve self-control and problem- solving

deficits in youths and adults with aggressive and defiant behaviorsi(iaZ1986;
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D’Zurilla & Goldfried, 1971; Kazdin et al., 1989; Kazdin, 1987; Richard & Dodge,
1982). Youth in both intervention conditions demonstrated significant decreases in their
average number of self-reported days using illicit drugs per month, improved problem
solving skills, increases in parents' satisfaction with their drug use, sesreayouths'
satisfaction with their parents, from the 6 months preceding treatment to thelf&mont
during treatment. In addition, the improvements were maintained at the tiheefoflow
up assessment.

Similar to the treatment of child neglect there are various difficuléadihg
individuals suffering from substance disorders. These difficulties includiecbig
morbidity rates, problems with support systems, involvement in the justiesrsyatd
difficulties maintaining employment. Although many studies indicate impromemany
do not demonstrate long term improvement. In addition, high attrition rates and low
motivation for change are well documented for this population making it diffacult t
evaluate treatment effectiveness.
Family Behavior Therapy for Substance Abuse and Child Neglect

Presently, there are no published treatment outcome studies of mothers with
substance disorders that have been reported or substantiated for neglectingdheir. chi
Previous research has shown Family Behavior Therapy (FBT) has led tecargnif
reduction in drug use and has demonstrated promise with caregivers and victimg of chil
neglect, thus a Family Behavior Therapy treatment to address both issules ma
beneficial and produce significant improvements in both areas of dysfunction. $dggest
interventions for this population include techniques that address parenting such as

addressing parental expectations and misconceptions about children, and treaahents t
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target impulse control (Kienberger Jaudes, Ekwo, & Voorhis, 1995; Magura & Laudet,
1996; Wolfe, 1993). Programs that are comprehensive and home based may be the most
advantageous for this population. Olds & Kitzman (1993) suggest that parents are
particularly responsive to home visitation programs, especially young mothers w
experience an exceptional amount of stress. The proposed benefits for home-based
interventions include the ability to incorporate children into treatment, elilmmat the

need for child care, elimination of problems due to transportation issues (e.g. lack of a
car), and it allows the therapist to more effectively assist the famégquiring and
implementing home safety skills (Donohue, Ammerman, & Zelis, 1998). In addition, the
home-based intervention program may increase the probability of the families

generalizing the interventions.

Description of Treatment Manuals

Treatment manuals were initially introduced to provide clinicians withifspec
guidelines for treatment implementation, to aid in training therapists iniaybart
treatment, and to standardize specific treatment approaches (Carrotb&2002;
Strupp & Anderson, 1997). Since their introduction, treatment manuals are believed to
have revolutionized psychotherapy research as evidenced by the major role mlayuals
in empirical research (Luborsky & DeRubies, 1984). Presently, the majbefficacy
research requires the utilization of treatment manuals. Treatment mhavalsesulted
in the creation of detailed descriptions and step-by-step instructiondireghow a

clinician should implement a specific therapeutic intervention.
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Manuals are extremely diverse and vary in their level of structurehioély
structured, outline), and how many strategies or interventions are includedrf\WVi
1998). Because manuals are so varied the level of usefulness for individuagtteatm
manuals is also varied and depends a great deal on what the developers have included.
Studies of components clinicians believe should be incorporated into all treatment
manuals include practical advice on problems encountered, more detailed aescapti
specific techniques, and in-session worksheets (Najavits, Weiss, Shaw, andgererbe
2000). Treatment manuals are useless if the clinician is not implementingrii@lrim
the form the treatment developer intended. Thus to ensure proper implementatign quali
assurance procedures, ongoing training, organizational consultation, and feedback
regarding treatment adherence must occur (Henggeler & Schoenwald, 2002).

Although treatment manuals have existed for some time many practitayeers
unfamiliar with what they include and how to utilize manuals in their own clinica
practice. Baumann et al. (2006) assessed clinicians serving famiodgad in child
maltreatments attitudes regarding manualized treatment. Over 60% cbdieported
they believed using manualized treatments for child abuse was important, astlfzth
reported utilizing manuals themselves in treatment. Advantages to utilieatgient
manuals include adding structure to treatment sessions, improving therakiéstiarsd
providing additional information regarding specific techniques to use in therapy.
Treatment manuals are a tool that can bring focus and direction to treatrdarge of
manuals often results in consistent delivery of the intervention by différeratpists in
different settings because therapists may be trained to a common standzatiroedrit

delivery (Morley, Shapiro, & Biggs, 2004). This reduction of variability is esgdgcial
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important for inexperienced therapists (Crits-Christoph, 1991). Manuals help theghera
set appropriate treatment goals, and guide the overall structure foratneeiné process
(Lock & Le Grange, 2001). For example, manuals help the therapist creatgvebje

goals for treatment and set a specific time frame to meet the goasné&rg manuals

also assist the therapist in understanding the intervention (i.e., speciiicailto

implement techniques, goal of intervention) and increase adherence to thertteatme
protocol. In addition, following treatment manuals increases accountability ardses

the likelihood the therapist will provide a rationale, goals of therapy, and feeabtek t
client (Wilson, 1998). Accountability by therapists also promotes innovation and future
treatment development from issues that arise in treatment.

Another major advantage of treatment manuals is the ability to be a vahaatlegt
tool. Treatment manuals facilitate therapist training, and are negésstreatment
evaluation (Kendall & Beidas, 2007). A manual increase a therapists, elspecalv
therapist’s, ability to provide therapeutically useful services as quiskiypssible, and it
is believed this ability reduces anxiety and increase self confiderma$ML993). Using
treatment manuals for training increases the likelihood that the traineleeasubervisor
are communicating clearly and provides a template for clear feedhdaledirection.

Disadvantages cited by therapists of treatment manuals include a lack of
consideration of the uniqueness of each case and rigidity in treatment delndagd,
critics of treatment manuals have reported that manuals prevent clinidalitread
prevent the client from being viewed as an individual. Many critics of marasdstisat
there is often no flexibility in treatment manuals to address the individual neads of

client, but is instead a one size fits all approach (Henin, Otot, & Reilly-H&onng001).
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In addition, manuals are also viewed by some as not generalizable and nonerausi
considerations of the complex clinical pictures found in community mental health
settings (Wilson, 1998). Another critique of treatment manuals is that the resaend
to pay little or no attention to the needs of the end users and manuals can prevent the
ability to establish the therapist-client relationship (Hunsley & RuméieKean, 1999;
Kendall & Beidas, 2007). For example, manuals tend to be developed for treatments
ranging from 12 to 25 sessions. However, most clinicians see their clients éor few
sessions than that as the result of client drop out and reimbursement limitations. Of
course, this may act to prove that manuals may assist in patient retention. Bosefcr
treatment manuals report there is no compelling evidence that the use of manuals
improves clinical outcomes for clients (Norcross, 1999). Indeed, many clinloiiese
research that examines the efficacy of treatment manuals fail ta@leotise effect of the
individual therapist and the therapist interpersonal skills.

These criticisms have led others to make sound recommendations to othersgegardin
effective utilization of manuals. For instance, some argue to includewetd-
examples of how to deal with difficult clinical situations (Hunsley & RumstécKean,
1999). Others recommend that manuals include a problems section in which common
problems and their solutions are described and should be updated by the treatment
developer as more experience with clients and feedback in supervision occurs (Moras
1993). Training with treatment manuals could be enhanced with the use of visual and
audio aids. For example, trainings could utilize video reenactments frontaeseipts
or audiotapes from sessions and should include both correct and incorrect treatment

implementation (Moras, 1993). It is important for treatment manuals to &dloslinical
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flexibility and must address a variety of clinical issues including atgmgmotivation,
co-morbid conditions, and problems in the client-therapist relationship (Dobson &
Hamilton, 2006). McCulloch and McMurran (2007) surveyed a sample of treatment
providers to assess their opinions of features of a good treatment manuat Result
demonstrated clearly stated aims and objectives, solutions to potential praldésied
instructions, and examples were most important. The survey also found that pasticipant
favored manuals with choices and flexibility with instructions indicating what be
completed for treatment adherence, and handouts should be easily reproduced (i.e.
electronic copy).
Treatment Manual Development

Onken and colleges (1997) proposed a three-stage model of behavioral therapy
research that begins with clinical ideas and innovation, and is culminated in eahtroll
outcome research and dissemination. Stage | involves pilot and feasibiiity,testnual
writing, training, program development, and adherence and protocol measure
development for the newly developed treatment. Stage Il consists of a raadomiz
clinical trial that is conducted to evaluate the newly created manualeadthent.
Lastly, in stage Il treatment issues such as generalizabilihedféatment (i.e., will this
treatment be effective with different patients or settings), implementasues (i.e.,
what kind of treatment is need for practitioners), cost effectiveness {ssueahat is the
cost of implementing this treatment), and marketing issues (i.e., how dieapta new
treatment to clients or practitioners) are addressed and clarified.

Carroll and Nuro (2002) have proposed a stage model for the explicit development of

treatment manuals. This model consists of three stages starting with ¢hepdesnt of
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the treatment manual (stage 1), efficacy research utilizing thiente@a manual (stage I1),
and implementation and effectiveness research with the treatment margeli(sta
Stage I, the manual development phase, requires creativity and origihlaigtage is
to specify the treatment, and determine its feasibility and efficacyic Basctural
elements that should be addressed at this stage are duration of the treatmantf fibren
treatment (i.e., family versus individual), number of sessions, length of sessions, and
level of manual flexibility. Stage Il is utilized to determine if theervention in a
standardized form is beneficial to individuals in the target population. Genérathis
stage of development the manual has been examined in at least one pilot stuely, Inde
the therapist experience with the treatment, review of session tapes, arsisasfal
outcome data can be used to improve the content areas and to address issues or problems
that could not have been conceived of before the actual clinical implementation of the
treatment. It is during stage Il that the manual is applied to divergagsettith a
diverse group of individuals from the target population. At this point the treatment
developer should have a clear understanding of how the treatment should and should not
vary among diverse populations. A stage Il manual should also include information
regarding adaptations to the treatment that can be made for clientiyygncauntered
in clinical settings to increase the likelihood that certain mental health psovitle
utilize the treatment manual.
Development of a Treatment Manual for Child Neglect and Substance Abuse

Following the aforementioned guidelines a treatment manual to address clelct neg
and substance abuse simultaneously was developed in preparation for the present study

The manual was based on the integration and modification of two empiricailgdieri
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Family Behavior Therapy interventions. The drug abuse components were deyeal f
family-based behavioral treatment program that demonstrated effexgs/an reducing
adolescent drug use in controlled trials (Azrin, Aciemo et al., 1996; Azrin, Donohue et
al., 1994; Azrin, Donohue et al., 2001; Azrin, McMahon et al., 1994). The child neglect
components were derived from a family-based treatment program that denednstrat
preliminary efficacy in a sample that included caregivers of neglettiéren (Donohue

& Van Hasselt, 1999). The development of the treatment manual was separated into four
distinct phases: integration and modification of existing treatment manexatsyrand

edits of drafts of the treatment manual, role plays of the treatment manual, and
implementation with a case study.

A research team consisting of 12 undergraduate and graduate students, aa well as
doctoral level research advisor assembled for 90 minutes on a weekly basis for
approximately 9 months to develop the treatment manual. The team was comprised of
individuals who were relatively inexperienced in providing treatment seriodée
target populations. The research team was diverse in their ethnicity, age, eerlapoh
clinical research/practice background. The diverse composition of thertegrages the
likelihood that the resulting manual was culturally sensitive and applicabletoea
diverse population.

In the first phase, existing published Family Behavior Therapy maweaés
combined and modified to form a treatment aimed at addressing both parental substanc
abuse and child neglect simultaneously. The original manuals were read ansl aflspect
each manual were integrated based on clinical experience and theoryhéfteariuals

were integrated modifications and additional components were added to some of the
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modules of the manual and new modules were also developed. Once the manual was
integrated and modified, the researcher reviewed and edited the initigbdzafiure the
manual was clear and simple to follow. After this initial review more spenstructions
and clearer examples were added to the draft of the modules. The modules eaehainclud
brief overview of the intervention, rationale for the treatment method, and spxefdc
for treatment implementation with examples. In addition, therapist-promgtagiere
created for each intervention to serve as a therapist self report of treatthergnce.
Phase 2 involved reviewing and editing the manual with the team members. In this
phase a team of research assistants were asked to review and edit edelofribd
manual, and provide any feedback or suggestions to improve the module at tlehresear
team meetings. In the weekly meetings, team members reviewed thd reaisegal, and
determined via consensus if additional reviewing and editing was required.i@nce t
team decided the edits were complete the manual draft was evaluatedptaysl
involving simulations of client treatment sessions to determine areasdaied further
modification. In the role-plays, members of the research team took turns plagirae
of the therapist, and the role of the client. The clinical feasibility of tleevantion was
assessed through the role-play process. Aspects of the manual that did not gt the
of the therapeutic intervention, or in which the therapist encountered difficulty in thei
attempts to implements the manual were edited to eliminate these probletrs, dter
each role-play, the research team discussed ease of administration andlpetesitons
to protocol. Problems encountered during this process were reviewed until ansofasi

identified.
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The FBT program included various interventions from the original manuals. Family
Relationship Enhancement and Communication Skills Training were included to teach
families how to more positively communicate with each other, and how to effectively
deal with anger. This procedure teaches family member to ask for reirsfanca
positive and appropriate manner, which is important because it increases tteschan
requesting reinforcers will occur leading to the decrease in neglggctagking a family
member to clean up dog feces so child does not crawl through the feces), and drug use
behaviors (e.g., asking friends to go someplace other than a party). Home Safety a
Beautification Tours were included because there was a high probability tih@ppat
homes were had home hazards that were unsafe for children. This interventios teache
participants to identify hazards in the home, and to identify ways to make the hoene mor
beautiful and stimulating. Stimulus Control assists participants in detyehsir
exposure to drugs and to increase the amount of time they spend engaging in healthy
activities with their children. Self Control is implemented with the goal sifasg
participants to decrease their impulses to use drugs and/or engage in negbéaticalss
behaviors. Child Management skills were included because it is highly likelghehat
participants lack effective parenting skills. Participants werehtatioguse differential
reinforcement, and how to discipline undesired behavior by telling the child that the
undesired behavior.

Final Phase of Manual Development

The final phase of manual development consisted of implementation of the developed

manual with a participating family referred by Clark County Family SesvicThe

mother was a 24-year-old African American female referred to child praeservices
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for drug use during pregnancy. The mother’s identified drug of choice was
methamphetamine. The participant reported she had been referred to chiltiverotec
services because she had used drugs on the day her daughter was born. The participant
had no prior history of reports to family services in the state of Nevada. However, the
participant did report one of her other children was also exposed to drugs in utero. The
clinical picture for the participant was complicated by unemployment, domwesence,
and problems with her primary support group. Child neglect behaviors included lack of
food, an unclean and unsafe home, limited essential for caring for a baby including
formula and diapers, and inadequate supervision of her three children.

Strategies were employed to ensure the integrity of treatment martiliaed during
the session, which included written documentation by the therapist of techniques used for
each session, audio taping of all sessions, on-going clinical supervision, oé\akw
audible audiotapes, and corrective feedback to therapists. In addition, detatidedipr
checklists were utilized by therapists to determine therapist adleemadacompetence.
Along this vein, therapists first indicated on each protocol checklist whethetresaapy
task was performed. The therapists were subsequently provided feedback retaiding
ability to follow the protocol checklists in supervision consequent to the supervisor’s
review of randomly selected sessions. If any issues in treatment occareti€rapist
drift) the therapist received feedback from her supervisor regarding rseshod
maintaining treatment protocol adherence.
Results of the Uncontrolled Case Study

Much was learned from the case study, and modifications to the FBT treatment

program were made. For instance, emergency situations occurred that prevente
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treatment delivery as prescribed, including the client being evicted, thereace of
domestic violence, and lack of financial resources. After the aforementioredesroies
and life-threatening issues occurred, it was determined that there was a deeeldp a
standardized method to address these situations. A treatment module entitted Basi
Necessities and Safety Assurance was created to assess the statiosigfsituations
that put the participant and her family at risk of not being safe. This module was
implemented at the beginning of each session, with the participant indicatimgifsva
emergency situations (i.e., overdue bills, lack of food, and adult to adult aggressien)
not present, might soon occur, or were occurring. For situations endorsed asiggccurri
the therapist postponed the regular session agenda, and assisted the participant in
brainstorming solutions to prevent future harm. Items the participant endorsedrags havi
the potential to soon occur was added to the participant’s at risk stimulus contmbést
reviewed every week until the issue was resolved.

Formal assessment before and after treatment was not assessed utndagiszed
measures because the chief focus of the trial was to determine its itgasibilvever,
the participant’s responses to satisfaction questionnaires indicatathéhats
“extremely confident” that the FBT program assisted her in elimingéti@gssues for
which she was receiving treatment, and would that she would be “extremelyecthin
recommending the treatment to a friend. The participant reported the seveiaeof
“high quality,” and that she was “very satisfied” with the servicegasbeived. The
participant also endorsed some of her goals were unmet, perhaps due to infl@xibili
the treatment plan. For instance, the order treatments were implemendgaleve

determined. Thus, it was determined that in future cases the order of impl&onenta
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should be guided by participants. Thus, a menu-type treatment plan was developed that
would permit participants to rank order the order of intervention planning.

The final version of the manual includes a general program description, and contains
various treatment modules that address different skills. The interventidudeinc
Treatment Planning, Stimulus Control, Communication Skills, Child Managemeint, Sel
Control, Safety Assurance, Home Safety and Beatification, Financial Maerageand
Family Support). Each treatment module contains a rationale, therapistayahks f
intervention, materials required to complete the intervention, overview of the
intervention, procedural steps, participant worksheets, guidelines for regitve
homework, and a therapist prompting list. After 12 months of extensive manual
development, and utilization of the manual in a pilot case, the FBT treatment program
appeared to be promising and to feasibly be capable of concurrently treatinglparenta

substance abuse and child neglect.

Methodological Issues in Conducting Treatment Studies

Threats to Internal Validity

To make statements about a cause and effect relationship, the experimestieave
experimental control, which occurs when a cause and effect relationshigbehge
independent variable and the dependent variable is established, and other possible
explanations for the finding have been ruled out (Christ, 2007). Internal validity is the
extent to which the design of the study eliminated bias and permits the reseaciagr
a casual inference between the treatment and outcome (Mulder, Frampten &Joy

Porter, 2003). Campbell and Stanley (1963) identified threats to internal validigh w
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include history, selection, maturation, testing, instrumentation, statistmassion to the
mean, mortality, and interactions among the aforementioned threats. Hestos/to

events outside of the study that may influence the subject’s performance on the
dependent variable. Events such as changes in politics, changes in the local economy, and
changes that impact the subject’s ability to take part in the study can iflthenc

research findings. Selection refers to reasons why participantsrweteed in the study

and how that may impact study outcomes. Maturation is change in the participant’s
behaviors that is not the result of the manipulation in the experiment, but the result of the
passage of time. Testing is the influence of testing, observations, or measuoanthe
dependent variable. This can threaten internal validity when multiple ass¢sstne

same variable are given during the study. Instrumentation refers to chahgesthe
variables are assessed such as a change in an observer across asses&sent pr

Mortality is the loss of participants in a research study. Statistigeéssion to the mean
states that extreme values trend toward more typical levels over repssg¢sdments. In
other words, participants whose scores are extreme at the pre-treatrassinass tend

to have scores closer to the mean at post-treatment assessment, whichteaor infla

deflate the results regarding effectiveness of the intervention.

External validity refers to the extent to which the results can be geeertdinther
circumstances such as other populations or settings (Cook & Rumrill, 2005). It is
important to note that when conducting treatment outcome research, attempts te enhanc
internal validity can reduce the external validity of the treatment. Thusneaa

developers must balance the tension between internal and external validity.
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Treatment Designs for Outcome Research

There are multiple designs that can be utilized when conducting research merteat
effectiveness. A single case design involves the study of one subject whesedsse
before and after treatment to determine the effects of the treatnregiidia, 2005). The
uncontrolled single case design offers many advantages including beinffectstes
and having the ability to gather useful information during the initial evalsof
treatments. It is often the first design that is utilized in earlieripdaif interventions.
Major limitations of this design are that it does not control for many evdedrient
factors (i.e., things outside experimental control that have an influence on the
independent variable), and allows for difficulties in interpreting thesffef treatment.
Uncontrolled single case designs were utilized in a pilot study to detetmaine t
effectiveness of the developed Family Behavior Therapy program. The evidemcthé
single subject design was largely anecdotal, as other things assoctatdtevpassage of
time may have accounted for improved outcomes.

A reversal design involves establishing a baseline of behavior, then implementing the
treatment. After the treatment is implemented the subject is assessezturgeif
there has been improvement in the target behavior. The treatment is thend-amdbtiee
subject is assessed again to see if the behavior reverses back towardditiesl&asie
(Ferron, 2005). A reversal design was not appropriate for this study due to ethical
concerns. That is, this population is in need of services for very dangerous problems,
including substance abuse and child neglect. Removing services before they aéwe abl
consistently change repertoires could result in harm to the participant actaltiesn. It

was also inappropriate to utilize this design because of the type of trebiemnt
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provided. Unlike other treatment programs, such as medication treatment, tmefttea
focuses on building the participants skills in avoiding drugs and improving parenting
practices. It was likely that once the skill had been developed the pantigipald
maintain the skill during the withdrawal phase making it impossible to draw study
conclusions.

Multiple baseline designs are a type of single subject design that caartmarecally
used to examine the effects of treatment across subjects, across muitgvetss or
across multiple settings (Ferron & Scott, 2005). For a multiple baseline desapelmé
is established and interventions are subsequently implemented at different times
Treatment effects are demonstrated when changes in a specifiedbbehawbserved
after the implementation of the intervention that targets that behavior. A raddapkline
across subjects design was not appropriate for this study because the basdtrieave
needed to be extended for at least one of the participants, which would delagriteatm
longer than would be ethically appropriate. Also, if there was a long delapiménet,
child protective services caseworkers may have been less likelytohafeclients both
initially and in the future to the study. Multiple baselines across settiags not
appropriate for this study as the presenting problems (i.e., drug use, child)neglec
naturally occur in multiple settings and the treatments were skill bdmesdhypothesized
to generalize to multiple settings. A multiple baseline across behaviogs eess chosen
as the ideal experimental design because it permits participants to bestehehi
treatments early in the experimental process, and dangerous behaviors daciée foe

intervention early (see Specific Aims of the Study below).
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Specific Aims and Hypothesis of the Case Studies
Two separate case studies were conducted to evaluate various FBT treatment
components. This study utilized multiple baseline across behaviors becausdttai
best design to prioritize dangerous behaviors (i.e., target dangerous behastjo i
reduce the amount of time for baseline (i.e., delay in treatment provision). Fosthe f
case examination, an initial baseline was established for home safety,siapport,
family cohesion, and family conflict. These behaviors were then monitored during
treatment using probe assessments. For the second case examination,dalired bas
established for drug use, family support, family cohesion, and family cofftiese
behaviors were then monitored during treatment using probe assessmentsuli$efres
this study were expected to demonstrate the effectiveness of fivear¢atradules from
the FBT program specific for child neglect and drug abuse. Specifically, po¢thieges
of this study were
1) Implementation of Home Safety and Beatification will significantjuee home
hazards and enhance home appearance.
2) Implementation of Self Control, Stimulus Control, and Behavioral Goal Setting
will reduce the participant’s drug use.
3) Implementation of Communication Skills Training modules will anecdotally

improve communication within the family.
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CHAPTER 3

RESEARCH METHODS
Overview
This study consisted of two cases evaluated utilizing multiple baselinaslesig

(across behaviors). Study considerations common to both cases are descrjbed first
followed separately by case specific factors. The first sectionidesatudy inclusions/
exclusionary criteria. Both cases were administered similarssseas measures and
treatment components, which are reviewed, including methods for managinteexpec
attrition. Case specific methodological information follows for each caseately,
including participant demographics, description of the presenting problem, descapti
probe assessment measures, and description of the respective study design.
Study In/exclusionary Criteria

Two participating mothers were identified by Clark County Family Servides
mothers were referred to the FBT program due to identified drug use and having bee
reported to this agency for child neglect. Although not the reason foralefe BT,
both cases involved domestic violence. Both participants used illicit drugs 4 mooths pri
to the baseline assessment, did not evidence history of sexual abuse, residefbicall
least 4 months with no plans to move for the next six months, were not receiving formal
drug abuse counseling during the pre-treatment assessment (which avoided confounds
due to pre-existing treatment), were living with the neglected child atdetss

beginning of the intervention, had at least one adult significant other willing toi e
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in treatment, and were formally diagnosed with Substance Abuse or Dependenge durin

the study pre-treatment assessment.

Assessment Process and Measures
Comprehensive Pre- and Post-Treatment Assessment

The assessment phases consisted of administering a comprehensive battery of tes
during the first baseline session, a few select measures from this congovehmttery
every 3 weeks in probe sessions immediately prior to each treatment sessite a
same comprehensive battery of tests 1 week following treatment. Assgssmere
conducted by blind assessors who were doctoral students enrolled in a clinical
psychology program. Assessors received intensive training under the sopest/is
neuropsychologist. This training involved studying the assessment manualingaael
behavioral rehearsals in simulated sessions, and rating videotaped interviews wit
participants. During role-plays assessors received corrective feedizhck a
recommendations for improvement.

Assessments were conducted in the participant’'s home and performed actmrding
standardized procedures. Questionnaires were read to the participantfidhe to
expected rates of poor reading abilities. The participants’ significansqtheicipated in
home safety tours, and completed the Timeline Follow-Back assessmenatesadoll
sources of information (see Measures section below). The first admiarswathis
comprehensive assessment battery, lasting 4 hours, was the participstitsgerson
contact with FBT program staff, occurring approximately one week prioeattent

and again one week post treatment. The battery includes the following:
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Structured Clinical Interview for DSM-1V (SCID-IV: Spitzer, Wdms, Gibbon, &
First, 1992) is a structured diagnostic interview utilized to assess a \@rl@8M-IV
disorders. In this study the SCID-IV was used to establish a current amddifet
diagnosis of substance use disorders. In addition, it was used to identify otherbad-mor
Axis | disorders. This interview has demonstrated good clinical utility ritroted
outcome studies involving drug dependent populations (e.g., Azrin et al., 2001). Good
estimates of validity and reliability for the SCID-IV have been reportg@duth and
adult administrations of this test (Spitzer, Williams, Gibbon, & First, 1992), and it has
demonstrated good clinical utility in controlled outcome studies involving drug abuse
(e.qg., Azrin et al., 2001).

Short Form of Mother-Child Neglect Scale (MCN$unds, Borkowski, &

Whiteman, 2004) is an 8-item, 4-point Likert-type scale used to measure pmrsajiti
neglectful behaviors of mothers towards their children. Example items indli4dpt‘my
child clean,” and “I helped my child when he or she had problems.” The range &g scor
is 8 to 32, with a higher score indicating the occurrence of more neglectfatipgre
behaviors. The short form is highly correlated (r=.96) with the original 20 itesiover
and its internal consistency is .90 (Lounds, Borkowski, & Whiteman, 2004). The short
form has demonstrated significant correlations with maternal histories letheguality

of mother-child interactions in standardized behavioral observations, and selédeport
child abuse potential (Lounds et al., 2004).

Home Safety and Beautification Checklist (HSBC: Donohue & Van Hasselt,1999)
was utilized to assess living conditions in the home including home hazards (i.e,, toxins

electrical hazards, sharp objects, heavy objects, small objects, home adegaate
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temperature control, adequate food/nutrition), home cleanliness and beautifigadion, a
home equipment and materials that facilitate personal and social growttildoert (i.e.,
household items, adequate toys, children books, clothing, and home decorations). The
checklist yields a total hazard score for each room, and an overall hazardstioge f
house. Higher scores indicate greater number of home hazards and beatiBsaes
identified by a tour of the participant’'s home. Although the measure appdsagd good
face validity its validity and reliability are untested.

Time Line Follow-Back interview (TLFB: Sobell, Sobell, Klajner, Paven, &ian,
1986) was utilized to gather reports of the participant’s frequency of dhied. This
measure was completed by the participant and a significant other sgp&mgnificant
events (e.g., birthdays, vacation days, and holidays) were marked on month by month
calendars going back four months from the date of the assessment. The eventseder
as memory anchor points to facilitate recall of the days in which substaneegsed.
Participants and their significant others were asked to indicate on the caldnctadays
illicit drugs, were used including the specific drug(s) that were used. Thesser
calculated by totally the number of days an item is reported (i.e., number afrdgysse
is self reported). The TLFB method has been found to correspond closely witél offici
records and reports by substance abusers, and test-retest reliagdivg iEEhman &
Robbins, 1984; Sobell et al., 1986). TLFB has also demonstrated convergent validity with
contemporaneous measures of substance use (i.e. urine testing) (Donohue et al., 2007).

Urine Drug Screens were obtained from participants under the supervisioamnéa s

gender certified research assistant. A 9-panel screen utilizing cmmagut-offs was
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used to determine use of the following substances: alcohol, THC (marijuanagecoca
amphetamines, barbiturates, benzodiazepines, opiates, PCP, and methaqualone.

Adult-Adolescent Parenting Inventory¢API-2: Bavolek & Keene, 2001) is a 40-
item self-report inventory administered to assess parenting $tseaagd weaknesses in
five domains: Inappropriate Expectations of Children, Parental Lack of Eymoathrds
Child’s Needs, Strong Belief in the Use of Corporal Punishment as a Means of
Discipline, Reversing Parent-Child Role Responsibilities, and Oppressiluyedis
Power and Independence. A 5-point Likert scale response format was utigzed (
strongly agree, agree, strongly disagree). Responses are given a alvaéue of 1-5
with higher scores indicating parental strengths and lower scores ingiaeggs of
weakness. Example items include “Children should do what they're told to do. It's that
simple,” “Babies need to learn how to be considerate of the needs of their mother,” and
“Children can learn good discipline without being spanked.” Each of the five s@s-scal
of the AAPI-2 shows significant diagnostic and discriminatory validity, have
demonstrated excellent internal consistency (Chronbach's alphas>.88), and have bee
found to discriminate between parenting behaviors of non-neglectful, neglectful, and
neglectful and abusive parents (see Bavolek & Keene, 2001).

Parenting Stress Index Short Form (PSISF: Abidin, 1990) is a 36-item zeft-re
measure of stress in the parent-child system. Three scales were detiveitgnc
Parental Distress, Parent-Child Dysfunctional Interaction, and Difi@uld.
Psychometric properties are good in child maltreatment populations (Abidin, 1990). A5
point Likert scale response format was utilized (i.e., strongly agrese,agrongly

disagree) with higher scores indicating higher levels of perceivedtpay stress. The
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clinical cut off for Total Stress is above 90, and a defensive responding s@dre of
indicates the individual may be responding in a defensive manner and caution should be
exercised when interpreting the results. Example items include “I oftenthe feeling

that | cannot handle things very well,” “I find myself giving up more of my bfeneet

my children’s needs than | ever expected,” and “I feel trapped by mpyrmabilities as a
parent.” Test-retest reliability for each of the scales ranged frono .88 tits internal
consistency was good (.80 to .91), and short-form scales are highly correléted wit
respective scales in full length PSI (see Abidin, 1995). Studies have demonkated t
negligent mothers have reported higher PSI scores than control mothers (Ehjer e
1993).

The Child Abuse Potential Inventory (CAPI; Milner, 1986) consists of 160-items
designed to detect persons who engage in child abuse behavior, thus identifyima childr
at risk for maltreatment. Participants respond agree or disagree toestttesuch as
“Children should never be bad” and “I always try to check on my child when it's crying
An Abuse Potential Scale along with validity scales (i.e. Lie, Random Re3puse
calculated. The clinical cut off score for the Abuse Potential scale is 21¢) wllicates
significant potential for abuse to occur. CAPI factor scores assessamast to abuse
(i.e., distress, rigidity, unhappiness, loneliness, problems with others, problems with
child, and problems with self, problems with family). The CAPI is a widely atliand
has been shown to have good internal consistency, good test-retest reliabilggygoend
validity (Blinn-Pike & Mingus, 2000; Milner, 1986).

The Cohesion and Conflict subscales of the Family Environment Scale (Moos &

Moos, 1984) were administered in this study due to their relevance in substance abuse
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(Santisteban et al., 2003). The Cohesion subscale measures the degree of cotnmitme
help, and support family members provide for one and other. The higher the score the
more perceived cohesion there is in the family. The Conflict subscalemesase

amount of openly expressed anger and conflict among family members, with higher
scores being indicative of greater levels of anger expression and perocenfkct in the
family. Participants mark statements such as “Family membehg he$h and support

each other” or “We fight a lot in our family” as true or false. The psychot@iperties

are well established, including good convergent validity (Moos & Moos, 1984; Sanford,
Bingham, & Zucker, 1999).

The Family Support Scale (Dunst, Jenkins, & Trivette, 1984) is an 18-item 5-point
Likert-type scale that measures the helpfulness of significant othtre participant in
raising her children. The measure was used to assess the relative contabtarily
members participating, and not participating, in treatment. Subscals sange from 0
to 9 with higher scores indicating higher family support received. This stuied the
Spouse and In Laws subscale which measures support from the spouses parents, spouse’s
relatives, and the participant’s spouse, and the Own Parents Subscale whiatesneas
support from the participant’s parents and relatives. This measure has ttatadrgood
psychometric properties including reliability and validity (see Chernible&zog,
1996). Internal consistency reliabilities are in the moderate range 3o .76 for the
subscales and .80 for the total FSS (Taylor, Crowley, & White, 1993).
Abbreviated Probe Assessments

On-going data was gathered in abbreviated 30-minute probe assessmentsthat wer

conducted once every three weeks starting after the first administratioa of
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comprehensive battery. The measures utilized in the abbreviated battedyfeathe
specific studies and were selected based on the targeted behaviors. Themfane t

described below when discussing each case.

Description of Family Behavior Therapy Program and Various Contextual Factors
Relevant to the Implementation of Treatment

Family Behavior Therapy was performed by two trained psychologyroksea
assistants who were employed by the Achievement Center at the liipigéidevada,

Las Vegas. Therapists completed intensive training for FBT under the supenfia
licensed clinical psychologist certified in FBT. Training involved studyirogqmol steps,
reviewing detailed treatment modules, and intensive role-plays. Durinmgraole-

plays therapists received corrective feedback and recommendations for img@nts/ém
treatment delivery. Prior to certification as an FBT program therapistiduals were
required to conduct all intervention protocols with at least 90% protocol adherence (i.e.,
measure of treatment integrity) during simulated role-plays. The prichargian for

both cases was a graduate student obtaining her degree in clinical psychadogy, a
secondary undergraduate clinician with one year experience with FBT seraema
counselor during treatment sessions.

Strategies were employed to ensure content in the treatments were ttednisth
integrity. Therapists documented the employment of techniques used duringiteatm
sessions via detailed protocol checklists that indicate the specific stepsargder
effective employment of treatment procedures, all sessions weretapdobto permit

their review during on-going weekly clinical supervision, and corrective feedback wa
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provided to therapists during supervision sessions. The protocol checklists were used t
determine therapist adherence and competence, and each therapist indicatéd on e
protocol checklist whether every therapy component was performed. In supervision,
therapists were provided feedback regarding their ability to follow the pratbeoklist
and performance in session. If any issues, such as therapist drift ocdwergerapist
received feedback from the supervisor regarding how to return to the treatmeablprot
The FBT treatment program consists of 20 sessions occurring 1 to 2 times a week
over a 6 month time period. Each session was 90 to 120 minutes in duration; with longer
sessions occurring during the first few weeks of treatment. The FamilyiBefiherapy
program is a home based treatment program that includes the participant,drenchil
and adult significant others. FBT contains multiple interventions organized intimérga
modules that include Treatment Planning, Stimulus Control, Communication Skills
Training, Child Management, Self Control, Basic Necessities and SafetyafAssur
Home Safety and Beatification, Behavioral Goal Setting, Job Club, Arouwsmadément,
and Financial Management. The modules were designed to be implemented sugcessivel
and cumulatively. Each treatment module includes a treatment rationale,shgoahs
for the intervention, materials required to complete the module, an overview of the
intervention, procedural steps, practice worksheets, how to review the homework in the
following session, and a therapist prompting form. With assistance from #tsrapi
participants select the order in which the interventions are implemente@veiQun this
study participants were unable to select the order of interventions dugifigst 8 weeks
of treatment due to experimental methodology, but did determine the order of

intervention administration in the final 12 weeks of therapy.
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Description of Family Behavior Therapy Interventions

The Treatment Planning module was used to help the participants identifyh@ays t
treatment interventions may helpful, and to assist in determining when each of the
treatments would be implemented. Participants selected from a menutiybe lis
treatment rationales what treatment modules were a first priorttyndepriority, and so
forth.

Stimulus Control assists participants in increasing their time spentaftpsople,
places, and situations because individuals who spend time in at risk situations or around
at risk people are more likely to engage in drug use, or behaviors consistent wlith chil
neglect. This intervention helped the participants to identify safe situatidrdan to
spend time in those situations. It also taught the participants how to addrgss risk
situations or people to increase their ability to avoid drug use and engage in mave posit
parenting behaviors, and how to plan to spend their time doing positive activities.

The Home Safety and Beautification module requires the therapist to tour the
participants’ home and identify home hazards and cleanliness issues. loradiéi
therapist provided descriptive feedback to the participants about ways to ediminat
hazards and increase the cleanliness and appearance of the home. Pareletsted neg
children have been found to be unaware of potential hazards, and often the homes of this
population are messy and lacking important items, such as age appropriatdeqysia
clothing, and decorations. The goal of this intervention was to increase awgarénes
home hazards, and make the home a safer, more stimulating, environment for the child.

Self Control is aimed at teaching participants how to decrease their imfmilsss

drugs and decrease behaviors consistent with child neglect. This interventiorlibetps c

70



become more aware of the triggers for impulsive behavior and taught thgpattdo
interrupt thoughts, urges, and physical sensations related to drug use and behaviors
consistent with child neglect. Participants were taught a series of stepdra their
thoughts and behaviors.

Child Management is aimed at teaching participants new parenting sgillging
utilizing non-aversive punishment, teaching children more desirable behavwansngg
undesirable behavior, and positively reinforcing children when they engage mbtesir
behaviors.

The Communication Skill Training module teaches families with dysfunctional
communication patterns more appropriate ways to communicate to increage tife ra
positive exchange between family members. Participants and theireamére taught to
take the time to identify and share things that are appreciated, and to asgdoifia s
action such as support in a positive manner.

The Arousal Management module was designed to decrease negativéiamerac
within the family. This intervention is often used in conjunction with the commuaitati
skills. The participants were taught techniques to decrease their laregeafor arousal
including relaxation skills.

The Basic Necessities and Safety module was utilized to teach tlugppats how to
be aware of the status of certain basic necessities, and how to handle emergency
situations that may occur. This intervention begins with an assessment of possible
emergency situations such as adult to adult aggression or violence, not having enough

food, past due bills, unsanitary conditions in the home, and court hearings. When items
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are endorsed “present” or “may soon occur,” the therapist works with thapgzantito
brainstorm solutions.

The Job Club module assists participants in learning ways to obtain satjsfysng
opportunities. In addition, the therapist teaches the participant job intervidallsgand
provides support to the participant during the process of getting a job.

The Financial Planning module was utilized to teach participant how to eéfgcti
manage their finances. Participants learn how to effectively abs#isnancial situation
and create a budget. The participant also brainstorms solution for debt situations, and

ways to establish savings.

Managing Attrition

As indicated in the literature review above, attrition was expected to odwrefdre,
enlistment procedures were utilized to assist with premature tnetatnenination. This
intervention involved an enlistment team specialist calling the participfietseach
treatment session to ensure they felt their treatment needs were le¢im@unmg these
calls the enlistment specialist would assess how the participant felt edadotent, if
there were any issues that needed to be addressed in the following sessioweaad if
any issues with the therapist or treatment in general. The enlistmeialispaould also
speak to the participant’s significant other about the aforementioned togsc larea
addition, therapists called the participant prior to every session to ensuretitipgrd
could make the appointment, and when the participant could not attend the session, it was
rescheduled. If the participant had to reschedule the appointment, the teetipmpted

to reschedule within a day or two of the original appointment to reduce the timeebetw
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sessions. Another strategy involved on-going assessment of plans to move during the
Basic Necessities intervention. Although drop-out rates in this population atreaigl
high, the two participants completed the program with only 2 no shows and 6

cancellations between them.

Study 1

Case Introduction

Emily is a 42-year-old African American female referred for in-adfamily
Behavior Therapy (FBT) by child protective services (CPS). At the tinteeateferral,
Emily was living with her 60-year-old African American husband, and thee&3-gld
daughter. Emily had two older daughters that did not reside in her home at the time of
baseline assessment because they had been placed in the care of Emily’samaothe
older sister by CPS due to severe child neglect (her parental righte folder daughters
had been terminated prior to the referral). Her youngest daughter was ustogtlyc
because she was born after the neglect incidents involving her older children had
occurred.
Presenting Problem

Emily was referred to the FBT program for perpetrating child negheteagaging in
substance abuse. Emily was arrested for assault with a deadly weapon, refeftialeto
child protective services was made by the arresting officer. Enai$yagcused of
stabbing her husband in the stomach during a domestic dispute. The arresting officer
referred Emily to the Department of Family Services because he believeashe

intoxicated during her supervision of her daughter. The child protective senpoes re
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indicated that Emily’s daughter was not being properly supervised as exioltite
violence in the home, lack of home cleanliness, and Emily’s substance use. During the
child protection services investigation Emily tested positive for “crackame and was
open about her extensive history of substance dependence. Shortly after this
investigation, Emily was again reported for child neglect due to burns on her daughte
leg. Emily reported the injuries occurred when her daughter tried to get hot solug off t
stove.

The case plan established by the Department of Family Services indited t
Emily’s treatment should focus on arousal management, impulse control, medication
management, communication skills training, and parent training. Eepbrted that she
was interested in learning new ways to cope with stress and “stay rdeadriigs to
keep the family together.” Indeed, although she indicated that she wdlyiojiset for
being reported to Family Services; her greatest motivation to pursue thegplyat she
did not want to “lose” her husband and youngest daughter due to continued drug use.
History

Emily was raised by her mother with the help of her older sister, andsinteck
having a positive relationship with both of these women. Emily reported that she did not
have a relationship with her father, and his current whereabouts were unknown. At the
time treatment began, Emily’s sister was living with their mother amgrgetaise
Emily’s older daughters. Emily stated her mother and sister were helptukhe felt
supported by them. However, she also stated they were often upset with her bahdvior

their expressions of disappointment served to trigger drug urges.
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As indicated by Emily, her drug and alcohol use began in adolescence. When she was
16-years-old she attempted suicide for the first time, which appeared tcuwoasth
severe depression. It was at this time that she began using marijuanaage thfel8 she
became a single mother, and was able to care for her daughter for sexerblejere
she lost custody of her. Emily experienced many stressors in her fanhgluding
becoming a single mother, living in poverty, and experiencing mental health idsues
the age of 24 years Emily was diagnosed with Bipolar Disorder and receteediee
counseling and medication management for this disorder, including prescriptions f
Seroquel, Ambian, and Depakote. She remained on these medications for about a year
before she reportedly substituted these medications with “crack” co&ieeeported
that using “crack” cocaine helped her cycle out of depressive states andittolie w
stressors (e.g., physically abusive boyfriend). She attempted suicideeioored time
when she was 25-years-old, setting her bedroom on fire while she remainetaa her
Firemen were able to get Emily out of the room safely. However, shehaaged with
arson, and consequently hospitalized for depression and substance dependence for one
year. It was at this time she lost custody of her first child. After her tatigption, Emily
was able to maintain employment, abstain from drugs, and developed sociahséias
with abstinent friends. She married her current husband, and had’tohitdlin her mid
thirties and their % child, in her late thirties. Emily suffered a drug relapse after ttie bi
of her second daughter, which resulted in her losing parental rights for her sobriafte
birth. However, she was able to get clean and stop using crack cocaine doresathiee
birth of her ¥ child. Shortly after the birth of her third child she discontinued her

medication, and began using crack cocaine until she was referred to this study.
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Emily reported her drug use created problems in her personal and profgsiona
including job loss, financial stress, legal problems, problems in her relationshipgeand t
loss of parental rights to her oldest daughters. At the time treatmentitisgted in the
present study, Emily’s family was experiencing financial diffieglthat were
exacerbated by her utilizing the family’s financial resources to psectiaigs and
alcohol. Emily reported that when she discontinued her medication for bipolar disorder
she has experienced difficulty maintaining a job, controlling her anger, anddsd |
problems (i.e., arrested for arson, assault with a deadly weapon). Emilyedepert
relationship with her husband and other family members was strained becausdlizer fam
“resented” her drug use and the consequences that had occurred (i.e., removal of her
children from the home). Emily spent very little time with her youngestitaygand left
most of the parenting to her husband. Indeed, her daughter would call her Emily instea
of “mother,” but did call her father “dad.” Her youngest daughter was observed
interacting with her father including sitting with him, talking to him, playwth him,
and complying with his directives. However, she paid little attention to Eamly often
ignored her commands.

Assessment Measures

The first baseline assessment included the pre-treatment comprehensive
assessment battery. The assessment probes were abbreviated versionssasitnseat
battery and included the Family Support Scale, Family Environment Scale, anointiee H
Safety and Beautification Checklist. The final probe session was the gatshént
assessment conducted after the termination of treatment, and included the converehens

assessment battery.
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Study Design

Emily’s treatment was evaluated utilizing a controlled multiple baselcross
behaviors experimental design. An initial baseline was established faurtiteen of
identified hazards in her home, perceived level of family support, perceived level of
family cohesion, and perceived level of family conflict. These behaviorstivene
monitored throughout treatment in probe assessments. One week after Emilf@dmple
the comprehensive pre-assessment battery she participated in the firsifghassudy,
which was the completion of 2 non-directive intervention sessions during the subsequent
2 weeks. She participated in an abbreviated probe assessment for thedicstdimeek
after the completion of the 2 non-directive sessions (i.e., immediately priecdiving
the Home Safety and Beautification intervention component; HSB). This prolensess
made it possible to establish a two point baseline. In the second phase of the stydy, Emil
completed three sessions of the Home Safety and Beautification intervehitoluled to
occur once every week. She then completed thatbreviated probe assessment (i.e.,
phase 2 post HSB assessment). Subsequent t8’thmBe assessment three sessions of
Communication Skills Training modules were implemented in addition to the Home
Safety and Beautification modules. After 3 weeks®abreviated probe assessment
was completed (i.e., phase 3 post Communication Skills assessment). Follovafig the
abbreviated probe assessment, Phase 4 began was initiated in which Emily was
administered 12 sessions of the remaining FBT intervention components astivell as
previously taught skill interventions. After the 12 sessions Emily was astened the
comprehensive post treatment assessment. This design permits the contatliation

of Home Safety and Beautification, and the anecdotal examination of the effects
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Communication Skills intervention and the comprehensive FBT program. Hoety Saf

and Beautification would be considered efficacious if home hazards were markedly
reduced in Phase 2, and changes in measure of family functioning did not occur, or were
minimal, from Phase 1 to Phase 2. Further support for both HSB and communication
skills training would be found if family functioning improved in Phase 3 assessment. Of
course, anecdotal support for FBT would be found to exist if there were substantial

improvements in general functioning from pre- to post-treatment asséssmen

Study 2

Case Introduction

Rebecca is a 20-year-old Caucasian female referred for in-homeyBehdvior
Therapy (FBT) by the department of child protective services. At the tittine oéferral
Rebecca was living with her parents, 18-year-old sister, and her 14-month-old daughte
Patricia. Rebecca’s parents were awarded temporary parehtalaofgPatricia. However,
Rebecca and her parents were hopeful Rebecca would regain her parentayrights b
completing treatment.
Presenting Problem

Rebecca was referred to the FBT program for perpetrating child nagkteingaging
in substance abuse. The incident leading to the referral was Rebecca’s qgalliegtthe
police because she was under the influence of alcohol and marijuana while stheneas
with her daughter. During the investigation by child protection services Babested
positive for marijuana, and self reported heavy use of alcohol. Rebecca’s pagents

given temporary custody of her daughter, Patricia, resulting in her dhsehid
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protective services being closed. However, in order for Rebecca to reggarbntal
rights, she was required to successfully complete a treatment progranmand re
abstinent from drugs. At the time of the referral, Rebecca and her parentede
Rebecca would benefit from treatment that focused on learning arousal management
strategies, impulse control for her drug urges, effective communicatits) skitl child
management skills. In her pre-screen interview Rebecca endorsed a desira to |
strategies to assist her in “staying clean” from drugs, and impro\eeliesteem.
History

Rebecca was raised by her parents. At the time of referral, Rebecaadiddrasister
who was married with a child, an older half-brother that rarely had contéctheit
family, and a younger sister that lived with Rebecca and her parents. Rebeaded
having a good relationship with her parents, and with her younger sister. Howeneer, the
was a reported history of “emotional abuse” and “domestic violence” betweenddebe
and her father. Approximately one month before treatment began there wagalphys
altercation between Rebecca and her father that resulted in her fattgeatvested for
domestic violence. Rebecca reported that she wanted to have a “good” relatiatiship w
her father, but that he frequently became very angry and violent. She viewed viglence a
one of her triggers for drug use. Other triggers for drug use included her thoughts relate
to disappointing her family, and her feelings of guilt about not being “the best heom s
could be.”

Rebecca’s marijuana use began when she was 13-years-old and in the amgth gr
She was expelled from middle school after being caught smoking marijuana punsgam

and was home-schooled for the rest of that school year. It was during th#tdirshe
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began using methamphetamine and cocaine. Rebecca reported that she inigaisd dru
because she had low self esteem, and wanted to “fit in.” Rebecca also repohad she
multiple family members with either current or past drug addictions, includinigtherr,
older half-brother, and older sister. Indeed, she sometimes used drugs watmiher f
members, and retrospectively reported that using with her family madeshelofer to
them. She also reported periods of mild depression prior to the onset of her drug use,
which included feelings of hopelessness and worthlessness.

She described herself as being dependent on these drugs 5 years aftesételt
was at this time that she discovered she was pregnant with her daughter. During he
pregnancy she reportedly stopped all drug and alcohol use. She was able to maintain
abstinence for approximately 8 months after the birth of her daughter, at whictheme
reinitiated marijuana use. She was soon using marijuana daily and often while
supervising her daughter. Rebecca’s drug use caused significant prbbteraen her
and her family. She indicated that she resented her family for often expreissioigtent
with her parenting, particularly regarding the lack of attention she esqutegth her
daughter.

With regard to treatment history, when she was 18 years—old she participate
days of residential treatment for stimulant dependence, and then participatembtitsa
anonymous for several months thereafter. She indicated that both treatments were
unsuccessful. Rebecca reported that her child neglect case was at éitshgpisut
subsequently realized the benefits of obtaining help for her substance use arahgain n
parenting skills. Rebecca stated her greatest motivation for change tsisetlolzd not

want to lose her daughter, and that she no longer wanted to be addicted to drugs.
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Assessment Measures

During the first baseline session, the aforementioned comprehensive @&gessm
battery was administered. The assessment probes were abbreviatet\arthe
assessment battery and included only the Family Support Scale, Family Erantonm
Scale, Time Line Follow Back, and urine drug screen. The final probesesss the
post-treatment comprehensive assessment battery.
Study Design

Rebecca’s treatment was evaluated utilizing a controlled multiple has&ross
behaviors experimental design. An initial baseline was established fouskug
perceived level of family support, perceived level of family cohesion, andiypeddevel
of family conflict. These behaviors were then monitored during treatment using probe
assessments. One week after Rebecca completed the comprehensivessraeads
battery she participated in the first phase of the study, which was the complietivo
non-directive intervention sessions completed during two weeks. She participated in a
abbreviated probe assessment for the first time one week later (i.ediatetyeprior to
receiving the Stimulus Control, Behavioral Goal Setting, and Self Control modules f
drug urges). This probe session established a two point baseline. In the second phase of
the evaluation, Rebecca completed three sessions of Stimulus Control, Behawadral G
Setting, and Self Control modules for drug urges. After the completion of the three
sessions targeting drug urges, Rebecca completed‘thbifteviated probe assessment
(i.e. phase 2 after Stimulus Control, Behavioral Goal Setting, and Self Control
assessment). Subsequent to tHepBbe assessment the Communication Skills Training

modules were implemented in addition to the Stimulus Control, Behavioral Goal Setting
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and Self Control modules for drug urges. After 3 week$&! alreviated probe

assessment was completed (i.e., phase 3 post Communication Skills assessment).
Following the & abbreviated probe assessment, an additional 3 weeks of Communication
Skills Training modules in addition to the Stimulus Control, Behavioral Goal Seditig

Self Control modules for drug urges were implemented. Phase 4 began and Relsecca
administered 9 sessions of the remaining FBT intervention components while eantinui

to receive the previously implemented therapies. After 9 sessions, Relascca w
administered the comprehensive post treatment assessment. This desigrtipermits
controlled evaluation of Stimulus Control, Behavioral Goal Setting, and SelfaContr
modules for drug urges, and the anecdotal examination of the effects of Communication
Skills intervention and comprehensive FBT. Stimulus Control, Behavioral Goaldsett

and Self Control modules for drug urges would be considered efficacious if drug use was
reduced in Phase 2, and changes in measure of family functioning did not occur, or were
minimal, from Phase 1 to Phase 2. Further, support for Stimulus Control, Behavioral
Goal Setting, and Self Control modules for drug urges and communication skills training
would be found if family functioning improved in Phase 3 assessment. Anecdotal support
for FBT would be found to exist if there were substantial improvements inajener

functioning from pre- to post-treatment assessment.
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CHAPTER 4

RESULTS
Study 1

Pre-Treatment Assessment Results

Figure 1 depicts the results of the Pre-treatment assessmentrtire@gsessments,
and Post treatment assessment for the Home Safety and Beautificategri-Scaly
Support Scale, and the Family Environment Scale. Tables 1 through 7 include results of
the Pre-treatment and Post treatment assessments for Timeline BatteyChild Abuse
Potential Inventory, Parenting Stress Index, Adult-Adolescent Parentiegtary,
Urinalysis, and the Mother-Child Neglect Scale. The Pre-Treatmensgasat was
conducted at Emily’s residence, and required approximately 4 hours to complete.

Emily’s results on the SCID-IV indicated that she met DSM-IV critearacurrent
Major Depressive Disorder, Alcohol Dependence, Panic Disorder, SpecificaRbhobi
Generalized Anxiety Disorder (see Table 1). In addition, she met lifetitegafor
Cocaine Dependence and Bipolar | Disorder. Emily reported on the TimeliogvFoll
Back that she had used 5 days of “crack” cocaine, and 4 days of alcohol (23 alcoholic
beverages) in the past 4 months, which was consistent with the positive results of the
urine drug screen for cocaine (see Table 2). In the three weeks priotitetme&mily
reported using crack cocaine 3 times and drinking 1 time (3 alcoholic beverages).

The Home Safety and Beautification home tour identified 23 hazards of which 16
hazards were selected to be targeted in treatment. The other 7 hazanstwerieided

because their amelioration depended on the landlord (i.e., installation of a beater ¢
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replacing a cracked window, fixing a broken lock on the back door, fixing the trim on a
bedroom door, and fixing a window that would not lock). The hazards identified included
accessible electrical outlets, counters and other surfaces not clean ieliea,Kioors

not clean, household items are not put away, four food groups not present, unlimited
sweets, empty fridge except for condiments, air quality was stuffy and tcwithoiot

clean, counters not clean in the bathroom, decorations absent from the bathroom, door
trim is off and nails are accessible, floors were not clean, tub not cleannatitdean,

lack of age appropriate toys, and windows that would not lock.

Her responses to the Spouse, In-Laws and Own Family subscales of the Family
Support Scale (i.e., 9 for each scale), indicated that Emily felt she had good support
these areas, whereas her responses to the Family Environment Scaleditidatate
Emily’s family was “conflict oriented.” Her score on the Cohesion (i.endstad score =
45), and Conflict (standard score = 60) subscales were about a half standardrdeviati
below and a standard deviation above the mean, respectively. Thus, she perceived her
family as having somewhat low in cohesion, and high in conflict. Emily also relpmmte
the CAPI that she was experiencing problems in her familial relationshepgedi
relationships as a source of pain, and was having general difficulty in halr soci
relationships (see Table 3).

An examination of the validity scales of the Child Abuse Potential Inventory
indicated Emily’s Lie score was elevated, suggesting she was attergpfiresent
herself in an overly positive manner. Even with those attempts Emily’s alrsenss
still elevated indicating her children were at risk for child maltreatntemily’s scores

on the Distress factor subscale, which measures personal adjustment prokeiems, w
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elevated above the clinical level, suggesting Emily was feeling ftedfrsad, lonely,
depressed, worried, and “out-of-control.”

The Parenting Stress Index scores indicated Emily was experiaticiicglly
significant stress within her role as a parent (see Table 5). Her suticzded she had an
impaired sense of parenting competency, conflict with her child’s othentpdack of
social support, and was depressed. The Parent-Child Dysfunction subscdiowas a
elevated above the 8@ercentile, indicating that she felt her child did not meet her
expectations, and she did not find her interactions with her child reinforcing. Indeed,
parents who score in this range tend to view themselves as rejected ariddabgrtheir
children. This score suggested the bond between Emily and her daughter was either
threatened, or had never been adequately established, which was condistent wi
behavioral observations occurring during the assessment session.

Emily’s scores on the Adult-Adolescent Parenting Inventory (AAPI) Waweon the
following subscales: Parental Lack of Empathy towards Children’s Needag®Belief
in the Use of Corporal Punishment as a Means of Discipline, Reversing Parent-Chi
Role Responsibilities, and Oppressing Children’s Power and Independence. Her
responses suggested Emily perceived she was not meeting the needs ddreer, tlaid
a strong belief in hitting children to get them to follow rules, had a family hatited
communication, perceived children as existing to meet her social or emotional mekeds, a
tended to view children with power or independence as threatening.

Emily’s score on the Mother-Child Neglect Scale did not indicate neglectful

parenting behaviors. However, Emily evidenced defensive responding on otharaseas
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that assessed parenting behaviors, so it is possible she engaged in paitaiiarof
responding on this measure, particularly given its strong face validity.
Behavioral Case Conceptualization

The onset of Emily’s substance abuse was triggered at an early age hyasighie
stressors that were exacerbated by various antecedent conditions and risk factor
Relevant to stressors, her family frequently used abusive language and vasence
method of communication. Therefore, the threat of being victimized by violence or
witnessing family members being victimized influenced her to be anxious aressepy
which in turn contributed to her being distraught, and unable to focus on productive goal-
oriented behavior (e.g., school work). She also received substantial negative feedback
from her parents, who did not support her in extracurricular activities that were
incompatible with substance use (e.g., participation in sport leagues). Givetatieely
young age, she was developmentally and physically limited in her abilitife¢tvely
cope with these circumstances. Instead, she resorted to substance use tayptaliolo
numb aversive feelings, and escape and avoid her parents and other authority figures who
were perceived to be overly critical. Thus, escape and avoidance stratexges w
reinforced both negatively (withdrawal of aversive stimuli) and positipeer
acceptance), and led to unmonitored delinquent activities with peers who abused
substances. Other antecedents to substance use included her poor problem-so$ving skill
that would have likely assisted her in generating non-substance use associatend)ehavi

poor communication skills that could have assisted her in the improvement of
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relationships with people who acted to buffer substance use (i.e., parents, authority
figures, coaches), and low self-esteem that might have motivated her to seek out
friendships with non-drug associated peers.

As she entered her senior adolescence, she experienced dysfunctiona feeling
associated with Bipolar Disorder, such as rapid mood swings, depression, anger, and
anxiety. She also evidenced several skill deficits that led to problems witk.dtber
instance, when she could not get her way, she reacted with aggression (i.g., yellin
swearing, and physical violence). Emily reported that drug use helped hdrrtmfee
“normal and balanced.” Indeed, she reported using cocaine to reduce depressive mood
swings and increase her ability to focus on completing her day to day respoesipikti
child care, cleaning the house). In addition, when the effects of drugs worendif, E
reported an escalation of depressed feelings and irritability, whichlngett to poor
relationships and accompanying stress. Along these lines, Emily appeared tpdet
insight in realizing her main triggers to substance use were experienguiiyae
emotions, dysfunctional thoughts, and ineffective communication skills. The irtiogica
effects of substance use also resulted in her experiencing difficultiesltngther
impulses, and making poor decisions, including ignoring her caretaking responsjbilitie
and engaging in activities that were illegal. When sober, she reported ifgelnsgs of
guilt and worthlessness that stemmed from her believing she was a “bad’ @drent
course, these thoughts acted to increase her level of stress, and triggerceulnse.
Substance dependence also acted to influence child neglect in several ways. This
behavior distracted her from caretaking responsibilities, and decreasadthe&tion to

establish safety plans for her children. Child neglect was also influenced topdeding
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of child neglect by her parents, having limited money to purchase safety eqtifauk
of family support in safety management, and not being aware of home saatgshand
solutions.
Treatment plan

Two main problem areas were identified as requiring immediate attemti&&.Tl,
the participant typically chooses the order in which FBT intervention components are
implemented from a menu of therapy options. However, the primary reasons for
conducting this study were to examine efficacy of the Home Safety and Bxzdiaiif
intervention component, and substantiate the efficacy of communication skilladraini
Home safety hazards were targeted first to assist in assuringehed&Emily’s
children. Home Safety was also a chief target in therapy because Emilychaede
multiple referrals to child protective services for safety and cleessdiissues, there were
a relatively high number of identified home hazards, and home injuries are a leading
cause of death for young children. Communication skills training components (i.e.,
communication guidelines, positive request, scheduling pleasant famiiies}iwere
subsequently targeted to decrease home conflict, increase positive excithagpyeort,
and improve relationships in the family. It was hypothesized that by increasitiggpos
communication exchange in the family there would be a decrease in famalés, st
through family support. Indeed, arguments lead to stress, which in turn acts as an
antecedent to drugs and child neglect. Communication increases the likelihoodsmother
will be able to appropriately solicit desired reinforcers, improve theilitdm
relationships, and increase their desire to spend more time with children, which is

incompatible with child neglectOnce Home Safety and Communication Skill
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interventions were introduced, the remaining FBT modules were initiated. Tdigcspe
order to which these FBT modules were administered depended on Emily’s selection i
the treatment plan, input from the therapists, and her pre-assessment reeubtsler of
implementation for the remaining modules was Basic Necessities, Bedlavaal
Setting, Stimulus Control, Self Control, Arousal Management, Child Managemest Skill
Training, Job Club, and Financial Planning. Treatment implementation was suecessi
and cumulative.
Participatory Assessment

Emily completed 20 sessions, with each session lasting 90-120 minutes. For most
sessions, Emily had a least one significant other present. For 80% of the sedsmsts a
one child was present. Emily’s daughter-in-law, who gained temporary custody of
Emily’s daughter during the course of treatment, attended the last Seér¢a@ssions.
Emily completed the program in six months (85% of scheduled sessions were
completed). She was always motivated and highly compliant during treatment, as
evidenced by her participation in role-plays and high rate of homework completion

(90%).

Evaluation of Study 1
Phase 1: Baseline/Non-Directive Discussions (study weeks 1 and 2)
Emily’s treatment began with two non-directive discussions that included irtforma
gathering regarding her report to child protective services, family histodyhistory of
substance abuse and dependence. Emily provided information relevant to the child

neglect report, her perceptions about her referral to child protective setvezment
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goals in her case plan from child protective services, and concerns with veoréase
Emily was provided support and empathy, and offered assistance interathitgmw
caseworker (i.e., therapist would attend treatment team meetiregsl atturt hearings).

A history of Emily’s mental illness including past diagnosis and pastriesst

experiences was obtained. During these non-directive discussions the thelidiist
provide advice or suggestions relevant to change in behavior. Rather, the thelapist sty
was focused on assessing details involved in the participant’s treatment plan, and
provision of genuine empathy.

Phase 1: Abbreviated Probe Assessment Results (week 3)

Results from the Home Safety Checklist identified 14 home hazards, which were
almost identical to those identified in the initial comprehensive pre-treatesassment
(see Figure 1). The Conflict Subscale score on the Family Environmeatr8cained
the same from the pre-treatment assessment to Phase 1. That is, Erailyepgeacigh
level of conflict in her family. On the Cohesion subscale, Emily endorsedh slig
improvement, which was not expected because the communication interventions had not
been introduced at this time. The Family Support subscales showed a decrease in he
perception of support from her spouse, spouse’s family, and her own family.

Phase 2: Home Safety and Beautification (study weeks 3, 4, and 5)

Three sessions of the Home Safety and Beautification were conductedriglibi
two non-directive sessions. Emily and her family actively partictpatehe intervention,
and chose to include all rooms in the home tour. Therapists utilized the Home Safety and
Beautification checklist to assist in the identification of potential homertazad

cleanliness issues. This checklist assessed for the presence ohdkmisig home and
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health hazards (e.g., uncovered electrical outlets, broken locks, toxins), honlieesa

and beautification (e.g., floors unclean, surfaces unclean, lack of decorations), agd havi
materials that facilitate personal and social growth for children (g€ appropriate toys,
books, size appropriate clothing). Therapists toured the home with Emily and her family
and praised the family when potential hazards were ameliorated prior t@shensén
addition, Emily and her family were prompted to identify hazards and cleanisseses

for each room toured. For identified hazards, the therapists worked with the tamily
immediately remedy the hazard, and if this was not possible, develop a safiety pla
correct the hazard by the next treatment session. The first tour identd@disia

including accessible electrical outlets, counters and other surfacesantftbors not

clean, household items not put away, four food groups not present, unlimited sweets, ants
in the bathroom, tub not clean, decorations absent from the bathroom, door trim was off
and nails were accessible, and windows would not lock. During the tour Emily exhibited
good insight into the importance of having a safe and clean home, as evidenced by her
ability to recognize hazards generally before she was prompted.

During the 2° week another tour was completed, and it was discovered that Emily
and her family had eliminated most of the home hazards that were identified in the
previous session. Moreover, they repainted several rooms, bought decorations for the
living room and bathroom, re-arranged furniture in the living room to provide more space
for their children to play, and showcased artwork drawn by their daughternwitee
weeks a total of three home tours were performed. All of the potential hazardetbat

deemed a “high priority,” and most of the other hazards, were eliminated.
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Phase 2: Abbreviated Probe Assessment Results (week 6)

Results of the assessment probe that occurred after the three Home 1@hfety a
Beautification intervention sessions indicated a significant improvement in ledetg, s
stable perceptions of low family support from spouse and in laws, slight increase in
perceptions of support from own family, stable level of perceived family Cohesion, and a
slight decrease in Family Conflict (see Figure 1). Identified home d&aad messes
were reduced by 70% from baseline. As expected, results on the Family Supfeort Sca
indicated no change in Emily’s perceived support from her spouse and in laws, and slight
improvement in perceived support from Emily’s own family. There was no charige i
Cohesion subscale of the Family Environment Scale, and a slight decrease in her
perception of Conflict in the family. Emily’s scores were consisterit thi¢
hypothesized findings for this phase of the study.

Phase 3: Communication Skills Training and Home Safety and Beautification (study
weeks 6, 7, and 8)

Three sessions of the Communication Skills Training modules win addition to the
Home Safety and Beautification intervention were completed following thee&saof
solely Home Safety and Beautification. Communication Skills Training included t
sub-components (i.e., Reciprocity Awareness, Positive Request, and Arousal
Management) that were reviewed successively and cumulatively. Thea ¢bitgi
Awareness (I've Got a Great Family) module was implemented to incieaseness of
reinforcers provided by other family members, assist each family nnemappreciating
how family members reinforce each other, and ultimately increase ¢hefjabsitive

verbal exchange. Increasing positive exchange in families is believaddofamilial
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stress and communication problems that often trigger drug use and child negteigt. Fa
members listed things that others had done for them that were appreciatetkratne af

list was developed all family members took turns expressing appreciation to ameranot
The therapist then provided praise and feedback about the interactions, and talght fami
members how to utilize appreciation reminders to one another on a regular bagis. Em
and her family reported that they enjoyed and were extremely eager ésexpr
appreciation reminders to each other. Indeed, the first time this intervensaewviewed
Emily gave her daughter a spontaneous hug, and Emily and her husband begame tear
eyed when they exchanged their statements.

The Positive Request module was utilized to teach Emily and her family metmbers
ask for reinforcers in a positive and appropriate manner. Emily was taughké m
requests from her family members to perform duties that are incompatiblehild
neglect (e.g., asking a family member to help her clean up the house so herrdineggte
not live in a dirty home), and drug use (e.g., asking friends to go someplace other than a
party where drug use is present). Emily and her husband were compliant, rdpawnate
did exceptionally well in the role-plays. After only a few treatmentigesssubstantial
improvement in communication between Emily and her husband were observed as
evidenced by more appropriate requests for support being made in session. &etly st
feeling safe with her husband, and felt able to be more open regarding her drug urges
Indeed, she was very excited during a session because she had openly stated to her
husband she was experiencing an urge to use drugs, and made a positive request that he

spend time with her so she did not use drugs. Her husband reported that he was happy
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and surprised Emily shared her feelings and urges with him, and that he was al® to ass
her in “staying clean.”

Arousal Management was utilized to decrease negative emotions experienced in
Emily’s family. Emily and her husband were taught to identify anger eamty,
subsequently engage in behaviors that are incompatible with negative areusdt¢p
breath, relax, state problem in a neutral, non-blaming way, blame something in the
situation, state something that may have been done to contribute to the annoying
behavior). During sessions Emily and her husband were asked to recaltiarsttust
was frustrating or upsetting and complete the aforementioned steps aspEauily
stated she found the breathing exercise to be helpful in reducing her angerafutside
sessions.

Phase 3: Abbreviated Probe Assessment Results (week 9)

After the third session of Communication Skills Training results on the Family
Support Scale indicated an increase in support from Spouse and In Laws, and an
improvement in support from Emily’s own family from previous probe assessments. On
the Family Environment Scale (Cohesion subscale) there was no change frem ear
probe assessments (see Figure 1). There was no change in the perceptiorcofrctivli
family. It is hypothesized that conflict score did not decrease as aaegunily
admitting to her therapists and caseworker that she suffered from a drug.rElaly
and her husband were very upset about the possible consequences of her relapse, which
included the loss of custody of her daughter. As would be expected this created conflic

between Emily and her husband, as well as an increase in overall tension in the famil
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On the Home Safety Checklist Emily had remedied 3 out of the 5 hazards identified in
Phase 2. However, there were 3 new home safety and cleanliness issuesddentifi
Phase 4: Remaining Family Behavior Therapy Interventions (study weeks 9 to 20)

After the aforementioned 3 weeks of Communication Skills Training with Home
Safety and Beautification, the remaining interventions were implemeamntedssively
and cumulatively.

Behavioral Goal Setting was utilized to assist Emily in establisimagupdating
goals relevant to eliminating her presenting problems. Emily reviewetad temmon
antecedents to child neglect and substance abuse and selected treatmefinigals
goals included to keep healthy snacks in the home, avoid cigarettes, effetelge
or stop bad memories, avoid alcohol use, manage drug cravings and urges, lgffective
manage stress, stay busy doing things that do not involve drugs, effectivelyemanag
savings and avoid having large sums of cash easily available, to stay happysdied sati
to take medications for Bipolar disorder every day, and to make sure her chid eats
meals a day every day. Each week her husband provided support and reinforcement to
Emily for meeting her goals. In addition, she often completed additionkl igazetween
sessions on her own, such as finding a job and repairing her car so she no longer needed a
ride to work from her mother. Each week Emily set many goals and had a 90%
completion rate. Her husband also had a 90% rate of providing support to her for the
completion of focus goals.

The Stimulus Control module was utilized to teach Emily to identify safetaigka
situations, and to avoid people, places, and situations that put her at-risk to use drugs,

make it difficult for her to effectively manage her kids, and increasedieofrigetting
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HIV. Based on her assessment it appeared Emily had an understanding of her drug
triggers, but lacked the necessary skills to control or avoid triggers once treey we
identified. This intervention taught Emily to arrange her environment to spendimere
with people, places, and situations that did not involve drugs or HIV risk behaviors, and
made it easier for her to effectively take care of children. FirstlyEand her significant
other were asked to list as many people, places, and situations that she couloereémem
which Emily had used drugs in the past. Her list included various friends, relatives, her
drug dealer, getting angry, arguing, drinking alcohol, being sad, havingf lcaish, and
being home alone. Emily was then asked to make a safe list that included peopke, pla
and situations in which Emily had not used drugs. This list included spending time with
her children, shopping, taking the children to events, eating out, going bowling, going to
the movies, talking walks, and family gatherings. Every week the list wasvedito
assess how Emily was able to cope with risky situations, and how she was able to
increase time spent in safe situations. Initially Emily’s risk list hadenpeople and
situations than on the safe list. However, Emily made significant progresaating
people and places that put her at risk to relapse by utilizing skills she leathed=BT
program including planning time with safe associations. By the end of treatmayisEm
environment included only a few people, places, and situations that were on her at risk
list. In addition, she had added multiple new safe items, including a job, going tb,churc
and new hobbies such as taking walks on the weekends.

Basic Necessities was utilized to ensure Emily and her family wassdfhealthy,
and their basic needs were met prior to engaging in other FBT components. At the

beginning of each session Emily reviewed a list of potential problems thateahed the
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safety and well-being of her family, such as not being able to pay bills orubstasce
use, absence of healthy foods, and domestic violence. She also indicated if these things
were present or soon to occur. If an item was endorsed, Emily and her husband engage
in problem solving to manage the issue, including utilization of other FBT components.
During treatment, one instance of domestic violence was endorsed (Emilyeddies
husband had been removed from the home after she called police to report the incident).
Emily reported her husband had struck her when they were intoxicated becauser¢ghey we
upset they had lost custody of their youngest daughter due to a recent drug Bedpse
Emily and her husband had a difficult time coping with the removal of their daughter, and
after the incident of domestic violence she indicated she wanted to divorce her husband.
The therapist met with Emily and her husband to discuss their options, at whichdime t
therapist provided the suggestion if they decided to stay in the marriageze tini
communication FBT components as a coping strategy, and increase their support of one
another during this difficult time. As a result of the emergency session, there wa
increased focus on communication skills training to facilitate an open heaibgue
that would reduce negative feelings and help Emily be more open about her drug,trigger
and ask for support from her family.

Child Management Skills (i.e., Catching My Child Being Good/Ignoring Und#gsire
Behaviors, Positive Request, and Child Compliance Training) were utilizedsb ass
Emily in learning strategies to be more consistent in her disciplinary detand
improve her daughter’'s compliance. Emily was taught to descriptively praisailtzen
through modeling, role plays, and in vivo trials. During these trails, Emily wasdgavi

praise and corrective feedback from therapists whenever needed. Emilgsigaed to
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practice “catching her child being good” and to ignore undesired behavior that did not
result in damage to property or harm to self or others in between sessionsh&iciuédt

had been removed from custody the child’s guardian agreed to bring her daughter to the
sessions so she could practice her skills. There was significant improvemenédlise
Emily’s ability to make positive statements to her daughter, and teackesisatie

behaviors.

Financial Management was used to address Emily’s goal of more effectivel
managing her finances. First, a list of Emily’s monthly expenses watedrto identify
deficits or surplus. The therapist utilized problem-solving to assist her imstoaning
solutions to increase each method of income and decrease each expense. She also
brainstormed other methods of increasing family income such as reduceggex
spending and getting a job. To assist Emily to gain employment Job Club hizzsiut
teach her to initiate calls to potential employers and skills for suctgssfinterviews.
Emily did extremely well in the role-plays in session, and was able to obtain 2 job
interviews within two weeks. Both Emily and her husband reported a reduction in
financial stress at the end of treatment as a result of Emily obtairfuigtime job, and
because of the money management skills they were now utilizing.

The Self Control module was introduced after the removal of Emily’s daugbibe
the home. This intervention was utilized to teach Emily to control impulses and hages t
increase the likelihood of using drugs, and rash decisions when managing childeen. It
also taught to Emily and her husband as an effective coping strategy faniotions
including feelings of anger and anxiety. Emily was taught to recognizé$tehbught

to engage in undesired behavior, and then engage in a series of conceptually sound
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strategies, including thought stopping, rehearsing negative consequenceslithatcur
if the undesired behavior were to occur, brief relaxation, problem-solving, imggiren
implementation of the chosen solution, and reviewing positive consequences for having
performed desired actions. Emily and her husband were having a difficelttiping
with their feelings, and this intervention was extremely beneficial to botieof.tThey
both demonstrated great effort to learn this skill as evidenced by their eagernes
practice the skill in session, and applying the Self Control skill outside ofsh®ss.

Phase 4: Comprehensive FBT Post-Treatment Assessment Results

The post assessment was conducted at Emily’s residence, and took approximately
three hours to complete. Her post treatment results were generally p&stilgehad a
full time job at the time of the post assessment. Her post assessment waseddioedul
two sessions over a three week time span.

Emily’s results on the SCID-IV indicated that she did not meet curreatiarfor any
DSM-IV diagnosis. As expected, she met criteria for lifetime CocagpgeBdence,
Alcohol Dependence, Generalized Anxiety Dependence, and Bipolar Disorder. On her
Timeline Follow back Emily reported 1 day of alcohol use and 1 day of crack cocaine use
during the six months she was in treatment, which was supported by her negative urine
drug screen results.

In the post treatment Home Safety and Beautification tour, 9 home hazard itesns we
endorsed, with most of these being related to cleanliness (see Figure 1} saclean
floors and counters. Emily reported the issues were the result of her beingtte

possibility is that Emily was not as concerned with child safety sinceslghter had
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been removed from her home, which may have been why there were hazards such as an
uncovered electrical outlet, and shaving razor left in the shower.

Emily reported a slight reduction in family support from her Spouse and In Laws, and
from her Own Family after treatment was terminated (see Figure 1).mHEyitiave been
the result of less involvement from other family members because therapyvera
Another possibility was that due to her busy work schedule, Emily did not have as much
time to spend with her family as she had previously. Nevertheless, although these
subscales were slightly lower than they were prior to treatment, theystiemdicative
of high levels of perceived social support. Emily’s results on the Family Environment
Scale indicated no significant change in perceived Cohesion, or perceived familgtConf
(see Figure 1). Emily’s level of perceived family Cohesion on the Fa&nNyronment
scale was maintained at the non-clinical level, while her Conflict scaaaaéonger
elevated (see Figure 1).

The Child Abuse Potential Inventory validity scales were indicative that she
approached the questions in an open and honest manner (see Table 4). Emily’s Distress
scores were below clinical levels suggesting she was not feelingfagstsad, lonely,
depressed, worried, or out-of-control. The Rigidity subscale was, elevatedtingli
Emily felt that children need strict rules, and should follow those rules. Tlyihawe
been elevated at post because her daughter was living with another fambemand
Emily had stated she wanted her daughter to be well behaved to make the egpesgenc
stressful for the temporary guardian. Her Problems with Family subscagevea®not
elevated, indicating Emily was not experiencing problems in her famelaionships.

The Problems from Others subscale was elevated as compared with basédayps daee
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to her negative interactions with caseworkers and judges. Indeed, Emilerfteessed
frustration with her current child protective services caseworker. ESvatore on the
Mother-Child Neglect Scale did not indicate neglectful parenting behaviors e\r¢owit

is important to note Emily could not answer all the questions because her daughter wa
not in her physical custody.

The Parenting Stress Index was not clinically significant, indicatiagshe was not
experiencing stress in her role as a parent (see Table 4). Thesemesuhiave been
because the child was not in Emily’s physical custody at the time. Howleee Wwas an
improvement on all three subscales indicating Emily felt an improvement e of
parenting competency, a reduction in depression, found her interaction with her daughter
reinforcing, and experienced an improved bond with her daughter. Results on the Adult-
Adolescent Parenting Inventory (AAPI) indicated that after treatienly had a more
realistic understanding of her daughter’s developmental capabilitiesmgsceed with
pre-treatment assessment. Her subscale scores on Parental Lack difyEropetrds
Children’s Needs, and Strong Belief in the Use of Corporal Punishment as a Means of
Discipline remained the same. On the Reversing Parent-Child Role Respagsibilit
subscale there was improvement indicating Emily saw her daughtesslegssting to
meet her social needs, and more as a child with whom should be cared for by her.
Complicating Factors during Treatment

Like many clients within the child welfare system with a substance disd&dely
evidenced difficulties that complicated her treatment plan, such as periods of low
motivation for treatment, domestic violence, financial and legal conceriise Anset of

treatment Emily reported a high level of motivation and a desire to learntskiilg/ould
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assist her in abstaining from drugs, obtaining a job, improving her parentirsg akdl
enhance the communication in her family. During the course of treatment Emily
maintained a high level of motivation and commitment as evidenced by her consistent
attendance and high compliance ratings. However, she did experience a reduction in
motivation after a drug relapse. She reported feeling “defeated” lringiuse, and
dissolution in her marriage. Indeed, the removal of her daughter might have edevent
level of conflict in Emily’s family from decreasing as much as was hysateé. The
therapist empathized with her concerns, and assisted her in refocusing hgwoeffort
learning strategies that would increase her chances of regainingyother child. She
indicated the loss of her child was a “blessing in disguise” becausesiasact her
motivation, and permitted her ample time to “get her life together.” Theipairti was
fortunate to have a family member who was willing to care for her daughtettand a
FBT sessions, which improved consistency of child management between these
households. Legal issues were a concern, as her caseworker was praspahsible for
making sure Emily’s children were safe. By providing support and empathglleassw
reestablishing a commitment from Emily and her husband, Emily was able tommeerc
her motivation issues and appeared to experience an increase in motivation for positive
change. Motivation was also enhanced by encouraging her to choose which goals she
wanted to focus on during each upcoming week, and having a significant other provides
her pre-determined rewards for accomplishing her goals.

After her drug relapse, the caseworker recommended termination of paghttato
Emily’s judge, while the therapist recommended Emily is given a chamegam

custody of her children if she continued to participate well in treatmenth&hegpist
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mentioned relapses are common in drug dependence, particularly initiaptimént.
The judge agreed with the therapist, and Emily’s motivation for therapy improvisd to i

highest level since entering treatment.

Study 2

Pre-Treatment Assessment Results

Figure 2 includes a summary of the results of the Pre-treatmentrassgs3 Probe
assessments, and Post treatment assessment for the Family SuppoftifSelfe
Follow Back, Urinalysis, and the Family Environment Scale. Tables 8 througitltde
the Pre-treatment assessment, and Post treatment assessmenoré3hiks Abuse
Potential Inventory, Parenting Stress Index, Adult-Adolescent Parentiegtary, and
the Mother-Child Neglect Scale. The Pre-Treatment assessment wastedratuc
Rebecca’s residence and took approximately 4 hours to complete.

Rebecca’s results on the SCID-IV indicated that she met the DSM-1V carremnia
for Alcohol Dependence and Cannabis Dependence. She also met lifetime fnite
Methamphetamine Dependence (see Table 8). Rebecca reported on the Timelme Foll
Back 13 days of using marijuana, and 7 days of drinking alcohol (approximately 21
alcoholic beverages). For the three weeks prior to treatment Rebecca agaifieast
other reported 6 days of marijuana use and 4 days of alcohol use (approximately 10
alcoholic beverages) (see Figure 2). The TLFB results were consigfeti&vresults of
the urine drug screen, which was positive for marijuana.

The Home Safety and Beautification home tour identified 8 hazards, of which one

was ameliorated immediately because of the seriousness of the hazataRda¢her
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owned a firearm which was identified during the tour to be unloaded and kept in the
nightstand (see Table 9). The firearm was moved to a top shelf in the closettwhere
would be safely out of reach of children. The other hazards were surfaces nan ¢thea
kitchen and bathroom, unstable furniture in the living room and bedrooms, and floors not
clean in the living room.

Her responses to the Own Family subscale of the Family Support Scalecddicztt
Rebecca felt she had good support from her family, but identified a need te@ttrea
support from her family and friends. In addition, her responses to the Family
Environment Scale indicated that her family was experiencing higrslet’/€onflict
(e.g. fights a lot, becomes angry often, and solves problems with arguments and
violence). However, Rebecca’s results also indicated that she perceifathinias
somewhat Cohesive. Rebecca also reported in the CAPI that she was expgrienci
problems in her familial relationships, viewed relationships as a source of painasnd w
having general difficulty in her social relationships.

An examination of the validity scale of the CAPI indicated that Rebeceeeeas
guestions openly and honestly (see Table 11). While her score on the Abuse scale fell just
below the clinical cut off, her scores indicated she believed children needusésst r
should be neat and obedient, and as a result may express these beliefs through more
forceful treatment of her daughter (see Table 12). Rebecca’s score onttiex-Kahild
Neglect Scale did not indicate neglectful parenting behaviors. However, it is amipiort
consider the potential impact the strong face validity might have on the resjgorese

to this measure.
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The Parenting Stress Index scores indicated that Rebecca was narexperi
clinically significant stress within her role as a parent and that she did ncamave
impaired sense of parenting competency; conflict with the child’s other parack of
social support, or feelings of depression (see table 13 and 14). Her stress scoreemay hav
been low because she received help from her parents and sister who spent as much time
as she did caring for her daughter.

Rebecca’s scores on the Adult-Adolescent Parenting Inventory (AAPI)sisige
had difficulty meeting the needs of her children, had a strong belief in hittililgezhto
get them to follow the rules, had a family with limited communication, and tended to
view children with power or independence as threatening. However, she also Gppeare
understand and accept the needs of her child, understanding that she could not meet her
own needs at the expense of her child’s needs.
Behavioral Case Conceptualization

Rebecca’s substance abuse is conceptualized from a cognitive behavioraitperspe
Her substance use was initiated when she was relatively young and devestlyment
immature. She reported poor coping skills, particularly in stressful situaBbesalso
evidenced depression, and interpersonal problems within her family and peer group that
were maintained by a pattern of negative coercion. Later in life, Rebécadut
substances to numb guilt regarding her parenting practices andstnesselationships.
Indeed, she reported using drugs to “numb” her emotions. In addition, when the positive
effects of the drug wore off, Rebecca reported feeling more depressatihg a cycle
for which substance use was maintained through negative reinforcementhgasutier

dependence on marijuana. She also evidenced several skill deficits that led tm@roble
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with others. For instance, she typically reacted to negative situationsggrsaion (i.e.,
yelling, swearing, and physical violence), and lacked confidence and posgemian
skills necessary to meet abstinent friends. Rebecca reported her mans tiagge
substance use were experiencing negative emotions, negative thoughts aletfuehgrs
“I will never be a good mother,” “l am a loser”), and arguments with her famgiynbers
that often resulted in domestic violence. Her drug use influenced her to mdketinef
decisions that often resulted in Rebecca ignoring her caretaking respoesiiddaving
her frustrated family members responsible for her daughter.
Treatment plan

Two main problem areas were identified as requiring immediate attentiog.ubyes
were targeted first to assist in ensuring safety for the participant actilte The
implemented interventions that targeted drug urges were Stimulus Control, @ahavi
Goal Setting, and Self Control. Communication skills training components (i.e.,
communication guidelines, positive request, scheduling pleasant familytiasjiwere
subsequently targeted to decrease the high level of conflict, increase positiaage
and support, and improve the relationships in the family. Although the greatest conflict
was between Rebecca and her father, the entire family engaged in rmedéadap
communication patterns. Increasing positive exchange in the familysasdise
reduction of stimuli that trigger drug use and child neglect, such as violencetiBeduc
of drug use and child neglect is often the result of a decrease in stress, andas® imcr
support within the family. Along these lines, arguments usually lead to stresh, whi
subsequently increases the risk of using drugs or neglecting children.oregetieis skill

is important because it increases the likelihood mothers will be able to apptgpriate
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solicit desired reinforcers, improve their familial relationships, and isertdeeir desire
to spend more time with children, which is incompatible with child neglect. After &e pr
selected interventions were introduced, the remaining FBT modules wetethivith
the participant. The order for implementation for the remaining FBT modules was
determined by the participant’s selection on the treatment plan, input from thagisker
and the pre-assessment results. The order of implementation for the remainingsmodul
Basic Necessities, Behavioral Goal Setting for positive parentinyioethand HIV risk
prevention behaviors, Arousal Management, Child Management Skills Training, Job
Club, and Financial Planning.
Participatory Assessment

Rebecca completed 20 sessions with each session lasting 90 to 120 minutes. In each
session, Rebecca had a least one significant other present. Indeed, she oftengiad mult
family members present including her mother, father, older sister, youngey @t her
daughter. Rebecca completed the FBT program within 6 months and had above average
attendance (90%). She was very motivated and compliant, as evidenced by her

participation in role-plays in session and her high rate of homework completion (96%).

Evaluation of Study 2
Phase 1: Baseline/Non-Directive Discussions (study weeks 1 and 2)
Rebecca’s treatment began with two non-directive discussions that included
information gathering regarding her report to child protective servicesyfarsibry,
and history of substance abuse and dependence. The participant was solicited about her

understanding of the child neglect report, her perceptions about her referratito chil
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protective services, treatment goals in her case plan from child protecticese

concerns if any with her caseworker, and the FBT program. Rebecca wakegdrovi

support and empathy, and offered assistance interacting with her casewerker (

therapist would attend treatment team meetings, attend court hearings)cRealas

asked to provide information about her family, including information about family
members she grew up with and her relationships with those individuals. Finally, g histor
of Rebecca’s drug use was obtained. During the non-directive discussions thetherapi

did not provide advice or suggestions relevant to change in behavior. Rather, the therapist
style was focused on assessing details involved in the participant’s tneéalare and

provision of genuine empathy.

Phase 1: Abbreviated Probe Assessment Results (week 3)

Results from the urine drug screen were positive for marijuana, which wasteonsis
with Rebecca’s self report on the TLFB, of one day of marijuana use (see Ejg The
Conflict and Cohesion subscale scores derived from the Family Environment Shale bot
decreased meaning she reported a decrease in perceived conflict, but ateasedec
perceived cohesion. Interestingly, on the Family Support Scale, Rebeccadapsiitgt
increase in support from her family. This increase was not expected, but coultkbave
the result of Rebecca feeling supported about her recent commitment to theddpgr a
family’s participation. This support could also have resulted in the decreaseeivedrc
family conflict. However, the tension in the family and limited time spayther
outside of the session might have resulted in Rebecca’s perceived slight krsdyf f

cohesion.
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Phase 2: Behavioral Goals, Stimulus Control, and Self Control for Drug Urges (study
weeks 3, 4, and 5)

Three sessions of Behavioral Goal Setting, Stimulus Control, and Self Control
interventions targeting drug urges were conducted following the two non-directive
sessions. Behavioral Goal Setting was utilized during treatment toRebistca in
establishing goals relevant to decreasing her drug use. For this intani@abecca
created a list of goals, and received support from her significant other tivnhen s
completed her weekly goals. Rebecca’s goals included to avoid alcohol use, to not keep
drug paraphernalia in the house, to go back to school, to keep busy, and to effectively
manage her drug cravings. Each week Rebecca set many goals, and evidenced a 95%
completion rate. In addition, she often added goals between sessions on her own that she
was able to accomplish, such as getting her driver’s license and dettiGED. Her
family had a 90% rate of providing support to her every week to help her complete her
focus goals. Rebecca put a great deal of effort into this intervention as eddsnlcer
innovations to the homework forms. Because Rebecca has documented problems with her
memory, she would often experience difficulty reporting how she was able tderee
goals for the previous week. The form originally asked the participantystoptark off
an item as a focus goal for the week and to put a check mark next to the item once
completed. Rebecca began writing next to the item all the things she diehtqizaiid
complete the goal. Because she found doing this to be very helpful, and it was an addition
that would benefit other participants, a change was made to the form cregiawpds

future participants to list how they attempted to complete their goals.

109



Stimulus Control was utilized to teach Rebecca to identify safe and attriakons,
and learn to avoid people, places, and situations that put her at-risk to use drugs. First,
Rebecca and her significant others were asked to list people, places, and sitinations
were associated with Rebecca’s prior drug use. Her list included vaiendsir
relatives, her drug dealer, being at a park, getting angry, arguing, dredkwhol, being
bored, and being with her boyfriend. An extensive a list of people, places, and situations
for which Rebecca indicated she had not used drugs was constructed, including various
family members, going to church, taking a bath, shopping, eating out, family ggtheri
going to the movies, journaling, cleaning, and going to her grandmother’s house. Every
week the list was reviewed to assess if Rebecca was able to abstain fipranaaise,
and how she was able to increase time spent in safe situations. Rebeccm wasyat
how to arrange her environment to spend more time with people, places, and situations
that did not involve drugs. Rebecca lacked the ability to understand her drug triggers and
skills to avoid these triggers, or to effectively cope with triggers that could not be
avoided. In the beginning of treatment, she had numerous items on her at risk list, and
most of her time was spent with those items. Although it was difficult for hedighe
eliminate the majority of risky people in her life. When she was unable to airoidist
completely, such as her boyfriend, she practiced using FBT techniques (f.€0i18ebl
see below) to control potential drug urges.

Self Control was utilized to teach Rebecca to control impulses and urges that
increased her likelihood of using drugs. This skill involves identifying the ficgtght to
use drugs and when that thought occurs thinking about the negative consequences of drug

use, utilizing relaxation exercises, identifying alternatives to drug msgjiming doing a

110



drug incompatible behavior, imagine telling someone you were able to manayag,c
and the listing the positive consequences for not using drugs. Rebecca wasiweig ac
the role-plays for this module, and was exceptional at listing off alteenla¢ihaviors and
identifying the first thought to use drugs. She reported many instancasgthis
procedure outside of the session, and reported feeling it was effective in helping her
control her drug urges.

Phase 2: Abbreviated Probe Assessment Results (week 6)

Results from the assessment probe that occurred after the three Self ContublisS
Control, and Behavioral Goal Setting sessions indicated no changes in Rebecca’
perceived family cohesion, or perceived family support (See Figure &) Was an
unexpected slight reduction in perceived family conflict. Results fronuinee drug
screen were positive for marijuana, which was consistent with her repoeted tise
TLFB. Although these were not the results expected, Rebecca had admittecdpsa rel
during a treatment session.

Phase 3: Communication Skills Training and Behavioral Goals, Stimulus Control, and
Self Control for Drug Urges (study weeks 6, 7, 8,9,10, and 11)

Three sessions of Communication Skills training with Behavioral Goals, Stimulus
Control, and Self Control were completed following three weeks of solely the
interventions for drug urges. Communication Skills Training included three sub-
components (i.e., Reciprocity Awareness, Positive Request, and Arousal Manggeme
that were reviewed successively and cumulatively. Reciprocity Agasawas designed
to increase each family member’'s awareness of the reinforcers providéaebyamily

members, and ultimately increase the rate of positive verbal exchangencrbaase in
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positive exchange assists in the reduction of stimuli that trigger drug ushilehd c

neglect by decreasing stress and increasing support within the partsijpamtl.

Family members listed things that other people in their family had done forthia¢m

were appreciated, and after the list was developed, all family memipeessed

appreciation to one another. The therapist then provided feedback about the interactions,
and taught family members how to utilize appreciation reminders. Rebecca and her
family were extremely involved in expressing appreciation remindesscto @her in
treatment sessions. Indeed, each session was extremely emotionakinilgll f

members, and they all appeared eager to exchange appreciation remindetesnand of
hugged each other after the appreciative statements were performed.

The Positive Request procedure teaches family members to ask for reinfoicers
positive and appropriate manner. Rebecca was taught to make requests of ker famil
members to perform duties that are incompatible with child neglect (kigg asfamily
member to supervise her daughter while she goes to a friend’s house), and drug use (e
asking family member to go with her to risky places such as certain retarbg and
parks). Rebecca and her parents were extremely involved in the role-playseased
by their multiple attempts in session to master the skills and eagernessrpt dkie role-
play. Role plays included Rebecca making a positive request of her faamipens to go
with her to at risk places such as the mini mart or the nearby Wal-Mart wigeveas
often approached to buy marijuana. Rebecca’s family members made réogiesite
come home on time and not bring marijuana to the house. Improvement in family

communication was immediately apparent, and reported from all family members
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Rebecca’s mother reported an improvement in family communication that she felt
resulted in a decrease in stress in the home environment.

Arousal Management was utilized to decrease negative interactions wexet imes
Rebecca’s family. Rebecca and her father were taught to identify amyeaad
subsequently engage in behaviors that are incompatible with negative areusdté¢p
breath, relax, state problem in a neutral, non-blaming way, blame something in the
situation, state something that may have been done to contribute to the annoying
behavior). Rebecca reported that she really enjoyed the breathing and foutepthat s
alone to be helpful during and outside of sessions.

Phase 3: Abbreviated Probe Assessment Results (study weeks 9 and 12)

Results indicated a decrease in perceived Cohesion, increase in Conflict, and no
change in family support (see Figure 2). Rebecca reported 6 days ofamanse on
her Time Line Follow Back, which was consistent with positive results on thedrtige
screen for marijuana. The results are believed to reflect a compiidattor that
occurred a few days prior to the probe session. As a result of this incident itoiseside
that instead of continuing on with the remaining FBT modules to continue with
Communication Skills Training in addition to Self Control, Stimulus Control, and
Behavioral Goals for drug urges for three more treatment sessions. Follbaing t
additional three sessions a fourth assessment probe was completed. Riéisated a
dramatic improvement in perceived family cohesion. There was also a sligkhskean
perceived family conflict and slight increase in family support. Rebepcatesl one day

of marijuana use, and did test positive for marijuana on the urine drug screen.
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Phase 4: Remaining Family Behavior Therapy Interventions (study weeks 12-20)

After the aforementioned 6 weeks of Communication Skills Training, the remaining
interventions were implemented successively and cumulatively.

The Basic Necessities module was utilized to ensure that Rebecca aaahiher f
were safe and healthy, and their basic needs were met prior to engagfingy IRBT
components. At the beginning of each session Rebecca reviewed a list of potential
problems that threatened the safety and well-being of her family, such lzsmgpable
to pay bills or rent, substance use, absence of healthy foods, and domestic violence and
indicated if these things were present or soon to occur. If an item waseshBatsecca
and her family member engaged in problem solving to deal with the issue including
utilizing other FBT components. Rebecca had little difficulty during thengimths of
treatment maintaining basic necessities for herself and her daughtgreipdat due to
the active role her mother had in caretaking for Rebecca and her daughteneHowe
intervention did serve to assist Rebecca in becoming more independent and more
responsible, as evidenced by her taking over the responsibility for managmgitey,
paying her bills, and doing the grocery shopping for her and her daughter.

The Child Management Skills (i.e., Catching My Child Being Good/Ignoring
Undesired Behaviors, Positive Request, and Child Compliance Training) modudes wer
utilized to address Rebecca’s desire to learn strategies to be more noisisé
disciplinary methods, improve her children’s compliance to her requests, and hbeome
primary caregiver for her daughter. First, the Catching My Child Being Good
intervention was introduced in which Rebecca learned how to ignore undesired behavior

that her daughter engaged in that did not result in damage to property or harm to self or
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others. Rebecca had difficulty providing reinforcement to her daughter, andugas t
how to praise her daughter when she was engaging in a desired behavioraResecc
also taught how to effectively discipline her daughter without the use of corporal
punishment (e.g., time out procedure).

In vivo practice sessions were utilized in which the therapist gave Rebatealiate
feedback during the trials. The therapist would sit close to Rebecca and provide
reinforcement and suggestions without her daughter being aware of the feedback Rebecc
was receiving. Rebecca was extremely eager to learn new parsnditagjies, and was
highly compliant in session including actively engaging in role plays and in vals. tri

For the parenting modules, Rebecca again went beyond what was expected, which
demonstrated her desire to learn the new skills. For these modules partiarpagit@n
tracking sheets to write down how they were able to catch their children loeidgamny
attempts for positive practice that were made, and any times compliaimiegt was
utilized. Rebecca created her own chart on poster board and made it a game with he
daughter. Every time her daughter engaged in a desirable behavior, Rebequizatiem
praise her daughter and gave her daughter a sticker to put on the chart. There was
significant improvement observed in Rebecca’s ability to make positivenstate to her
daughter, the quality of the interactions, and an increase in desirable belrawohef
daughter. In the sessions prior to the child management interventions, Rebecca’s
daughter spent most of her time with Rebecca’s sister or mother. However, once
Rebecca’s praise for her daughter increased, there was a noticeabdmckffia their
affective bond. For example, Rebecca was upset at the beginning of treatmesé beca

her daughter often called her “Rebecca” instead of “mom.” By the end trhaeher
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daughter was referring to Rebecca as “mommy” during treatmendisgsand spent
most of her time with Rebecca.

The Financial Planning module was used to address Rebecca’s goal of more
effectively managing and organizing her finances. Rebecca utilizedkithts $ielp her
plan each month for her regular bills, and save additional money. First, aRisbetca’s
monthly expenses was created to identify deficits or surplus. The therapstutil
problem-solving to assist her in brainstorming solutions to increase each method of
income, and decrease each expense. She also brainstormed other methods of increasing
family income such as reducing excess spending and going back to school to obtain a
better paying job.

Phase 4: Comprehensive FBT Post-Treatment Assessment Results

The post assessment was conducted at Rebecca’s residence, and took apjyroximate
three hours to complete. Rebecca’s results on the SCID-1V indicated that she did not
meet current criteria for any DSM-1V diagnosis. On her Timeline Follovk IRebecca
reported using marijuana once since the last probe assessment. The drug usd happene
one month before the comprehensive post-treatment assessment, and indicated that
Rebecca had been able to maintain sobriety for 35 days. This was the longest she had
been sober since her pregnancy. It is also important to note that Rebecalreport
marijuana use did not occur when she was caring for her daughter (which iftad agr
her family). Rebecca’s urinalysis results were negative for ait flidostances at the time
of the post assessment. The post treatment Home Safety and Beautifaatidentified
6 home hazards and cleanliness issues. The issues identified were low risk and low

priority items.
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Rebecca’s level of perceived family Cohesion on the Family Environment Scale
indicated that she felt her family was extremely cohesive (seeeF2yuRebecca also
reported a dramatic reduction in perceived family conflict from the cdmepsive pre-
treatment assessment. Rebecca reported a slight reduction in perceived Shpgport
reduction might be the result of the loss of the consistent support from family nsember
attending and participating in treatment sessions.

An examination of the validity scales of the Child Abuse Potential Inventory
indicated Rebecca’s answered the questions openly and honestly. The Abusal Potent
score was significantly below clinical cut offs. Rebecca did not beliel@drehineed
strict discipline, or that she evidenced problems in her family, or problems with.others
Rebecca’s score on the Mother-Child Neglect Scale did not indicate negbectuating
behaviors.

The Parenting Stress Index scores indicated Rebecca was not expgrdincially
significant stress within her role as a parent (see Table 11). IndeedcRelxnot have
an impaired sense of parenting competency; conflict with the child’s othert,dack of
social support, and depression. There was a slight increase in her stressraschrmay
have resulted from Rebecca taking on more parenting responsibilities. Altheug
parental stress slightly increased there was an equal decreasentalpdistress which
indicates that she felt stress without feeling worried or out of control.

Rebecca’s scores on the Adult-Adolescent Parenting Inventory (AAPIgstugg
Rebecca experienced difficulty meeting the needs of her daughter, béhepaihking

as a discipline method, and viewed children with power or independence as threatening.
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Her scores indicated that she understood the role of the parent and the role ofithe chil
and realized she was supposed to care for her daughter, not the other way around.
Complicating Factors during Treatment

Rebecca demonstrated excellent attendance and missed only two schedtieehtr
sessions due to a medical iliness. Rebecca was also exceptional in regaciscidutang
appointments and notifying therapists ahead of time if she was not going to be able to
make the session. Although her attendance was good, Rebecca had difficuléymnaint
high levels of motivation. At the onset of treatment Rebecca reported a Vg lofle
motivation for positive change in various aspects of her life. However, she often
expressed feelings of disappointment in regards to her frequent relapsesaRebec
spontaneously reported several times that she felt “too weak to get atehtiiat
sobriety was not “worth the effort.” By providing a statement of support and personal
empowerment to Rebecca, as well as challenging these irrationés iRkbecca was
able overcome these periods of low motivation.

Six days before the third scheduled assessment probe session, Rebecaaisdhoyfr
whom her family felt was a bad influence on Rebecca, informed her that he would be
moving and wanted her to spend his last five days with him. She informed her parents she
would be gone for a few hours and did not return for five days. During that time she
admitted to drinking and using marijuana. Understandably, this incident was a ghort-te
setback in treatment. However, after Rebecca returned home she apologized to he

family and recommitted to the program and her sobriety.
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CHAPTER 5

DISCUSSION

The present study was conducted to evaluate components of a newly developed
Family Behavior Therapy (FBT) program for child neglect and pareuistance abuse
utilizing controlled single case methodology. Family Behavior Thenrapigh is an
integration of two published interventions, was selected because of promisirg iresul
outcome studies with substance abuse, anecdotal support with child neglect, and
promising results from an uncontrolled trial with a mother founded for child negiect a
substance abuse. This study examined multiple interventions that are designed to reduce
illicit drug use and child neglect behaviors by utilizing multiple baselinbodelogy
(i.e., multiple baseline across behaviors) because this is an ideal desiignitiagor
dangerous behaviors (i.e., target dangerous behaviors first), and reduce the amount of

time in baseline (i.e., delay in treatment provision).

Study Attrition Rates
Although drop-out rates in this population are relatively high, only two refea@het
FBT program were required meaning both of the referrals from CPS codftiete
program and no additional referrals were needed. In addition, the two participants
completed the program with only two no shows and six cancellations between them. F
the first case examination, an initial baseline was established for htete fmily
support, family cohesion, and family conflict. These behaviors were then monitored

during treatment using probe assessments. For the second case examinatial, an ini
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baseline was established for drug use, family support, family cohesiorgraityg f

conflict. These behaviors were then monitored during treatment using probe asgessm
The results of this study were expected to demonstrate the effectivefigesnoddules

from the FBT program specific for child neglect and drug abuse. Specifitallgs
hypothesized that 1) Implementation of Home Safety and Beatificatiordwoul

significantly reduce home hazards and enhance home appearance 2) Implementation of
Self Control, Stimulus Control, and Behavioral Goal Setting would reduce drugdise a

3) Communication Skills Training modules would anecdotally improve communication

within the family.

Summary of Findings

As hypothesized, in the first case study, the Home Safety and Beatificati
intervention significantly reduced home hazards and enhanced the home appearance.
Following three treatment sessions of Home Safety and Beautificatsafisréom the
assessment probe indicated a significant improvement in home safety. &pecific
identified home hazards and messes were reduced by 70% from baseline. All of the
potential hazards that were deemed a high priority, and most other hazards, had been
eliminated. In addition to eliminating the majority of cleanliness issaé$iame hazards
by the second session of Home Safety and Beautification the participant médasitly
improved the aesthetics of her home by repainting several rooms, addingidesdoa
the living room and bathroom, re-arranged furniture in the living room to provide more
space for her daughter to play, and showcased artwork drawn by her daughiginabt

the house.
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Results from the second case study did not support the hypothesis that Self Control,
Stimulus Control, and Behavioral Goal Setting alone would result in the reduction of
drug use. Study results appeared to suggest that the implementation of the éntire FB
program was necessary for the cessation of drug use. For instance, durartythe e
phases of treatment the participant repeatedly reported relapses athgtessive for
marijuana in her urine drug screens. However, during phase 4, which is the
implementation of the entire FBT program, the participant no longer repoldpdes.
Following phase 4, the participant had her first clean drug screen, and did nepck|
any marijuana use. It may also be, however, that the participant requireiz ateex
period of treatment prior to achieving abstinence.

Both participants had families with high levels of perceived conflict, lonidenfe
perceived family cohesion, and limited family support prior to treatment. tlay ene
the participant reported improvements in communication. However, the improvements
family functioning were not as significant as hypothesized to occus.riight have
occurred because complicating factors (e.g., removal of child from honigrmg$rom
the participant experiencing a relapse) were likely to be more smgmiifilcan the effects
of treatment. By the post-treatment assessment, the participantts redicated
improvement in cohesion, and slight improvement in perceived family confliazestat
baseline. Similarly, in the second study, there were complicating factoegpiteared to
delay the hypothesized outcomes from being observed. However, when an additional
three sessions of Communication Skills Training was provided to the participant and her
family, expected outcomes were observed. Specifically, results indicdtadatic

improvement in perceived family cohesion, and a slight decrease in percaiviéd f
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conflict and slight increase in family support. Following the completion ontreatt
results indicated that the participant’s level of perceived family coh@sdicated that
she felt her family was extremely cohesive and there was a decaa@iiction in
perceived family conflict from the pre-treatment assessment.

In addition to the hypothesized outcomes, both participants demonstrated other
significant improvements following the implementation of the comprehensive FBT
program. Both participants met DSM-1V current criteria for multipl@wdisrs prior to
treatment, and both did not meet current criteria for any disorders followesigient.

Both participants had clean drug screens following treatment, which wasteahsiith
indications of no drug use as per self- and significant-other reports. In both studies, the
participants made significant progress, eliminating people and placgmtlithem at risk

to relapse, and added many new safe items, including going to work, going to church, and
new hobbies such as taking walks on the weekends and spending more time with family.
Both participants evidenced improvement in parenting practices, as observed in the
ability to make positive statements to their daughters, their teachinggeebpand
mother-child attachments. In study 1, the participant experienced a sighigcluction

in parental distress, and both participants reported a reduction in potential dcahuaiske

and neglect, according to a standardized questionnaire. Both participants tig@dns
improvements in parenting competency, improved bond with their child, and found their
interactions with their daughters to be reinforcing. By the end of treatbwtht

participants were close to regaining their parental rights of their ehildihe participant

that was diagnosed with Bipolar Disorder reported better adherence to heatioeadi

Both participants demonstrated an increased ability to manage their finanddxth
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had made long-term goals to continue after treatment to improve their finrgihdion.
Indeed, one participant initiated a new job, and the other enrolled in communityecolleg
during treatment. Both participants demonstrated improvements in thety abili
recognize maladaptive thoughts, and engaged in strategies to controlgbsitaiuse
drugs. In regards to domestic violence, both participants self reported thatidomest
violence no longer occurred by the end of treatment.

In summary the present study evaluated components of a newly developed Family
Behavior Therapy (FBT) program for child neglect and parental substance Bbag#s
demonstrated the efficacy of the Home Safety and Beautification modugdmitccantly
reduce home hazards, modest efficacy of Communication Skills Training in rgducin
conflict and increasing cohesion. Most measures were markedly improved by the
completion of comprehensive FBT, and these improvements did not appear to be due to
these participants presenting themselves in a favorable light, as indigdteoJalidity
scales. For instance, both participants demonstrated significant improvemiteis
ability to cope with stress, ability to control urges to use drugs, improvementintipg
skills, improvements in relationships with others, and an increase in finanbiatysta

These findings are consistent with other studies that have found positive results in
comprehensive treatment approaches for use in similar difficult populatiorméar
Greene & Lutzker, 1986; Brunk, Henggeler, Whelan, 1987; Henggeler, Clingempeel,
Brondino, & Pickrel, 2002; Hughes & Gottlieb, 2004; Lutzker, 1994). Results support the
conclusion that family behavior therapy is a promising treatment approachmorbod
drug abuse and child neglect. FBT appeared to lead to an increase in positive child

management practices, and these improvements were seen subsequent to only a few
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treatment sessions targeting parenting practices. Of great imgmrthrs is the first

outcome study, albeit with limited control, to explicitly address domesticngele
unemployment, child neglect, and substance dependence concurrently. Finally, based on
the high attendance rate found in both cases, despite exceptionally poor attertdance ra
in other samples (see Lefforge, Donohue, & Strada, 2007) this study provides additional
support for the use of home based services that are complemented by enlistment and

engagement programming.

Threats to Internal Validity

To make statements about a cause and effect relationship, the experimestieave
experimental control, which occurs when a cause and effect relationshigbehge
independent variable and the dependent variable is established, and other possible
explanations for the finding have been ruled out (Christ, 2007). Internal validity is the
extent to which the design of the study eliminated bias, and allows the reseachiaey t
a casual inference between the treatment and outcome (Mulder, Frampten &Jo
Porter, 2003). It is important to note that when conducting research on treatment
outcome, attempts to enhance internal validity can reduce the exterday \althe
treatment. External validity refers to the extent to which the resultbecgeneralized to
other circumstances such as other populations or settings (Cook & Rumrill, 2005). In a
multiple baseline design experimental control is demonstrated when the data show
change only after an intervention has been implemented and the baseline is stable

Multiple baseline methodology is designed to assess and rule out the influence of

extraneous variables and increase internal validity. Although particiggaged high
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motivation for change there were external factors that may have ioédeneir
completion of the study. Specifically, the participant’'s needed to complietatment
program to regain custody of their children, and one participant was court ordered to
complete a treatment program. It is possible that without the involvement of theicour
child protective services the participants may not have completed thedé@ment
program. However, the completion rate for this study was 100%, which is dramgaticall
higher than reported rates in other court mandates populations. Indeed, studies with cour
mandated participants tend to have the highest attrition rates (Gershaterdtal.,
2003). The participant’s demographic information and history were consistent with the
population of substance abusing mothers founded for child neglect. However, the
participants were diverse, in this study, thus assisting in generalizabifgsults.
Related to the completion rate, mortality was not a threat to internal yddetibuse
there were no participants that failed to complete the study.

Testing can be problematic when utilizing a multiple baseline design. However, if
sufficient data is collected, the researcher can determine if outcorots déféee occurred
as hypothesized. In this study, standardized assessment probes were conducted
immediately prior to each treatment session every time. The assesstsamed to
administer the assessment measures in a neutral, non-emotional, manner, and provide
the same rationale and instructions for each assessment. To standardizematrom
attempts were made to have one observer complete all assessments. tasefistidy
had one assessor throughout, but due to scheduling difficulties the second case study had
two different assessors. However, the second case study did not include subjective

assessment measures, limiting the impact on internal validity. In additianuttiple
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probe design improves the assessment of internal validity by selectiebipgfor data
at critical points in the study (Christ, 2007).

History can be a problem with any study. However a multiple baseline desigs allow
the experimenter chances to detect these effects (Christ, 2007). Fort tteesbrstudy
the removal of her child from her custody, and for the second case study the 5 days spe
with her boyfriend may have influenced their performance on targeted behaviors.
Specifically, these incidents may have decreased the participant’'s mootificatchange.
However, because these incidents were brief it is likely their impact on intaliatty
was limited. The incidents may inform future studies as potential complidatitays for
treatment to be aware of and plan to reduce the occurrence and impact on treatment

Maturation is change in the participant’s behaviors that is not the result of the
manipulation in the experiment, but result from the passage of time. The shart tinge
study (i.e., 6 months) was unlikely to affect physical maturation, although life
experiences may have influenced developmental maturation, and thus may hatedmpac
internal validity. However, it is unlikely this effect was significant.

Another way to minimize threats to internal validity is to utilize randongassent
of participants to experimental conditions. Random assignment with a large mfmber
participants is considered the superior experimental research desigtmetreautcome
research. However, Corrigan and Salzer (2003) report random assignmentvman ha
impact on engagement and participation. For instance, recruitment can beednpac
because some individuals may rule themselves out of participating in the stugly if t
believe they may be assigned to a treatment that is not beneficial forGbemngan and

Salver (2003) describe the behavioral and cognitive consequences that canheccur w
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individuals enter a study for help, but get randomly assigned to a condition thelw@erc
does not help them. It is important to consider that people make their own decisions about
whether or not they need help, who to get help from, and what kind of help they need. If
participant treatment preferences are ignored participants matetnreartality by
dropping out or be unengaged in treatment. In addition, there is an ethical obligation to
provide needed services to individuals and not deny them treatment that would benefit
them. In this study, random assignment was not utilized, primarily due to etbizdrns
in the early phase of treatment development.
Demand Characteristics

Another threat to internal validity is demand characteristics, which oates a
research subject is aware of what the experimenter expects to find, andssthmgacte
their behavior as a result. Often the subject will change their behavior to conform to
what they believe the experimenter expects to find. Therefore, the subpactsel
obligated to provide information based on what they perceive the therapist evhats .t
This change in behavior can produce extraneous variables and can altaultb®fes
experiment. For example, the subjects may report feeling better, or ussrdylgs, than
is actually true. In this study, assessment information was gathered froiplenul
persons, including a caseworker, judge, family members of participants, lzardgidt.
Validity scales were utilized, as was objective urinalysis testing.

To reduce demand characteristics specific statements were rea® gacht
assessment probe regarding the experimenter’s desire to not want the sybj@dte
answers they think the experimenter wants to hear. That is, participantafoared

they should not feel obligated to provide certain scores on assessment measures, but
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rather provide honest information to help the therapist better address the subjbetrand t
family’s needs. Before the assessment was administered, tksasseuld explain to

the subjects that the goal of the assessment is to identify areas gfistred growth for

the participants so they can receive the best services possible. Therstatamalso

made before the therapist asks each participant for a rating of helpfigdness
interventions after they are introduced. To assist in controlling demand ehnistacs

due to potential fears that information will be shared with the caseworker and the judge
the limits of confidentiality were extensively reviewed, including spegpifogress

indicators that will be provided to these persons, including their compliance indrgatm
and performance in role-plays during treatment.

A multiple baseline design assists in controlling demand characteristiessbeba
experimental design makes it easier to determine when treatmesiseffe expected to
occur, and for what outcome measure. If demand characteristics wen prese
usually are indicated during the first probe session, and these effects reii@madi
throughout the study. Indeed, in these studies both participants appeared to haw reporte
more favorable results on the initial assessment, as consistent with scdress validity
scales. However, the remaining assessment results were varied anéappbarmore
honest. Similarly, when two or more uncorrelated behaviors are measured, aodeonly
behavior has been targeted, such as in multiple baseline research, it is expeotdy tha
the target behavior will demonstrate changes consequent to treatment. &rere w
instances of slight improvement in behaviors when not expected. In general these

changes were marked only when the behavior was targeted in treatment.
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Study Limitations

One limitation of this study is an unpredicted loss of experimental control.
Control was lost when unexpected complicating factors occurred during the erabfati
Communication Skills Training, as an example. Complicating factors may baaom
the population being tested. Although attempts were made to regain control, future
randomized trials will inevitably be necessary to definitively prove thefiis of the
Communication Skills Training treatment components. Interpretation of stdipdss is
obfuscated to some extent because some of the baseline scores wereratteady i
Normal range of functioning. Thus, it is difficult to determine if the FBT intetieas
were functionally effective due to potential ceiling effects.

Another possible limitation of this study is that both participants had only one child
who was between the ages of 2 and 5. The cases might have been more difficult if the
participants had more than one child and the children were of varying ages asdiffer
age groups present different challenges to parents. It is possible tbatisgeciated
with more than one child would have impacted the clients participation in treagmgnt (
session attendance, motivation), or their ability to complete practice mssighbetween
sessions. In order to accurately determine the generalizability anfitdbehéhe program
participant’s with more children and with varying ages would is needed.

The criteria of this study required the participant to have no plans to move irxthe ne
6 months. This criterion was made to reduce the likelihood that the participants woul
leave town and not complete the treatment program. This criterion may limit
generalizability to treatment in other settings such as community nieratish clinics. In

most settings treatment providers cannot exclude people who may be considering
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moving. Thus our dropout rate may have been positively affected by this criterion, and
this criterion limits our ability to say other treatment providers would atebsiimilar
low drop rates without this criteria.

Finally, this study did not collect long term outcome data (e.g., follow up), and as a
result the long term benefits of the FBT program are unknown. It is possible that the
positive effects of the FBT program were not maintained, or were maintaineesstea |
degree than immediately following the completion of the treatment progtzenefdre,
we are unable to determine the long term benefits and additional studies should conduct

follow up assessments over a longer period of time.

Future Directions

Future studies should evaluate the effectiveness of the remaining FBileinéa
components. These controlled evaluations would provide additional information
regarding the benefits of the other treatment components, and if a component is not found
to contribute to the participant meeting their treatment goals the componeriemust
modified or eliminated from the treatment program. In addition, the long teectef
the complete FBT program should also be evaluated. This study provided preliminary
support for the effectiveness of the FBT program with individuals with co-monbidain
disorders (e.g., Bipolar Disorder). Future studies evaluating the pregeffectiveness
with other disorders should be conducted. This would provide information regarding the
ability to apply this treatment program to a more general population.

Although children were included in several components of the FBT program,

additional components that target the child victim and other children in the home should
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be developed. Research has demonstrated the benefits to programs that teingdt the
victim directly (Culp, Richardson, & Heide, 1987; Culp, Little, & Letts, 19%t&azo,
Sutton-Smith, Atkins, Meyers, Stevenson, Coolahan, Weiss, & Manz, 1996; Kolko,
1996). However there is also limited research on these programs indicatingdhe chil
components would need to undergo extensive evaluation. Child-focused interventions
that show promise are interventions that focus on helping children develop relationships
with others, cope with their feelings, and play therapy to enhance positive play (Cul
Little, & Letts, 1991; Fantuzzo et al., 1996). Finally, because of the high number of home
hazards identified, an intervention that teaches children to identify hazards yntbwa
avoid or prevent the hazard, may be beneficial.

Additional studies comparing FBT to treatment as usual are advised assangce
second step in the evaluation of this treatment program. FBT should be compared to
existing services to demonstrate that the program offers definitivagg@md results in
improvements greater than or similar to what is already available toipantis. Also,
studies must be created to be more generalizable than traditional outcons anuadlie
allow for greater flexibility (Addis, 2002). Specifically, research stidnd more general
to ensure the results can be replicated in a wider range of service deliveoneerits.
Evaluating the program in a variety of practice settings might be garticimportant in
demonstrating its generalizability.

Finally, if additional studies of the FBT program continue to demonstrate its
effectiveness, dissemination studies of FBT will need to be conducted to detgsmine
effectiveness in community settings. Addis (2002) provided suggestion for dissemina

of clinical products to mental health providers, including making the developed program
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available to the public, providing training on treatment manuals, assessmentyf newl
trained therapist protocol adherence, and evaluation and remediation or systeesc |

within an organization that may hinder treatment implementation.
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Table 1

Measures of Mood in Participant 1 as Assessed During Pre-Treatment and 1 Month
Follow-Up

Time Assessed

Outcome Measure/Subscale Pre-Treatment 1 Month Follow-Up
CAPI/ Unhappiness 9 22
SCID-IV/Bipolar Disorder Present (Current) Present (Life)ime
SCID-IV/Alcohol Dependence Present (Current) Present (Lifg¢time
SCID-IV/Cocaine Dependence Present (Lifetime) Present ifniégt
SCID-IV/Specific Phobia Present (Current) Absent
SCID-IV/Generalized Anxiety Present (Current) Present (Lifetime)
Disorder

SCID-IV/Panic Disorder Present (Current) Absent

Note: CAPI = Child Abuse Potential Inventory; SCID-IV = Structured Céhinterview
for DSM-IV

Table 2

Measures of Substance Use in Participant 1 as Assessed During Pre-Treatment and 1
Month Follow-Up

Time Assessed

Outcome Measure/Subscale Pre-Treatment 1 Month Follow-Up
TLFB/Alcohol Use 4 days 0 days
TLFB/Cocaine Use 5 days 1 day
UA/Cocaine Present Absent
UA/Alcohol Absent Absent

Note: TLFB = Timeline Follow-Back, scores represent number of days of suabsiae
during previous 4 months from time of assessment; UA = Urine Analysis, labels
represent presence or absence of drugs.
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Table 3

Measures of Problems with Family and Others in Participant 1 as Assessed During Pre-
Treatment and 1 Month Follow-Up

Time Assessed

Outcome Measure/Subscale Pre-Treatment 1 Month Follow-Up
CAPI/ Problems w/ Family 18* 6
CAPI/ Problems from Others 21* 21*

Note: CAPI = Child Abuse Potential Inventory;
*denotes scores that are significantly elevated

Table 4

Measures of Validity Scores in Participant 1 as Assessed During Pre-Treatment and 1
Month Follow-Up

Time Assessed

Outcome Measure/Subscale Pre-Treatment 1 Month Follow-Up
CAPI/Lie o* 6
CAPI/Random Responding 3 2
PSI/ Defensive Responding 25* 20

Note: CAPI = Child Abuse Potential Inventory(Clinical cut off for Lialsds 9, for
Random Responding scale is 6); PSI-S = Parenting Stress Index Short Foroal Clit
off for Defensive Responding scale is 24)

*denotes scores that are significantly elevated
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Table 5

Measures of Stress in Participant 1 as Assessed During Pre-Treatment and 1 Month
Follow-Up

Time Assessed

Outcome Measure/Subscale Pre-Treatment 1 Month Follow-Up
CAPI/ Distress 206* 114
PSI-S/Parental Distress 39* 32
PSI-S/Total Stress 102* 81

Note: CAPI = Child Abuse Potential Inventory; PSI-S = Parenting Stnees Short
Form
*denotes scores that are significantly elevated

Table 6

Measures of Problems with Children in Participant 1 as Assessed During Pre-Tnéatme
and 1 Month Follow-Up

Time Assessed

Outcome Measure/Subscale Pre-Treatment 1 Month Follow-Up
CAPI/ Problems w/ Child and Self 10 0
PSI-S/Child Dysfunction 30* 26

interaction

PSI-S/Difficult Child 33* 23

Note: CAPI = Child Abuse Potential Inventory; PSI-S = Parenting Sindes Short
Form
*denotes scores that are significantly elevated
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Table 7

Measures of Child Abuse Potential in Participant 1 as Assessed During Pre-Treatment
and 1 Month Follow-Up

Time Assessed

Outcome Measure/Subscale Pre-Treatment 1 Month Follow-Up

CAPI/Abuse 288* 198

Note: CAPI = Child Abuse Potential Inventory
*denotes scores that are significantly elevated

Table 8

Measures of Mood in Participant 2 as Assessed During Pre-Treatment and Post
Treatment

Time Assessed

Outcome Measure/Subscale Pre-Treatment Post Treatment
CAPI/ Unhappiness 3 0
SCID-IV/Major Depressive Absent Absent
Disorder

SCID-IV/Bipolar Disorder Absent Absent
SCID-IV/Alcohol Dependence Present (Current) Present (Lifetime)
SCID-IV/ Methamphetamine Present (Lifetime) Present (Lifetime)
Dependence

SCID-IV/Marijuana Dependence Present (Current) Present (hegti
SCID-IV/Generalized Anxiety Absent Absent
Disorder

SCID-IV/Panic Disorder Absent Absent
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Table 9

Measures of Home Safety in Participant 2 as Assessed During Pre-Treatment and 1 Post
Treatment

Time Assessed

Outcome Measure/Subscale Pre-Treatment Post-Treatment

HSBS 8 6

Note: HSBS = Home Safety and Beautification Scale, scores represent rmirnbere
hazards identified via a tour of the home

Table 10

Measures of Problems with Family and Others in Participant 2 as Assessed During Pre-
Treatment and Post Treatment

Time Assessed

Outcome Measure/Subscale Pre-Treatment Post Treatment
CAPI/ Problems w/ Family 32* 0
CAPI/ Problems from Others 21~ 12

Note: CAPI = Child Abuse Potential Inventory;
*denotes significant elevations
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Table 11

Measures of Validity Scores in Participant 2 as Assessed During Pre-Treatment and 1
Post Treatment

Time Assessed

Outcome Measure/Subscale Pre-Treatment Post Treatment
CAPI/Lie 4 4
CAPI/Random Responding 2 1
PSI/ Defensive Responding 20 22

Note: CAPI = Child Abuse Potential Inventory(Clinical cut off for Lialsds 9, for
Random Responding scale is 6); PSI-S = Parenting Stress Index Short Foroal Clit
off for Defensive Responding scale is 24)

*denotes scores that are significantly elevated

Table 12

Measures of Abuse and Neglect Potential in Participant 2 as Assessed During Pre-
Treatment and Post Treatment

Time Assessed

Outcome Measure/Subscale Pre-Treatment Post Treatment
CAPI/ Abuse 200 100

AAPI/ Parental Lack of Empathy 1 1

MCNS/ Total Score 6 5

Note: CAPI = Child Abuse Potential Inventory; AAPI = Adult AdolesceneRting
Inventory, MCNS = Mother- Child Neglect Scale
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Table 13

Measures of Problems with Children in Participant 2 as Assessed During Pre-Tneatme
and Post Treatment

Time Assessed

Outcome Measure/Subscale Pre-Treatment Post Treatment
CAPI/ Problems w/ Child and Self 1 1

PSI-S/Child Dysfunction 21 25

interaction

PSI-S/Difficult Child 21 23

Note: CAPI = Child Abuse Potential Inventory; PSI-S = Parenting Stnees Short
Form

Table 14

Measures of Stress in Participant 2 as Assessed During Pre-Treatment and Post
Treatment

Time Assessed

Outcome Measure/Subscale Pre-Treatment Post Treatment
CAPI/ Distress 101 64
PSI-S/Parental Distress 32 26
PSI-S/Total Stress 73 82

Note: CAPI = Child Abuse Potential Inventory; PSI-S = Parenting Sindes Short
Form
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