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Preface to "Mental Illness in Children”

1. Childhood Development: Life Stages and Their Impact

Childhood is a stage of life that is filled with potential for development, and the early years of
childhood see immense physical changes in growth; mastery over body functions like movement;
the acquisition of language and cognitive development to understand their own and others’ thinking
and reasoning; and the psychosocial development of trust in the world, comfort in the care they
receive from parents and caregivers, and the sense of being secure in themselves that this engenders.
Bowlby placed great emphasis on the enduring emotional bonds the child needs to develop with
key adults in their early life, identifying security and healthy family processes as important factors
in future resilience and social competence [1]. This human development approach to child growth
and development identifies what a child needs at any particular age to promote normal growth and
development, to minimise risk, and foster protective factors to ensure that they thrive and prosper.

The concepts of ‘normative’ or ‘non-normative’ development are often applied to gain a sense
of whether or not a child is in a ‘healthy or desirable state for someone to be in at a given age’ ([2],
p- 109). When something is characterised as non-normative, it suggests that what is happening is not
usual or typical, with perhaps gaps in a child’s individual functioning resulting in some subsequent
impairment. When health is impaired, it can have minor to major impacts on a child’s emotional and
social wellbeing.

A child’s health status is also influenced by parental factors, such as a family’s socioeconomic
situation. Poverty and low family income can adversely affect the health, education, and self-esteem
of children, compromising their growth and development and general societal participation. A par-
ent’s own ill-health, mental illness, housing instability, or social isolation can affect their capacity to
effectively parent their child, provide them with supportive childhood relationships, and ensure their
access to the services they need to protect them from the development of health problems. The impact
of chronic stress on a child and how this can affect their development is well noted [3].

2. The Impact of Mental Health Problems

The prevalence of mental disorder in children in Australia finds that around one in seven (13.9%)
children and adolescents aged 4-17 years, experience a mental disorder [4], equivalent to an estimated
560,000 Australian children and adolescents. Many of these children and young people are not in
contact with therapeutic or support services, their mental distress left unacknowledged and without
intervention, with increased risk of growing and developing with personal and social difficulties.
These difficulties are frequently associated with challenges across family, education and learning,
school attendance, physical health, and offending behaviour [5]. The primary health care system
is typically the ‘front door’ for children with mental health concerns, with the specialist Child and
Adolescent Mental Health Services offering a service for children with more severe problems. However,
access to these services can be difficult, with lengthy waiting times, the need to prove eligibility for a
service, and the often short-term service responses, all of which increase vulnerability and can have a
devastating impact on family life [6].

By and large, the mental health problems children experience can be categorised as behaviour
disorders, developmental disorders, and emotional disorders [6]. Behaviour (or conduct) disorders
are characterised by a pattern of antisocial, aggressive, or deviant behaviour. The DSM-5 (Diagnostic
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and Statistical Manual of Mental Disorders) [4] states that children exhibiting these behaviours, which
are more than ‘childish mischief or adolescent rebelliousness’ ([6], p. 80), are hostile or defiant in
their interactions with others and may show little remorse for their behaviour. These behaviours
are influenced by environment, family, and child-specific factors, such as a ‘difficult’ temperament,
brain injury, chronic illness, or cognitive deficits ([6], p. 81). Attention deficit hyperactivity disorder
has been a prominent explanation assigned to children who are highly distractible, hyperactive, and
impulsive, and there has been controversy about its diagnostic application and reliance on drugs as an
intervention. Certainly, however, there are considerable negative consequences for children who are
unable to achieve at school, whose learning is significantly impaired, and whose behaviours impair
their social interactions.

Autism and Asperger’s syndrome (autism spectrum disorders) are the developmental disorders
most identified in children. Autism commences before three years of age and is thought to have an
organic, brain development basis. Children with autism struggle with physical contact, avoid eye
contact, have speech and language disorders, do not cope with changes in their environment, and
engage in repetitive behaviours. Children with Asperger’s syndrome share some features with autism
in that they struggle with social interaction and fix on specific interests and behaviours, but they
do not have delays in speech and cognitive development. Asperger’s syndrome is more commonly
associated with boys. As adults, they can function well in employment which calls for detailed and
focussed attention, but continue to have social and relational difficulties, compounded by struggling
to empathise with the feelings of others. Attention deficit hyperactivity disorder (ADHD) is the most
common mental disorder in Australia overall, with the Australian Australian Institute of Health and
Welfare (AIHW) (2014) [7] finding that 7.4% of children and adolescents had been assessed as having
ADHD in the previous 12 months.

Anxiety disorders were the next most common (6.9%), followed by major depressive disorder
(2.8%) and conduct disorder (2.1%). The forms of emotional disorders in children include depression
and anxiety, characterised by the same difficulties which beset adults. Childhood depression and
anxiety can manifest itself in school refusal, as a consequence of child maltreatment, or behavioural
difficulties. Children with major depression have longstanding psychosocial problems, including
family conflict, domestic violence, child abuse, school problems such as bullying and isolation, and
may also have parents with mental health problems ([6], p. 88). This may be associated with upheaval
in a child’s life, family distress, or external factors causing distress for the child.

Mental health difficulties for children, if not successfully ameliorated, will continue in their adult
lives, albeit often differently expressed. Ongoing conduct disorder is associated with the onset of
schizophrenia or sociopathy. Depression and anxiety may remain and be expressed in the range of
adult disorders categorised by DSM-5. What is clear is that early intervention into childhood mental
health difficulties is imperative, with an integrated service approach, not fragmented and divided as is

the current structure throughout much of Australia’s mental health services.
3. Supporting the Child and Family

Clinicians typically intervene at times of transition or crisis; primary healthcare, community health
centres, hospitals, networks, mental health services, and welfare or government agencies (such as the
child protection service) are places where children may seek help for mental health concerns or where
their families may come for help with broader family problems which affect a child’s mental health

and wellbeing.
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Working with children in these domains requires specific awareness of how children make sense of
mental health problems; what can be expected of them given their age, life, and individual and family
circumstances; and what they need from their caregivers for mental health treatment and recovery. The
child’s dependency on adults to care for and treat them means that clinicians must work as much with
family members as with the individual child, in order to meet the child’s needs and address stresses as
well as ensure that the necessary interventions are put in place. Thus, any assessment of needs must
be systemic, always being aware that they must be child-centred, as parental needs and perceptions
may differ from what is in the child’s best interests. Clinicians in mental health draw not only on
theories and knowledge of individual functioning, but also on knowledge of human development,
individual and family life stages, and family functioning to effectively and accurately assess the child
client’s situation.

The scope of intervention in child mental health varies according to the nature of the problem
experienced, be it crisis intervention, a chronic mental health condition, or a serious illness. A child
may be seen where the presenting problem is not mental health-focused (for example, child abuse
and neglect, domestic and family violence), but it is important to keep in mind the child’s mental
health and assess what impact there is, from the presenting problem, on the child’s mental health
and wellbeing. It is this person-in-environment perspective of the mental health experience [8] which
characterises clinical practice in this domain. For instance, Reference [9] refers to the need to take a
holistic approach to understanding people, their problems, and their reactions.

Therapeutic interventions when working with children will, as noted, mostly involve working with
the family. Moreover, clinicians must be alert to the range of psychosocial issues which affect recovery
and actively work to minimise the consequences of illness and improve health outcomes for the child.
We are mindful of factors that can impact the capacity to receive care, and the linkages between ‘social
illnesses and problems” and mental illness, such as would be seen in child abuse, exemplifying how
psychosocial issues will affect a child and their health outcomes ([10], p. 25). Children challenged by
mental health problems are particularly vulnerable. In working with children and their families, the
occurrence of mental health problems gives primacy to child-centred and strengths-based practice,
and exemplifies a systems or holistic approach, as the child is centred in a context of relationships
which intersect with both the illness experience and their recovery.

The articles in this special edition canvass a range of issues that intersect with mental illness and
children, and offer a variety of experiences by which such illness is understood. The breadth of
scholarship herein indicates the many perspectives there are on childhood mental illness, and presents
a commendable group of articles to enhance the knowledge and experience of this domain.

Conflicts of Interest: The author declares no conflict of interest.
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Abstract: The science of early childhood development underscores that maltreatment and other
adversities experienced during infancy heightens the risk for poor developmental and socio-emotional
outcomes. Referrals to supportive services by the child welfare system are particularly critical
during infancy given the rapidity of brain development and infants’ sensitivity to their environment.
The main objectives of the current study are to: (1) examine age-specific differences in clinical and
case characteristics; (2) determine the factors associated with the service referral decision involving
infants; and (3) explore the types of services families have been referred to at the conclusion of a
maltreatment-related investigation. Using data from the Ontario Incidence Study of Reported Child
Abuse and Neglect for 2013, descriptive analyses were conducted, as was a logistic regression to
identify factors associated with the decision to refer families of infants to supportive services. Overall,
the findings reveal that the profile of infants and their families differs distinctly from those of older
children with respect to risks, service needs, and service referrals, although this is rarely reflected in
child welfare practice and policy. Investigations involving infants were most likely to have a referral
made to supportive services, least likely to have an infant functioning concern identified; most
likely to have a primary caregiver risk factor identified; and, the greatest likelihood of experiencing
economic hardship. Multiple risks, identified for the primary caregiver of the infant are correlated to
referral decisions for infants. However, the needs of the infant are likely under-identified and require
cross-sectorial collaboration.

Keywords: child welfare; infants; referral to services; child maltreatment

1. Introduction

Children and families investigated by the child welfare system often have complex needs that
may require various types of supportive services that span across numerous sectors [1-4]. The decision
to refer children and families to supportive services can signal the child welfare systems’ recognition of
child and/or family need [5]. A child welfare worker’s decision to refer to services is predicated upon
the assessment of need. Identifying child and family needs and aligning services with those needs may
help to prevent deterioration in family functioning, decrease the risk of maltreatment and increase the
likelihood of family reunification [4,6,7]. Service referrals are an important step in promoting both the
safety and well-being of children and can be particularly consequential for infants and young children.
Early identification, referral, and intervention may buffer or prevent the developmental consequences
of maltreatment and other adversities. Without appropriate intervention, developmental difficulties

Brain Sci. 2017, 7,101 1 www.mdpi.com/journal/brainsci
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that emerge in early childhood can become more challenging to address and ameliorate over time [8].
Early identification and intervention are critical as the brain is most receptive to the environment in the
first years of life [9]. Yet, there is minimal literature focusing on service referrals within the context of
child welfare service provision [10]. There is little understanding of the types of services that children
and families are referred to, including referrals to concrete services that may assist families in meeting
their basic needs (e.g., food, housing, utilities), educational services (e.g., parent support groups), and
clinical services (e.g., mental health counseling) [1,10]. There is no study that has explored the factors
associated with the decision to provide service referrals to families of infants; nor, is there a study that
has explored the types of services that families of infants and older children are referred to within the
context of maltreatment-related investigations in Canada.

1.1. Developmental Issues for Infants

A high rate of developmental concerns has been found in infants and toddlers regardless of
whether allegations were substantiated or unsubstantiated [11,12]. Children who remain in the home
have shown similar high rates of mental health issues as children placed into out-of-home care [13,14].
For infants and young children involved with the child welfare system, there is a significant gap
between the identification of need for mental services and service receipt [14]. Child welfare-involved
infants are unlikely to have their developmental and mental health needs met prior to school entry [15].
Infants reported to and investigated by the Ontario child welfare system have been noted to be the least
likely group of children to be identified by child welfare workers as having a functioning concern [16].
The lack of identification of developmental issues by the child welfare system can translate into low
referral rates to, and underuse of, early intervention services [17,18]. There have been concerns about
the adequacy of the child welfare system'’s response to the unique needs of infants and young children
throughout the extant literature [11,18-23].

1.2. Caregiver Concerns

Using the 2008 cycle of the Canadian Incidence Study of Reported Child Abuse and Neglect
(CIS-2008), Jud, Fallon, and Trocmé found that caregiver risk factors (e.g., few social supports),
younger caregiver age, and socio-economic hardship were significantly associated with the likelihood
of receiving ongoing child welfare services or a referral to services post-investigation [24]. Palusci
explored post-investigation services and recurrence after confirmed psychological maltreatment for
children and found that poverty, drug, or alcohol issues and other forms of violence increased the
likelihood of a service referral [25]. Less than one quarter of families were referred to services following
confirmed psychological maltreatment.

Caregivers of children involved with the child welfare system have also been noted to experience
unmet service needs [26,27]. In Ontario, being a victim of intimate partner violence (IPV), having
few social support (i.e., social isolation or lack of social supports), and mental health issues have
consistently emerged as the most frequently identified caregiver risk factors in maltreatment-related
investigations involving infants [16,28]. Access to social supports from the community can help to
buffer stress and reduce social isolation, a risk factor for both infant maltreatment and poor infant
psychosocial functioning [29,30]. The importance of social supports in child welfare decision-making is
highlighted by research indicating that a caregiver with few social supports is an influential predictor
for transferring a case to ongoing child welfare services in two studies exploring maltreatment-related
investigations involving infants and their families in Ontario [16,28]. A caregiver’s social support
network is particularly consequential for infants as it can impact the quality of infant-caregiver
relationship [30].

1.3. Factors Associated with Service Referrals and Dispositions

Child welfare workers have been described as service brokers and gateway providers to services
for children and youth (e.g., [15,31,32]). A referral made by a child welfare worker for support services
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is a critical step to match services to needs [33]. The importance of understanding and addressing
the needs of infants and young children who come into contact with the child welfare system is
underscored by the accumulating evidence of their developmental vulnerabilities, unmet needs, and
the underutilization of services [14,15,20]. Research suggests that initial involvement with the child
welfare system may increase access to mental health services [15].

Despite the consequential nature of the service referral decision to the provision of services, child
welfare decision-making research has primarily focused on the provision of ongoing child welfare
services [16,24,28,34] and the decision to place children out-of-home [24,35-37]. The applicability and
generalizability of the available extant service referral research to the Ontario child welfare context is
limited by the lack of uniformity in several aspects of studies, including methodology, sample, variable
type, definition of referral to services, the types of services referred to, the country of origin, and the
broader policy and practice contexts. For example, Villigrana examined the factors that influence a
referral to mental health services for child welfare-involved children by both court social workers
and child welfare social workers in California by using case abstraction of closed court cases [38].
There were no significant predictors found for the decision to refer children to mental health services
by child welfare social workers; however, significant predictors for mental health service referrals for
court social workers have included the child remaining in their home and multiple types of abuse.
Factors associated with service referrals have been found to differ by ethnicity [5]. For instance,
a substantiation decision was more likely to result in a service referral for white families than for black
families [5]. When compared to African American families, Hispanic families have been found to be
more likely to be referred to psychosocial services than services that relate to basic needs, such as
housing [10]. Amongst children with a developmental disability, a report of emotional maltreatment
and out-of-home placement were two factors that increased the likelihood of a service referral for
a formal assessment [39]. The likelihood of a referral to developmental services was more likely
for cases in which the child welfare system had determined a need for services and where children
experienced sexual abuse [40].There is a dearth of research that explores service referrals for infants
and young children.

1.4. International Comparisons and Context

The majority of research exploring service referrals and/or utilization for child welfare-involved
families originates from the United States, which has disparate policy, legislative, and practice contexts
than Ontario, Canada. For instance, there are differences between the U.S. and Canada in how the
knowledge of early childhood development has informed child welfare legislation and policies. In the
U.S., amendments were made in 2003 to the Child Abuse and Prevention Act (CAPTA) in recognition
of the importance of early intervention for young child welfare-involved children [11,40]. Funded
under Part C of the Individuals with Disabilities Education Improvement Act (IDEA), states were
required to develop referral procedures to early intervention services for children aged 0 to 3 years
who were involved in a substantiated case of child maltreatment [11,40]. In 2011, the Child and
Family Services Improvement and Innovations Act was introduced and this legislation required state
reporting of activities involving young children in the child welfare system [41]. Moreover, in contrast
to the U.S., child welfare in Canada is not governed by federal legislation, but legislation that is
specific to each province and territory [42,43]. Ontario’s child welfare legislative mandate gives central
and equal consideration to the notions of both protection and well-being [44]; however, there are no
policies that address early intervention for infants and young children who come into contact with
the child welfare system, nor is there mandated referral legislation. Although there is an existing
policy orientation in support of differential response models, wide-scale programs have yet to be
implemented in Ontario [16,45]. In contrast, several states in the U.S. have undergone Differential
Response reforms, which emphasize family assessment, parental involvement, and needs-driven
service [46]. In comparison to families that undergo investigations, families that are offered services
through an assessment approach have been found to be provided with a greater array of services [46].
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Child welfare service models in Canada are not yet aligned with emerging investigative trends
that suggest greater focus on the long-term impact of family dysfunction than immediate safety
concerns [44].

Findings from the research on Canadian incidence studies at both the provincial and national
levels suggest that infants are a unique subgroup of children involved with the child welfare
system [16,28,34,37]. The age of children influences the risk of maltreatment and how the child
welfare system subsequently responds to it [23,25,47]. Investigations involving infants are most
likely to result in intensive service responses, including greater likelihood of receiving ongoing child
welfare services and out-of-home placements [37]. Key drivers of service provision decisions differ by
age. Caregiver risk factors have been found to drive the decision to provide ongoing child welfare
services [16,28,34] and out-of-home placements for infants [48]. In contrast, child functioning concerns
are key contributors for both decisions involving older children and adolescents [36,37]. These findings
underscore the importance of exploring the unique mix of child, family, and broader environmental
risks, protective factors, and needs that may emerge around specific ages and developmental stages [47].
The composition of services required to support families with infants should differ from those required
to support families with older children [47]. Palusci found that infants and young children (0-5 years
of age) involved with the child welfare system experienced different risk factors and services than
those of older children [49]. There is a dearth of research exploring types of services offered to families
who have had involvement with the child welfare system [10].

1.5. Research Questions

The state of the literature suggests that the child welfare decision to refer families to services
warrants more focused attention, particularly given the salience of this decision to infants and their
families within a Canadian child welfare context. There is no study that has specifically examined
the service referral decision for infants and families who have been investigated by the child welfare
system; nor, has there been an age-specific exploration of the patterns and types of services families
have been referred to in a Canadian context. An understanding of the clinical profile infants and
their families, their needs, and the child welfare system’s response is critical to developing targeted,
appropriate, and effective interventions. As a result of the significant gaps in the knowledge base,
this exploratory study uses the Ontario Incidence Study of Reported Child Abuse and Neglect-2013
(0IS-2013) [50] to answer the following questions:

1. What are the characteristics (child, caregiver, household, case, and short-term service outcomes)
of maltreatment-related investigations of children that are infants (less than 1) and do these
characteristics differ when compared to other age groups, including, preschool aged (1-3), early
school-aged (4-7), pre-adolescent (8-11), and adolescent (12-15) children investigated by the
child welfare system across Ontario?

2. Which characteristics are associated with the decision to refer infants and families for supportive
services following maltreatment-related investigations?

3. Whatare the types of supportive services that families of infants and older children are referred to?

The OIS is currently the only source of provincially aggregated child welfare data in Ontario.
The OIS is also the only source of data that includes whether a child welfare worker made a referral
for supportive services during the investigative period. The central objective of this study is to
better understand the unique characteristics of infants and their families by exploring differences
between infants and other age groups, and to build on the evolving research on factors related to
service provision with this particularly vulnerable subpopulation of children. Understanding factors
associated with child welfare service referral decisions for infants, and age-specific trends for the
broader population of children, is important to strategically addressing and targeting child and family
needs. This research provides a snapshot of the risk factors, child and family needs, and the supportive
services that families are referred to at the conclusion of an initial child welfare investigation. Given
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the dearth of research on infants and the decision to provide service referrals within a Canadian child
welfare context, this exploratory analysis is warranted and an important step for future research.

2. Materials and Methods

2.1. Sample

A secondary analysis of the 2013 cycle of the Ontario Incidence Study of Reported Child Abuse
and Neglect (OIS) was conducted. The OIS-2013 is the fifth provincial study to examine provincial
estimates of the incidence of reported child maltreatment and characteristics of the children and families
investigated by the child protection system in Ontario. The OIS is a serial survey conducted with child
welfare workers regarding their investigations of child maltreatment. The study is cross-sectional.
The OIS utilizes a three-stage sampling design to select a representative sample of 17 child welfare
agencies from a provincial list of 46 child welfare agencies [51]. Cases opened between 1 October
2013 and 31 December 2013 of the study cycle were eligible for inclusion in the study. Children not
reported to child welfare services, screened out reports, and new allegations on open cases at the time
of selection were not included in the OIS-2013. The three-month study period is considered optimal
for participation and compliance with study procedures [51].

Maltreatment-related investigations included in the OIS-2013 are comprised of two types:
(1) where there is no specific concern about past maltreatment but future risk of maltreatment is
being assessed (risk-only); and (2) where maltreatment may have occurred. Maltreatment-related
investigations, regardless of their substantiation status were included in this analysis. Children over
15 years of age, siblings not investigated, and children who were investigated for non-maltreatment
concerns were excluded from the sample.

Child welfare cases in Ontario are counted as families. There were 3118 cases opened at the family-level
during the 3-month period. The final stage of the sampling consisted of identifying investigated
children as a result of maltreatment concerns. There were a total of 5265 children investigated as a
result of the identification of maltreatment concerns. Of those 5265 children investigated, 345 were
infants. The University of Toronto provided ethics approval (protocol number 28580).

2.2. Study Weights

Provincial estimates were derived by applying full weights, which includes both annualization
and regionalization weights. These procedures yielded a final weighted sample of 125,281 children
investigated because of maltreatment-related concerns. This study focused specifically on maltreatment-
related investigations involving infants (under the age of 1 year) and explored factors associated
with the decision to provide a referral for supportive services at the conclusion of the investigation.
The final provincial estimate was 7915 investigations involving infants. For a detailed description of
the OIS-2013 methodology and weighting procedures, please see Fallon and colleagues [51].

2.3. Data Collection Instrument

Data for the OIS-2013 is collected directly from investigating child welfare workers using a
three-page standardized data collection instrument, the Maltreatment Assessment Form. This form
is completed at the conclusion of the initial investigation. The OIS-2013 had an item completion rate
of over 99% for all items. The instrument collected clinical information that child welfare workers
routinely gather as part of their initial investigation, such as: caregiver, infant, case characteristics,
and short-term service dispositions, including whether a referral for supportive services had been
made, and the types of services referred to. Child welfare workers were asked to indicate whether
any referrals for services had been made for any family member at the end of the investigation. If so,
workers were asked to indicate all referrals that applied. These referrals include internal referrals to a
special program provided by the child welfare organization or to other agencies or services external to
the child welfare organization.
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2.4. Variable Selection

The decision to refer to services is a dichotomous variable. The variable definitions and codes
used in this analysis are provided in Table 1. Clinical variables were chosen on their availability in the
dataset and on the literature addressing factors related to the occurrence of child maltreatment and the
child welfare system’s response to infants.

Table 1. Variable definitions and codes.

Variable

Description

Measurement

Outcome

Referral to supportive
services

Workers were asked to indicate if a referral was made to any
services internal to the child welfare system or externally to
community services (e.g., parent support group) for any
family member.

Dichotomous variable:
1 Referral for services
0 No referral for services

Predictors
Child Characteristics
Dichotomous variable:
Child sex Worker identified the sex of the investigated child. 1 Male
0 Female
Workers were asked to indicate the ethno-racial background of  Dichotomous variable:
Child ethno-racial group the child (Black, Latin American, Arab, Aboriginal, Asian). 1 Ethnic minority
Ethno-racial categories developed by Statistics Canada. 0 White

Child functioning

Workers were asked to note up to eighteen child functioning
concerns. Six of eighteen dichotomous child functioning
variables are relevant to infants: failure to meet developmental
milestones, attachment issues, intellectual /developmental
disability, FAS/FAE, positive toxicology at birth, physical
disability. This analysis noted whether the worker examined
at least one of these six concerns.

1 At least one child functioning
concern noted.
0 No child functioning concerns noted

Caregiver Characteristics

Primary caregiver age

Primary caregiver
risk factors

Primary income
of caregiver

Workers were asked to indicate the age category of the
primary caregiver.

Workers could note up to nine functioning concerns for the
primary caregiver. Concerns were: alcohol abuse,
drug/solvent abuse, cognitive impairment, mental health
issues, physical health issues, few social supports, victim of
domestic violence, perpetrator of domestic violence, and
history of foster care/group home.

Workers were asked to indicate the primary source of the
primary caregiver’s income.

Categorical variable:
121 years and under
222 years and up

Nine dichotomous variables:
1 Suspected or confirmed
0 No or unknown

Categorical variable:

1 Full time/Part time

0 Other benefits/unemployment/
No income

Household characteristics

No second caregiver in
the home

Household hazards

Household regularly runs
out of money

Number of moves

Workers were asked to describe up to two caregivers in the
home. If there was only one caregiver described there was no
second caregiver in the home.

Workers were asked to note if the following hazards were
present in the home at the time of the investigation: accessible
weapons, accessible drugs, production/trafficking of drugs,
chemicals/solvents, used in drug production, other home
injury hazards, and other home health hazards.

Workers were asked to note if the household regularly runs
out of money for food, housing and/or utilities in the last six
months.

Workers were asked to note the number of moves the
household had in the past six months.

Dichotomous variable:
1 No second caregiver in home
0 Second caregiver in home

Dichotomous variable:
1 At least one household hazard
0 No household hazard

Dichotomous variable:
1 Noted
0 Not noted
2 2 or more moves
1 One or more moves
0 None

Case characteristics

Previous openings

Type of investigation

Worker indicated if there were one or more previous child
protection openings.

Workers were asked to indicate if the investigation was
conducted for a specific maltreatment incident (maltreatment
investigation), or if it was to assess a risk of maltreatment only
(risk-only investigation).

1 One or more previous openings.
0 No openings

1 Maltreatment investigation
2 Risk-only investigation
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2.5. Analyitic Approach

Descriptive and bivariate analyses were conducted in order to explore and compare the profile
of investigations involving infants (under the age of 1) to children in older age groups, including
preschool (1-3), and early school-age (4-7), pre-adolescent (8-11), and adolescent (12-15) children in
Ontario in 2013. Provincial incidence estimates were calculated by dividing the weighted estimates
by the child population based upon 2011 Census data from Statistics Canada. Chi-square tests of
significance were conducted using the normalized sample weight, which adjusts for the inflation of the
chi-square statistic by the size of the estimate by weighing the estimate down to the original sample size.
As Table 2 shows, infants were compared to four other age groups and the p-value was subsequently
adjusted as a result (0.05/4 comparisons = 0.013). Thus, all significance tests for chi-square analyses
conducted and shown in Table 2 were evaluated using the adjusted p-value (p < 0.013), resulting from
the Bonferroni correction given the four multiple comparisons.

Multivariate analysis was conducted in order to explore which variables were significant with
the decision to provide a service referral at the conclusion of maltreatment-related investigations
involving infants. Prior to the logistic regression, bivariate chi-square analyses were conducted to
explore associations between clinical and case characteristics and service referrals. Only variables that
were significant at the bivariate level (p < 0.05) were included in the logistic regression model. Logistic
regression was deemed an appropriate analysis strategy as the outcome variable is dichotomous and
it can estimate the relationship between predictor variables with the likelihood or probability of an
event occurring [52]. The cutoff point for the decision to refer to services was 0.57, which reflects
the proportion of investigations referred for services for the infant population. This analysis did not
include missing data in the bivariate or multivariate analysis. Unweighted data were used in the
multivariate model to ensure unbiased results due to the inflation of significance due to a large sample
size. All analyses were conducted using SPSS, version 23 (SPSS Inc., Chicago, IL, USA).

3. Results

Numerous distinctions emerged in child, primary caregiver, household, maltreatment, case
characteristics, and service outcomes between infants and older children investigated in Ontario in
2013 (Figure 1, Table 2). In comparison to all other age groups, maltreatment-related investigations
involving infants had the highest incidence of a service referral at 33.50 per 1000; followed by early
school-aged children at 24.69 per 1000; preadolescents at 23.07 per 1000 investigations; pre-schoolers at
22.93 per 1000; and adolescents at 20.66 per 1000 (Figure 1). Incidence rates suggest that investigations
involving adolescents were the least likely to result in the decision to provide a service referral for any
family member, with a rate of 20.66 per 1000.
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Figure 1. Incidence of a service referral for maltreatment-related investigations by child age.
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Table 2. Prevalence and bivariate analyses of investigation characteristics by child age for
maltreatment-related investigations in Ontario in 2013.

Child Age
Variable Less than 13- a7 8-11- 12-15-
1Year- Old  Year- Olds Year-Olds Year-Olds Year- Olds x?

n="7915 n = 21,801 n = 36,730 n=29,907 n=28928

Child characteristics

Child Sex (female) 49.30% 49.40% 48.50% 45.10% 51.30% NS
Child Ethnicity
Ethnic minority 30.90% 36.10% 35.60% 35.30% 34.90% NS
White 69.10% 63.90% 64.40% 64.70% 65.10%
Child Functioning Concerns
At Least One Child Functioning Concern 7.80% 10.10% 17.10% 21.30% 26.20% p <0.001 b;c;d
Primary caregiver characteristics
Primary Caregiver Age
21 years or under 31.30% 9.80% 0.70% 0% 0.10% p <0.001 a;b;c;d
22 years or more 68.70% 90.20% 99.30% 100% 99.90%
Primary Caregiver Risk Factors
Alcohol Abuse 10.60% 6.50% 6.80% 7.30% 5.70% p<0.01d
Drug/Solvent Use 18.80% 8.60% 6.20% 6.40% 4.10% p <0.001 a;b;c;d
L . 0.01aj:
Cognitive Impairment 8.80% 3.90% 3.80% 430% 2.60% rf ,<<0.001al;f y
Mental Health Issues 31.10% 22.10% 19.00% 19.50% 20.60% p<001a;
v Ve i i e p <0.001 b;e;d
Physical Health Issues 5.90% 4.70% 5.60% 6.80% 9.00% NS
Few Social Supports 32.80% 30.90% 22.30% 21.50% 24.50% ”;f'(??ﬁ l;;c
Victim of IPV 37.60% 33.50% 25.60% 24.80% 20.00% p <0.001 b;e;d
Perpetrator of IPV 10.80% 11.80% 7.30% 7.80% 6.10% p<0.01d
. p<00la
History of Foster Care 13.00% 7.40% 4.10% 4.00% 2.20% <0001 biexd
At least one caregiver functioning concern 74.30% 63.10% 52.30% 52.80% 52.30% p <0.001 a;b;e:d
Household characteristics
No Second Caregiver in Home 30.40% 31.20% 37.40% 32.60% 38.10% p<0.01d
Primary Income
Full-time/ part-time/seasonal 12.80% 35.70% 49.60% 57.20% 64.00% p <0.001 a;b;c;d
Other Benefits/Unemployment/ 87.20% 64.30% 50.40% 12.80% 36.00%
No income
0.01 a;b
At Least One Household Hazard 8.80% 4.80% 4.10% 5.10% 3.40% Z Z 0.00;1 ,d
p<00la
Houschold Regularly Runs Out of Money 15.70% 9.20% 7.40% 7.90% 7.30% <0001 b;e;d
Number of Moves
No M. 50.00% 62.20% 69.80% 77.00% 79.10% p<0.00la
0 Moves .00% .20% .80% .00% .10% < 0,001 bicid
One Move 32.50% 29.80% 25.00% 19.00% 17.10%
Two or More Moves 17.40% 8.00% 5.20% 4.00% 3.80%
Maltreatment characteristics
Type of Maltreatment-Related Investigation p<0.001 ab;c;d
Maltreatment
Physical Abuse 2.10% 12.40% 24.00% 24.30% 21.00%
Sexual Abuse 1.20% 1.10% 3.80% 3.60% 5.02%
Neglect 20.40% 20.50% 21.60% 21.60% 21.70%
Emotional Maltreatment 5.40% 7.40% 8.30% 8.20% 10.60%
Exposure to (IPV) 31.20% 31.30% 24.40% 23.90% 20.40%
Risk 39.80% 27.30% 18.00% 18.30% 21.20%
Case characteristics and service outcomes
Atleast one previous case opening 43.60% 60.50% 63.20% 68.20% 72.70% p<0.001 aib;c;d
(family level)
Child previously investigated for alleged 16.90% 45.90% 56.90% 64.20% 67.70% p<0.001 ab;c;d
maltreatment (child level)
Opened for ongoing services 39.80% 25.70% 21.60% 23.60% 26.30% p <0.001 a;b;c;d
Child welfare court 8.80% 1.90% 1.90% 1.50% 3.30% p <0.001 a;b;c;d
Placement 8.60% 1.20% 220% 2.80% 5.90% p <0.001 a;b;c
Investigations with a service referral 57.2% 46.0% 39.0% 45.4% 46.3% p <0.001 a;b;c;d

Source: 2013 Ontario Incidence Study of Reported Child Abuse and Neglect; a = statistically significant difference
in service referrals between infants (less than 1 year old) and 1-3-year-olds. b = statistically significant difference
in service referrals between infants and 4-7-year-olds. c = statistically significant difference in service referrals
between infants and 8-11-year-olds. d = statistically significant difference in service referrals between infants and
12-15-year-olds (p < 0.01; p < 0.001), NS = not statistically significant. Chi-square analyses were conducted with the
normalized sample weight. Estimated number of provincial investigations, n = 125,281.
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3.1. Child Characteristics

Descriptive and chi-square analyses revealed many differences between infants and the other four
age groups (Table 2). The distribution of child characteristics, including sex and ethnicity are similar
across the five different age groups (Table 2). The likelihood of a child welfare worker identifying a
child functioning concern increased with age (Table 2 and Figure 2). Infants were significantly less
likely to have a child functioning concern identified when compared to children who were early
school-aged (4-7), pre-adolescent (8-11), and adolescent (12-15). Infants had the lowest incidence at a
rate of 4.53 per 1000. In contrast, adolescents (12-15) had the highest incidence rate at 11.93 per 1000.
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Figure 2. Incidence of a child functioning concern in maltreatment-related investigations.

3.2. Primary Caregiver Characteristics and Risk Factors

Infants had the highest incidence of caregivers identified as having at least one risk factor, with
a rate of 43.44 per 1000 (Figure 3). Early school-aged children followed next with an incidence rate
of 33.64 per 1000, preschoolers have an incidence rate of 32.33 per 1000, and preadolescents have an
incident rate of 27.17 per 1000. Adolescents have the lowest incidence rate of caregivers identified with
at least one caregiver risk factor at a rate of 23.78 per 1000.
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Figure 3. Incidence of a caregiver risk factor in maltreatment-related investigations in Ontario 2013.
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Chi square tests (Table 2) revealed caregivers of infants were significantly more likely to be
younger (21 years of age or under) than caregivers of children in each of the four older age groups.
Caregivers of infants were also significantly more likely to be identified as having the following risk
factors: drug solvent use, cognitive impairment, mental health issues, having a history of foster care,
and having at least one caregiver risk factor identified. The three most common caregiver risk factors
identified for caregivers of infants were being a victim of IPV, few social supports, and having a mental
health issue (Table 2).

3.3. Household Characteristics

Infants were most frequently identified as living in households with at least one hazard, regularly
running out of money, and moving two or more times. Chi-square analyses also indicated that infants
were significantly more likely to be identified to be living in a household that regularly ran out of
money for basic necessities than families of older children.

3.4. Maltreatment, Case Characteristics, and Short-Term Service Outcomes

When compared to all other age groups, infants were most likely to be involved in investigations
where there was no specific incident of maltreatment alleged, but there was an allegation of future risk
of maltreatment. Infants and pre-school aged children were most frequently investigated for exposure
to IPV. Neglect was the most common type of investigated maltreatment, with minimal variation across
age groups. Moreover, in comparison to each of the four older age groups, investigations involving
infants were significantly more likely to result in court involvement and a transfer to ongoing child
welfare services. With the exception of adolescents, investigations involving infants were significantly
more likely to result in an out-of-home placement for all other age groups. Infants and adolescents
were among the age groups with the highest prevalence of out-of-home placement post-investigation.

3.5. Characteristics Related with Service Referrals for Maltreatment-Related Investigations Involving Infants

Chi-square analyses were conducted in order to determine which child, caregiver, household, and
case characteristics influenced the decision to provide a referral for maltreatment-related investigations
involving infants. Table 3 shows the characteristics of maltreatment-related investigations involving
infants and the eight variables that were significantly associated with the decision to provide referrals
for supportive services: the identification of a child functioning issue, younger primary caregiver
age, drug/solvent use; few social supports, at least one household hazard, regularly running out of
money; and, greater number of moves. The eight variables found to be significant in relation to service
referrals were then placed in the binary logistic regression model.

Table 3. Referral-related characteristics in maltreatment-related investigations involving infants
referred for services in Ontario in 2013.

Variable Referral for Services
Estimate %o X2
Child Characteristics
Child sex
Male 2302 57.6% 0.01
Female 2228 57.3%
Child ethnicity
Ethnic minority 1212 50.6% 3.65
White 3310 61.8%
Child functioning issue
At least one identified 472 76.9% 441%

10
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Table 3. Cont.

Variable Referral for Services

Caregiver Characteristics
Primary caregiver age

21 years and under 1638 66.4% 529*
22 years and up 2855 52.8%
Primary caregiver risk factors
Alcohol Abuse 556 66.0% 1.15
Drug/Solvent Use 1087 73.0% 7.79 **
Cognitive Impairment 488 69.8% 2.16
Mental Health Issues 1590 64.7% 3.23
Physical Health Issues 321 68.9% 1.03
Few Social Supports 1743 67.1% 6.29 *
Victim of I[PV 2124 71.3% 15.99 ***
Perpetrator of IPV 517 60.6% 0.23
History of Foster Care 580 56.3% 0.04
Primary income of caregiver
Full time/Part time 457 48.3% 3.12
Other benefits/unemployment/no income 4016 62.2%
Household characteristics
No second caregiver in the home 1470 61.1% 0.96
Household hazards 566 85.1% 9.18 ***
Household regularly runs out of money 749 72.7% 3.86*
Number of moves
None 1499 46.0% 24.45 *+*
One move 1604 75.6%
Two or more moves 849 74.6%

Case characteristics

Previous openings 2096 60.8% 1.26
Type of investigation
Maltreatment 2598 54.5% 1.53
Risk 1932 61.3%

Source: 2013 Ontario Incidence Study of Reported Child Abuse and Neglect; * p < 0.05; ** p < 0.01; *** p < 0.001.

3.6. Predictors of Service Referral for Maltreatment-Related Investigations Involving Infants: Logistic
Regression Analysis

There were two primary caregiver characteristics that contributed to the prediction of a service
referral for infants in the final model: being a victim of IPV and primary caregiver age. Thus, infants’
exposure to IPV and having a younger caregiver increased the likelihood of a service referral (Table 4).
Having a caregiver who was a victim of IPV was the largest contributor to the decision to refer to
specialized services. Having a primary caregiver aged 21 years or younger, in comparison to having
a primary caregiver 22 years or older, more than doubled the odds of being referred for services
(OR =254, p < 0.01). The presence of IPV among primary caregivers increased the likelihood of a
service referral being made by a factor of 2.81 (OR = 2.81, p < 0.01). The omnibus tests of model
coefficients x2 (8) = 39.24, p < 0.001 indicates that the model was significant. The model accounted for
approximately 20.0% of the variance on the outcome (Nagelkerke R? = 0.20).

11
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Table 4. Logistic regression model predicting service referrals for maltreatment-related investigations
involving infants in Ontario in 2013.

Variable B (SE) Wald OR 95% CI

Child characteristics
At least one child functioning issue 0.39 (0.53) 0.53 1.47 0.524.16

Primary caregiver characteristics
Primary Caregiver Age (22 years or more)

21 years or under 0.93(0.32) 8.52 2.54** 1.364.75
Primary Caregiver Risk Factors
Drug/Solvent Abuse 0.32 (0.40) 0.65 1.38 0.63-3.02
Few Social Supports 0.57 (0.32) 3.16 1.76 0.94-3.28
Victim of IPV 1.04 (0.31) 11.32 2.83 ** 1.54-5.18
Household characteristics
At Least One Household Hazard 0.73 (0.59) 1.54 2.07 0.66-6.51
Household Regularly Runs Out of Money 0.12 (0.41) 0.08 1.12 0.52-2.42
Number of Moves (No Moves)
One Move 0.45 (0.32) 2.04 1.60 0.85-2.91
Two or More Moves 0.06 (0.50) 0.16 1.06 0.42-2.67
Omnibus Chi-Square Test 39.24
p-value p <0.001
Nagelkerke R-square 0.20
% Classified correctly 67.6
—2 Log Likelihood 301.54

Source: 2013 Ontario Incidence Study of Reported Child Abuse and Neglect; SE, Standard error; OR, Odds Ratio; CI,
Confidence Interval; * p < 0.05; ** p < 0.01; *** p < 0.001.

3.7. Referral to Supportive Services

General areas for possible referrals to supportive services included: parenting and family support;
addiction and mental health support; physical health; IPV, legal and victim support; income, food and
housing support; cultural services; speech and language; and, recreational services. As Table 5 shows,
interesting patterns emerged in the types of referrals provided by child welfare workers by age group.
In comparison to all other age groups, families of infants were most commonly referred to a parent
support group and in-home family or parenting counseling, and/or addiction counseling. Amongst
families of infants, parenting and family support was the most common type of service referred to by
child welfare workers.

Table 5. Type of service referrals in maltreatment-related investigations by age group in Ontario in 2013.

Variable Child Age

Less than 1-3- Year- 4-7- Year- 8-11- Year- 12-15- Year-
Type of Service(s) Referred to 1- Year Old Olds Olds Olds Olds

n =4530 n =9755 n=14,104 n =13,400 n=13,148
Parenting or family support
Parent support group 22.7% 14.2% 16.1% 10.9% 14.9%
In-home family /parent counseling 20.8% 12.8% 13.5% 11.9% 11.9%
Other family /parent counseling 22.6% 35.8% 43.4% 44.8% 53.8%
Child or day care 6.3% 16.0% 5.8% 1.7% 0.8%
Addiction and mental health support
Drug or alcohol counseling 17.4% 14.3% 11.3% 11.9% 11.2%
Psychiatric or psychological services 10.4% 14.5% 15.4% 16.0% 19.5%
Physical health support (medical/dental) 6.4% 6.7% 4.4% 5.3% 5.0%
IPV, legal and victim support
IPV services 24.0% 24.7% 19.6% 18.1% 14.0%
Victim support program 4.7% 11.1% 9.4% 7.3% 6.4%
Legal 13.3% 16.5% 9.8% 10.2% 7.1%
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Table 5. Cont.

Variable Child Age

Less than 1-3- Year- 4-7- Year- 8-11- Year- 12-15- Year-
Type of Service(s) Referred to 1- Year Old Olds Olds Olds Olds

n = 4530 n=9755 n=14,104 n =13,400 n=13,148
Income, food and housing support
Welfare or social assistance 7.8% 6.0% 3.1% 1.4% 3.3%
Food bank 7.8% 7.0% 6.4% 5.7% 6.0%
Shelter services 5.5% 11.4% 7.0% 4.2% 5.7%
Housing 9.6% 12.8% 4.8% 6.5% 4.0%
Cultural services 2.7% 2.8% 3.4% 4.1% 5.7%
Speech or language 0.8% 5.6% 1.9% 1.2% 1.1%
Recreational services 3.7% 6.7% 5.3% 5.9% 4.2%

Source: Ontario Incidence Study of Reported Child Abuse and Neglect 2013; Percentages do not add up to 100%
because investigating child welfare workers could identify more than one service referred to.

Families with infants were most likely to receive a referral for drug or alcohol counseling; whereas
families with adolescents were most likely to receive referrals for mental health. Overall, families of
infants and preschool aged children were most likely to receive referrals for supports for meeting their
basic needs, and included income, food, and housing supports. When compared to families of children
in older age groups, families with younger children (i.e., infants and preschool aged children) were
almost equally likely to be referred for IPV supports.

4. Discussion

Utilizing a Canadian provincial dataset, this study corroborates and extends the existing research.
The findings highlight the distinct profile of infants and families investigated by the child welfare
system. When comparing maltreatment-related investigations of infants to older children, numerous
differences emerged with respect to risks, service needs, the child welfare system’s response, and the
types of supportive services referred to by the child welfare system. The findings of this study also
provide a broad understanding of the clinical factors that drive the decision to provide a referral to
services for infants and their families. The majority of investigations involving infants received a service
referral. When compared to older children, maltreatment-related investigations involving infants were
significantly more likely to result in a referral for supportive services. These findings are indicative of
the child welfare system’s recognition of the complex challenges families of infants are contending with
and the importance and necessity of working with services in the community to address them. When
comparing caregivers of infants to those of older children, caregivers of infants were significantly more
likely to be identified as having at least one functioning issue. Maltreatment-related investigations
involving infants were significantly more likely to have an investigating worker identify primary
caregiver risk factors that include drug/solvent use, cognitive impairment, and a history of foster care.
Alcohol abuse, drug/solvent use, cognitive impairments, mental health issues, few social supports,
being a victim of IPV, and having a history of foster care were risk factors that were more common for
caregivers of infants.

When compared to older children, infants were more likely to live in homes that regularly ran
out of money for basic necessities, such as food, shelter, and utilities. These findings are consistent
with research indicating that families with younger children tend to experience greater socio-economic
hardships than older children [36,37]. This finding is concerning given that the literature suggests
that low socio-economic status is linked to poor developmental outcomes for younger children as a
result of its detrimental impact on the quality of the infant-caregiver relationship [53]. Poverty has also
been identified as a risk factor for neglect [29]. This study found that neglect was the primary form of
maltreatment alleged in approximately 1 in every 5 maltreatment-related investigations for each age
group. The rapidity of brain development during infancy makes infants particularly susceptible to the
profound and widespread developmental effects of neglect [29].
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Infants were also significantly more likely to be investigated for reasons other than specific
incidents of alleged maltreatment. Although the type of investigation (risk-only versus maltreatment)
was not associated with the decision to provide a referral in this study, previous research suggests that
risk-only investigations present with similar household and poverty-related concerns as maltreatment
investigations [54]. This raises issues with respect to the operationalization of child welfare’s dual
mandate of child safety and well-being for infants, particularly within the context of traditional
service delivery models that emphasize protection. A child safety focus tends to prioritize the
assessment of risk; whereas, a focus on well-being prioritizes the assessment of child and family
needs [50]. Child welfare service decisions, including the decision to refer to services, should be based
on a comprehensive assessment that includes consideration of both risk and needs [50]. This study
corroborates previous research that suggests that infants and their families are the recipients of the
child welfare system’s most intensive responses [37]. When compared to older children, infants were
significantly more likely to be transferred to ongoing services and to be the subject of a court application.
Both infants had the highest proportion of out-of-home placements, followed by adolescents. Previous
research has found that infants are more likely than older children to be placed out-of-home [37];
however, it is important to note that the vast majority of infants in this study (over 90%) remained in
the home following a maltreatment-related investigation. Commonly, infants who remain at home
following alleged maltreatment experience high rates of re-reporting [55]. Research examining the
re-reporting of infants and children following maltreatment-related investigations that considers the
Ontario child welfare context is important to informing prevention and intervention efforts [56].

Two factors were significant in predicting the decision to refer to services and both were associated
with the primary caregiver: being a victim of IPV and younger caregiver age. As in Jud, Fallon, and
Trocmé’s study, the presence of IPV had a significant impact on the decision to refer to services [24].
Having a caregiver who was a victim of IPV was the most common caregiver risk factor identified by
investigating child welfare workers for all age groups, with the exception of adolescents. In keeping
with the findings of Fallon and colleagues, IPV exposure in this study was found to be the most
commonly identified concern in maltreatment-related investigations involving infants in Ontario [16].
The finding that service referral decisions were also significantly associated with younger caregiver
age is consistent with previous Canadian research [24] and the broader literature indicating that young
caregiver age is a risk factor for maltreatment and is associated with the decision to provide ongoing
services [16,28,34,57]. It is notable that many variables (e.g., child functioning concern, primary
caregiver drug/solvent use, primary caregiver with few social supports) did not contribute to the
decision to provide a service referral for infants. It appears that child welfare workers were most
clinically concerned about the impact of IPV and younger caregiver age on caregiving skills and ability
to meet infants’ needs. Previous research from Ontario conducted by Fallon and colleagues suggests
that a differential systems response is required for IPV and this should depend on the type of exposure
and the constellation of other risk factors at the child, family, and household levels [58]. Further
research is required to better understand the child welfare response to IPV in a Canadian context [58].

The absence of association between caregiver mental health and service referral at the bivariate
level is not in keeping with broader Canadian research on infants that has linked caregiver mental
health to other service provision decisions, such as the decision to provide ongoing services [16,34],
and the decision to place infants out-of-home [48]. Moreover, there is a well-established body of
research that suggests that caregiver functioning issues, such as chronic depression, may act to
compromise the quality of the infant-caregiver relationship and negatively impact short-term and
long-term development [59]. Socio-economic hardship risk variables (e.g., running out of money for
basic necessities, primary income, unsafe housing/household hazards) did not seemingly impact the
likelihood of service referrals in this model. It may be that the measures informing socio-economic
disadvantage are somewhat crude and socio-economic status is generally quite low for many families
that come to the attention of the child welfare system in Ontario.
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Disparities in the decision to provide and utilize services have been linked to child race and
ethnicity [5,10,60]. In this study, child ethnicity was not significant at the bivariate level. This is in
keeping with Jud, Fallon, and Trocmé’s study that found that ethnicity did not influence the decision
to provide ongoing services or a referral for supportive services [24]. The role of child race in service
referral decision-making is not well understood [5] Further research is needed to explore racial and
ethnic disparities in service provision decisions, including the decision to refer to services regarding
infants within a Canadian child welfare context.

In keeping with previous research [16], this study revealed that when compared to older children,
infants in Ontario are less likely to be identified as having a child functioning issue. Although found
to be significantly associated with service referrals at the bivariate level for infants, the identification of
a child functioning concern did not predict a service referral in the multivariate model. The literature
compellingly suggests that the mental health needs of infants and young children involved with the
child welfare system are under-identified and untreated. Referral to appropriate services for families
and children starts with the accurate identification of needs. There is no comprehensive or systematic
developmental screening strategy in place in Ontario for infants involved with the child welfare system.
Standardized, reliable, and valid measures may assist child welfare workers in the assessment and
identification of need of early intervention services. There were age-specific differences in the types
of services families were referred to by investigating child welfare workers. This study revealed that
families of infants and young children (0-3 years old) were most commonly referred to services that
relate to IPV and parenting/family support, such as support groups and/or counselling. Infants and
younger children (ages 0-3 years) were also more commonly referred to income, food, and housing
support services (e.g., social assistance, food bank, and shelter services) than older children. The
importance of adopting a differential approach to child welfare policy, practice, and research that
considers child age has been forwarded and is supported by the findings of this study [61]. Ontario
has not yet implemented wide-scale programs with respect to differential response options [16,45].
Together with other studies, these findings lead to questioning whether an alternative or differential
response approach with infants should be a consideration given their distinct clinical profile, risks,
and need for supportive services.

In principle, service referrals should be primarily driven by case or clinical factors; however,
child welfare service decisions are complex and can be influenced by factors at other levels, including
worker, organizational, and the broader environment [62]. In addition, organization-level factors
and regional variations have been found to influence the likelihood of service referrals [24]. The
availability and accessibility of services may also be influencing child welfare workers” decisions
to refer to services to and the types of services are referred to. As such, both availability and
accessibility may be influenced by geographic location, which may in turn influence the ability
of families to utilize community services [63]. Location may be a proxy measure for several underlying
organizational constructs, including differential access to resources and partnerships between social
service agencies and child welfare organizations [64]. Differences in child welfare services and
geographic location or jurisdiction have not been adequately addressed in the literature [64]. Thus,
influences at the organizational and structural levels require further research, particularly with respect
to maltreatment-related investigations involving infants [24].

In Ontario, infant and childhood mental health has been identified as, “ ... an issue that requires
further policy development to ensure the availability and accessibility of optimal and consistent
services across the province” (p. 5) [65]. To date, there is no provincial strategy that has focused on
the mental health needs of infants and young children in Canada [65]. A key recommendation made
for immediate policy development includes the provision of targeted supports to populations at-risk
and working with an inter-generational intervention model [65]. Clinton and colleagues noted that
infant-caregiver dyad is not the primary client focus in Ontario services, as infants and caregivers are
treated as distinct entities [65].
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Study Limitations

There are several limitations to this study that must be considered when interpreting the results.
Data collected from the OIS is collected directly from the investigating child welfare worker and are
not independently verified. The data is representative of an investigative period of thirty days after
the case has opened. The study is cross-sectional and does not track longer-term service events that
occurred beyond the initial investigation. The three-month sampling period is considered optimum
to ensuring high participation rates and compliance with study procedures [51]. Consultations with
service providers have indicated that case activity during the three-month period is reflective of
the year; however, follow-up studies are needed to explore the extent of the possible impact of
seasonal variation in types of cases reported on estimates [51]. The sample size of maltreatment-related
investigations involving infants may have precluded some significant relationships from emerging.
Types of services referred to were categorized broadly by family, not by child or caregiver, and provide
a broad understanding of risk and needs. The OIS does not track specific referral actions or strategies
used by child welfare workers (e.g., providing families with names and numbers, assisted caregiver
with the referral). The OIS does not track whether services were received as a result of referral made
by the worker during the investigative period. The OIS tracks whether a referral has been made and
they type of services referred to. It is unknown whether families were engaged in other community
services during this period. Moreover, the amount of variance explained by this model was small,
with a large proportion of variance unaccounted for.

5. Conclusions

This study contributes to the minimal knowledge base relating to infants served by the child
welfare system within a Canadian context. Despite the study limitations in tracking the progress of
infants through the child welfare system, this study marks an important step to moving towards a
better understanding of what investigations will effectively address the needs of vulnerable infants
and their families. To date, the OIS is the only source of aggregated data in the province of Ontario
and the findings are a reminder of the importance of provincial data in exploring and advocating for
possible gaps in supports and resources for child-welfare involved children. Child welfare policy is set
by the provincial government that also sets policies and funds for other allied sectors (e.g., children’s
mental health) that are integral to effective service provision. Greater understanding of the factors
associated with service referrals and the types of services referred to can assist in aligning, organizing,
and targeting child welfare and community services to address the risks and needs of child-welfare
involved children and families.

A referral for services can be viewed as a critical step to enhancing infants’ safety and well-being,
and should be predicated upon the accurate identification of infant and family risks and needs. There
are concerns that the child welfare system missing opportunities to identify, and thereby, ameliorate
infants’” well-being given the extant literature and this study’s findings of low identification of infant
functioning. Further research within a Canadian context is necessary in order to address these concerns.
Moreover, adequately addressing infant well-being requires services that are accessible, available, and
effective. As the findings suggest, infants are a distinctly vulnerable group of children involved with
the child welfare system and require urgent and coherent attention at policy and practice levels within
the field of child welfare and across multiple sectors.
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Abstract: This paper delineates a preventive approach to early childhood mental health by preparing
the workforce to provide relational, sensitive care to young children ages 0-5. One of the most
prevalent issues in early childhood is behavioral challenges and the inability of young children
to regulate themselves. This leads to an expulsion rate in early childhood (3—4 times higher than
K-12 expulsion rate) and future mental health issues. The Early Childhood Social-Emotional and
Behavior Regulation Intervention Specialist (EC-SEBRIS) graduate level certificate program was
created to strengthen early care and education providers with the knowledge and practice of how to
support emotion and behavior regulation in young children in their groups. Evaluation data provide
evidence that early care and education professionals increased in their perception of self-efficacy and
in their sensitivity of care and skills to support behavioral health in young children. Results indicated
that the children in their care showed less challenging behaviors and increased social competencies.
This manuscript highlights the importance of prevention and the dire need to provide young children
with high-quality, appropriate care to support their mental health.

Keywords: early childhood; mental health; challenging behaviors; professional training; social
emotional development; prevention; early intervention; workforce development

1. Introduction

There are nearly 11 million children under the age of five in the USA whose parents are working
while other adults care for them. These children spend an average of 36 h a week in child care and
25% of the children, nearly 3 million, have multiple childcare arrangements as their parents work
longer hours and have non-traditional work schedules [1]. As children spend more and more hours
in childcare, it becomes increasingly important that early childhood professionals are well educated
and trained in recognizing and responding to early signs of social-emotional and mental health
problems [2].

Prevalent, serious problems in early childhood include behavioral challenges and the inability to
regulate emotions. These behavioral challenges (e.g., aggression, poor self-control, noncompliance, and
difficulties socializing with peers) occur in the classrooms of young children once every six minutes [3],
and lead to an expulsion rate in preschool settings three to four times higher than K-12 expulsion
rates [4,5]. Difficulties regulating emotions and behaviors are associated with internalizing and
externalizing behavioral problems in young children that may result in lifelong psychiatric disorders
and maladjustments [6-8]. For example, poor emotion regulation is associated with depression, anxiety,
schizophrenia, and post-traumatic stress disorder [9-11], sexual promiscuity [12], and physical health
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issues [13-15]. If left untreated, young children with challenging behavior are more likely to display
at-risk behaviors as adolescents, such as delinquency, gang involvement, and substance abuse; in
fact, early childhood behavior problems are the single best predictor for several of these long-term
outcomes [16].

Emotional and behavioral regulation in young children is critical to healthy mental development
and research suggests that this regulatory skill is acquired via emotionally attuned adult—child
interactions. In the absence of these interactions, the ability to regulate emotion is impaired as
well as the architecture of the developing brain [17,18]. Early positive experiences support the
creation of circuits in the brain that are responsible for generating emotions, behavioral responses,
perception, and bodily sensations [19]. Studies have documented the impact of early childhood stress
(e.g., adverse childhood experiences) on neurobiological development that has long-term effects on
anxiety, aggression, self-regulation, cognition, and social-emotional functioning (e.g., [20,21]).

Growing evidence suggests that the prevention and early intervention are needed particularly for
young children who experience prolonged toxic stress. Research also demonstrates that, when early
childhood stress is experienced, stable supportive relationships with adults can buffer these harmful
effects and facilitate adaptive coping responses. “To that end, there is a critical need for creative new
interventions that strengthen the capacity of parents and other caregivers to reduce sources of excessive
adversity and to help build effective coping skills in children who experience high levels of stress” [22]
(p. 1645).

The purpose of this paper is (a) to highlight research emphasizing the critical role of adult—child
relationships as the foundation of mental health and a buffer to negative experiences and toxic
stress; (b) to describe a training model (Early Childhood Social Emotional and Behavior Regulation
Intervention Specialist, EC-SEBRIS, program), a preventive approach to early childhood mental health
that prepares the workforce to provide relational, sensitive care to young children ages 0-5; and
(c) to provide outcome data indicating the effects of the training on the early childhood professionals
participating in the year-long program and the children they served.

1.1. The Importance of Adult—Child Relationships and Early Childhood Care and Education in Promoting
Mental Health

An abundance of translational, cross-disciplinary studies (e.g., [23]) have helped us understand
young children’s development and mental health are outcomes of an ongoing interaction between
nature and nurturer [24,25]. This biodevelopmental approach [26] recognizes the link between emotion,
the brain, and the body, and highlights the importance of positive interactions and stable relationships
in meeting the specific developmental needs of the young child [27-31].

Poor quality of care in early years is a major contributor to toxic stress [32]. Continuous elevated
levels of the stress hormone, cortisol, have permanent negative changes on the brain [33]. Research
findings [34,35] provide support for the notion that sensitive and responsive caregiving helps children
express distress without elevating cortisol levels while anticipating adults” help.

A critical piece of the puzzle in providing high quality relationships lies with the early childhood
teachers with whom many children spend a majority of their time. It takes one caring adult who
has a positive relationship with a child to protect the child, especially those children who experience
multiple risks and stressors [36]. These positive out-of-home relationships can change the attachment
internal working models developed by the children with their parents and buffer them from the risks
of adverse caregiving received in the home [37].

Multiple studies have been conducted on teacher—child relationships and the results point to the
overwhelmingly positive and lasting effects of close teacher—child relationships on children emotionally,
socially, and academically [38-45]. For example, positive sensitive teacher—child relationships appear
to decrease behavioral challenges and the negative effects for children at risk for externalizing
and internalizing problems [38,46]. Similarly, numerous studies on positive behavior support in
early childhood education settings indicate that effective behavior management in the classrooms
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support young children’s abilities to regulate their emotions and behaviors and yield better child
outcomes [47-50].

It is important to understand that the stress, burnout, and frustration early childhood educators
feel in their jobs affect their relationships with the children in their care and the environments they
create for the children. Educators who experience a high level of stress are less likely to engage
in warm, responsive caregiving and experience more negative behaviors in the classroom [51,52].
Early childhood professionals point out that dealing with challenging behaviors is their number one
stressor, and teachers also report feeling unprepared to support emotion and behavior regulation and
that they experience a high level of frustration and helplessness on a daily basis.

An effective way to enhance early childhood professionals’ capacity to provide warm, responsive
caregiving and reduce problem behaviors and rates of expulsion is giving professionals greater access to
mental health consultation [5,53-55]. Unfortunately, only 23% of teachers in an early childhood settings
report regular access to a mental health consultant [56]. Furthermore, more frequent consultations
are associated with lower turnover of teachers, improved effectiveness of teachers, and an enhanced
program quality [53,57,58]. Research further indicates that, when mental health consultants are housed
within the early childhood education programs, they are found to be more effective in their work
with children and teachers [59-62]. In addition to mental health consultation, it is recommended that
reflective practice is included in educational programs and trainings for caregivers and early childhood
educators [63]. Insightfulness is critical to the understanding of the child’s internal world, enhances
caregivers’ sensitivity, and facilitates the development of secure attachments [64-67].

The research presented above shows that early experiences have long-lasting effects on the
developmental trajectory of the child and their mental health, and that nurturing, sensitive, and
responsive relationships between adults and young children are critical in ensuring the provision of
high-quality care [22]. Prevention and early intervention is needed particularly for young children who
experience adversity and toxic stress [22], and quality early childhood care and education can serve
as a buffer and promote healthy mental development in young children. Specifically, professional
training that focuses on emotional and behavior regulation support is essential for early childhood
professionals working with young children [68]. The following section describes an innovative,
cutting-edge training program designed to prepare a workforce of early childhood professionals to
provide sensitive relational care and to address early mental health problems with behavior and
emotional regulation.

1.2. Training Model: Early Childhood Social Emotional and Behavior Regulation Intervention Specialist
(EC-SEBRIS) Program

The underlying assumption that has guided the development and implementation of the Early
Childhood Social-Emotional and Behavior Regulation Intervention Specialist (EC-SEBRIS) Certificate
Program ([69] is that the early childhood professional is an important member of the first-response
“mental health” team to manage children’s needs and daily care. The EC-SEBRIS was designed to help
teachers and early childhood professionals develop the skills and competencies needed to address
challenging behaviors in their classrooms or at homes, so that they can meet the critical social-emotional
and behavioral needs of young children.

Therefore, the purpose of the EC-SEBRIS Certificate Program is to establish a recognition
and response model to meet the needs of increasing numbers of young children who attend
childcare programs and have social-emotional and behavioral challenges and to help early childhood
professionals be more self-aware and emotionally available to provide the children under their care with
sensitive, warm, and responsive positive interactions. The program is based on the Teaching Pyramid
(National Center in the Social and Emotional Foundations for Early Learning—CSEFEL), and has three
levels of training teachers to address emotional and behavioral problems among young children. The
first level—Promotion (Tier I)—a prevention approach that targets children who are at risk of poor
developmental outcomes, including early identification using screenings and improving the quality of
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child care (ages 0-5) that encourages brain development, learning, and emotional well-being of all
young children. The second level—Preventive Intervention (Tier 2)—targets children who already exhibit
emotional and behavioral problems and provides them and their families with highly specialized
levels of service that mitigate the effects of risk and stress and address potential early relationship
challenges or vulnerabilities that affect early development. The third level—Treatment (Tier 3)—targets
children in distress or with clear symptoms indicating mental health disorder to provide them and
their families with highly specialized levels of service by skilled staff [68].

The EC-SEBRIS Certificate Program targets early childhood professionals (i.e., students) in the
field who have earned an undergraduate degree in Child Development or related areas. Following
the recommendations described in the Delivery of Infant-Family and Early Mental Health Services
Training Guidelines and Personnel Competencies proposed by California’s Infant, Preschool and
Family Mental Health Initiative (2010), it uses a wraparound triple method of teaching that includes
three main domains: Knowledge, Experience, and Reflective Supervision (see Figure 1).

As depicted in Figure 1, the Knowledge domain is covered in 4 seminar courses (over the course of
two consecutive semesters): (1) Seminar in Child Development Theories-Intervention and Prevention,
which reviews attachment and affect regulation theories, assessment, and screening information
for differentiating typical and atypical development in young children (0-5) and strategies for
implementing a regulation plan at childcare sites; (2) Seminar in Human Development: Positive
Behavior Support for Young Children with Challenging Behavior, which teaches students how to
implement best practice interventions that promote social-emotional and behavioral development in
young children (0-5); (3) Eco-behavioral Assessment and Intervention, which reviews eco-behavioral
assessment techniques (e.g., direct observations, rating scales, structured interviews, analogue
measures) and behavior analytic intervention strategies promoting social-behavioral development;
and (4) Advanced Applied Behavior Analysis, which reviews Applied Behavior Analysis (ABA) with
a focus on teaching positive social interaction and self-management skills to young children.

Knowledge

Four courses focusing on:
attachment & affect regulation,
assessment and screenings,
interventions—

Positive Behavior Support/
Applied Behavior Analyéis,

Experience

20 hours a week at sites such as:
early childhood care & education
programs, health dlinics,
behavior support

services,

Reflective
o early, childhood me.mzl
Suge:l’VISIon hejith consultations,

Reflective supervision by licensed
(Group/Individual);
Videotaping;
Onsite Coaching

Figure 1. Early Childhood Social Emotional and Behavior Regulation Intervention Specialist
(EC-SEBRIS) Certificate Triple Mode Teaching Model.

As part of the Experience Domain, students were required to work a minimum of 20 h a week
providing direct services/education to children 0-5 years of age. The majority of the students enrolled
in the program had a job in which they provided direct service/education to children of this age group.
These work sites were considered as the students’ practicum sites where they could apply and practice
the knowledge and skills learned in their courses. The underlying notion was that the application of
knowledge at the same site that the student spent most of their time working with young children can
benefit the children and can have a ripple effect on the other providers at the site. The sites included
early childhood education programs, agencies providing mental health and behavior support services,
home visitation programs, and others.
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The Reflective Supervision domain includes the following components: reflective facilitation
for students (group and individual), video feedback, and on-site coaching. This triple method of
coaching and mentoring supports the reflective process and provides the student with an opportunity
to identify their own needs and potential areas of growth [70-72]. According to The California
Infant, Preschool and Family Mental Health Initiative: Training Guidelines and Recommended
Personnel Competencies [73], reflective supervision is essential when working with young children.
Research suggested that it can enhance caregivers’ sensitivity. Hence, experienced licensed clinical
supervisors provided bi-monthly individual supervision and weekly group supervision. During
group supervision, students practice concepts and theoretical information presented in the foundation
courses. Students “learn by doing” and by discussing their experiences using their video recordings
with other students [63].

As mentioned above, students in the EC-SEBRIS Certificate Program were equipped with a video
camera and were asked to videotape their interactions with children once a week for 30—45 min.
Videotaping of teacher—child interactions has been found to support the reflective process needed for
the adult to be more aware and sensitive when interacting with young children [74]. Viewing these
recordings with their peers and the clinical reflective supervisor provided students the opportunity
to “see” themselves as they interact with children and be aware of the transactional nature of their
interactions with the children.

The Reflective Supervision domain included on-site coaching [75-77]. The coaches were highly
experienced early childhood intervention professionals who have had extensive experience working
with children, families and other professionals in the early childhood intervention and education
field. The visits of onsite coaches took place four to five times a year (two to three times each
semester). These coaches assisted students in assessing their initial skills level and establishing goals
and objectives for future professional growth and self-improvement.

1.3. Evaluation of EC-SEBRIS Program

A third goal of this paper is to present outcome data evaluating the effects of the training on the
early childhood professionals who graduated from the program and the children they served. Specifically,
this study examines the following questions: (1) Did the students enrolled in EC-SEBRIS Certificate
Program show an increase in their ability to provide sensitive, responsive care and support behavioral and
emotional regulation in young children? (2) Did children improve in their social-emotional functioning
after the intervention was offered to them by the students as reported by parents?

2. Materials and Methods

This study evaluates the effectiveness of the Early Childhood Social-Emotional and Behavior
Regulation Intervention Specialist (EC-SEBRIS) Certificate Program. Questions focus on whether the
students enrolled in the program show an increase in their ability to offer sensitive, responsive care,
provide behavior support, and promote social emotional development, and whether the children
improved in behavior and emotion regulation after the students worked with them. The study used
mixed methods (observations, surveys) and multiple sources (students, site supervisors, parents).

2.1. Participants

2.1.1. Students

The sample consisted of 154 individuals (93.51% female; 6.49% male). The age group distribution
of the sample was 46.10% were between 18 and 24 years, 22.73% were between 25 and 29 years, 15.58%
were between 30 and 39 years, 8.44% were between 40 and 49 years, 5.19% were between 50 and
59 years, and 1.95% were 60 years or older. Ethnically, 45.45% identified as White, 35.71% identified
as Hispanic, 8.44% identified as Black, 4.55% identified as Asian or Pacific Islander, 2.6% identified
as Middle Eastern, and 3.25% identified as multi-ethnic. Ninety-five students were monolingual
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and 59 students were at least bilingual. English was the most common primary language (72.08%),
followed by Spanish (21.43%) and other (6.49%).

The evaluation of the EC-SEBRIS certificate program started with the 2nd Cohort and proceeded
into a more comprehensive evaluation with the third Cohort, hence the evaluation focused on
4-5 cohorts. 22 to 35 students graduated each year from the certificate program. Demographics
of the cohorts under evaluation (see Table 1) indicate that there were no significant differences among
these cohorts in these domains per analyses.

Table 1. Participant Demographics.

. Cohort 0 Cohort 1 Cohort 2 Cohort 3 Cohort 4

fem Valid% N Valid % N Valid% N Valid % N Valid% N
Ethnicity
White 44.44 12 48.6 17 320 8 57.6 19 417 10
Hispanic 40.74 11 229 8 48.0 12 303 10 375 9
Black 7.41 2 114 4 - - - - 42 1
Other 7.41 2 17.2 6 20.0 5 12.1 4 16.7 4
Undergraduate Major
Child and Family 40.74 11 48.3 17 480 12 485 16 625 15
Social Science (Other) 14.81 4 31.4 11 36.0 9 333 11 25.0 6
Language 14.81 4 57 2 - - 9.1 3 - -
Communication or Arts 11.11 3 - - - - 6.1 2 42 1
Other 18.52 5 14.3 5 16.0 4 3.0 1 8.3 2
Mental Health Experience
Yes 18.52 5 18.2 6 20.0 5 21.2 7 45.8 11
No 81.48 22 81.8 27  80.0 20 788 26 542 13
Bilingual
Yes 18.52 5 37.1 13 60.0 15 333 1 275 9
No 81.48 22 62.9 22 400 10 66.7 22 625 15
Primary Language
English 85.19 23 62.9 22 56.0 14 758 25 875 21
Spanish 14.81 4 20.0 7 32.0 8 242 8 8.3 2
Other - - 17.1 6 12.0 3 - - 42 1
Second Language
English - - 100 13 66.7 10 727 8 333 3
Spanish 80.0 4 - - 13.3 2 18.2 2 55.6 5}
Other 20.0 1 - - 20.0 3 9.1 1 11.1 1

2.1.2. Supervisors

Sixty-four (64) supervisors of students enrolled in the certificate program were asked to complete
surveys assessing the competencies of students and how the student’s enrollment in the EC-SEBRIS
Certificate Program affected their practicum site. The students worked as master teachers in preschools,
behavioral health specialists, home visitors, early interventionists, special educators, and directors
of agencies. The supervisors were asked to complete a survey at the beginning of the first semester
(September/October) and at the end of the second semester (April/May).

2.1.3. Parents

Parents of children at students’ practicum sites whose child received behavior regulation support
from the student were asked to rate their children’s social competencies and behavioral challenges
prior to the start of the intervention (pre- at the beginning of the first semester, October-November)
and then respond again to the survey at the end of the second semester (post-April-May). Sixty-three
(63) parents completed a pre-post survey about the emotional and social skills of their child. The lower
number of parent respondents is due to the transient nature of children placed in early childhood
setting or coming to services. Often, a student would start working with a specific child in the fall and
had to switch and work with another child in the spring. This means that the pre-survey done in the
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fall did not match the post-survey done in the spring by another parent of a different child. Hence, the
total number of matching pre-post is 63.

2.2. Measures

2.2.1. The Caregiver Interaction Scale (CIS)

Quality of care provided by early childhood professionals was measured using The Arnett
Caregiver Interaction Scale (CIS) [78]. This tool measures the verbal and physical interactions
between the providers and the children in their classrooms. It is designed for use during observation
of teacher caregiving skills. The CIS contains 26 items, categorized into four subscales: teacher
sensitivity (10 items), harshness (9 items), detachment (4 items), and permissiveness (3 items) towards
children [79]. Items on this scale are rated on a 4-point scale of Not at All, Somewhat, Quite a Bit, and
Most of the Time [79]. These items are grouped into the four subscales and mean scores are calculated to
determine caregiver interactions [80].

To assess the level of sensitivity and positive interactions which are critical to mental health,
observations were performed to determine whether there were changes in sensitivity amongst students’
overtime based on scores collected from the CIS, specifically in the area of measure categorized as
“sensitivity”. The sensitivity section of the CIS examines whether or not the student, “speaks warmly

i i

to the children”, “listens attentively when children speak to her”, “seems to enjoy the children”, “when

i

the children misbehave, explains the reason for the rule they are breaking”, “encourages the children

”ou ”ou

to try new experiences”, “seems enthusiastic about the children's activities and efforts”, “pays positive
attention to the children as individuals”, “talks to children on a level they can understand”, “encourages
children to exhibit prosocial behavior, e.g., sharing, helping”, and “when talking to children, kneels,
bends, or sits at their level to establish better eye contact”. The Arnett Caregiver Interaction Scale was

internally consistent, with Cronbach’s « = 0.85 and 0.86 at baseline and follow-up, respectively.

2.2.2. Supervisor Survey

This 10-item Likert-scale survey ask supervisors how the student’s enrollment in the EC-SEBRIS
Certificate Program has impacted the practicum site (e.g., childcare center, behavioral services, or
kindergarten classroom). The pre-post scale provides an opportunity for the supervisor to rank the
student on a scale from 1 to 4 (1 = Strongly disagree; 2 = Disagree; 3 = Agree; 4 = Strongly agree) on the
areas of knowledge and experience that the students in the program are believed to be focusing on in
their classes and reflective supervision. The supervisor survey was developed partially following the
Goal Achievement Scale (GAS)-ECE Center Director [57]. The GAS tool was administered to child care
directors and teachers to measure teachers’ competencies on general mental health activities or program
goals. The supervisor survey includes 10 items such as “Student understands children’s social and
emotional development”; “Student tries to understand the meaning of children’s behavior”; “Student
is able to manage children’s challenging behaviors”; “Student responds appropriately and effectively
to children in distress”; “Student is capable of reflecting on experiences, thoughts and feelings involved
in working with infants, young children and families”. The supervisor survey also exhibited good
internal reliability, with Cronbach’s o« = 0.91 and 0.91 at baseline and follow-up, respectively.

2.2.3. Self-Efficacy (SE) Survey

A self-efficacy measure assessing students’ confidence in achieving the evidence-based
competencies for promoting social and emotional development and addressing challenging behavior
in young children (described by the National Center on the Social and Emotional Foundations for
Early Learning; CSEFEL) was used. The EC-SEBRIS faculty worked on this tool during the first
year of the program to adapt the tool to match the targeted competencies and foci of the EC-SEBRIS
certificate objectives. In this measure, students were asked to rate how confident they are in their
ability to use promotion, prevention, and intervention levels of competencies to support young
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children’s social and emotional development. Students rate their abilities to develop nurturing and
responsive relationships, create high quality environments, provide targeted social emotional supports,
and implement intensive interventions. Each of these four general areas includes items relating to
knowledge, skills, and reflective practice that promote social emotional competence in young children.

The survey has 60 items needed to be rated on a Likert scale of 1-5 (1 = Not at all confident; 2 = A
little confident; 3 = Somewhat confident; 4 = Fairly confident; and 5 = Very confident.

The Nurturing and Responsive Relationships (NRR) domain is comprised of 24 items (1-24)
focusing on the quality of the relationships formed with the child and their family (Tier 1). The
following is a list sample items from this domain: “Develop meaningful relationships with children
and families”; “Use a variety of strategies for building relationships with all families”; “Withhold
judgment and feel empathy for parent/caregiver’s perspectives”; “Help parents/caregivers to
appreciate the uniqueness of their young child”; “Show sensitivity to individual children’s needs and

",

adapt and adjust accordingly (instruction, curriculum, materials, etc.)”; “Assess children’s strengths
across all developmental and behavioral dimensions”; “Practice responsive caregiving based on
the understanding each child’s unique development, responding to the child’s cues and signals,
and following the child’s lead”; “Model appropriate expressions, labeling children’s emotions, and
self-regulation”.

High Quality Environment (HQE) is the second domain in this survey (Tier 1). It consists of
19 items (25-43) addressing such issues as: “Asses children’s development and learning, including
cognitive and language skills, social emotional development, approaches to learning, and health and
physical development”; “Observe and document children’s work, play behaviors and interactions to
assess progress”; “Manage behaviors and implement classroom rules and expectations in a manner
that is consistent and predictable”; “Design activities to promote engagement (e.g., varies topics and
activities in large and small groups from day to day, varies speech intonation to maintain children’s
interest; modifies plans when children lose interest uses peers as models)”; “Provides children with
varied opportunities to learn to understand, empathize with, and take into account other’s people
perspectives”; “Teach staff to support children’s development of friendships and provide opportunities
for children to play and learn from each other”.

Social Emotional Support (SES) is the third domain in the Self-Efficacy survey and addresses
the promotion of prosocial behaviors and social emotional skills (Tier 1). There are (44-52) nine
(9) items, which include the following: “Help children talk about their own and others’ emotions”;
Provide children with varied opportunities to develop skills for entering into social groups, developing
friendships, learning to help, and other pro-social behavior”; “Establishes and enforce clear rules,
limits, and consequences for behavior”; “Teach staff to assist children in resolving conflicts by helping
them identify feelings, describe problems, and try alternative solutions”.

The last domain in the survey is Intensive Interventions (II). This domain includes 8 items (53-60)
addressing the ability to provide intervention to children who exhibit challenging behaviors (Tiers
2 and 3). For example, students were asked to rate their ability to “Team with a family to develop

”, o

support plans for intensive interventions”; “Assess the presence and extent of atypical child behavior
that may be a barrier to intervention and progress”; “Work as a team to develop and implement
an individualized plan that supports inclusion and success with children with persistent, serious,
challenging behavior”; “Assess problem behaviors in context to identify its function, and then devise
interventions that are comprehensive in that they make the problem behavior irrelevant, inefficient,
and ineffective”. The Self-Efficacy scales had very high internal reliability, with Cronbach’s « = 0.95,
0.96, 0.93, and 0.94 for NRR, HQE, SES, and II at baseline and Cronbach’s « = 0.93, 0.96, 0.93, and 0.92

at follow-up.

2.2.4. Parent Survey

A Likert-scale survey was developed for parents, whose child received intervention, a targeted
individualized behavior regulation plan, throughout their time in the EC-SEBRIS Certificate Program,

27



Brain Sci. 2017, 7,120

to report the perceived change in their child. The survey consisted of items following the Desired
Results Developmental Profile (DRDP) standards for social emotional development. Parents were
asked to rate their child’s social competencies and behavioral challenges to determine whether their
children were impacted from the students” enrollment in the EC-SEBRIS Certificate Program, once
in the beginning of the first semester and once at the end of the second semester (pre/post). The
Likert 12-item scale has 4 levels of responses: 1 = Strongly disagree; 2 = Disagree; 3 = Agree; and
4 = Strongly agree. For example, parents were asked to indicate if they agree with the following:
“Child understands that own physical characteristics and preferences are separate from others”; “Child
shows awareness of other’s feelings and responds to other’s feelings appropriate”; “Child uses socially
appropriate ways to stop self from acting impulsively”; “Child develops understanding of taking
turns”; Child interacts cooperatively with other children through play”; Child forms friendships with
other children”; “Child learns to understand the needs of other children and tries to follow social
rules”. The parent survey had good internal consistency, with Cronbach’s o = 0.90 and 0.88 at baseline
and follow-up, respectively.

2.3. Procedure

Human Subjects approval was granted following the review of the research protocol to the
EC-SEBRIS certificate program. All participants (students, parents, and supervisors) were given a
consent form to sign prior to their participation in the evaluation process.

Incoming students, during an orientation retreat in the summer, were informed about the program
and its evaluation process and were given a consent form to sign in order to participate in the evaluation
process of the program. The voluntary participation in this study was emphasized. Therefore, students
were aware that the decision of whether or not to participate would not influence their future relations
with or status in the certificate program. Certificate students were assured that their grades would not
be affected by their decision to participate. In addition, students were informed that they are free to
withdraw consent and to discontinue participation at any time without penalty or loss of benefits.

Confidentiality was maintained by removing personal information on the surveys. Instead
numerical codes were given so pre- and post-scores could be matched without the need to identify the
student. All surveys were kept in a locked cabinet in a locked room and were available only to the
SDSU program evaluators.

Self-Efficacy survey was administered twice (pre—post) at the beginning of the program
(August/September) and then at the end of the program (April/May). Supervisor surveys were
self-administered to the supervisors at the beginning of fall semester and at the end of spring semester.
Parent surveys were administered in the beginning of the school year and once at the end of the school
year. Parents were given the surveys and completed them at home. They returned the survey in a
sealed envelope.

Observations using the Arnett Caregiver Interaction Scale were administered by a trained
evaluator. The evaluator/observer was trained to use the scale and was compared to faculty and
other students trained to use it as well. Training was extensive and lasted until the inter-rater
agreement reached 80%. Initial observations took place from September to November and the follow-up
observation took place towards the end of the program (March-May). Observations took place at
students” work/volunteer sites while they interacted with the child/children for whom they were
creating a regulation, prevention and/or intervention plan.

3. Results

In order to understand the results, it is important to clarify that the evaluation process started a
year following the implementation of the program. Each cohort, as presented in Table 2 (Demographics
by Cohort), was comprised of 22-35 students whose ethnicity, undergraduate major, and mental health
experience contributed to the similarities and differences among the cohorts. For example, 48% of
Cohort 2’s students were Hispanic, compared with only 22.9% in Cohort 1; 62.5% of the students
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in Cohort 4 had Child and Family as their undergraduate major, while around 48% of students
from the other Cohorts earned their undergraduate degree majoring in Child and Family; 48% of
students in Cohort 4 indicated having experience in mental health vs. only 18-21% of students in the
other Cohorts. The evaluation of the EC-SEBRIS focused on the changes measured in the pre- and
post-observations and survey reports; however, analyses were performed considering the possibility
of differences between cohorts, which were independent groups. Analyses were performed with full
factorial models, including the interaction of Cohort by Time (pre-post). However, with respect to the
primary purposes of this paper, the main effect of Time was of principal interest.

Table 2. The Effects of Time, Cohort, and Time x Cohort on Arnett Caregiver Interaction Scale (CIS).

F (dfd = 113) p R? M Pre/Post
Quality
Time (dfn =1) 67.12 <0.001 0.373
Cohort (dfn = 3) 6.7.9 <0.001 0.153 3.15/3.35
Time x Cohort (dfn = 3) 0.35 0.786 0.009
Sensitivity
Time (dfn=1) 98.57 <0.001 0.466
Cohort (dfn = 3) 75.61 <0.001 0.667 2.59/2.95
Time x Cohort (dfn = 3) 0.25 0.863 0.023
Harshness
Time (dfn =1) 2.34 0.128 0.005
Cohort (dfn = 3) 45.68 <0.001 0.474 1.25/1.20
Time x Cohort (dfn = 3) 2.97 0.035 0.023
Detachment
Time (dfn=1) 30.81 <0.001 0.214
Cohort (dfn = 3) 9.49 <0.001 0.201 3.51/3.76
Time x Cohort (dfn = 3) 041 0.744 0.011
Permissiveness
Time (dfn=1) 1.48 0.226 0.013
Cohort (dfn = 3) 151.64 <0.001 0.801 2.97/3.01
Time x Cohort (dfn = 3) 9.75 <0.001 0.206

dfd = degree of freedom in the denominator; dfn = degree of freedom in the nominator.

3.1. Question 1

Did the students enrolled in EC-SEBRIS Certificate Program show an increase in their ability to
provide sensitive, responsive care and support behavioral and emotional regulation in young children?

3.1.1. Effects of Training on Students” Competencies

Three sources of data were used in order to answer this question: direct pre-post observation
of the students using the Arnett Scale, pre-post surveys of the site directors, and students’ pre-post
self-efficacy report.

3.1.2. Arnett Caregiver Interaction Scale (CIS)

A series of mixed-effects Analysis of Variance analysis, ANOVAs nesting students within cohorts
were performed to assess the effects of Time and Cohort (14) on CIS scores. There were significant
effects of Cohort on every scale. More importantly, results showed significant main effects of Time
on Quality, Sensitivity, and Detachment. Additionally, there were significant interactions of Time by
Cohort on Harshness and Permissiveness (see Table 2).

3.1.3. Supervisor and Director Surveys on Student’s Performance

A mixed-effects hierarchical linear model was performed to assess the effects of Time and Cohort
(1-4) on mean Supervisor Evaluations, where student was nested as a random factor within Cohort and
supervisor was specified as a secondary random factor. There were 64 supervisors to 100 students with
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the average supervisor rating 2 students, and the maximum number of ratings from a single supervisor
was 23. Models were performed with and without the interaction and compared using the Ax? test
to determine whether the interaction significantly improved the model. The Ax?(3) = 0.62, p = 0.892
demonstrated that the pithier model without the interaction was statistically superior; therefore, it was
interpreted. The model was significant, Wald X2(4/ N =139) = 2542, p < 0.001. There was also a
significant main effect of Time, B = 0.179, z = 3.46, p = 0.001, demonstrating that students received
higher evaluations post-program.

Supervisors in their comments indicated that students improved in their knowledge and skills
supporting children’s development and dealing with challenging behaviors: “The EC-SEBRIS student
showed lots of growth during his time here. His biggest area of growth was building relationships
with parents and caregivers”; “I feel that the student gained experience working directly with families,
teachers and children. She excelled in building bonds with parents as her role was to meet with
them, provide resources, and create goals”; “The student has a much stronger understanding of social
emotional development and is a more competent parent educator, specifically for in-home behavioral
support services”; and, “The student has grown exponential. She started the year out with infants and
did such an amazing job. She really tuned into the children and their needs and has such a gentle and

caring demeanor with them”.

3.1.4. Self-Efficacy (SE)-Student’s Self Report

A series of mixed-effect ANOVAs nesting students within cohorts were performed to assess the
effects of Time and Cohort (0—4) on mean SE domains. The effect of Time was significant on all subscales
of the SE measure, as well as the Total (see Table 3). Although there were significant interactions of
Cohort by Time for most scales and the Total (see Figure 2), these interactions were quantitative in
nature, meaning some cohorts improved slightly more than others, although all cohorts improved.

The effect of Time was significant on all subscales of the SE measure, as well as Total;
F(1,270) = 415.42, p < 0.001, and Cohort, F(4, 270) = 9.71, p < 0.001, and a significant interaction,
F(4,270) =3.73, p = 0.006 (see Figure 2). The effect of Time demonstrated that averaged across Cohort,
SE Total increased from Pre- (M = 3.38) to Post-Program (M = 4.66) (see Table 3).

Table 3. The Effects of Time, Cohort, and Time x Cohort on Self-Efficacy.

F (dfd = 135) p R? M Pre/Post
SE NRR
Time (dfn=1) 413.11 <0.001 0.754
Cohort (dfn = 4) 9.10 <0.001 0.212 3.55/4.67
Time x Cohort (dfn = 4) 5.13 <0.001 0.132
SE HQE
Time (dfn =1) 398.63 <0.001 0.747
Cohort (dfn = 4) 6.84 <0.001 0.169 3.41/4.67
Time x Cohort (dfn = 4) 4.54 0.002 0.119
SE SES
Time (dfn=1) 342.68 <0.001 0.717
Cohort (dfn = 4) 6.02 <0.001 0.151 3.46/4.72
Time x Cohort (dfn = 4) 3.81 0.006 0.101
SE II
Time 465.97 <0.001 0.775
Cohort 3.52 0.009 0.094 2.75/4.53
Time x Cohort 1.58 0.18 0.045
SE Total
Time (dfn =1) 493.71 <0.001 0.785
Cohort (dfn = 4) 8.38 <0.001 0.199 3.38/4.66
Time x Cohort (dfn = 4) 4.44 0.002 0.116

Note: dfd = degree of freedom in the denominator; dfn = degree of freedom in the nominator; SE = Self-Efficacy;
NRR = Nurturing and Responsive Relationships; HQE = High Quality Environment; SES = Social Emotional
Support; II = Intensive Interventions.
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Figure 2. The Effects of Time and Cohort on Self Efficacy (SE) Total Scores.

Although the Cohorts did differ from one another on the SE measures averaged across time, results
indicate that students enrolled in the EC-SEBRIS certificate program in all cohorts have increased
in their self-efficacy. Any interactions that existed were quantitative in nature, indicating that some
Cohorts experienced greater increases in self-efficacy than others, but all increased. Students perceived
themselves at the end of the program as better able to develop meaningful relationships with children
and their families, to interact and respond sensitively to children meeting their needs, to create a
safe environment where children’s needs are met, to partner and work with families respecting their
cultural beliefs, to assess, observe, document, and design activities and interactions that can promote
the child’s social emotional skills, to structure routines and provide environments where the child can
engage, interact, communicate, learn, and feel competent, and to help children to socialize and interact
with peers and other adults.

Overall, all Self Efficacy (SE) measures showed significant improvement across the duration of
the program averaged across all cohorts.

3.2. Question 2

Did children improve in their social-emotional functioning after the intervention was offered to
them by the students as reported by parents?

Parent Surveys on Child’s Social Emotional Skills

A mixed-effects ANOVA was performed to assess the effects of and Cohort (1-4) on mean Parent
Survey scores. Results showed a significant main effect of Time, F(1, 113) = 10.03, p = 0.002, but no
effect of Cohort, F(3, 113) = 0.98, p = 0.405, or the interaction, F(3, 113) = 0.91, p = 0.440. The effect
of Time demonstrated that across all cohorts parents provided higher evaluations at Post-Program
(M = 3.25) than Pre-Program (M = 3.01).

Parents recognized the improvement in their child’s social competencies and behaviors. Parents
indicated that their child was able to regulate their emotions and behaviors, stopped biting, started
using their words, had fewer tantrums, and were able to use social skills to befriend the children
around them. Some examples of comments from parents are as follows: “My child has made a lot of
progress from the pre-survey. For example, I have noticed that she shares toys with others and asks
other children if she can borrow toys from them. Additionally, I am noticing that she is more familiar
with emotions”; “I have noticed that he is able to calm himself down when he became frustrated or
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upset. He verbalizes his emotions and is able to name his feelings. He is aware that he has the ability to
calm himself down, leading to more cooperative interactions”; “My child is literally a different person!
She has become less violent and more compassionate towards other people. Prior to this program, my
daughter had no friends and other kids were afraid of her. Now, she has friends and the kids actually

want to play with her”.

4. Discussion

This paper describes a preventive approach to early childhood mental health with a focus on
a professional development program (EC-SEBRIS) that prepares a workforce of early childhood
professionals to provide relational sensitive care and to support emotion and behavior regulation in
young children. Behavioral challenges occur often in classrooms, lead to high preschool expulsion
rates, and can lead to long-term mental health problems. This primary prevention approach targets
children and their families before an intervention is needed as it equips ECE professionals who work
with young children on a daily basis with the skills and competencies to support children’s healthy
development, address problem behaviors on-site, and provide them with a safe, familiar adult who is
able to “contain” their frustrations and temperaments and help them learn effective coping skills to
handle stress.

The EC-SEBRIS program addresses a vital need that early childhood professionals be trained
to recognize and respond to early signs of social-emotional and mental health problems [2]. The
program uses a wraparound triple method of teaching recommendations for infant family and
early mental health services [73] that includes core content coursework, practicum experiences, and
reflective supervision. Core content coursework is focused on attachment and affect regulation
theories, assessment, and screening for typical and atypical development, as well as best practices
of intervention strategies (e.g., Positive Behavior Support- PBS, Applied Behavior Analysis-ABA)
that can help mitigate the effects of stress and address emotional and behavioral challenges in young
children. Practicum experiences involved 20 h a week providing direct services/education to young
children, and since most of the students had direct service jobs, their practicum classes allowed them
to apply the knowledge and skills learned in their coursework to current behavioral problems and
challenges they faced at their workplace. The EC-SEBRIS also followed recommendations that training
of early childhood professionals include greater access to mental health consultation and reflective
supervision [5,53-55,63] as the program included individual and group sessions with a licensed mental
health professional, and use of videotaping and on-site coaching to further students’ abilities to address
social-emotional and behavioral challenges in young children.

This study provides support that the EC-SEBRIS program was successful in promoting positive
outcomes for the ECE professionals (students) enrolled in the program and for the children and families
they served. Observations of students interacting with young children at their practicum sites indicate
that the students increased in Sensitivity scores on the Arnett Caregiver Interaction Scale. That is,
they appeared to have improved in their positive interactions with children: speaking more warmly
to them, listening attentively, and enjoying being with them. The results provide evidence that the
students increased in behaviors that encouraged children to explore, learn new things, and exhibit
prosocial behaviors.

Further evidence that the students increased in their abilities to provide behavior support and
enhance social emotional development in young children is provided by surveys given to their site
supervisor. Analyses of scores on the Goal Achievement Scale for supervisors revealed that students
improved on teaching competencies that include a greater understanding of children’s social and
emotional development and improvement on responding appropriately to children who are distressed.
Comments of the supervisors indicate that students improved in their ability to support challenging
behaviors in the classroom, connect with parents and families, and provide children with positive and
sensitive care: “She (student) really tuned into the children and their needs and has such a gentle and
caring demeanor with them”.
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Other evidence of positive changes in the students is provided by their self-report of their
confidence in demonstrating competencies needed to promote social and emotional development and
to address challenging behaviors in young children (National Center on the Social and Emotional
Foundations for Early Learning—CSEFEL). Results examining self-efficacy scores suggest students’
knowledge and confidence improved in developing nurturing and responsive relationships, creating
high quality environments, providing targeted social emotional supports, and implementing intensive
interventions. That is, at the end of the program, students perceived themselves as more capable in
competencies such as developing meaningful relationships with children and their families, structuring
routines and providing environments that help young children learn, feel competent, and socialize with
peers and adults, partnering and working with families from diverse backgrounds, and implementing
assessments, observations, and intensive intervention activities.

In addition to providing support that the EC-SEBRIS program was successful in promoting
positive outcomes for the ECE professionals (students) enrolled in the program, this study provides
evidence that the program helped the children and families that the ECE professionals (students)
served. Similarly, numerous studies on positive behavior support in ECE settings indicate that effective
behavior management in the classrooms support young children’s abilities to regulate their emotions
and behaviors and yield better child outcomes [47-50]. The Parent surveys assessing their children’s
social competencies and behavioral challenges described by Desired Results Developmental Profile
(DRDP) standards show that parents perceived positive social emotional gains for their children.
Analyses revealed that parents recognized the improvement in their child’s social competencies
and behaviors, as they indicated that their child is able to regulate their emotions and behaviors,
stopped biting, have less tantrums, and is able to use social skills to befriend the children around
them. In open-ended comments, parents indicated the change in their child’s social skills in the wake
of the intervention. Parents wrote that their child is able to share, identify, and express emotions,
problem-solve, manage strong emotions, and communicate needs. For example, according to one
parent: “My child is literally a different person! She has become less violent and more compassionate
towards other people. Prior to this program, my daughter had no friends. Now, she has friends and
the kids actually want to play with her”. Hence, positive sensitive teacher—child relationships appear
to decrease behavioral challenges and the negative effects for children at risk for externalizing and
internalizing problems [38,46].

The results presented on the EC-SEBRIS certificate program show that intensive training that
combines knowledge, experience, and reflective practice support the professional growth in early
childhood professionals and their ability to provide nurturing, sensitive, and responsive care to
children. Analyses of behavioral observations of the ECE professionals (students) interacting with
young children and site supervisors’ report of the ECE professionals’ competencies offer evidence
that the program had positive effects on the ECE professionals’ abilities to support young children’s
socio-emotional and behavior regulation. ECE professionals also gained a sense of self efficacy in their
ability to understand behaviors and provide children with the appropriate support and regulation
plan. In addition, the results suggest that the positive effects extended to the children served by the
ECE professionals in the EC-SEBRIS program. That is, analyses of parent reports of their children’s
behaviors, as well as their open-ended comments, provide evidence that the children served by the
ECE professionals made positive gains over the one-year EC-SEBRIS program.

Future research is needed to further examine the effects of the EC-SEBRIS program on the children
served. Assessments that measure children’s behaviors with targeted periodic observations in the
classroom as well as at home are needed to confirm the current findings that were based solely on
parent report. In addition, most of the participants in the EC-SEBRIS program, as well as in the field of
early childhood education in general, are female. Future research should examine the generalizability
of the current results and include a larger sample so that we can understand the characteristics of
participants (e.g., gender, years of work in early childhood education, experience with mental health
professionals) and children served (e.g., gender, age), which may influence the effectiveness of the
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EC-SEBRIS program. Additionally, future studies should include a control group, and the long-term
effects of the training on the ECE professionals and the children they served should be examined.

5. Conclusions

The EC-SEBRIS program presented above was designed to prepare a workforce of early childhood
professionals to provide sensitive relational care and to address early mental health problems with
behavior and emotional regulation. The one-year graduate certificate training program includes core
content coursework, practicum experiences, and reflective supervision that was provided in individual
and group sessions by an experienced licensed mental health professional. The use of videotaping
for supervisors to provide instruction and encourage reflection, as well as on-site coaching at their
practicum sites, were components facilitating the integration of theory to practice and skill building in
the ECE professionals.

The EC-SEBRIS wraparound training and coaching model views the early childhood teacher/care
educator as an important member of the first-response team to the child’s needs and daily care. The
EC-SEBRIS training equipped the teacher with the knowledge and skills to recognize the child’s
needs and come up with a response, which meets the child’s needs. It is built on strength-based
framework [81] in which teachers are trained to identify social competencies and capitalize on the
strengths of children with challenging behaviors early on, rather than focusing on their problem
behaviors. The program also recognizes that the stress, burnout, and frustration early childhood
educators feel in their jobs affect their relationships with the children in their care and the environments
they create for the children [51,52]. Thus, the program enhances ECE professionals’ capacity to provide
warm, responsive caregiving and reduce problem behaviors and rates of expulsion by giving them
greater access to mental health consultation [5,53-55], as well as giving them direct training to increase
their knowledge, skills, and competencies to support emotion and behavior regulation in young
children under their care. The program equips the ECE professionals who work with young children
on a daily basis with the skills and competencies to support children’s healthy development, to address
problem behaviors on-site, and to provide children with a safe, familiar adult who is able to “contain”
their frustrations and temperaments. It also provides other teachers on-site with an opportunity to
learn from their peers and model their behaviors and problem-solving practices. This study renders
support to the assertion that professional training that focuses on emotional and behavior regulation
support is essential for early childhood professionals working with young children [68].
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Abstract: In recent decades, there have been concerted efforts to improve mental health services for
youths alongside the challenges of rising healthcare costs and increasing demand for mental health
needs. One important phenomenon is the shift from traditional clinic-based care to community-based
mental health services to improve accessibility to services and provide patient-centred care. In this
article, we discuss the child and adolescent community mental health efforts within the Asia-Pacific
region. We also discuss Singapore’s community and school-based mental health service, known as the
Response, Early Intervention and Assessment in Community Mental Health (REACH). This article
discusses how REACH has evolved over the years in response to the changing needs of youths
in Singapore. Finally, we discuss the current challenges and future directions for youth mental
health care.
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1. Burden of Mental Health in Young People

1.1. Overview

It is reported that 1 in 10 children experience mental health problems but less than a third of them
are likely to seek help [1]. Furthermore, mental health disorders in youths are often not detected till
much later in life [2]. Globally, mental disorders account for a significant portion of disease burden
in youths, with poor mental health impacting the young person’s physical health and development
by affecting their academic and vocational achievements, social relationships, and exposing them
to stigma and discrimination [1-3]. Poor youth mental health is also significantly associated with
maladaptive substance use, violence and increased mortality rates due to suicide, self-harm, and
accidental harm which further increases health-care costs [1,2].

1.2. Greater Push towards Improving Mental Health Support for Children and Adolescents

Historically, a larger proportion of mental health services and resources have been channeled
towards treating older and chronic populations. Treating youths required specialized child-friendly
and youth-oriented therapeutic approaches with few psychiatrists and professionals choosing to
specialize in this area, particularly in the Asia-Pacific region. Diagnosing youths can be challenging
due to multiple psycho-social influences, and often requires a multi-disciplinary, inter-agency approach
to treatment and care [2].

However, over the past four decades, efforts to improve the mental health treatment and services
for children and adolescents have grown considerably [4]. Increasingly, governments and global
healthcare organizations, such as the World Health Organization (WHO), recognize the burden of
mental disorders in youths and have moved towards prevention, earlier identification and intervention,
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and improving mental health resilience amongst youths [5,6]. For example, in 2005 the WHO
promulgated its Mental Health Policy and Service Guidance Package to provide specific guidelines
to healthcare makers and governments on policy development and service delivery of child and
adolescent mental health services [7].

1.3. Singapore

Singapore is a small island-state located within Southeast Asia. Its population is multi-ethnic,
with Chinese making the majority at 74%, followed by Malays (13%), Indians (9%), and other ethnic
minorities (3%). As of 2016, Singapore had approximately 835,900 children and adolescents below
the age of 20 years [8]. In the only community-based prevalence study involving 2139 school-going
children aged 6 to 12 years, the prevalence of emotional and behavioral problems was found to
be comparable to studies in the West at 12.5% [9]. The same study also found the prevalence of
internalizing disorders to be more than twice that of externalizing disorders which was in contrast to
studies in the West. In a 2010 study on disease burden amongst Singapore residents, mental disorders
accounted for the largest portion, about one-third of disability-adjusted life years (DALYs), in children
aged below 15 years. Specifically, autism spectrum disorder, attention-deficit/hyperactivity disorder,
and anxiety and depression were amongst the top 10 causes of disability burden amongst children
between the ages of 0 and 14 years. Amongst young people between the ages of 15 and 34 years,
mental disorders—mainly schizophrenia, and anxiety and depression—accounted for a significantly
greater burden, approximately 19% DALYs, within this age group [10]. Suicide rate is one of the
surrogate indicators to measure mental well-being of a society. Among young people in Singapore,
the suicide rate was 5.7 per 100,000 and closely associated with psychosocial stressors, including
academic stress [11,12]. An analysis of global suicide rates in 81 countries, between 1990 and 2009,
showed a declining trend in average suicide rates of youths aged between 15 and 19 years. Globally, the
average suicide rate for males decreased from 10.32 to 9.50 (per 100,000) and the suicide rate for females
remained steady at 4.41 to 4.19 (per 100,000). In Europe, the average suicide rate showed a significant
decline for both genders, decreasing from 13.13 to 10.93 (per 100,000) in males and from 3.88 to 3.34
(per 100,000) in females. In the United States, there was a significant decrease in suicide rates for males
(16.13 to 11.81 per 100,000) and females (3.31 to 2.82 per 100,000). In Australia, there was a significant
decline in suicides for males 15 to 19 years (16.79 to 11.10 per 100,000), while rates remained stable
for females (4.12 to 4.17 per 100,000). However, the authors note that limited data exists for African
and Asian countries, and further examination of suicide rates in these regions is required to aid in
cross-cultural comparisons [13].

Demand for services at the outpatient child and adolescent psychiatric clinic (Child Guidance
Clinic, or CGC) of the Institute of Mental Health (IMH), Singapore’s only tertiary-care psychiatric
hospital, has steadily increased over the years. The number of new cases seen has risen six-fold from
approximately 500 new cases annually in the 1980s to almost 3000 annually by 2010 [14]. This increase
is concerning and while it may be due to the clinic’s outreach effort to the schools and greater
awareness of mental disorders in the community rather than an actual increase in the incidence of
mental disorders, it exerts a strain on the clinic’s resources. Additionally, to improve clinical outcome,
there is a need to focus on prevention and providing care further upstream. The current clinic-based
model does not seem ideal to fulfill these roles.

2. Global Trends in Community Mental Health Efforts

Past models of care depended on mental health professionals for direct service delivery. However,
the shortage of trained mental healthcare professionals make provision of future direct services in
outpatient and inpatient settings unsustainable due to rapid growing demands and costs. There is also
pressure on mental health services to provide appropriate and timely services that are sustainable and
cost-effective [15]. With the push to deinstitutionalize mental healthcare and move towards a tiered
approach in mental healthcare provision, there is a shift towards establishing community-based mental
health services [16].
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The WHO'’s Comprehensive Mental Health Action Plan 2013-2020, for example, calls for member
states to “provide comprehensive, integrated and responsive mental health and social care services
in community-based settings” to improve access of care and service quality [17]. Other benefits of
community-based care include early access to intervention, increased treatment adherence, human
rights protection, prevention of stigma, reduced hospital admissions, and fewer deaths by suicide [18].

3. Child and Adolescent Community Mental Health Efforts across the Asia-Pacific Region

Community mental healthcare is still in a nascent stage of development in the Asia-Pacific
region, with governments and service providers working collaboratively together only in the
last decade to increase funding, and establish policies and guidelines on community mental
healthcare. Such developments include the establishment of the Asia-Pacific Community Mental
Health Development (APCMHD) project in 2005 by 14 member nations to promote information
exchange on best practices within the region [19].

3.1. Increased Accessibility to Community Mental Health Teams and Centers

A key feature of many community mental health models is the establishment of mental health
teams and centers within the community to increase accessibility of services. Community mental health
teams are usually multi-disciplinary in nature comprising psychiatrists, psychologists, occupational
therapists, social workers, nurses, and other allied health professionals, who are situated in community
mental health centers located conveniently in districts and bureaus across the country.

For instance, in Hong Kong, the Social Welfare Department introduced the Integrated Community
Center for Mental Wellness (ICCMW) initiative in 2010, a one-stop, integrated, district-based center
where people with mental health problems can access mental health services at designated centers
across different districts [20].

Increasingly, community mental health teams have focused specifically on servicing children and
adolescents. As of 2004, 24 community mental health centers in South Korea engaged in school mental
health services to neighboring schools [21]. In Taiwan and Singapore, specialized early intervention
centers have been established since the mid-2000s to provide assessment and intervention services to
children with developmental delays and their families [22].

3.2. Increased Patient-Centered Innovation

A shift towards community care also signals a shift in attitude towards organizing care around
patients’ needs. Increasingly, governments and healthcare providers are designing services that are
integrated, comprehensive, flexible, and responsive to overcome challenges that patients encounter
in accessing mental health services, including stigma, proximity to services, and lack of continuity
of care. In Taiwan for example, the “Taipei Model” developed by the Taipei City Psychiatric Center
(TCPC) seeks to integrate community mental healthcare services within the primary care and general
healthcare system. Under this model, public health workers from 12 district health centers provide
follow-up visits to patients who were recently discharged from the TCPC to ensure that there is
continuity of care to patients [19].

To make mental healthcare services accessible to youths living in rural parts of Australia, the
“headspace” program was established in 2006 to minimize stigma and aid in the promotion and early
intervention of mental health problems for youth aged 12 to 25 years [23]. Additionally, “headspace”
was designed to integrate mental and physical health services to provide a one-stop stigma-free
service for youths who often presented with a comorbid of physical and mental health problems.
In an evaluation study of “headspace”, both clinicians and youths reported that the co-location of
medical and counselling services within the service encouraged help-seeking behavior, while youths
reported increased likelihood of treatment adherence [24].

Moreover, mental healthcare providers in Australia have innovated services to meet the needs of
the population. For instance, “ReachOut”, established in 1998, is Australia’s leading online mental
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health service for youths which aims to provide youths with easy access to 24/7 anonymous help by
employing online technology [25].

3.3. Increased Government Funding and Support

Across Asia, governments have also increased funding earmarked for community mental health
efforts, and pushed for a more comprehensive system of care. Recently in Singapore, an additional
funding of S$160 million has been ring-fenced to increase community mental health services as part
of a five-year Community Mental Health Masterplan from 2017 to 2021. Governments in the region
have also pushed for preventative care and early intervention as part of community-based mental
healthcare, targeting children and adolescents. For example, the South Korean 2005 Mental Health
Services guidelines recognizes that critical aspects of child and adolescent mental health services
include the prevention of mental health problems, early detection of such problems, and easier access
to suitable treatments [21].

4. Singapore’s Response

From a Singapore perspective, many mental disorders, including anxiety and depressive disorders,
have onset in the childhood and adolescent years but remain untreated [26]. This emphasizes the
need for early identification and intervention. Under the traditional model of care, a number of
challenges with healthcare service delivery for youths were highlighted, such as long wait times,
lack of appropriate and specialized care, fragmentation of service delivery within public health and
social agencies, and duplication of services [27]. Stigma also notably plays a significant role for many
Singaporean families, which may lead some to seek practitioners of traditional medicine or spiritual
healers, consequently delaying access to appropriate and timely help [26,28]. Voluntary welfare
organizations and initiatives, such as the Silver Ribbon Project and Singapore Association of Mental
Health (SAMH), have been active in addressing stigma through public education, awareness programs
and encouraging seeking early treatment. Furthermore, these programs portray individuals with
mental health issues in a positive light and focus on building self-esteem and psychological health
aspects. In addition, public education programs are also conducted in schools to promote mental
health literacy. For youths between 16 and 30 years, the Community Health Assessment Team (CHAT),
located at SCAPE Youth Park in the main city district, provides a one-stop center (CHAT Hub) for
mental health assistance and resources [29].

In 2007, the National Mental Health Blueprint was developed to encourage primary prevention
and monitoring of mental health of the population, improving service delivery and quality of
psychiatric services, developing the mental health workforce, and promoting mental health research.
Part of the vision under the 2007-2012 National Mental Health Blueprint included the right-siting and
deinstitutionalization of care, leading to the inception of community-based services.

5. The REACH Model of Care

5.1. The Inception and Initial Years of REACH

In 2007, Response, Early Intervention and Assessment in Community Mental Health (REACH)
was developed to support school-going students with mental health problems. Since 2003, compulsory
education was enforced in Singapore and today, the compulsory school age is 6 to 15 years. The three
main objectives of REACH are:

e improve mental health of youth via early assessment and intervention;

e  build the capacity of schools and community partners to detect and manage mental health
problems through support and training;

e  build a community mental health support network for children and adolescents in the community,
consisting of schools, general practitioners (GPs), and voluntary welfare organizations (VWOs).
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The REACH model (see Figure 1) operates on regional hospital systems to create regional networks
of mental healthcare and social services for seamless continuum of care for children and their families.
The conception of REACH creates responsive services based on five criteria of quality care that is
effective, accessible, timely, affordable, and safe as the central support mechanisms.

Community-centric personalised services
Multisectoral: Education, Healthcare, Social
k] Service, Law Enforcement & judiciary
E Consultancy
(=]
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® Hospital
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Figure 1. The REACH model of care. Note: VWOs = Voluntary Welfare Organizations; GPs = General
Practitioners; MSW = Medical Social Worker.

REACH consists of four teams that service the north, south, east, and west geographical
zones of Singapore, corresponding to the school zones [28]. Each team is comprised of a mobile
multi-disciplinary team of medical doctors, psychologists, medical social workers, occupational
therapists, and psychiatric nurses. REACH provides its services to schools primarily, and will provide
assessment and appropriate intervention for students referred by the school counselor for mental
health concerns. They also partner and engage VWOs (non-profit organizations that provide welfare
services and/or services that aid the community) in providing services to these students and their
families. By tapping on the provision of allied health services in schools, delivery of care via schools
is envisioned to aid and increase mental wellness among school students. The REACH program is
gradually phased to allow refinement of the program at each step.

The involvement of schools and community agencies reflects the global shift to a multi-sectoral and
multi-agency tiered approach of care. Within school support services, teachers with basic counseling
and behavioral management skills provide first-level intervention to students with socio-emotional
and behavioral problems. At the next level, allied educators (mainstream schools) and allied health
professionals (special schools) provide care to students who required specialized attention. For those
who required intensive intervention or attention may be referred to specialists at the Ministry or
external agencies such as hospital-based clinics or VWOs. Traditional clinic-based care for youths
with mental health problems almost always involves collaborative care with schools and/or social
agencies. Through the community-based care provided by REACH, the physical barrier in care
coordination was bridged. Existing support networks further strengthened REACH teams to be mobile
and provide assessment and intervention within schools or at home, thus, increasing accessibility of
services and understanding of the child’s problems within their naturalistic environment. Furthermore,
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the accessibility of REACH teams helps to reduce default rates of appointment, thereby increasing
adherence to treatment and time to seek help [27].

The consultation helpline plays an integral role in REACH’s service delivery. First, it increases
timely accessibility to care. Secondly, cases that are referred via the helpline are tabled for
discussion and triaged according to priority. School counsellors first gather relevant preliminary
information regarding the child’s mental health prior to contacting the REACH consultation helpline.
However, there are limitations related to the varying clinical knowledge and understanding of school
counsellors. Nevertheless, school counsellors and REACH teams work in collaboration to ensure that
critical referral information is gathered. It should also be noted there is a designated REACH member
assigned to each school who provides consultation to school counsellors when required. The referral
is then tabled for discussion with the rest of the REACH multidisciplinary team to determine its
appropriateness for referral for a more comprehensive mental health assessment. Cases that are
deemed to have insufficient evidence for a mental health problem are provided recommendations
for alternative support. This ensures an effective utilization of the team’s resources. Apart from
providing care, REACH also focuses on building the clinical capacity of school counsellors, VWOs, and
community partners, by providing specialist training in early detection and management of common
mental health problems seen among children and adolescents. Community partners of REACH are
also invited to trainings by overseas mental health experts and monthly inter-agency case conferences
to increase their clinical knowledge and aptitude in detection and management of mental health
needs [27]. The engagement and collaboration of the network of agencies ensures that fragmentation
of care and larger systemic issues are addressed. Table 1 shows the breakdown of diagnoses seen by
REACH in 2015. Attention-Deficit Hyperactivity Disorder (ADHD) was the most commonly seen
mental health disorder. Emotional disorders, including anxiety and mood disorders, were the second
most commonly seen disorders by REACH teams.

Table 1. Breakdown by diagnosis for the cases seen in 2015.

Diagnosis No. (%) of Cases
Attention-deficit hyperactivity disorder 247 (35.7)
Emotional disorder 159 (23.0)
No mental illness 133 (19.2)
Adjustment disorder 69 (10.0)
Developmental disorder 36 (5.2)
Conduct disorder 29 (4.2)
Others 18 (2.6)

Note: Emotional disorder includes anxiety and mood disorders; Adjustment disorder includes all stress-related
disorders including situational reaction and adjustment disorder); Developmental disorder includes
learning /developmental disorders and autism spectrum disorders; Conduct disorder includes cconduct disorder,
oppositional defiant disorder, and mixed emotional and conduct disorder.

In a review of the effectiveness of the REACH program in terms of outcomes and effectiveness
between 2007 and February 2015, 4184 students were referred to REACH by school counsellors. Out of
these students, about 955 students were referred to tertiary specialist care. Clinical outcomes are
measured by counsellor and teacher ratings on the Clinical Global Impression (CGI) scale [30] and
Strength and Difficulties Questionnaire (SDQ; [31]), respectively. These measures are completed
at intake assessment and six months post-assessment, regardless of whether the child receives
intervention. These outcomes are presented in Table 2. In general, improvements in conduct problems,
emotional problems, hyperactive behaviors and peer problems, and prosocial behavior on the SDQ
and CGI severity of illness significantly improved after six months. Furthermore, findings show
that community-based care compared to hospital-based care was more cost-effective, at a negative
incremental cost-effectiveness ratio of S$18,308 per quality-adjusted life year (QALY) gained and
maintained cost-effectiveness over the 95% confidence interval of QALY estimates [32,33].
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Table 2. Means and standard deviations of clinical outcomes at pre and post (six-month) assessment.

Pre-Assessment Post Six-Month

Mean SD Mean SD t-test
CGI 3.14 0.11 242 0.06 17.88 **
SDQ-Emotional Problem 2.76 0.33 2.13 0.33 3.51 **
SDQ-Conduct 317 0.56 2.61 0.70 7.34 %
SDQ-Hyperactivity 6.71 0.46 6.01 0.41 12.18 **
SDQ-Peer problem 3.93 0.22 3.45 0.31 10.01 **
SDQ-Prosocial 4.05 0.30 4.47 0.70 —227*%

Note: CGI = Clinical Global Impression scale. SDQ = Strength & Difficulties Questionnaire. * p = 0.05, ** p < 0.01.
Higher scores on the SDQ-prosocial behavior scale reflect desired behaviors.

Anecdotally, REACH services appear to be well-received by schools, as it is based in the
community setting and is less stigmatizing in providing early assessment and intervention for youths.
School leaders and counsellors have also given positive feedback on REACH teams’ responsiveness
to their schools’ needs. In addition, schools have commended REACH team members’ professional
knowledge, communication skills, and provision of recommendations and care management plans to
address the needs of each child. Conversely, for school staff who may not be aware of REACH services,
REACH continues to generate awareness of its services through regular mental health literacy trainings
to teachers in schools. Regular dialogues and reviews are also conducted inter-ministry, between
REACH representatives (falling under the purview of the Ministry of Health) and the Ministry of
Education (MOE), to address the changing needs of students and schools.

5.2. The Evolution of REACH

Since its inception, REACH has evolved to keep up with the changing needs and demands.
There have been notable service developments to increase collaboration with community agencies
and caregivers of the students seen by REACH. These included greater engagement with the MOE to
streamline referral processes and improve inter-professional liaison and joint management of cases,
partnership with specialized intervention centers to provide evidence-based intervention programs for
children with co-morbid conditions such as dyslexia and conduct problems. Through collaboration,
REACH also provides training workshops to equip school counselors and community partners with
technical knowledge about specific mental illness, and intervention techniques such as motivational
interviewing, mindfulness, and sensory-based strategies.

In 2016, REACH started a triage service for outpatient referrals made by regional polyclinics
to CGC so as to arrange suitable cases for school-based assessment. Out of the 820 referrals from
polyclinics, 279 (34%) were eventually assessed by REACH. Consequently, first visit wait-times were
reduced at CGC. Re-directing appropriate referrals to REACH also aids in increasing catchment areas
for responsive service provision.

6. Challenges and Future Considerations

On a global scale, major treatment gaps in addressing mental health problems exist, including
a lack of manpower and clinical capacity of the mental healthcare workforce, varying political support
of mental healthcare infrastructure and implementation of policies, and evaluation of novel and
accessible models of care [34].

In Singapore, the REACH model of care has progressed to provide effective, timely, and accessible
mental health service to children and adolescents. Despite the positive impact of the program, future
directions include improving the processes in right-siting of referrals, continued capacity building of
the REACH team and our stakeholders, and expansion of our collaboration with more school partners.

In addition to triaging outpatient referrals, REACH has also been looking to offer more
group-based therapies to treat students presenting with mild mental health needs to more efficiently
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meet the increased demand of services. Also, REACH is looking towards leveraging information
technology systems to enhance all areas of service delivery. This includes using data analytic
techniques to analyze trends in case referrals, and possibly tapping into technology-based assessment
and therapy platforms. While initially conceptualized to provide services to children with mild
mental health needs, the REACH program has now come to service children with more complex
needs who prefer community care as opposed to secondary and tertiary psychiatric care. To meet
the challenge of assessing and treating students with more complex difficulties, REACH team
members would have to continually build competence through regular case discussions, supervision,
and training. Besides having a background of providing cognitive-behavioral therapy, REACH
psychologists are building competencies in third-wave therapies including mindfulness and acceptance
and commitment therapy, whilst REACH occupational therapists build on sensory integration
techniques, and occupational engagement. Given the larger systemic issues seen in children, REACH
team members also receive training on evidence-based parenting programs such as the “Incredible
Years” [35] and “Triple P” [36] programs. REACH also recognizes that fellow school and community
partners have differing levels of competence which poses a challenge of catering to their varying
training needs. Newer school and community partners may require more extensive training in basic
mental health support strategies and require greater support from REACH teams.

As part of our commitment to reach out and make mental healthcare more accessible, future plans
include expanding collaborations to a larger age-range by including preschools, and institutes of higher
learning (e.g., polytechnics and universities). Concurrently, REACH continues to strengthen current
partnerships with schools by promoting the development of whole-school approaches to support
positive mental health and resilience in children by enhancing mental health literacy in the curriculum,
and fostering a resilient culture that supports positive emotional well-being.

Another important aspect is the exchanging of our experience in providing school-based mental
health care with our south-east Asian and Asian colleagues. While we may share some similar
culture, educational, and health systems do vary from country to country. Over the years, we
have shared our experiences in several regional conferences in China, Japan, Korea, Malaysia, and
Indonesia. We will continue to maintain our professional networks so that we can continue to be
updated on regional developments in youth mental health care services, especially in the context
of community mental health services. For example, in the local residency program for child and
adolescent psychiatry, overseas clinical fellowships are encouraged to enrich the experience of the next
generation of psychiatrists.
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Abstract: Child and adolescent mental health services (CAMHS) routinely overlook assessing for,
and providing treatment to, infants and children living with family violence, despite family violence
being declared endemic across the globe. As contemporary neuro-developmental research recognises
the harm of being exposed to early relational trauma, key international diagnostic texts such as the
DSM-5 and ICD-10 struggle to acknowledge or appreciate the relational complexities inherent in
addressing family violence and its impacts during childhood. These key texts directly influence
thinking, funding and research imperatives in adult services as well as CAMHS, however, they rarely
reference family violence. Their emphasis is to pathologise conditions over exploring causality which
may be attributable to relational violence. Consequently, CAMHS can miss important indicators
of family violence, misdiagnose disorders and unwittingly, not address unacceptable risks in the
child’s caregiving environment. Notwithstanding urgent safety concerns, ongoing exposure to
family violence significantly heightens the development of mental illness amongst children. CAMHS
providers cannot and should not rely on current diagnostic manuals alone. They need to act now to
see family violence as a significant and important risk factor to mental health and to treat its impacts
on children before these develop into enduring neurological difficulties.

Keywords: infants; children; adolescents; family violence; mental health treatment; diagnostic
classification of disorders; DSM-5; ICD-10; DC:0-5; CAMHS

1. Introduction

The prevalence of violence within families is considered to be at endemic levels across the
world [1-3]. Relational trauma and exposure to toxic stress—in utero and perinatally—has been shown
to have enduring and detrimental impacts across development within the early years, childhood,
and beyond, significantly increasing the development of mental health disorders [4]. This invited
paper provides a commentary on the misalignment between current knowledge regarding early
brain development and the application of this knowledge in key mental health diagnostic texts
in determining, or failing to determine, responses to children impacted by familial violence. It is
standard practice across western child and adolescent mental health services to use the criterion of
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two significant classification and diagnostic manuals in their assessment and treatment plans for
children and young people. These two texts are the DSM-5 (Diagnostic and Statistical Manual of
Mental Disorders) produced by the American Psychiatric Association [5], and the ICD-10 (International
Statistical Classification of Diseases and Related Health Problems) produced by the World Health
Organisation [6].

A review was undertaken systematically to ascertain how family violence is referred to within
the DSM-5 and the ICD-10. The outcome of these reviews is provided. An additional review was also
undertaken of a third important classification manual used when working within infant mental health,
the DC:0-5 (Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and
Early Childhood) [7]. This small, lesser known, but significant classification manual was developed
by workers in the field of infant mental health to help Child and Adolescent Mental Health Services
(CAMHS) think about the early experience of infants and young children. The focus of this third text
is on classifying behaviours consistent with diagnoses in the DSM-5 and ICD-10 but where early onset
is indicated [7]. The results of the review of these three diagnostic classification manuals are provided
and the omission of any clear references to family violence within the reviews discussed. The paper
concludes that CAMHS, adult mental health services and indeed the infants, children and families
impacted by family violence, cannot afford to wait for traditional mental health classification manuals
to adequately capture and report on the complexities and risk factors associated with family violence.
CAMHS needs to recognise and respond to the scientific research and prevalence evidence now to offer
appropriate and timely treatment responses for children. Furthermore, adult mental health services
need to name and assess for family violence, remaining cognisant of the fact that the children of their
patients who experience family violence are likely to also be victims of that violence.

1.1. Prevalence, Causes and Impacts of Family Violence

Whilst debate exists around defining family violence, the distinction is that “in contrast to other
forms of violence ... relationships usually exist between family violence victims and perpetrators
prior to, during, and after violent incidents” [8] (p. 599). Despite differences in terminology including
“domestic violence”, “intimate partner violence” (IPV), “wife battering”, “violence against women
and children” [8-13] there is consensus across the globe that violence within intimate relationships has
reached endemic proportions [2,3,10,14-19]. The research to date overwhelmingly identifies violence,
and/or homicide, which occurs within intimate partner relationships as gendered, with women most
at risk of harm by their male partners [3,20]. According to the UN Women’s Council, “One in three
women will experience some form of physical and/or sexual violence in her lifetime” [20] (p. 16). This
does not mean that men themselves do not experience violence within heterosexual interpersonal
relationships [15,21-23], nor that violence is not experienced within same sex relationships [24-26].

Explanations for what causes violence within families remains complex, with societal attitudes,
gender and cultural inequalities, economic pressures and intergenerational transmission of
interpersonal violence often cited as significant contributors [10,13,27,28]. Homelessness, alcohol
and substance abuse issues, as well as mental health difficulties are also identified as serious risk
factors associated with the prevalence of family violence [10,27,29-34]. The costs of family violence
to society is monumental. Notwithstanding the social and health implications for the individual, the
family and the community, the economic costs to societies across the globe are almost incalculable.
Various countries across the world have estimated that economic costs of violence against women and
their children to be in the billions [11,35-39]. The use of violence within any intimate relationships is
increasingly condemned in most societies today [3]. The impact of family violence on infants, children
and adolescents is receiving increasing attention and the inherent detrimental implications for their
health and wellbeing over time is becoming better understood [40-46]. Whether infants, children
and adolescents reside in a family where their parent is heterosexual, or same-sex, or caregivers are
extended family members or otherwise, living with family violence exposes them to an unacceptable
risk of harm [3,29,35,47,48].
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1.2. Infants, Children’s and Adolescent’s Exposure to Violence

Measuring the number of infants, children and adolescent’s present and/or as the direct victim
of family violence has been difficult to ascertain. This is often due to a failure to collect reliable
data specific to children [44]. Nevertheless, Lieberman, Chu, Van Horn and Harris [43] contend that
empirical evidence demonstrates that children under five are more likely than older children to be
exposed to trauma, including that which is caused by domestic violence. This is because younger
children, and infants in particular, are more likely to be in the immediate care of, or in close proximity
to their mothers during violent episodes perpetrated by partners [49]. The younger the child the
less capacity they have to protect themselves, flee the violence or be in other environments when
violence occurs, such as school, after school care etc. Research has indicated that some women become
the victims of violence once they fall pregnant, with the father of the baby more commonly, though
not exclusively, identified as the perpetrator [50,51]. Violence during pregnancy increases the risk of
infant mortality, premature births and low birth weights [52-56]. In teenage pregnancy, the prevalence
of partner violence and increased risks to mother and infant are particularly high [53,57-59]. It is
estimated that 1 in 4 children will be exposed to family violence in their lifetime [29,47,60]. Australian
women reported children being present up to 31% of the time during episodes of violence by their
partners [61]. A survey conducted across the European Union reported that 73% of women who had
experienced partner violence believed their children were aware of the violence [10].

The World Health Organisation (WHO) states that violence is preventable and has identified six
clear strategies to effect this. The first two of these imperatives directly concern the early years and
involve “developing safe, stable and nurturing relationships between children and their parents and
caregivers” and “developing life skills in children and adolescents” [3] (p.viii). The United States
National Intimate Partner and Sexual Violence Survey agrees. They state that the key to prevention may
be through developing “Strategies that support the development of safe, stable, nurturing relationships
and environments for parents or caregivers and their children” [15] (p.5). The sheer volume of infants,
children and adolescents, who with their mothers and primary caregivers are exposed to family
violence, warrants a comprehensive treatment response by CAMHS.

1.3. Research on How Family Violence and Relational Trauma Impacts Infant and Child Development

Family violence creates relational trauma for all family members, as it disrupts and disturbs all
relationships within the family, not just the relationship between warring parents/adults. The quality
and continuity of early caregiving experiences has been proven to be crucial to the development of
social, emotional, physical and mental health in children [62-69]. Early infant/parent relationship
research is often commonly understood in terms of the attachment the infant develops with their
primary caregiver, and how this then directly impacts the infant’s neurological, physiological,
psychological and emotional development [70-75]. Schwerdtfeger and Goff [76] found that where
expectant mothers had a history of interpersonal trauma they “reported significantly higher trauma
symptoms and lower prenatal attachment than those who reported no history of interpersonal trauma”
(p- 46). Research into exposure to domestic violence during pregnancy was also found to negatively
impact the way mothers’ see their infant [77,78]. Furthermore, ongoing exposure to family violence
was associated with the child developing an insecure attachment with their mother by the age of
four [79-81]. Exposure to family violence creates relational ruptures which can interrupt the healthy
formation of safe and reliable bonds between children and their parent/s [78,79]. This impacts
subsequent social relationships, and produces adult attachment behaviours including an oversensitivity
to rejection, avoidant and ambivalent patterns of relating and increased risk of replicating violence in
intimate relationships [82-84]. Attachment theory pioneer John Bowlby considered family violence
a “disorder of attachment” [85]. He believed enormous psychological damage was done to the child
and the family system, and was puzzled as to why “family violence as a causal factor in psychiatry
should have been so neglected” (p. 9).
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Where the infant or very young child is traumatised by the violence of one or both parents
and/or caregivers there is little to nowhere for the infant or young child to seek safety and protection;
as they are dependent on the very caregiving system which is generating the trauma [82,86-89]. Early
exposure to interpersonal trauma such as family violence impacts the emerging subjectivity of the
infant and impinges negatively on their developing mental states, capacity for affect regulation and
has implications for their later forming executive functioning [40,90-95]. Levendosky, Bogat and
Martinez-Torteya [42] found that “children are affected by the IPV they witness and often show
a traumatic response. The expression of traumatic symptoms is likely to increases as children age;
this is consistent with the trajectory of other anxiety disorders and internalising disorders generally”
(p. 195). Thus, exposure to violence from birth impacts the developing regulatory capacities of the
infant, with increasing socioemotional difficulties being displayed by 12 months [91]. Children up
to the age of 8 years have been found to have lower cognitive scores than their peers who were not
exposed to family violence [40]. In particular, internalising and externalising difficulties become
more apparent for children as they approach school age and beyond, evidenced through anxious,
avoidant and/or disruptive behaviours [42,92]. Children and adolescents exposed to ongoing family
violence are increasingly recognised within the literature as manifesting symptoms consistent with
Post Traumatic Stress Disorder (PTSD) and other psychiatric disorders [46,96-100].

1.4. The Science of Brain Development

Research into the impacts of trauma on the developing brain has been significant [4,63,64,74,86,101-103].
The developing infant brain is decidedly ‘experience dependent’ and shaped by the caregiving
environment [4,62,104]. “Infants and young children exposed to chronic stress or traumas may have
increased levels of the stress hormones cortisol, epinephrine and norepinephrine; chronic high levels
of these hormones can have negative effects on emotional regulation, cognitive development, and
brain development” [4] (p. 386). Further, crucial to healthy infant development is the regulatory role
played by the hypothalamic-pituitary-adrenal (HPA) axis and the associated neuroendocrine responses
to stress [105]. Disturbances in the functioning of the HPA axis have been found to have particular
implications for the development of neuropsychiatric conditions [106]. In addition, ongoing and
significant early relational trauma can impact synaptic growth, reduce hippocampal, cerebellar, and
corpus callosum volume, as well as risk damaging limbic regions and the prefrontal cortex; deficits
consistent with paediatric posttraumatic stress disorder [107].

Direct research on how family violence impacts the infant brain has been inferred from research
into the impact of trauma and stress on the developing brain generally [4,95,103]. However, research
using neuroimaging with mothers who have been diagnosed with interpersonal violence related PTSD
has found their capacity to read their infants social cues is limited [108]. It is the caregiving relationship
that operates as the primary organiser in how the infant brain develops. Where this is impacted by the
mother’s own trauma [73,86,109] and further where the infant is a witness “it is likely that exposure to
IPV can impact a very young child’s neurological development in detrimental ways that in turn can
impact other domains of development” [4] (p. 834). Neuroimaging of infants during ordinary sleep
found that even exposure to angry verbal conflict alone elicited heightened responses in the brain
regions concerned with emotional regulation and processing, implying that even moderate stress can
impact infant brain functioning [110]. There is little doubt that acute, ongoing stress affects neural
circuity, and no more so than during the early years [74,95,101,111-113]. In light of the mounting
evidence regarding the impacts of family violence on infants, children and adolescents, how mental
health services assess and treat these impacts is a key concern.
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2. Combined Methods and Results

2.1. Referencing Violence within DSM-5

The DSM-5 is nearly 1000 pages long and is separated into three different sections and an appendix.
The principal section is Section II, which is 696 pages and lists all mental disorder classifications. This
section includes 21 overarching ‘diagnostic categories” and an additional section of conditions that
may be clinically relevant but are not mental disorders. It explains the criteria for these categories and
supplies their corresponding ICD-9 and ICD-10 codes.

Section II: Diagnostic Criteria and Codes was reviewed systematically for any mention of the
terms “family violence”, “domestic violence”, “interpersonal violence” and “partner violence”. Further,
any specific reference of the word “violence” was examined and if there was any indication that this
could refer to being a victim or perpetrator of family violence this was included (note, however, that
terms such as “sexual violence” and “physical violence” in the context of child abuse were excluded
unless it was specific to a family violence context). “Community violence” also emerged, however, this
term was excluded from the review as it was felt to reflect violence in the wider community rather
than within the family. Additional, potentially related terms such as “adverse events” and “trauma”
were also reviewed to establish any association with family violence. During the initial review process,
mention of “spouse/spousal beating” also emerged as a descriptor which could be appropriately
defined as linking with the term “family violence”. This term was then added to the search. The results
can be found in Table 1 below. Terms relating to “Abuse” (including “childhood abuse”, “physical
abuse”, “sexual abuse”, “neglect” and “maltreatment”) were also systematically reviewed. Although
they are also significant stressors impacting mental health they were not included in the final table of
findings or the discussion presented below as a connection to family violence was not specified.

Section II concludes with a final "catch-all’ category titled “Other Conditions That May Be a Focus
of Clinical Attention” [5] and it is noted in the text that these conditions are not mental disorders but
“may affect the patient’s care” (For the sake of continuity, the word “patient” will be used forthwith
over other possible descriptors such as “consumer” or “client”.) (p. 715) and can be coded “if it is
a reason for the current visit or helps to explain the need for a test, procedure, or treatment” (p. 715).
It is here that there is more attention to family violence related issues, specifically with regards to
violence occurring within intimate (adult) relationships. Spouse or Partner Violence either Physical or
Sexual as well as Spouse or Partner Neglect and Spouse or Partner Abuse Psychological are included
in this section and signify whether the patient is or has been a victim of intimate partner violence, or,
has been a perpetrator and whether it is either confirmed or suspected. In Spouse or Partner Violence,
a description is given which specifies events that have occurred over the past year [5], however, the
codes attached to this description simply states “personal history (past history) of spouse or partner
violence...” (p. 720) making it unclear to the reader if this acknowledges any possible long term impacts
on the individual. There is also no mention, where violence has occurred over the past year, of any
children of the patient being potentially impacted by this very same violence.

The term “family violence” was not mentioned at all in the mental disorders categories in Section
II of the DMS-5. The term “partner violence” was, however, included in the diagnostic criteria
for three disorders in the Sexual Dysfunction category and in the Other Conditions That May Be
a Focus of Clinical Attention category. “Domestic violence”, “interpersonal violence”, “violence”
and “spouse/spousal beating” were mentioned an additional eleven times with two being that
of a possible perpetrator. These were in the following disorders: PTSD; Acute Stress Disorder;
Depersonalization/Derealisation Disorder; Somatic Symptoms and Related Disorders; Conduct
Disorder; and Antisocial Personality Disorder.
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As there are 152 mental disorders listed in the DSM-5 (excluding disorders that are ‘Not Otherwise
specified” or ‘Other specified /unspecified’), [5,114] there are many disorders where family violence
could readily have been included yet was not. In particular, it was surprising that there were no
links made to interpersonal or family violence as a risk factor in the following disorders given that
the research suggests otherwise: Schizophrenia Spectrum and Other Psychotic Disorders [115-117],
Depressive Disorders [118-121], Anxiety Disorders [118,121], Substance-Related and Addictive
Disorders [34,122-125], Personality Disorders [126,127]. However, this absence of referring to family or
interpersonal violence may also be attributable to the use of terminology within the DSM-5 itself. For
example, within Anxiety Disorders imprecise and broad terms were used. The term “life stress” was
referred to in Separation Anxiety Disorder; “interpersonal stressors” were referred to in Panic Disorder;
the term “negative events in childhood” for Agoraphobia and “stressful life situations” was mentioned
in Rumination Disorder. That there is no specific mention of family, domestic or interpersonal violence in
childhood within Anxiety Disorders, however, is perplexing given the avalanche of research identifying
anxiety in children exposed to family violence [4,42,43,45,46,94-96,99,128].

When the terms “domestic violence”, “interpersonal violence”, “partner violence”, “violence”,
“adverse” and “trauma” were mentioned they were usually referred to in the Risk and Prognostic
Factors Section of each disorder. This section is well suited to including family violence. When
completing the review of the text it was noted that the Risk and Prognostic Factors Section was not the
same for different diagnostic categories with assorted terminology used, distinct focuses and varying
depth of description. It is possible that this reflects the different working groups that developed the
current DSM-5 [5]. Where “partner violence” was mentioned in three disorders of Sexual Dysfunction
these were related to female specific disorders only, with no references made to partner violence within
the male specific sexual disorders. Conduct Disorder and Antisocial Personality Disorders were the
only disorders where there was a reference to perpetrating family violence. These were the only times
children and spouses were explicitly written about as being relationally impacted by the violent actions
of the patient. This is surprising given current good practice requires that all family members, whether
victims or perpetrators, and their children, receive timely and appropriate support and treatment to
address family violence and its impacts [129].

It needs to be acknowledged that there may be other possible ways of describing family violence
which were not elicited by this review. The term “spouse beating”, as already mentioned, emerged
only whilst searching for other possible ways of describing family violence. Terms which may be
referred to as perpetrating an “assault” or “violent acts/behaviour” towards others were not included
in this review. Poor terminology and a lack of referring to family members impacted by an “assault”
or “violent acts/behaviour” suggests that this is an area needing urgent attention in future revisions.
Similarly, not included enough was the “potential” for perpetrating violence against a family member.
This was implied in Alcohol Use Disorder [5] and is interesting to note: “individuals with an alcohol
use disorder may continue to consume alcohol despite the knowledge that continued consumption
poses significant physical (e.g., blackouts, liver disease), psychological (e.g., depression), social, or
interpersonal problems (e.g., violent arguments with spouse while intoxicated, child abuse)” (p. 492).

2.2. Referencing Violence within ICD-10

ICD-10 [6] is a manual used worldwide to classify physical and mental diagnoses and to identify
factors, such as social circumstances, which may impact them. The World Health Organization
states the ICD-10 (in the Purpose and Uses section online) “is the foundation for the identification of
health trends and statistics globally, and the international standard for reporting diseases and health
conditions. It is the diagnostic classification standard for all clinical and research purposes” [6]. The
ICD has been revised several times, with the most recent being the ICD-10 Version: 2016. Used for
recording, analysing, interpreting and comparing mortality and morbidity data worldwide, the ICD-10
provides alphanumeric code for disease and other health problems. This system allows for easy storage
and retrieval of this data for research purposes [130].
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The ICD-10 2016 online edition Section V Mental and behavioural disorders and Section XXI
Factors influencing health status and contact with health services was systematically reviewed for

”ou ” o

any mention of the terms “family violence”, “domestic violence”, “interpersonal violence”, “partner
violence”, “violence”, “spouse/spousal beating”, “adverse” and “trauma/tic”. The same method of
searching as for the DSM-5 was used for the ICD-10. See DSM-5 section for details. The results can be
found in Table 2 below.

The term “family violence” does not appear anywhere in the ICD-10. The term “severe
interpersonal violence” is mentioned under Problems in Relationship with Spouse or Partner
suggesting that only “severe” interpersonal violence is considered important. This reference to
interpersonal violence does not include any mention of infants, children and adolescents who may
witness or be impacted by this discord. The term “violence” is mentioned under Problems related to
alleged Physical Abuse of Child, however these references are relegated to a section of the ICD-10
which is concerned not with the coding of mental disorder specific criterion, but the description of
additional factors which might impact the key mental disorder coding criteria. The term “assault” is
used in Section XX—External Causes of Morbidity and Mortality to provide specific examples of injury
to another person made and the term “abuse” is mentioned under Maltreatment Syndromes in Section
XIX—Injury, Poisoning and Certain Other Consequences of External Causes, in reference to physical,
sexual and childhood abuse. Surprisingly, these also do not mention family violence and its role in
both abuse and assault. The term “serious mishandling” is mentioned in the criteria for Reactive
Attachment Disorder of Childhood, however, this term is not fully explained and no link to family
violence is made. When the additional terms of “adverse” and “trauma” were searched, two additional
mentions were found. “Adverse experiences” are mentioned in Dissocial Personality Disorder whilst
“trauma” is mentioned in the criteria for Post-Traumatic Stress Disorder. However, neither mention
“family nor interpersonal violence” as a source of the trauma or adversity experienced.

As with the DSM-5, there are many other diagnostic categories in which family violence could
realistically and appropriately have been mentioned, but was excluded from the ICD-10. Within the
chapter relating specifically to mental health, Chapter V Mental and Behavioural Disorders, domestic
violence was omitted from every diagnosis. This is surprising given the plethora of research suggesting
more than a strong correlation between domestic violence and the development of mental health
disorders [129,131-137]. Although not mental health specific, it was also noted that domestic violence
could have also been mentioned as a risk factor for complications under Chapter XV Pregnancy,
Childbirth and the Puerperium; throughout Chapter XVI—Certain Conditions Originating in the
Perinatal Period; Chapter XIX Injury, Poisoning and Certain Other Consequences of External Causes;
and Chapter XX External Causes of Morbidity and Mortality. Furthermore, although mentioned twice
(see Table 2 for details), domestic violence could have reasonably been mentioned throughout Chapter
XXI Factors Influencing Health Status and Contact with Health Services.
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2.3. Mental Illness in Children and the DC:0-5

Previously known as the DC:0-3 [138], the expanded DC:0-5 was released in 2016 and included
a new classification of specific Relationship Disorders in Axis I [7]. This encourages the recognition
that difficulties can lay outside of the child, and that relational complexities can occur between one
caregiver and the infant/child rather than as a feature of the infant or child’s relationships across all
their significant relationships. The DC:0-5 is a 212 page diagnostic classification manual for infants and
young children produced by Zero To Three in Washington [7]. The DC:0-5 is a multi-axial system with;
Axis I providing clinical diagnoses (grouped into eight categories), Axis II providing the relational
context, Axis IIl providing physical health conditions and considerations, Axis IV psychosocial stressors
and Axis V developmental competence. The use of a multi-axial diagnostic system can assist the
reader in considering the context around the individual rather than just focusing on the pathology. The
DC:0-5 is developmentally sensitive and incorporates the need to assess for risk, as well as protective
factors. It is cognisant of the importance of considering the growing infant and young child’s context,
culture and relationships in impacting on emerging mental health disorders. Furthermore, as a mental
health and developmental disorders manual for early childhood [7], it also readily acknowledges that
“behaviours of infants/young children may differ systematically with different caregivers ... There
are also numerous case reports of symptomatic behaviour in one caregiving relationship that does not
generalise to other relationships” (p. 134).

Review of Axis I was conducted using the same systematic method as the DSM-5 and ICD-10.
See Table 3 for results.

The inclusion of Relationship Disorders [7] in Axis I and Axis II Relational Context, is intended
to encourage practitioners to assess for “cumulative severity of stresses” including “noting their
duration and severity” (p. 154). Axis IV Psychosocial Stressors includes the Psychosocial and
Environmental Stressor Checklist with 77 different possible stressors listed for clinicians to be aware of
when diagnosing mental health disorders. In the introduction section of this Axis domestic violence
has been mentioned: “Psychosocial stressors for an infant/young child include acute events and
enduring circumstances. Examples of the latter include poverty and domestic violence” [7] (p. 153).
In the list “domestic violence” features as one of multiple possible stressors that need to be assessed.
Unfortunately, the checklist is designed to measure the number of co-occurring stresses as more
“predictive of subsequent maladaptation than any specific stressors” [7] (p. 153). While domestic
violence is cited as an example of an enduring psychosocial stressor, its impacts can be understood
to be heightened or mitigated by the developmental level of the infant or child, the severity of the
violence and the protective buffers offered by the caregivers within that environment “to help the
infant/young child understand and cope with the stressor” [7] (p. 153).

As was found with the review of DSM-5 and ICD-10, the DC:0-5 had limited mention of family
violence as a risk factor for particular mental disorders. For example, Sensory Over Responsivity
Disorder, included “environmental conditions—including lack of movement/tactile stimulation in the
early years (e.g., due to being raised in an orphanage, exposure to drugs or prenatal stress, cumulative
risk, or community violence—appear to increase risk for Sensory Over-Responsivity Disorder” [7]
(p- 441) but made no mention of domestic violence [45,95,110,139]. However, it was specifically
mentioned in Anxiety Disorders and Trauma, Stress, and Deprivation Disorders.
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3. Discussion

This review found that there was a dearth of references to violence occurring within familial
relationships across the DSM-5, the ICD-10 and the DC:0-5. By largely omitting an acknowledgement
of family violence as a significant risk factor in the development of multiple mental health disorders the
enormity of the problem is effectively denied and the opportunity to offer interventions to address the
fallout from family violence is missed. Specifically, this ignores the reality that large numbers of adult
patients with mental health problems have previously and may also currently be experiencing family
violence. Additionally, these same patients may be parents of children who are also exposed to current
violence. In particular, the DSM-5 and ICD-10’s failure to recognise the links between early childhood
exposure to family violence and mental health disorders, and assessing for current exposure to family
violence essentially disappears and therefore disavows the experience of infants, children, adolescents
and adults impacted by that violence. By not naming, not seeing and not assessing for family violence,
historically or currently, there is no recognition that violence within families impacts all members
of that family, no matter their age [140,141]. This averts any need to think about, or take action to
intervene now and address the safety needs of the children of the considerable number of adults
with mental health disorders who are victims and/or perpetrators of family violence [98,131]. Not
considering the children of adult mental health clients who use violence avoids the need to take any
action to ensure that those children are safe or to assess their potential need for treatment. Furthermore,
the trickledown effect of omitting any significant reference to family violence in adult classification
manuals is that within CAMHS, family violence is similarly, often not identified as a serious risk for
emerging “mental health problems”.

Terminology within both DSM-5 and the ICD-10 was highly problematic. For example,
in searching for terms that may point to the incidence of family violence, words such as “assault”,
“serious mishandling”, “adverse events” and “discord” were evident. Their meanings, however,
appeared nebulous. The terms were neither fully explained nor the context within which they occurred
clearly spelt out. There was also no mention of domestic violence in Section XIX of the ICD-10
which refers to assault as a result of external sources (e.g., drowning, strangulation etc.). Given the
reluctance domestic violence victims often have in engaging with services and help seeking and the
impacts on physical and mental health [17,118,122,129,142-145], domestic violence, in its various
forms (e.g., intergenerational, spousal, family) should all have separate codes in all three manuals
with specific examples of what each form of domestic violence means and be mentioned or referred
to in the diagnostic criteria for mental health disorders. Additionally, it would be helpful to have
specifier codes which allow clinicians to identify/record if the violence is chronic, acute or improving.
Doing so would draw attention to the importance of family and domestic violence in assessing and
treating patients and acknowledge the impact on the functioning and engagement of the patient. The
World Health Organisation (WHO), which produces the ICD-10 [6], is also the very organisation which
has produced repeated reports on the endemic of interpersonal violence across the globe [1-3,17].
It would appear judicious for the findings of these WHO produced global reports on interpersonal
violence to be meaningfully and responsibly incorporated into the ICD-10, the WHO'’s international
classification manual “for monitoring of the incidence and prevalence of diseases and other health
problems in relation to other variables, such as the characteristics and circumstances of the individuals
affected” [130] (p. 3).

It has been noted by Davies [146] that “Medicine’s ambivalence about accepting domestic violence
as a key determinant of health is amply highlighted by the absence in our current ICD of any code
for domestic violence” (p. 492). That DSM-5 and ICD-10 has not been forthcoming in clearly naming
and linking family violence with Mental Disorders perhaps explains, in part, why mental health
practitioners also seem reluctant to assess for and acknowledging the impacts of family violence. It
can be confronting to think about how to address the legal, statutory, emotional and safety aspects
of addressing family violence [147,148]. Yet more challenging in this work is when infants and
very young children are involved. Even those working directly in family violence specific services
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find it difficult to acknowledge and address the impacts of family violence on children in the early
years [49,149]. However, CAMHS is in a powerful position to not only champion the importance of the
early identification of family violence, particularly in infancy [43,150-153], but to offer a therapeutic
contribution to lives of the families they serve [151,154-160]. Furthermore, CAMHS has much to offer
in how the prevalence and complexities of violence within families is thought about from a mental
health perspective [49,161-165].

Not every relational stressor may contribute to mental health difficulties in infancy, childhood,
adolescence and beyond. Nevertheless, a stressor as prevalent as family violence is alarming. Part of
the role of the CAMHS clinician is to assess for and understand how such stressors impact the subjective
and psychological experience of the infant, child or adolescent. Speaking plainly about family violence
through clarifying terminology, thinking about, responding to and providing intervention and training
programs to address the impacts of family violence, CAMHS, as well as adult mental health may do
more than provide early intervention and prevention. This may help make sense of and integrate
intersectoral responses where children’s and “women’s experiences of depression, post-traumatic
stress, and self-harm can be understood as ‘symptoms’ or the effects of living with violence and abuse.
Domestic violence is not just one of many problems, but an issue that requires addressing as a primary
concern” [166] (p.223).

3.1. Identifying and Responding to Family Violence as a Serious Mental Health Issue

Some twenty years ago calls were made by a group of prominent psychiatrists for the DMS-IV
to recognise and create a new classification of relational disorders [167]. They argued that there are
some problems that cannot be “understood or described by giving a diagnosis to only one individual”
(p. 926) and where violence is present that “violence itself is sufficient to diagnose severe couple
dysfunction” [167] (p. 928). Essentially, this group believed that the DSM failed to consider that
couples as well as families (which includes children) experience severe dysfunction and believed
that “family violence involving child or elder abuse, have been omitted from the DSM-IV” [167]
(p. 926). A decade ago the Secretary General of the United Nations commissioned the “World Report
on Violence Against Children” [168]. This report unequivocally identified the need for a strategic
response to “break down the silence in which most children endure episodes of physical, psychological
or sexual violence at home” (p. 81). This was in order to recognise that “children who have experienced
family violence have a wide range of treatment needs” [168] (p. 84). More recently there have been
calls for the upcoming ICD-11 to screen for intimate violence, although these are limited to partner
violence [146,169]. The inclusion of ‘field tested” diagnostic criteria related to intimate partner violence,
Heyman, Slep and Foran [169] argue, could be anticipated to have “even wider and deeper influence
in healthcare globally” (p. 78) although they admit “there is no assurance that these, or any other
criteria, will be included in ICD-11” (p. 73).

That the DC:0-5 created a new category of Relationship Disorders in 2016 has recognised in part,
what the “Committee on the Family” called for in 1995. This is an acknowledgement that “certain
problems are relational by their very nature and simply cannot be understood or described by giving
a diagnosis to only one individual” [167] (p. 928). This is in contrast to the DSM-5 and ICD-10’s
continued implication that psychopathology exists within the individual. The DC:0-5 identifies
caregiving relationships as central to understanding the infant and young child. Axis II within the
DC:0-5 is embedded within a framework which considers the caregiving and relational context as vital
to understand in the assessment of infant and young children’s development and functioning. Despite
this, references to domestic violence were concentrated in the Psychosocial and Environmental Stressor
Checklist. Again, omission fails to direct clinicians and practitioners to recognise family violence
as a serious risk factor, impinging on the development of good mental health for infants, children
and adolescents.

The DC:0-5 sits domestic violence within a checklist which measures a number of co-occurring
stresses as more “predictive of subsequent maladaptation than any specific stressors” [7] (p. 153).
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Domestic violence is cited as an example of an enduring psychosocial stressor, its impacts understood
to be heightened or mitigated by the developmental level of the infant or child, the severity of the
violence and the protective buffers offered by the caregivers within that environment “to help the
infant/young child understand and cope with the stressor” [7] (p. 153). Including domestic violence
as simply one of multiple, possible stressors to impinge on the young child’s development does not
sufficiently alert CAMHS to the complex, often hidden and urgent imperatives which need to be
responded to when an infant or young child is living with family violence, nor how to effectively
respond to and treat this high-risk issue.

Community, justice based services and community health services have led the way in developing
specific treatment responses for children and women impacted by family violence [41,155,170-175].
Similarly, community based men’s behaviour treatment programs, developed to address men’s
violence, have existed for decades [176-180]. Interventions focusing on reparative work with
children and their fathers after family violence is relatively newer territory [158,181] as is any
concentrated treatment approach for women who perpetrate violence within intimate relationships,
or support programs for men who are victims of family violence [21,22,136,182-184]. Considerably
fewer treatment programs to address the impacts of family violence have been developed within
CAMHS settings, or within mental health generally, but where they have, there is a strong focus on
infants [151,156-158,162,185,186]. Community based approaches to working with family violence
have tended to eschew a recognition of mental health issues or approaches [166,178,187]. Given the
high correlation between mental health issues and family violence, there would be much to be gained
by bringing these differing services together (including the judicial system) to build new, stronger and
more efficacious treatment responses to family violence.

3.2. Limitations

It is impossible to capture every conceivable relational stressor that may contribute to mental
health difficulties in infancy, childhood, adolescence and beyond. There are other, high prevalence
and significant stressors where it could equally be argued greater recognition and acknowledgement
is needed within the pages of the DSM-5 and ICD-10. It cannot be definitively argued that family
violence has more impact necessarily than another stressor such as early neglect, and/or sexual
abuse, both of which carry monumentally damaging risk factors [188-193]. The high correlation
between one form of adversity and others (for example child abuse, homelessness etc., and family
violence) also adds additional complexities not covered in this paper [44,99,194]. The sheer size of
these classification manuals, the diversity of issues needing to be covered and the complexities in the
uniformity of definitions leaves it open to criticism’s such as have been covered in this paper [9,167,169].
Furthermore, it needs to be noted that the sheer work involved in tabulating the results of the vast
number of working groups that contribute to each diagnosis and the lengthy time line between the
publication of each version of the DSM hinders its ability to quickly incorporate new research methods
such as has “emerged through remarkable advances in new technologies and substantive knowledge
in neuroscience” [195] (p. 28).

4. Conclusions

The APA declares that DSM-5 (online version) is “the most comprehensive, current, and critical
resource for clinical practice available to today’s mental health clinicians and researchers of all
orientations. DSM-5 is used by health professionals, social workers, and forensic and legal specialists
to diagnose and classify mental disorders” [196]. The ICD-10 claims it “is the foundation for the
identification of health trends and statistics globally” [6]. DC:0-5 states that it is not in competition
with the ICD-10 and DSM-5 but that “current versions of the latter do not adequately cover syndromes
in the earliest postnatal years—syndromes that clinicians encounter and may require urgent attention
and preventative interventions” [7] (p. ii). However, all three classification manuals omit clear and
consistent references to family violence as a serious risk factor in the development of mental health
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issues for infants, children, adolescents and adults. Given the extraordinarily high rates of family
violence across the world, and the ample evidence of the deleterious impacts of family violence on
not just adults, and in particular women [34,118,121,122,132,134,135,197], but on infants, children and
adolescents [42,43,45,95,99,100,198-200], there is an urgent need for family violence to be appropriately
acknowledged and clearly recognised within the pages of DSM and ICD classifications. DSM-5 and
ICD-10. These three key international adult and child mental disorder classification manuals are long
overdue in needing to acknowledge family violence as a serious risk factor in the development of
mental health symptoms and disorders for infants, children and adolescents. Families seeking help
from CAMHS cannot wait, however, for such classification manuals to catch up. Infants, children and
adolescents and their families affected by family violence need CAMHS to act now.
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Abstract: Research on minors’ mental health is an increasingly developing area. Given the increased
prevalence of disorders, it seems necessary to analyze the factors that can affect poor mental
health. This study analyzes the influence of occupational class, educational level, age, sex and
perceived mental health of Spanish children, which is measured through the Strengths and Difficulties
Questionnaire. The sample consists of 3599 minors between 4 and 14 years old, who were interviewed
through the Spanish National Health Survey 2011. Our results indicating the significant (p < 0.05)
relationship between mental health, occupational class (OR 0.533) and minors’ health in the last year
(OR 0.313) are shown. However, gender (OR 1.187) and educational level of Pre-School Education
in relation to Secondary Education (OR 1.174) and Primary Education (OR 0.996) do not generate
significant differences. In conclusion, we consider it necessary to design and implement public
policies aimed at improving the care system for children who have had poor or regular health in the
last year, and whose parents are positioned in the lowest part of the occupational scale.

Keywords: mental health; child welfare; social class; health promotion

1. Introduction

For more than a decade, the problem of mental health in children, with rates of those affected
being between 10% and 20%, worldwide, has increased [1,2]. We know that new generations are
now more likely to have mental health problems than previous ones, and that inadequate mental
health may be linked with suicide cases, which are the second and third causes of teenage mortality,
according to several international studies reviewed [3]. If, at the same time, we take into account that
50% of adults” disorders had their onset in adolescence, it seems necessary to perform an analysis of
the factors that affect the mental health of minors, not only as a treatment measure, but also with the
aim of preventing future disorders [4,5]. In fact, the presence of mental health problems in the parents
could be a predictor of mental health problems in children, and therefore this situation would form a
cycle where the difficulties could pass from parents to children [6].

Two main difficulties for this analysis are the use of different questionnaires that make difficult
to compare the international samples studied, as well as the fact that local studies do not allow the
generalization of the results. To overcome these obstacles, the Strengths and Difficulties Questionnaire
(SDQ)—parents version [5,7]—has been implemented in this study. This questionnaire has been used
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with a Spanish population previously [6,8,9], and has demonstrated good qualities for measuring
mental health at a national and international level, especially with its scoring at the total scale in
difficulties [7,10]. In the present study, we use the same scale as was included in the Spanish National
Health Survey (ENSE, 2011-2012) [8,11]. This questionnaire, in its ‘parents’ version, has proved to
be a good tool for the screening of mental disorders in cross-cultural studies in European countries,
establishing itself as an international mental health measurement tool [12].

Several reports indicate the need to analyze which variables affect the mental health of minors,
and encourage the social sciences to collect data in order to clarify the increase of mental health
problems in minors in Western countries [2,10,13-15]. According to previous analyses with Spanish
national samples, it seems that the occupational class of parents could be a relevant variable for the
mental health of minors [16], with less favored classes predicting worse results in the mental health of
minors. As in North America, those with low-income parents associated with low occupational classes
had higher levels of depression and anxiety [17], and may even experience feelings of helplessness and
inferiority, or behaviors of alcohol abuse [18]. Given the economic crisis in Spain since 2008, it seems
necessary to analyze the variables that may affect the mental health of Spanish minors. Therefore,
the objective of this study is to analyze the influence of variables such as “occupational class of the
parents”, “
Health Survey—on the mental health of Spanish children aged between 4 and 14 years old.

educational level”, “sex” and “perceived health”—according to the 2011 Spanish National

2. Materials and Methods

2.1. Participants

The Spanish National Health Survey (ENSE-2011/12) [11] collects health information relative to
the resident population in Spain in 21,508 households, these being the main dwellings. The sample
size was 26,502 interviews, 21,007 adults (15 and over), and 5495 children (0-14 years), the latter by
interviewing their parents/guardians. In this study, we have worked exclusively with the results
of the survey related to minors from 4 to 14, and whose responses were obtained by their parents.
Therefore, our study is based on a sample of 3599 children. 52.49% male, 17.45% between 4 and
5 years old, 62.24% between 6 and 12 years old, and 20.31% between 13 and 14 years old (Table 1).
These data were collected between July 2011 and June 2012. In order to achieve the goals of the
survey and provide estimation with a certain degree of reliability (both in national and regional levels),
a sample of 24,000 dwellings distributed in 2000 census sections was selected. There were 12 dwellings
selected in each census section. To determine the size of the sample, the type of characteristics studied,
the information provided by the selected respondents, and the importance of the representativeness
of the study of children were taken into account. The sample was distributed among the regions
(Spanish Autonomous Communities), assigning one equitable part and another taking into account
the proportion of the region size. Sections were selected for each stratum based on the probability
proportional to their size. That is to say that the dwellings in each section would have the same
probability via random systematic sampling, and the procedure allowed self-weighted samples in each
stratum to be obtained. More information regarding this procedure is available from the Ministry of
Health, Social Services and Equality.

2.2. Instrument

The instrument used was the SDQ-parent questionnaire [7]. It has been translated into
66 languages and internationally validated [9,19,20]. It is an instrument of excellent quality for the
screening of mental health in minors, and its usability, as well as the reliability of the scores, makes it
very attractive for research [21,22]. It consists of 5 scales of 5 items each. The total score for difficulties is
calculated based on the sum of the first 4 scales (emotional symptoms, behavior problems, hyperactivity,
problems with peers), avoiding the sum of the last scale (prosocial), as has been established in the
methodology of previous research using the SDQ, including that of Goodman and Goodman, its
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creators [22]. To facilitate the analysis of mental health, once the answers had been obtained, the score
of each minor—that would vary between 0 and 40 points—was divided into two categories: suffering
or not suffering from mental health problems, based on whether the total score was greater than or
equal to 20 points (suffer) or less than 20 points (not suffering) [9,23]. This variable was contrasted with
the complementary sociodemographic information obtained through interview: occupational class,
educational level, sex, and perceived health. Six occupational social classes were considered, based on
the Spanish adaptation of the British Registrar General classification [24]. The authors grouped them
into three social classes for better study: class 1 (combining the most privileged social classes I and II),
class 2 (combining the middle classes III and IVa) and class 3 (combining classes less privileged in that
register; IVb and V). Additionally, based on the minors’ age, three corresponding educational levels
were considered: Pre-School Education (children between four and five years old), Primary Education
(minors between six and 12 years old) and Compulsory Secondary Education (ESO) (13 and 14 years
old). For the perceived health in the last year, three levels were considered: “good or very good”,
“regular”, and “bad or very bad”.

2.3. Procedure

The type of sampling used was stratified tri-stage. The information corresponding to the
questionnaire for minors was obtained indirectly, facilitated in our case by the mother or the father.
The method of collecting information was Computer-Assisted Personal Interviews (CAPI), direct in
the case of adults, and the mother/father or guardian. This is to say that, in our study, we have only
selected those responses by parents of the minors. This survey was approved by the Committee of
Good Practices of the European Statistical System (ETUCE) under the protocol of action of the National
Institute of Statistics and Ministry of Health Social Services and Equality developed by ENSE-2011
(Directive 95/46/Parliament and the European Council of 24 October 1995 on the protection of
individuals with regard to the processing of personal data and on the free movement of such data).

2.4. Analyitic Approach

Analysis of variance techniques (ANOVA) were used to analyze whether there were significant
differences between the total score obtained in the SDQ-parent test and the independent variables
or selected factors, such as sex, educational level, occupational class, and perceived health. In order
to analyze the association between having or mental health problems or not with respect to the risk
factors mentioned above, we used the statistical tools of odds ratio (OR) and relative risks (risk ratio,
RR). In this last analysis, we used the occupational social class 3 (less privileged) and Compulsory
Secondary Education as comparative control classes. For the regression analysis, 189 subjects with
missing or incomplete observations were eliminated. The remaining subjects in the sample were
all included.

3. Results

In Table 1, the frequency distribution and percentages of the mean of the scores reached in the
SDQ test, ‘parent version’, can be observed, according to the risk factors chosen.

A priori, there appear to be significant differences in means in the sex factor, the educational
level factor, the occupational class factor and among the three categories of the perceived health factor
(Table 2).

Through the analysis of a general univariate linear model, the sex factor (F = 14.372; p = 0.000) and
the educational level factor show significant differences (F = 5.388, p = 0.0048). Scheffé’s post hoc tests
show that these significant differences exist between Pre-School Education and all other categories
(Primary and Secondary Education), and there are no significant differences between the categories
Primary Education and Secondary Education. In addition to this, minors who are in Pre-School
Education have a higher propensity to suffer mental health problems.
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Table 1. Descriptive statistics according to the studied variables.

Variables N (%) 2 SDQ’s Ratings M (DT)

Sex
Male 1889 (52.49) 8.78 (5.53)
Female 1710 (47.51) 8.09 (5.43)
Total 3599 (100) 8.45 (5.49)

Education
Pre-School (4-5 years old) 628 (17.45) 9.08 (5.33)
Primary (6-12 years old) 2240 (62.24) 8.34 (5.49)
Secondary (13-14 years old) 731 (20.31) 8.24 (5.61)
Total 3599 (100) 8.45 (5.49)
Occupational Class
Class 1 720 (21.11) 7.38 (4.95)
Class 2 1172 (34.37) 8.27 (5.41)
Class 3 1518 (44.52) 9.13 (5.66)
Total 3410 (100) 8.46 (5.47)
Perceived Health

Good or very good 3367 (93.58) 8.22 (5.31)
Regular 211 (5.86) 11.60 (6.72)
Bad or very bad 20 (0.56) 14.50 (7.30)
Total 3598 (100) 8.45 (5.49)

2 SDQ = Strengths and Difficulties Questionnaire.

Table 2. Ordinary Least Squares Model.

Coefficient DT t p
Constant 4.8829 0.5903 8.2705 <0.0001
Sex —0.7253 0.1826 —3.9714 <0.0001
Occupational Class 0.8356 0.1177 7.0974 <0.0001
Perceived Health 3.3601 0.3283 10.2342 <0.0001
Age —0.2728 0.0684 —3.9863 <0.0001

R2 = 0.055 (5.5%); F(3,3404) = 40.007; Value p < 0.001.

As far as the occupational class is concerned, there were significant differences between the
means of their categories (F = 26.391, p = 0.000) and there were significant differences among the three
occupational level classes in Scheffé’s post hoc tests.

Finally, in relation to perceived health in the last year, significant differences were obtained
between the means of perceived health levels (F = 51.172, p = 0.000). Furthermore, through Scheffé’s
post hoc tests, different means were obtained in the three levels, with minors who presented poor or
very bad perceived health during the last year being the most likely to have mental health problems.

The results given in Table 2 present the measurements of the linear relationships between the total
score obtained in the test and the risk factors (sex, age, occupational class and perceived health).

Risk factors explain 5.5% of the variability of the total score of the SDQ, but the influence of all of
them is very significant, together (test F = 40.007) and separately (t-statistic).

On the other hand, taking into account the risk factors arises the interest in calculating the odds
ratios and relative risks of being ill or healthy (Table 3).
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Table 3. Ratios and Odds Ratios depending on the different risk factors.

Risk Factor Rates _ OPserved 4o 059 X2 P
RRP OR ¢
Sex
Male 0.094 (0.945-1.447)
Female 0.080 1.169 1.187 (0.940-1.499) 2.08 0.14
Educational Level
Pre-School 0.094 (0.874-1.530)
Secondary 0.081 1158 1174 (0.862-1.595) 1.03 0.31
Educational Level
Pre-School 0.093 (0.679-1.303)
Secondary 0.094 0997 0-997 (0.651-1.341) 013 0.72
Occupational Class
Executive 0.058 (0.497-1.001)
Skilled 0.083 0.705 0686 (0.472-0.998) 391 0.99
Occupational Class
Executive 0.058 (0.403-0.778)
Non Skilled 0.104 0.560 0.533 (0.375-0.759) 12.56 <0.05
Perceived Health
Very well/well 0.078 (0.276-0.486)
Regular 0.213 0-366 0.313 (0.220-0.445) d6.11 <085
Perceived Health
Very well/well 0.078 (0.132-0.514) .
Very bad/bad 0.300 0-260 0-198 (0.075-0.519)

2 Rate = Proportion in the risk factor group with presence of mental health problems; ® Ratio Risk (RR) = Rate
(1)/Rate (2); Odds (1) = present (1)/absent (1), Odds (2) = present (2) /absent (2); < Odds Ratio (OR) = Odds (1)/Odds
(2). * Frequencies less than five or empty.

4. Discussion and Conclusions

According to the results obtained in this study, it seems that, although the sex, the age associated
with the corresponding educational level, the perception of health in the last year, and the occupational
class are factors that affect the total score in mental health difficulties (SDQ-Parents), it is exclusively the
health over the last year and the occupational class that have the capacity to influence the distinction,
at a diagnostic or screening level, between sick and healthy.

Regarding sex, boys are more likely to have higher overall mental health scores than younger
women. However, these differences disappear when we use the cut-off points of healthy and sick for
the Spanish population. They may have worse symptomatology, but at the time of either diagnosis or
more thorough screening, it seems that there are no significant differences, as this agrees with the data
obtained in the ENSE-2006 [9,25]. Although it is not the goal of this paper, other studies have shown
that, when analyzing pathologies not globally, but in terms of scale, there is a greater symptomatology
of behavioral disorders and externalizing symptoms in boys at an early age, and a more frequent
occurrence of symptoms of eating disorders, depression and internalizing symptoms in girls as they
progress toward adolescence [13,26,27].

On the other hand, if the child’s educational level is taken into account, minors in the Pre-School
stage are at higher risk of having mental health problems than those in primary education or secondary
education, with primary education having a higher risk than Secondary Education. These results are
in agreement with other studies that involved measurements of total SDQ scores of children between
6 and 18 years old, and where the highest scores were in the lowest ages [16]. Even so, the scientific
literature is quite divergent with respect to the effects of age on the mental health of the minors
or, in this case, of age associated with academic level [26]. However, when we analyzed the ability
of this factor to discriminate between healthy or sick, which had not been carried out by previous
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investigations in Spain with this sample, no differences based on the educational level of the child
could be observed. These results are in agreement with those obtained in the Spanish National Health
Survey 2006, previous to the one analyzed here [28]. At the same time, factors such as “low parental
education” may be a factor that negatively affects children’s mental health, especially in the early
stages (4-11), without affecting later stages at adolescence [29].

Some authors [30,31] point to socioeconomic status and parental education [32] as the most
common causes of mental health problems in minors. This study shows the existence of an association
between parents” lower occupational class and an increased probability of suffering mental health
problems in minors. The most qualified occupational class offers a factor of protection in comparison
to the unqualified working class, which is in agreement, again, with the data of the ENSE-2006 [16].
Other studies confirm the influence of parents’ low occupational class on the mental health of the
children in the Spanish and international population [29,33], even specifying how behavioral disorders
or problems of hyperactivity, emotional problems, and peer problems increase in children that belong to
these families [28,34]. It seems that occupational class and, even more, the presence of unemployment,
both associated with low income, may be factors that favor the appearance of mental health problems in
Spanish minors [28], having the capacity to to enhance depression in adolescent girls and alcohol abuse
behaviors in boys [18,35]. At the same time, there is a positive relationship between the occupational
class and quality of life, with this factor having an impact on the promotion of health problems,
not only mental, but also physical [34]. In this sense, the significant differences of this study show how
poor health in the last year favors the possibility of suffering mental health problems. Health perceived
as good or very good is a protective factor against the occurrence of mental health problems, and
this remained the same in both health surveys, 2006 and 2011 [9]. These results also coincide with
other recent research that advocates the association between good mental health and good physical
health [4]. This could indicate the need to analyze mental health when the child complains of a poor
physical health in the last year, which would imply the relevance of primary care in health centers
for the detection of mental health problems. At the same time, it seems that a poor socioeconomic
situation, associated with a low occupational class, may influence not only poor mental health, but also
poor physical health and lifestyle [15,36]. It therefore appears that socioeconomic status, associated
with the occupational class of the parents, can influence mental health and, in turn, the physical health
of minors [36,37]. Although differences in mental health problems have not been perceived in minors
before and after the Spanish economic crisis [38], it does seem important to highlight how occupational
class remains a determinant factor for their mental health in both periods. In fact, a low socioeconomic
status is related to major mental health problems in parents and, as a result, to mental health problems
in minors [9,30].

It is important to emphasize that, despite the strength of this study in carrying out a national
population analysis under a rigorous methodology, it would be advisable to resolve its limitations
through the use of the SDQ questionnaire together with clinical interviews offering information
complementary to that obtained from the use of the questionnaire.

Thanks to the results of this study, it can be concluded that the low occupational class of the
parents [39], connected with the poor health of the child in the last year [25], may be risk factors for
Mental Health Problems in minors.

Although there was a decrease in the psychological and emotional problems of Spanish children
between 2006 and 2012 [1,2], it is noteworthy that these factors remained relevant to the Spanish
population, whether before (ENSE-2006) or during the economic crisis (ENSE-2011/12). Therefore,
social policies are needed for detecting those families with these variables in order to be able to work
with this population and to prevent future pathologies in mental health [2].
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Abstract: Millions of children have a parent with a mental illness (COPMI). These children are
at higher risk of acquiring behavioural, developmental and emotional difficulties. Most children,
including COPMLI, have low levels of mental health literacy (MHL), meaning they do not have
accurate, non-stigmatized information. There is limited knowledge about what kind of MHL content
should be delivered to children. The aim of this exploratory study is to identify the knowledge
content needed for general population children and COPMI to increase their MHL. A second aim
is to explore content for emerging children’s MHL scales. Researchers created and analyzed a
literature review database. Thematic analysis yielded five main mental health knowledge themes for
children: (1) attaining an overview of mental illness and recovery; (2) reducing mental health stigma;
(3) building developmental resiliencies; (4) increasing help-seeking capacities; and (5) identifying
risk factors for mental illness. COPMI appeared to need the same kind of MHL knowledge content,
but with extra family-contextual content such as dealing with stigma experiences, managing stress,
and communicating about parental mental illness. There is a need for MHL programs, validated
scales, and research on what works for prevention and early intervention with COPMI children.

Keywords: mental illness; mental health; parents; children; prevention; mental health literacy;
behavioral health

1. Introduction

There are millions of children that have a parent with a mental illness. For example, between 21%
to 23% of young Australians have a parent with a mental illness [1]. England and Sim [2] explored
several large health care databases to find that over 7.5 million American parents had a diagnosis
of major depression. These parents had over 15 million minor children. Over 12.1% of Canadian
children under 12 years of age are reported to live in households with an adult diagnosed with one
or more mood, anxiety, or substance abuse disorders; one of ten children live with a parent with a
mental illness [3]. Five to ten percent of British non-elderly adults are parents with mental health
challenges [4]. Aldridge and Becker [5] claim that up to 30% of young carers in Great Britain have
parents with mental health problems.

In this study, mental illness is identified as a disorder such as major depression, bipolar disorder,
and schizophrenia [6]. Children of a parent with a mental illness (COPMI) are at higher risk of
developing a mental health issue, compared to same age peers [7]. Given the prevalence and risks for
these children, it is important that there are appropriate and accessible supports and interventions
available to them. Most of these interventions aim to provide mental health literacy (MHL) and
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knowledge about their parents’ illness to young people. Even though there are interventions that
include educational information about parental mental health, few validated scales measure the
effectiveness or efficacy of MHL in prevention interventions for children of parent with a mental illness.
Indeed, there appears to be little consensus about what types of questions should be included in such
outcome measures.

1.1. Risk and Resilience

Risk and resilience theories anchor the study reported herein. Early seminal studies conducted
by Rutter and colleagues provided the groundwork for the later development of a risk and resiliency
theory specifically to explain the needs of children exposed to parental psychiatric disabilities [8-10].
The core assumption of risk and resiliency theory can be summarized as such: exposure to high
levels of biopsychosocial childhood adversity may lead to the development of future mental health
difficulties [9,10]. Examples of this adversity include poor relationships in the social environment (with
parents and/or peers), neighborhood violence, and exposure to parental disabilities [9]. However,
there are also resiliency promoting, ameliorating factors that may reduce the likelihood that the
child will experience poor developmental outcomes or future psychopathology. These include the
presence of supportive relationships, coping skills, positive relationships between parents, and higher
socio-economic status. Resiliency comes from learning how to handle risk with appropriate support
or coping skills. Children exposed to risk in small doses may become better adjusted to dealing with
future adversity [9]. However, when risk is overwhelming and omnipresent, the developing child is
unable to build resistance and may face increased mental health and behavioral difficulties. These
factors of risk and resiliency are composed of real, observable, events and processes that should be
studied and operationalized for the creation of future interventions and prevention programs that
can improve child developmental outcomes. Increasing resiliency through improved coping, elevated
self-esteem, and innoculative exposure to tolerable levels of risk will help children navigate future
challenges and adversity [9,11]. Risk and resilience provide further clarity by conceptualizing by
considering not just specific negative or positive life occurrences, but the ongoing developmental
processes that can be encouraged throughout childhood [9]. Knowledge content can be further
operationalized and encouraged to promote improved developmental outcomes for children through
prevention programs [12,13].

1.2. Children of a Parent with a Mental Illness

Children can be strongly impacted by parental mental illness. They are at a higher risk of
developing behavioural, developmental, and emotional difficulties, compared to their same age
peers [14]. Specific outcomes include increased dropout rates at school [15], a higher likelihood of
being taken into foster or kinship care [16], and potentially developing a substance abuse disorder [17].
In addition, children of parents with a mental illness may enter out of home care if their parent is
hospitalised and/or seriously unwell [18]. Children said they were sensitive to their parents ‘good’
and ‘bad’ days, at times reacting to parental behaviours with shame and embarrassment [19]. Similarly,
Riebschleger [20] described the results from individual interviews and a focus group of children of
a parent with a mental illness” experiences with their parents’ good and bad days of mental health.
Children defined good days as times of increased interaction, communication, and parental work and
chore completion [20]. Bad days were described as times where parents were less attentive, grumpier,
or more likely to yell [20].

Children of parents with a mental illness usually do not receive enough information about their
parent’s mental health [19,21]. They and are left ‘guessing’ or ‘figuring out” what is happening to
their parent. Children may develop misconceptions about mental illness such as blaming themselves
for their parent’s illness, or believing the mental illness can be caught like a cold and can be passed
unto friends [18,22]. Adverse outcomes from a lack of open discussion about mental illness have also
been described in the literature [23]. Keeping secrets from children is thought to lead to confusion
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for them [23]. Topics related to the illness may be ‘off limits” for children to discuss so that there is
limited or no parent-child communication about mental illness. Additionally, children may struggle
to understand or worry about the parent’s behaviors or they may disengage, perhaps leading their
parents to believe that they are not aware of the illness [23]. Children described how a lack of mental
health information caused misunderstandings and misattributions about the causes and reasons for
hospital treatment and parental behavior [19,24]. Riebschleger [20] reported that children tended to
describe mental health disorders by their observations of parents’ behaviors. Only some children were
able to provide the mental illness diagnostic label or had been specifically told about their parent’s
mental illness [20].

Children described increased feelings of worry when they had limited information about their
parent’s mental illness [25]. Without access to accurate, non-stigmatized mental health information,
many children seemed to look for their own understanding of parental behaviours, often leading to
confusion and distress [26]. Interviews with 20 children aged 8-22 years in Norway suggested most
children were acutely aware of how their parent’s behaviour, which, at times, the children associated
with feeling embarrassed, ashamed, or left out [27].

Giving a child insight and knowledge into mental illness and their parent’s difficulties is a
key resilience factor within the literature [28]. Mental health literacy knowledge, especially when
combined with social support, may serve as a protective factor for children who lack information and
understanding of their parent’s mental illness. For example, the mental health knowledge may help
children interpret their parent’s behaviour as stemming from a brain-based physical health illness that
can get better [13].

1.3. Mental Health Literacy

Mental health literacy has been studied in the adult mental health literature for several decades.
Mental Health Literacy (MHL) is defined as one’s level of understanding about mental health attitudes
and conditions, as well as one’s ability to prevent, recognize, and cope with these conditions [29,30].
There are numerous mental health literacy programs, sometimes called psychoeducational programs,
that aim to increase awareness of mental health challenges and facts for the general public, community
crisis responders, college students, family members of adult mental health services users, and people
that participate in services at mental health services agencies [30-35].

Anderson and Pierce [36] note that mental health literacy programs for adults focus on increasing
mental health knowledge, confidence about helping others experiencing mental illness symptoms,
as well as decreasing participants’ stigmatizing attitudes toward people with mental illness. O’Connor
and Casey [34] developed mental health literacy scale items for adult mental health literacy program
outcomes; they included criteria related to the recognition of mental health disorders. They also
included knowledge of help-seeking, mental health risk factors/causes, self-treatments (such as coping
behaviors), professional help resources, and how to get help when one recognizes mental health
symptoms [34].

There is some demonstrated efficacy in the use of mental health literacy (MHL) in mental
health prevention and early intervention programs designed for children of parents with mental
illness [28,37,38]. For example, Solantaus et al. [39] suggest that family conversations about
mental health literacy can serve as preventive interventions for children of parents with depression.
Kelly et al. [40] call mental health literacy interventions for adolescents “a strategy to facilitate early
intervention for mental disorders”.

Currently, there are a number of emerging interventions that aim to promote mental health literacy
and wellbeing for children of parents with a mental illness. These include peer support groups [41],
parenting or family-focused programs that focus on the parent-child connection [39], online support
programs [42], school-based mental health literacy interventions [43], and bibliotherapy, i.e., including
psycho-educational materials such as a DVD [44]. Canadian schools have demonstrated success in the
implementation of school wide psychoeducational programs to improve the mental health literacy of
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their student bodies [45,46]. Programs focusing on parenting can be strong interventions to promote
recovery and well-being in children and families that encounter parental mental illness [47].

These interventions are set within the much broader context of mental health promotion.
Mental health promotion programs target a specific mental health challenges and populations at
risk for acquiring these challenges. They use positive-psychology, strengths-based approaches
to increase individual and community resilience and well-being [48]. A collaborative research
group, with support from the World Health Organization, found strong evidence that mental
health promotion and prevention programs are effective in enhancing public policy, creating
supportive environments, strengthening community action, reorienting health services to include
illness prevention, and developing personal skills such as resilience, social competence, and coping
among children at risk for mental illness [49]. Interventions promoting children’s protective and
resiliency factors aim to influence positive developmental outcomes for at risk children [12,50]. Given
these findings as well as the prevalence of and associated risks for children of parents with a mental
illness, it is important that interventions are developed to prevent and reduce the transmission of
mental illness in families.

A review by Reupert et al. [51] of the programs for children of a parent with a mental illness
described interventions, including: family-intervention programs, peer-support programs, online
interventions, and biblio-therapy. A key ingredient of these programs was psycho-education. However,
well-developed and tested children’s mental health literacy scales appear scarce [52]. The lack of valid
and reliable child mental health literacy quantitative measures undermines the development and
evaluation of evidence-based prevention programs for children of parents with a mental illness. Mental
health interventions vary in their aims, evidence bases, and how they were developed. This could mean
that the children of a parent with a mental illness may be less likely to receive services since funders
often require programs they support to be included among databases of evidence-based practices.
Resiliency is also measured using specific scales, personality inventories, and mental health literacy
scales [34,53]. Thus, it is reasonable to consider that researchers compare children’s levels of risk and
resiliency traits with these scales before and after interventions to assess for intervention outcomes.

Clearly, scales with robust psychometric properties are a critical and often under-resourced aspect
of prevention program development and evaluation in programs for children of parents with a mental
illness. Strong children’s mental health literacy measures are needed to help build evidence-based
programs for children’s mental health literacy. Therefore, this thematic analysis literature review may
demonstrate a step towards addressing this gap in scale construction. This paper aims to identify
mental health literacy content that may be useful to inform the development of scales to evaluate the
efficacy of mental health literacy mental interventions for children of parents with a mental illness.
The work is guided by a research question that asks, “What does the literature indicate are children’s
specific mental health knowledge needs about their parent’s mental illness?”

2. Materials and Methods

The study approach combined a literature review with qualitative thematic analysis, sometimes
called generic qualitative analysis [54]. Qualitative thematic analysis is a flexible research method
to identify ideas and patterns presented within qualitative data [55]. It is used when other forms of
qualitative methods are not a good fit for the proposed work. For example, the research may not lend
itself to the “prolonged engagement” needed for phenomenological methods [54,56]. This study is
particularly aligned with the work of Onwuegbuzie et al. [57], who recommended combining literature
reviews with qualitative methods, including theme analyses.

2.1. Procedures

We began by defining the problem as a need to identify the themes and content that comprise
children’s mental health literacy. Our theoretical framework held that mental health literacy
information may decrease risk and increase resilience for children of a parent with a mental illness.
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We used a number of literature sources to generate search keywords. These were drawn from university
e-journal library database inquiries within ProQuest, Medline and Google Scholar. Keywords were
also developed from words found in written responses of COPMI experts to a survey distributed
previously by the authors herein. Key words and phrases were sometimes combined to elicit mental
health literacy information specific to children, and especially children of parents with a mental illness.
Keywords included: “parent mental illness”, “children (or child) of a parent with mental illness”
and “child mental health literacy, knowledge, or information”. These phrases were combined with
additional keywords including parent, family, stigma, resiliency, research, program, instrument, scale
and/or measure.

Inclusion criteria included English language full text peer-reviewed journal articles focused
on children under age 18 with some content about the mental health knowledge needs of children.
We did include general child population mental health literacy program and/or scale articles because
the content would include delivery to children of parents with a mental illness within schools and
community programs. However, we especially looked to include the literature-identified needs
and resources for children of parents with a mental illness. We accepted some articles pertaining
to children of parents with mental illness knowledge needs; prevention and early intervention
program evaluations for children of parents with a mental illness; and emerging child mental health
literacy scales.

We excluded duplicate articles, non-English articles, those that focused on adults (18 years and
older), and adult knowledge needs, programs, and MHL scales. We excluded articles that did not
target mental health specifically. For example, a health literacy article with authors’ recommending
teaching children about juvenile diabetes showed up in the search.

The initial pool of 238 articles was reduced to 61 after the inclusion and exclusion criteria
were applied. The reasons for exclusion were that the articles focused on adult mental health
consumers/patients (1 = 61), child mental health problems (1 = 35), services system collaboration
needs (n = 20), only physical health (1 = 24), and workforce preparation (1 = 11). In addition, articles
were excluded when they were repeated articles (1 = 22), were not peer reviewed (1 = 3), or for other
reasons (n = 3). After initial selection of the articles, two more were excluded for having research more
pertinent to adults, yielding a final number of 59 articles.

Two or more investigators read each article and independently completed a research study
questionnaire form developed by the research team. The research study questionnaire was consistent
with the recommendations of Beach et al. [58] for health care educational intervention literature
reviews. Items on the questionnaire form included the article source (location, type and description),
study methodology (study design, sampling, data collection, data analyses, limitations), and study
findings. Data were collected on the sources’ recommendations of the kinds of knowledge constructs
needed by children of a parent with a mental illness and how that information should be provided,
i.e.,, by whom, what content, when to talk to the children, where to talk to the children, and how to
communicate the content to children.

The thematic data analysis was drawn from the review form content with article descriptions
of the problem, methods, findings, and recommendations. When a study included any kind of
measurement of children of parents with a mental illness mental health knowledge, the investigators
captured indepth information about the scale content, such as the name, type of instrument, description,
origin, use, norming sample, psychometrics and especially the specific constructs measured with the
instrument. The final database file comprised 125 pages of text.

4

2.2. Data Analysis

Thematic analysis guided the data analysis process [55]. In regular team conference calls, each
article was discussed and compared as one data source with particular exploration of the child
mental health literacy content ideas emerging from the data. Decision making was by discussion and
consensus. Notes were prepared from team calls and became part of the data triangulation process [56].
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After many reviews and discussions, each of the researchers independently developed their “top’
five to seven themes. These were inserted in a shared Dropbox folder. After reviewing the folder
content, the investigators collaborated to discuss the development of each theme. There were 11 main
themes initially developed by the investigators. Two were the same idea portrayed with different
words and were thus condensed to one agreed-upon theme. Four of the themes were included as
subthemes within the operational definition of main themes. Their constructs were integrated into the
operational definition of the final main theme. One was discarded by team agreement because it was
more adult-focused.

Operationalized theme definitions and early coding rules began to emerge within research team
discussions [59]. For example, the team discovered the need for a shared view of recovery so as to
code similarly. At times, the group explored the cultural meanings of particular words that could
different implications across American, European, Canadian and Australian contexts. The group also
worked through discipline specific differences in orientation and training, as the team was comprised
of social workers, psychologists, and behavioral health experts. One idea they agreed to accept was a
consumer and family member orientation to mental illness and holistic recovery consisting of not only
medical model medication plus counseling, but also mental health consumer empowerment, nutrition,
exercise, work, hobbies, relaxation exercises, and social support. This was a broader conceptualisation
of recovery for some members of the team but is consistent with consumer- and family-oriented
recovery models of care [60,61].

Two experienced qualitative investigators independently coded, and then compared, their
responses to the completed article questionnaires. They examined the extent that the data aligned,
or did not align, with one or more the five main themes. The process identified further main theme
construct definition criteria and coding rules. For example, a sentence on program evaluations for
children of parents with a mental illness listed mental health stigma and coping in the same excerpt
but since the article was primarily devoted to mental health stigma reduction, this became the primary
theme. Similarly and systematically, the coders determined the content sorting into main themes for
all of the 59 articles in the full database. The data were discussed, clarified, recorded and added to the
operationalized definitions of the themes and their coding rules. For example, the conceptualisation of
mental illness stigma was comprised of negative assumptions about people with a mental illness based
only on their mental illness diagnoses, and was expanded to include anti-mental illness “attitudes”
and social distance. These enhanced definitions and coding rules created a project codebook that listed
the coding rules and definitions for each theme identified [56].

The researchers used another method to increase the trustworthiness of qualitative data. They
completed inter-rater reliability rates by independently rating and then comparing excerpts of text for
the extent of agreement with particular themes. Development of all five themes was subject to this
process. Identification of the main theme aligning with particular text excerpts yielded a 90% inter-rater
reliability level. Identification of other possible themes yielded a 75% inter-rater agreement level.

3. Results

The results are reported by a general description of the mental health knowledge themes drawn
from the articles in the database. It took considerable searching to yield articles pertaining to the
knowledge needs of children of a parent with a mental illness. Current knowledge of children’s needs
for information and support seems to be much less developed than knowledge for parental mental
illness. For example, a Google Scholar search for “parental mental illness” yielded over 668,000 articles
compared to 112 articles generated for “children of a parent with a mental illness”. While there were,
at times, some overlap, the articles tended to fall into one of three article focus categories, i.e., children’s
needs assessments (1 = 29), children’s program evaluations (# = 24), and evolving children’s mental
health knowledge scales (11 = 6).
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3.1. Children’s Mental Health Knowledge Needs

Needs assessment article authors purported that children, especially children of a parent with a
mental illness, need key mental health literature information. Three articles were policy summaries
focused on knowledge and support for children and families as means of preventing the onset of mental
health disorders among children of a parent with a mental illness [62-64]. Five sources used COPMI
group and individual interviews to gather qualitative data about children’s experiences of living with
a parent with a mental illness and their specific needs for information and support [13,65-68]. Several
discussed how it important it is to appreciate the strengths and capacities of children of a parent with a
mental illness [69,70]. Two articles examined children’s needs for parental attachment [71,72]. Several
used population surveys to assess children of a parent with a mental illness’ risk of mental illness
reported as elevated or “persistently high” [35,73].

Some of the information needs of children of parents with a mental illness included: to learn
what a mental illness is [19], the different types of mental illness [68]; the causes of mental illness [74];
finding out if the parent is likely to get better or prognosis [14]; learning how to cope with the parental
illness symptom fluxes [14]; and where to seek help and support [25]. Children also said they could
benefit from learning what goes on in mental health services, and how to communicate with others
about their parent’s illness [20].

It is also important to note that exhaustive literature reviews comparing a majority of mental
health literacy measures have recently been conducted [75,76]. The researchers found 89 validated
measures that covered one of three mental health literacy constructs; help-seeking, stigma or mental
health knowledge [77]. Most of the measures were for stigma and omitted other components of mental
health literacy. Additionally, there were only four knowledge measures appropriate for children and
adolescents [78]. While comprising important new knowledge development, it does not appear that
any of the reviewed measures were drawn from research especially directed towards COPML

3.2. Evaluations of Programs for Children of Parents with a Mental Illness

Among the program evaluations, several were a literature review of summative and formative
descriptions of current mental health literacy programs [50,79]. Most were descriptions of specific
mental health knowledge enhancement programs for children in general; some were focused
on children of parents with a mental illness. Among the 29 program evaluation sources, four
employed intervention and wait-list control groups with pre, post, and follow up outcome
assessment [12,41,45,80]. For example, Perry et al. [80] randomly assigned general population
schoolchildren to a mental health psycho-educational intervention while others remained in their
regular academic courses. For the most part, these studies revealed decreased mental health stigma as
the main outcome for program children.

Most of the programs included mixed methods designs that included children of parents with a
mental illness oral or written input about their learning in response to open-ended questions, plus
the addition of some kind of quantitative measures, including program-developed questions that
asked children to report their levels of awareness about mental illness and recovery [81,82]. Some
used additional standardized scales to assess the participants functioning such as a depression scale,
a hope scale, and/or a coping scale [13,39,66]. Four of the programs used a family approach where
children participated in a talk about the parental mental illness [39,83,84], or in setting family goals [82].
In general, family communication about parental mental illness was improved.

Many of the programs were peer-focused; professionals provided mental health information
to children of a parent with a mental illness [12,13,67,81,85-87]. One program used a DVD and a
follow-up conversation to provide mental health information to children of parents with a mental
illness [37]. Numerous articles described school-based interventions to teach children about mental
health; many of these programs particularly focused on reducing mental illness stigma [80,88-92].
Finally, Jorm [93] used telephone interviews to find out the extent young Australians were aware of
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mental health organizations that provide supportive mental health information programs and direct
services; unfortunately, many of the interviewees had little knowledge of the available programs.

Gladstone et al. [19] suggest that psycho-education programs should attempt to include young
people’s views of their parent’s illness and should recognise the children’s roles within the family
context. Additionally, children may want help with practical issues such as providing support when
their parent is hospitalised and when they need a break from caring for their parent [18,22,74].

3.3. Emerging Children’s Mental Health Literacy Scales

There was significant overlap between program evaluation and emerging children’s mental health
literacy scales. While 15 articles described the use of quantitative measures of mental health literacy,
six of these were designed to measure program-specific learning rather than mental health literacy
more broadly. Of the remaining measures of mental health literacy, several were used in only one
article. Two measures appeared in two articles. The first appeared in Wahl and colleagues in 2011 and
2012 [43,91]. The second appeared in Fraser and Packenham in 2008 and 2009 [12,94]. Finally, another
measure appeared in three articles [37,44,95].

A variety of question types were used in the children’s mental health literacy measures.
The most common type of question was a multiple choice [13,37,44,80,89,94-96]. Several measures
used open-ended questions, with participants receiving higher scores for more accurate
responses [87,92,94,96]. Two measures used a multiple choice format, where more accurate responses
were scored higher [43,91]. Two measures used vignettes to present contextual scenarios [96,97].
All measures were comparatively brief, with a median length of seven questions per measure, ranging
from five to 28 items.

Generally, little detail was provided about the measures themselves. With the exception of
test-retest reliability [43,91], and internal consistency [43,89], no other psychometric data were
reported. One article cited test-retest reliability and internal consistency for its measure from an
adult sample [80], but did not report it in the child sample. No article provided evidence of convergent
and discriminant validity for the measures. There was also little detail provided regarding the content
of the unpublished measures.

With the exception of two measures which focused predominantly on knowledge about
depression [80,97], all instruments identified as measuring mental health and illness knowledge
in the broad sense. Depression-specific measures used either vignettes or multiple choice questions,
which focused on the identification of symptoms such as suicidal ideation, emotional distress, loss of
interest in enjoyable activities, loss of appetite and weight loss, sleep disturbance, poor concentration,
and fatigue. Examples of broad mental health literacy items included “People who have had mental
illness include astronauts, presidents, and famous baseball players” and “Most people with severe
forms of mental illness do not get better, even with treatment” [43]. Other areas of mental health literacy
reflected in the identified measures include stereotypes and beliefs [37,44,95], as well as recovery and
stigma [13,96]. An example of a recovery item was “Mental health treatment usually works as well as
treatment for other health problems”, and a stigma item was “It is not easy to tell if someone has a
psychiatric illness by looking at them” [13]. The paucity of detail regarding the content of items used
to measure mental health literacy was notable, with most articles not including the measures in full or
even providing sample items.

3.4. Children’s Mental Health Knowledge Content Themes

Over 30 sources recommended mental health literacy programs and initiatives for increasing
children’s knowledge of mental illness and recovery. The thematic analysis yielded five main themes
of mental health literacy for children of a parent with a mental illness These knowledge themes
focused on children, especially children of a parent with a mental illness: (1) attaining an overview of
mental illness and recovery; (2) reducing mental health stigma; (3) building developmental resiliencies;
(4) increasing help-seeking capacities; and (5) identifying risk factors for mental illness.
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Theme One: Attaining an overview of mental illness and recovery. Many of the authors of the
database articles asserted that children, especially children of a parent with a mental illness, need to
acquire an overview of mental illness and recovery. However, exactly what kind of information should
be delivered was less clear. Across the sources, there were references to children of a parent with a
mental illness needs for knowledge of mental illnesses including depression, anxiety, bipolar disorder,
borderline personality disorder, schizophrenia, substance abuse, and co-occurring mental illness and
substance abuse [20,46,84,97,98].

Some authors asked children to learn the symptoms of particular mental illnesses using psychiatric
diagnoses behavioral criteria. For example, Wright et al. [99] examined the extent that children could
recognize signs of depression and psychosis. Similarly, Lam [100] used mental health case vignettes
to survey the extent that 1678 students were able to label depression and report their willingness to
seek help. For the most part, it was unclear how the overview of mental illness content was to be
adapted for ages of children and their levels of development. One exception is an early article by
Henderson [101] that describes discussion questions for middle school COPMI students attending a
school-based counseling group.

One area that seemed clearer is that some authors suggested children should learn that mental
illness was a health condition and it could often get better with treatment and recovery [68,91,102].
Some suggested that children be taught that mental illness affects at least one in five people and is
therefore a very common health condition that affects many people, as well their families [13]. Other
than referring to “getting help” for mental illness, it was not always clear what children were told or
should be told about mental health recovery. It did appear that most frequently, the authors spoke of
medical model treatment of medication and counseling, followed by support, and sometimes including
stress management, health habits, and life activities [13,68,88,99].

When compared with general population children such as those in school classrooms,
COPMlI-focused articles were more likely to identify the need for mental health literacy to contain
content on family experiences of living with a person with a mental illness. For example, they
identified family “good days and bad days” linked to the symptoms levels of the person with the
mental illness [20]; and “navigating an unpredictable daily life” [103]. Children needed to be able to
engage in problem solving for assessing how they should respond to parents on “good days” and
“bad days” [20], particularly as some COPMI claim family connections and interactions vary with the
cyclical nature of mental illness symptoms of a parent [98].

A number of articles contained content supporting the use of peer sharing among children
of a parent with a mental illness’ awareness that many other children have similar family
experiences [41,68,81,85,101]. Similarly, some database sources described children of a parent with
a mental illness and family experiences in having parent-led family discussions about the specific
illness of the parent and family member impacts, feelings, interactions, and communication [39,51].
These could also include parental crises, episodes, hospitalizations and child-parent separations [51].
Reupert et al. [51] listed specific key messages for parents talking to their children including: children
don’t cause mental illness; children don’t need to “fix” the parent’s illness; the parent is getting help;
it’s okay for the child to ask questions; it’s okay for the child to say how she or he feels about the
illness; and there are supportive people the child can access. Additionally, Grové and colleagues [95]
explained that children are not responsible for taking care of their parents; the authors emphasized the
need to convey this as part of mental health literacy for children of a parent with a mental illness.

Theme two: Reducing mental health stigma. Mental health consumer parents said that their
minor children received most of their knowledge about mental illness from the media; they said this
led the children to have stigmatized views of people with mental illness [102]. A plethora of studies
focused on mental health literacy help to reduce children’s assumptions or “attitudes” that people
with mental illness are incompetent, unstable, immoral, violent and people to be avoided [92]. Instead,
children can learn that most people with mental illness can work, make decisions, develop their talents,
and contribute to the world [36,88]. It appears that reduction of children’s mental illness stigma is a
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main outcome of many mental health literacy programs; many of the programs reportedly challenge
mental illness misconceptions [80,91,104]. Many of the program evaluation articles were drawn from
pre- and post-mental health literacy program outcomes with sampling drawn from whole classrooms
of general population children [43,89-92,105].

COPMI-focused sources identified a need to address general mental illness stigma as well, but with
the addition of discussing stigma experiences of children in living in a family with a person with a
mental illness [85,86]. This can include external sources of stigma such as teasing from peers and
others; it can also include self-stigma such as being embarrassed by parental behaviors [98,103]. Mental
health literacy for COPMI children can include helping children develop strategies for dealing with
external and internal stigma experiences [98].

Theme three: Building developmental resiliencies. Children of a parent with a mental illness who
learn how to deal with mental health stigma may demonstrate enhanced developmental resiliency
in the face of child and family stigma experiences [37,65]. Access to mental health information was
sometimes linked to the idea that “knowledge is power” for children of a parent with a mental
illness [86]. Children exposed to accurate, non-stigmatized mental illness and recovery information
reported they were able to understand their parents’ behaviors, share stories with peers, talk to their
parents about mental illness, and they felt less alone [86]. For example, some children reported that
being able to talk about parental mental illness with peers was “like a weight off your shoulders” [86].
Social support from nurturing adults, siblings, and peers helps strengthen developmental resiliencies
of children of a parent with a mental illness [85,94].

It is also important for children to have meaningful connections and attachments with parents
and other caregivers [71,72]. Supported parents may build more positive and stronger relationships
with their children; the quality of children’s relationships with their parents is an important resiliency
factor [83,98,106]. Family communication, including communication about parental mental illness,
may help children of a parent with a mental illness build additional developmental resiliency [51].

Many sources described mental health literacy programs as mechanisms for prevention of
mental illness for children of a parent with a mental illness [39,64,81,83]. For example, Solantaus
and colleagues [39] found that children of a parent with a mental illness who participated in a family
discussion about a parental mood disorder showed decreased reported emotional symptoms, anxiety,
and hyperactivity, as well as increased pro-social behavior. These appear to indicate children’s
enhanced resiliencies.

Some of the articles discussed the need for children of parents with a mental illness to learn
and practice stress management skills toward building resilient behaviors [13]. Riebschleger and
colleagues [13] reported that children need to learn how to reach out to supportive people and
resources; the children may need personalized, active stress management plans [68,103]. Active
stress management skills are likely to decrease risks of mental illness. In addition, it is important to
recognize the strengths of children of a parent with a mental illness; for example, some children of a
parent with a mental illness report that they have strong skills in crisis management, problem solving,
and caregiving [69,70]. It is also important that children of a parent with a mental illness learn how
and when to help, or not help, others, including parents and other family members [102].

Theme four: Increasing help-seeking capacities. Many sources identified the need for children,
especially children of a parent with a mental illness, to seek help for personal distress, and sometimes,
parental and family crises [78,93,97,104]. In fact, some sources described mental health literacy
programs as mechanisms of early intervention should mental illness symptoms appear among the
children; the logic is that children are more likely to recognize mental illness symptoms and to know
how to seek help [40,63]. Children who view mental illness as health condition that is no one’s fault
may be more likely to seek help [13]. If children, including children of a parent with a mental illness,
have some basic information about recovery and think recovery can be effective, they may be more
likely to seek help as well [78,96]. Further, stigma may be much less of a barrier to help-seeking for
child participants of mental health literacy programs [46,91].
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Some sources noted that help-seeking of children of a parent with a mental illness help-seeking
should including an awareness of professional and community mental health treatment resources [93],
as well as children of a parent with a mental illness reaching out to trusted adults, peers, siblings,
and others [78]. A few sources mentioned COPMI help-seeking can be part of mental health knowledge
areas of preparing for crisis management and safety planning [13,106].

In addition to increased child reported help-seeking capacities, numerous mental health literacy
program evaluation sources indicated that child mental health literacy program participants reported
they were more likely to engage in providing help to people with a mental illness. For example, Olsson
and Kennedy [107] found adolescents exposed to vignette-based hypothetical situations about a peer
with mental illness symptoms were able to say how they would respond, or help, the peer described
in the case example. The ability to seek and provide help can be associated with higher levels of
developmental functioning and resiliency. Yap and Jorm [108] surveyed 1520 Australian youth and
found that subjects reporting less mental illness stigma attitudes also said they would be more likely
to help a friend or family member with a mental health problem.

Theme five: Identifying risk factors for mental illness. Numerous sources identified the need for
children to be able to identify possible mental health conditions, such as depression, by the duration
and intensity of particular diagnostic behaviors within case examples [99,100,107]. The ability to
identify early warning signs of mental illness were said to be desirable for promoting child/COPMI
help-seeking behaviors [109]. Very few of the articles seemed to identify particular early warning
signs [109], such as isolating oneself or persistent sadness. Some sources appeared to reference a
combination of biological and environmental stressors as precipitators of the onset of mental illness
symptoms [62,108]. A few sources suggested that children of a parent with a mental illness need
information about heritability of mental illness [13,87]. Some sources said that children can explore
factors that might help mitigate risk factors for mental illness, such as using active stress management,
connecting with others, communicating with family members about mental illness, finding community
resources, and engaging in good health habits [81,103]. Jorm [109] provided a list of strategies
suggested for those with subclinical depression such as maintaining a good sleep schedule, engaging
in exercise, learning relaxation, and doing something one enjoys. Despite elevated statistical risk
factors, a few of the sources suggested there is a need for children of a parent with a mental illness to
experience feelings of hope about their families and their futures [13,68].

4. Discussion

The research question asked, “What does the literature indicate are children’s specific mental
health knowledge needs about their parent’s mental illness?” The main themes of the data were:
(1) attaining an overview of mental illness and recovery; (2) reducing mental health stigma; (3) building
developmental resiliencies; (4) increasing help-seeking capacities; and (5) identifying risk factors for
mental illness. The findings revealed some general knowledge constructs for children as a whole,
often set within classroom mental health literacy programs. Other sources focused on the additional
knowledge needs of children of a parent with a mental illness.

Theme one data seemed to show that an overview of children’s mental illness and recovery
content included identifying specific illness behaviors and symptoms, mental illness as a health
challenge, and recovery actions such as taking medications, participating in counseling, managing
stress, finding support, and maintaining good health habits. A main message for children seemed
to be that people could get better within mental health recovery. Information especially pertinent to
children of a parent with a mental illness was the need to deal with specific family member behaviors
changes from day to day, as mental illness symptom levels vacillated. Mental health literacy content on
problem solving and day to day coping was recommended. The need for peer sharing and parent-led
family discussions about mental illness was also advised.

Theme two data indicated that children need to know about mental health stigma. This was often
presented within illustrative case vignettes. Some sources found that lower levels of mental illness
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stigma seemed to promote increased willingness to seek help for mental illness concerns. Children who
learned about stigma and may have replaced these ideas with factual information about mental illness
also seemed to report they were more willing to help peers and family members that had mental health
challenges. Children of a parent with a mental illness reportedly needed to process external family
stigma episodes when others teased them or their family members with a mental illness. They also
had to deal with internal stigma, including how they felt about themselves and their family member’s
mental illness. Children of a parent with a mental illness may be able to benefit from developing
strategies for responding to internal and external stigma.

Theme three reported that mental health literature revealed that is it useful for children to know
how to seek help for themselves and others in the event of a mental health concern. However, theme
four findings largely target children of a parent with a mental illness who may use mental illness
and recovery information as a beginning step toward reducing the impact of developmental risks.
For example, children could glean more knowledge of their parent’s illness. They may be more
likely to begin to talk to their peers and their parents about their mental illness. There was a strong
recommendation within a number of database sources for children of a parent with a mental illness to
engage in outreach to supportive individuals and, especially, to create and implement active stress
management planning. Information for children of a parent with a mental illness should also include
identification of strengths.

Theme four data seemed to indicate that children need to be able to increase their mental health
help-seeking capacities. Children of a parent with a mental illness may particularly benefit from
learning that mental illness is not anyone’s fault and it is certainly not the children’s fault. They may
find there are times when they may need to seek help for their own personal distress and perhaps
even family or parent crises. It is also important that children of a parent with a mental illness learn
how and when to help or not help others, including parents and other family members. Some sources
identified a need for the children to develop crises and safety planning.

Theme five data appear to relay that children need some information about risk factors for mental
illness. Some sources said children would need to be able to identify early warning signs of mental
illness. However, few sources said what these early warning signs were except to say they would
be tied to particular diagnoses, such as depression. A few sources said that mental health literacy
information would likely identify possible biopsychosocial influences for developing mental illness.
COPMI-focused sources particularly emphasized the need for coaching these children in active stress
management, connecting with others, communicating with family members, finding community
resources, and engaging in good health habits.

The findings for children as a general target group, such as those used in school-based
mental health literacy interventions seem to align well with the work of O’Conner and Casey [34],
Wahl et al. [44,91], and McLuckie et al. [89], all of whom delivered mental health literacy programs
in school classrooms. These sources seemed to consider the original work of Jorm and colleagues’
original work in mental health literacy for adults [29,30,109] and with young people [93]. Specifically,
they included content on a person’s abilities to: recognize specific disorders, know how to seek
mental health information, identify mental illness risk factors and causes, engage in self-care, know
professional help resources that are available, and seek help after recognizing emerging mental illness
warning signs or symptoms. In this study, the findings also indicated the need for these constructs
under themes of obtaining an overview of mental illness and recovery; decreasing mental health
stigma; increasing help-seeking capacities; and identifying risk factors for mental illness.

It is noted that the thematic finding of building developmental resiliencies is consistent with
some of the more COPMI-focused articles such as those by Foster et al. [66,85], Gladstone et al. [67,70],
Grové et al. [37,44,95], Mordoch and Hall [25], Riebschleger [20], and Riebschleger et al. [13] These
needs and program assessment sources particularly focused on the interactions between children of a
parent with a mental illness and their parents, peers and others. It appears that this thematic finding
may support risk and resilience as a theoretical foundation for mental health literacy programs for
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children with a parent with a mental illness. They seem to align with Rutter’s recommendations
for resiliency-promoting, ameliorating factors such as children having supportive relationships,
coping skills and learning how to deal with family-related emotional risk factors, such as stigma
experiences [9].

4.1. Strengths and Limitations

This study has a number of limitations and strengths. A lack of detail in many of the articles
sometimes made it difficult to identify the child mental health literacy content. For example, many of
the articles evaluating children’s mental health literacy referred to measures or scales but they did not
provide scale questions. Program evaluation sources sometimes did not prove details of the program
content covered. However, among those that did provide scale questions or program description,
it was possible to glean some useful data about child mental health literacy content. The use of a form
for the literature reviews further reduced mental health literacy content detail available. In some cases,
it was necessary to go back to the original articles for more clarification. Finally, engaging in thematic
analysis using literature formatted in third person and whole study perspectives was challenging.
However, as indicated by Onwuegbuzie et al. [57], it was possible to engage in a thematic analysis of a
literature database.

Other limitations of the study include the early level of development of the child knowledge base
of mental health literacy and measurements of child mental health literacy levels. However, given
the limited number of sources for children’s mental health literacy and even less for mental health
literacy for children of a parent with a mental illness, the researchers were still able to draw a good
deal of children’s mental health literacy content from COPMI needs assessment, program evaluations,
and emerging scales.

The data sources herein were drawn from only three databases. It is possible that other children’s
mental health literacy sources were available among other databases not selected, but well-known
and broad spectrum databases were used. Since only articles in English were included in the database,
this remains a limitation of the study.

Qualitative studies require interpretation by research analysts, so bias can be a concern.
Creswell [56] says that the trustworthiness of the data can be strengthened when the researchers
use two or data collection and analysis strategies. In this study, the researchers used data triangulation,
developed a code book that may be used for replicating the study, and demonstrated good inter-rater
reliability for data coding.

4.2. Recommendations

With the early state of knowledge development in mind, it may still be possible to offer some
modest recommendations for practice, policy and research. There appears to be a need for mental
health literacy programs for children from the general population. Many of these are school-based
and have demonstrated that they appear to increase knowledge of mental illness and to reduce
mental health stigma among children. Children of parents with a mental illness need the same basic
information with a good deal more additional information tied to family experiences with mental
illness, including talking to family members about mental illness. They need accurate, non-stigmatized
and family-contextual mental health literacy information. There is a need for children of a parent
with a mental illness to learn how to build skills as well as knowledge for help-seeking, helping
peers/family members, responding to stigma experiences, talking to peers, actively managing stress
and feeling hopeful.

Since mental health literacy programs are needed for children, policy makers need to prioritize
and fund the delivery of mental health knowledge to children and to children that have a parent with
a mental illness. This enhances the development of manualized, evidence-based mental health literacy
programs for all children and children of a parent with a mental illness. Workforce preparation is
needed as well as collaboration between federal, state and community agencies that deliver health,
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mental health, child welfare and educational services [110]. The development of the programs should
include the active participation of children of a parent with a mental illness and their parents. Support
for parental roles should be further explored and supported. Recovery frames may need to be more
holistic and less medical model in orientation. For example, the self-care suggestions of O’Connor and
Casey [34], as well as Jorm [93], should be included, in addition to those recommended by children,
parents, and other family members. It may be useful to consider the inclusion of strength-based and
empowerment theories within program content and delivery processes.

Future research should be well funded to execute larger sampling and more rigorous designs.
In fact, there is need to study what kind of mental health information should be available to children,
at what age, and how it should be delivered. Evidence-based child mental health literacy programs
will require the development of validated scales with strong psychometric properties. It may be
necessary to develop children’s mental health knowledge scales for particular age children. COPMI
children may need additional questions specifically targeted toward their family experiences, such as
dealing with stigma experiences, managing stress, and communicating about parental mental illness.
The scales need to align with children’s developmental levels and backgrounds. Thus, there is likely
to be a need for variations of the scales by age groups, family circumstances, languages and cultural
group affiliations.

5. Conclusions

It is clear that there is much work to do in order to ensure that all children, especially COPMI,
have access to accurate mental health information and support. Mental health literacy programs could
help increase accessibility of the information but they require mental health literacy scales and strong
evaluation to show “what works” for building children with high levels of mental health literacy.
Practice, policy, and research could help millions of children of a parent with a mental illness find
increased family understanding, coping, and hope for their developmental futures.
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Abstract: During the last years, the number of refugees around the world increased to about
22.5 million. The mental health of refugees, especially of unaccompanied minors (70% between
the ages of 16 and 18 years) who have been exposed to traumatic events (e.g., war), is generally
impaired with symptoms of post-traumatic stress disorder, depression, and anxiety. Several studies
revealed (1) a huge variation among the prevalence rates of these mental problems, and (2) that
post-migration stressors (e.g., language barriers, cultural differences) might be at least as detrimental
to mental health as the traumatic events in pre- and peri-flight. As psychotherapy is a limited resource
that should be reserved for severe cases and as language trainings are often publicly offered for
refugees, we recommend focusing on intercultural competence, emotion regulation, and goal setting
and goal striving in primary support programs: Intercultural competence fosters adaptation by
giving knowledge about cultural differences in values and norms. Emotion regulation regarding
empathy, positive reappraisal, and cultural differences in emotion expression fosters both adaptation
and mental health. Finally, supporting unaccompanied refugee minors in their goal setting and
goal striving is necessary, as they carry many unrealistic wishes and unattainable goals, which can
be threatening to their mental health. Building on these three psychological processes, we provide
recommendations for primary support programs for unaccompanied refugee minors that are aged
16 to 18 years.

Keywords: refugees; mental health; adaptation; acculturation; intercultural competence; emotion
regulation; motivation

1. Introduction

Due to wars and disasters, the number of forcibly displaced people in 2016 increased to 65.6 million
worldwide. These included 22.5 million refugees, of which 2.8 million were asylum seekers. Half of
the refugees were underage and about 75,000 asylum applications were lodged by unaccompanied
minors [1]. Germany received about half of these applications with 91.1% coming from male and
8.9% coming from female unaccompanied refugee minors (URM) [2]. More than 70% of all URM
were between 16 and 18 years old [3]. Hence, supporting unaccompanied refugee minors (URM) is of
importance to the German welfare and school system, especially for the youth welfare service as it
assumes responsibility for URM by taking over the legal guardianship. The main function of the youth
welfare service is to support children and adolescents in their development. However, in Germany,
despite this responsibility and the large amount of refugees, there are no guidelines for programs that
are research based, which target adaptation and mental health and cover different dimensions related
to URM. Therefore, our aim is to introduce a framework that can guide practitioners in designing
their programs. As several psychological research areas, e.g., clinical psychology, cultural psychology,
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and social psychology, contribute to the study of adaptation and mental health, the framework cannot
rely on a coherent theory. Rather, it aims to represent the various research lines while drawing
on cognitive, affective, and motivational concepts affecting mental health and adaptation, as these
concepts are generally the focus of training (e.g., intercultural competence (IC), emotion regulation,
goal setting and goal striving).

For many years, concerns focused on URM’s well-being with regard to physical diseases and
injuries that are caused by disasters and wars [4]. However, although many refugees endure physical
injuries or hunger, far more suffer psychologically from traumatic experiences [5]. These experiences
include, for instance, the experience of life-threatening events, physical maltreatment, sexual abuse,
the loss of loved ones, separation from ones family against ones will, or the witnessing of violence
towards others [6,7]. Especially, URM are at a higher risk of experiencing multiple traumatic
events [7,8]. Hence, mental health problems, e.g., Post-Traumatic Stress Disorder (PTSD), Major
Depression Disorder (MDD), Generalized Anxiety Disorder (GAD), Adjustive Disorders, Panic attacks
and Somatization, have commonly been reported among URM [5,9-11]. However, the prevalence
rates of diagnoses differ largely between studies, disorders, and types of measures. For instance,
the prevalence rates of PTSD, as derived from self-reports on questionnaires, vary between 17%
and 71%, while prevalence rates derived from clinical interviews vary between 20% and 30%.
Similarly, prevalence rates for MDD vary between 9% in clinical interviews and 44% in self-reported
questionnaires, while the prevalence rates for GAD vary between 4% in clinical interviews and 38% in
self-report questionnaires. Hence, about 20% to 80% of URM show little psychopathological concerns
and seem to be resilient [8]. In addition to being resilient from the beginning, the mental health of the
majority of URM improves over time [12], thereby resembling the typical trajectories in adjustments to
chronic stress or post traumatic events [13]. However, these positive adjustments might take some
time as they have been reported in a 9-year follow-up study [12], while no improvements in the mental
health of URM were observed within the first two years after their arrival in the host country [14,15].

2. Acculturation and Mental Heath

This high maintenance of mental health problems in URM during the first years after arrival
might reflect post-migration stressors rather than the lasting impact of experienced traumatic events
pre- or during the flight. Indeed, URM reported an increase in stressful life events within the
first two years after arrival in the host country [14], which were mainly due to experiences of
discrimination (e.g., feelings that others have prejudices about oneself or one’s country), insufficient
housing conditions, or a general dissatisfaction with one’s leisure time [15,16]. In addition, there are
cultural changes leading URM to the feeling of living in two different worlds [5]: People look different,
wear a different wardrobe, speak a different language, eat different food, live by different religions,
values, moral codes, or differ in their general way of thinking. According to Berry’s influential
framework [17,18], this situation leads to processes of acculturation, i.e., changes in the perception of
one’s own culture that take place due to contact with culturally dissimilar people or influences. Culture
thereby refers to shared understandings or meanings kept by a specific group of people. The similarity
between the host culture and the heritage culture determines the strength of the acculturation process
during the adaption to the host culture [19]. If URM only need to learn some new aspects on how
to deal within their host culture, the adaptation process will be rather smooth. However, if there
are serious conflicts between appropriate behaviors in their heritage culture and in the host culture,
or acculturation-specific daily hassles (e.g., perceived discrimination), this might result in acculturative
stress [17,20], which usually manifests itself in mental disorders such as depression, anxiety, or in some
cases in psychosis [21].

Indeed, URM reported an increased amount of both acculturation-specific and general hassles
as compared to their peers from the host country and their peers with immigrant background but
without flight experience [22,23]. Associations between daily hassles and symptoms of depression
remained even after influences of traumatic events pre- or during the flight had been controlled [24,25].
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In addition, longitudinal analyses revealed that the extent of acculturation-specific daily hassles
predicted the trajectories in adaptation to traumatic events. A lower extent of daily hassles predicted
resilient trajectories right from the beginning, while a higher extent of daily hassles predicted chronic
trajectories as well as improved trajectories [26]. Furthermore, regarding the causal direction, these
models supported an influence of daily hassles on depressive symptoms rather than an influence of
depressive symptoms on daily hassles [26]. Hence, the elevated risk for daily hassles in URM cannot
be explained by their traumatic experiences.

In addition to daily hassles, the amount of acculturative stress URM experience is influenced
by their acculturation strategies [17,18]. Acculturation strategies are based on two components:
(1) orientation (i.e., attitudes and activities) towards the host culture and (2) orientation towards
the heritage culture. Based on these two orientations, four acculturation strategies can be derived:
integration, assimilation, separation, and marginalization. Integration is defined by both an orientation
towards the host culture and an orientation towards the heritage culture. In contrast, assimilation is
denoted by an orientation towards the host culture, but no orientation towards the heritage culture,
while separation is described by no orientation towards the host culture, but an orientation towards
the heritage culture. Finally, marginalization is defined by both no orientation towards the host
culture and no orientation towards the heritage culture [18]. Across several studies, integration
has been regarded as the most favorable orientation in terms of acculturation and mental health.
Adolescent refugees following an integrative orientation demonstrated a higher self-esteem, had more
close friends, and were more accepted by their peers as compared to refugee adolescents following
other acculturation strategies [27]. An integrative orientation was related to less depressed mood
after controlling for traumatic experiences, however, no differences to an assimilation strategy were
reported, whereas both separation and marginalization strategies were associated with an elevated
depressive mood [25]. In addition, adolescent refugees applying a marginalization strategy were at
a greater risk of experiencing daily hassles, indicating an interaction of acculturation strategies and
post-migration stressors [25].

In addition, acculturation is a process that occurs over time. According to Berry [28], there are three
distinguishable phases: contact with the host culture, conflict with the host culture, and adaptation
to the host culture. Contact lies at the core of acculturation as the purpose, nature, duration, and
permanence of contact affect the acculturation process. For instance, Berry [28] noted that if the contact
with the host culture has no purpose and is rather random, then the contact will be short-termed.
In particular, communication is remarkably important during the contact phase and needs to be
constructive and without failures and misunderstandings as much as it is possible [28]. Therefore,
sensitivity to cultural differences is a prerequisite for a successful intercultural communication and the
basis for a more general intercultural competence [29].

3. Acculturation and Intercultural Competence

With significantly rising global diversity, intercultural competence (IC) is considered a significant
aspect of acculturation, biculturalism, or multiculturalism [30]. It reflects the effectiveness of people’s
communication and their activities together [29]. Therefore, IC can be described as the capability to
appropriately and effectively carry out social interactions and communicate with people from various
cultures based on one’s own intercultural knowledge, skills, and attitudes [31].

Kim [32], as the first one who examined the role of communication in the acculturation
process, discussed that the communication environment is strongly linked to personal and social
communication and can be considered as a significant determinant of acculturation. The frequency and
intensity of interactions and communication with members of the host society has a remarkable
influence on immigrants” acculturation process. Hence, communication in the first phase of
acculturation, when contacts to the host society are established, is crucial [33]. While involvement
in their native ethnic community may foster the acculturation process of URM in the beginning,
it may delay the acculturation process in the long-term. This is because the acculturation process

104



Brain Sci. 2017, 7,146

mostly adopts and adapts to focal patterns and rules of communication in the host society. Moreover,
the immigrants” communication competence can facilitate all of the other aspects of adaptation and
adjustment in the host culture, so that intercultural communication competence can be considered
as both the fundamental process and the main outcome of the acculturation process [34]. During
the acculturation process, IC develops from an unconscious incompetence to an unconscious
competence [35], as sensitivity to cultural differences grows and, thereby, shapes the competence
for intercultural communication [29].

Among other factors that affect the levels of IC, emotion regulation might be particularly important
as especially empathy may enable URM to reach a level of unconscious competence behavior and adapt
to intercultural differences [36,37] while emotion dysregulation has been shown to be detrimental
for IC [38]. In addition, competencies in emotion regulation have been associated with better mental
health in general.

4. Emotion Regulation and Mental Health

Emotion regulation can be described as a process of the person’s capability to evaluate, manage,
experience, express and improve emotional reactions in a way that helps proper functioning [39].
It leads to a higher ability to appropriately respond to emotional experiences and can be seen as
a dynamic process in which positive and negative emotions are being increased or decreased by
using emotion regulation strategies [39,40]. Within Gross’ [39] Process Modell of Emotion Regulation,
strategies are categorized by the time they first affect the process in which emotions are being unfolded.
Antecedent-focused strategies differ from response-focused strategies and precede physiological or
behavioral responding on emotions. These include the reappraisal strategy, which is leading to
most positive outcomes by changing the way in which a situation is interpreted and decreasing its
emotional impact [41]. It changes cognition by deciding on alternative meanings of previously selected
situational aspects [39].

Emotion regulation strategies both facilitate the acculturation process and are generally helpful
to deal with traumatic experiences [42]. For instance, there are experimental evidences that the
execution of adaptive emotion regulation strategies such as reappraisal can significantly diminish rage
and aggression [43,44]. In contrast, emotion dysregulation has been associated with impaired anger
management [45-48].

Regarding refugees, they not only experience extreme fear or shame because of traumatic
experiences, but also often have difficulties with emotion regulation and anger management [49,50].
In addition, in a study on formerly abducted adolescents, who had been living in Ugandese rebel
camps, difficulties in emotion regulation were associated with exacerbated symptoms of PTSD or
depression [51] and emotion dysregulation mediated the effects of traumatic experiences on symptoms
of PTSD, depression, and anger [52]. An additional study on the relation of emotion dysregulation,
post-migration living difficulties and PTSD revealed a partial mediation of the effects of post-migration
living difficulties on symptoms of PTSD and depression through emotion dysregulation, as well as
a complete mediation of the effects of post-migration living difficulties on anger [52]. Consequently,
impaired emotion regulation might act as a mechanism empowering the connection between asylum
seekers and refugees’ experiences and mental health outcomes [52]. The experience of extreme emotional
distress in connection with trauma and post-migration living difficulties might force the refugees to
use dysfunctional emotion regulation strategies and the lack of access to functional strategies may
thus empower the association between post-migration living difficulties and PTSD and depression
symptoms [52].

5. Goal Setting and Goal Striving and Mental Health

In addition to emotion dysregulation, post-migration living difficulties and the experience of
traumatic events in refugees have been associated with difficulties in engaging in goal-directed
behavior [52]. Upon their arrival in a host country URM have expectations towards the new country
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and goals that they like to achieve. They might expect living in peace, getting a good education,
finding a well-paid job, or living in nice houses. However, finding a nice house is not always easy.
It takes some time to get a place in a school or vocational school; educational degrees from home
countries are not always accepted, and getting a well-paid job is rather difficult and sometimes
impossible [53-55]. Thus, not all expectations or goals of URM can be met. Problems to disengage
from unattainable goals, however, have been associated with depressive symptoms and a poorer
mental health in general [56-58]. Indeed, unmet expectations regarding the host country have been
reported both by clinicians treating Somali refugees in the United Kingdom and the USA [59] as well
as Sudanese refugees in Canada [60] and have been related to psychological problems [60].

Several motivational strategies have been developed in order to help people setting attainable
goals and striving for them. For instance, the strategy of mental contrasting (MC) connects people’s
wishes with obstacles impeding their fulfillment [61]. During MC people name a wish and elaborate on
it through imagining in detail the best possible outcomes associated with its attainment. Subsequently,
people name an aspect of the reality, which hinders them in attaining their wish, and elaborate on it.
This procedure leads people to align their wishes with their expectations of success. If expectations
to accomplish one’s wish are high, people view the aspect of reality as an obstacle and form
a strong association between the positive outcome and this obstacle, which leads to an enhanced goal
commitment, energization, and goal striving. However, if expectations to accomplish one’s wish are
low, people do not regard the impeding reality as an obstacle, no associations between the impeding
reality and the positive outcomes are formed, and, consequently, goal commitment, energization,
and goal striving are reduced [61-63]. Thus, MC leads to strengthened goal striving in the light of
high expectations of success, but to weakened goal striving and goal disengagement in the light of
low expectations of success. To further enhance goal striving for feasible goals, MC has often been
combined with implementation intentions [64]. Implementation intentions are a specific form of plan
in the form: If situations X occurs (when and where), I will perform behavior Y.

6. Programs Supporting URM'’s Mental Health and Adaptation

Despite the high number of resilient URM and factors influencing mental health other than
pre-flight traumatic experiences, most clinical interventions addressing mental health of URM focus on
PTSD [65]. However, therapeutical interventions in face-to-face settings are a limited resource and the
need of cultural-sensitive translators for specific languages [66] further depletes the resource. Hence,
psychotherapy should be reserved for severe cases, while support programs should also target other
factors that are directly influencing mental health (e.g., emotion regulation strategies or strategies
for goal setting and goal striving) as well as factors indirectly affecting mental health through the
acculturation processes, e.g., intercultural competence [67].

In contrast, governmental or organizational programs mainly support acculturation processes.
However, most programs focus on structural economic, educational, or health aspects, as for instance
providing refugees with housing, schooling, or vocational education, or integration in the labor
market [53-55,68]. One major prerequisite for integration in schools and especially in the labor market is
language. Therefore, language courses are often offered by the public or non-profit organizations [69,70].
In addition, several states like Germany offer government-funded integration courses, which cover
topics as the German legal system, history, important values of the society, as well as rights and
obligations of residents and are sometimes directed at specific target groups as young adults or
women [70].

However, these integration courses are generally only loosely based on psychological concepts that
are known to influence acculturation (e.g., intercultural competence) and mental health. In addition,
they often consider refugees as helpless individuals, who are not able to take care of their lives
independently. Yet, on the contrary, refugees are mostly individuals with a strong intention to survive
and pull through, who have come to the host country with their own wishes and goals [71]. In addition,
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while clinical programs tend to focus only on psychotherapy, integration courses ignore the mental
health condition of refugees, and especially URM, at all.

Therefore, primary support programs, which are designed for groups of URM, should include both
elements that directly aim to reduce sub-threshold psychopathologies as well as foster acculturation
by integrating the URMs own goals.

7. A Working Model for Developing Primary Support Programs for Adaptation and Mental
Health of URM

The reviewed literature on mental health and acculturation in URM revealed several key
constructs—intercultural competence, emotion regulation, goal setting, and goal striving—that root
in different lines of psychological research. While intercultural competence is mainly discussed in
cultural and organizational psychology, emotion regulation is a key construct in clinical psychology
and developmental psychopathology, whereas goal setting and goal striving are primarily rooted in
social and motivational psychology. Consequently, so far, no unifying framework exists that could
guide the development of primary support programs for URM. Figure 1, therefore, depicts a working
model how such a framework could look like. As intercultural competence rather draws on cognitive
processes, while emotion regulation, as well as goal setting and goal striving reflect affective or
motivational processes, respectively, the three processes might constitute rather independent ways
to influence adaptation and mental health. However, in order to develop primary support programs
for URM it would be critical that these three concepts—IC, emotion regulation, goal setting and goal
striving—could actually be trained within the age of 16-18 years, the main age group of URM [3].

Cultural awareness

Intercuttural .~ Cultural
competence differences & similarities

Stereotype
N 2
© Adaptation
___—— Empathy s
Emotion regulation ~——— L

Positive
reappraisal

"% Mental health

\ Goal setting
Motivation &
Goal striving

A Primary Support Program for Adaptation and Mental health

Figure 1. A working model for a primary support program for adaptation and mental health. A
primary support program for unaccompanied refugee minors (URM) should include three main
psychological elements: intercultural competence, emotion regulation and motivation. Training
intercultural competence should include lessons on cultural awareness, cultural differences and
similarities, and stereotypes in order to foster adaptation. Training emotion regulation should work on
participant’s empathy and strategies of emotional acceptance and emotional modification. This should
foster the adaptation of URM and their mental health. During the motivation training, URM learn to
set realistic goals and to strive for them efficiently, leading to improvements in mental health.
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7.1. Training Intercultural Competence

As sensitivity to cultural differences is the basis for successful intercultural communication and
IC in general [29], trainings of intercultural competence should include lessons on the concept of
culture, cultural differences and similarities, stereotypes, adaptation skills, attitudes of respect and
appreciation, and intercultural communication abilities. For instance, by giving knowledge about
culture, URM will become more familiar with the norms, customs, cultural and social activities,
the way of communicating and greeting, or the way of making friends in a host culture. Learning
about cultural differences and similarities between refugees’ heritage culture and a host culture,
enables URM to balance their own cultural values and the host society’s cultural values. In addition,
learning about stereotypes that are related to different cultures, ethnicities and religions should help
URM to understand other people’s reactions and behaviors by informing them how stereotypes can
affect people’s reactions and expectations. Several training programs for IC have been developed for
immigrants supporting a general effectiveness [72-74]. Hence, primary support programs for URM
should include elements of IC.

7.2. Training Emotion Regulation

Based on Gross’ model for emotion regulation [39], improving emotion regulation leads to a higher
ability to appropriately respond to emotional experiences. It is especially empathy that is strongly
linked to emotional competence [75], but training programs also focus on other strategies, as for
instance on the acceptance of one’s own emotions or reappraisal. Several studies revealed positive
effects of emotion regulation trainings as part of a trauma-focused cognitive behavioral therapy,
improving clinical outcomes and reducing dropout rates [76,77]. Similar effects have been reported for
patients with major depression [76], as well as for non-clinical children and young adolescents [78].
With regard to refugees, studies on Cambodian refugees performing culturally adapted forms of
cognitive behavioral therapy [79] suggested that progression in emotion regulation ability successfully
accelerates PTSD symptom reduction [80]. In particular, emotion regulation strategies of acceptance
and mindfulness were beneficial [38].

Hence, as emotion regulation capabilities are generally reduced in refugees and better emotion
regulation strategies foster mental health and the acculturation process, primary support programs for
URM should include elements of emotion regulation.

7.3. Training Goal Setting and Goal Striving

Mental contrasting is a common strategy of goal setting and has been successfully applied to
various wishes (interpersonal concerns, health, academic performance) and populations, including
depressive patients [81] and children with externalizing disorders [82]. In addition, with regard to
goal striving, II are one of the most successful strategies to initiate behaviour. They are common
in health psychology [83], have even been utilized by children with externalizing problems [84,85],
and meta-analytical effects are moderate to high [86,87]. Effects are especially high, when MC and II
are combined [88]. However, most studies investigated the effects of MC, II, and MCII with regard to
goal attainment and only few evidence has been reported for effects of II on goal disengagement [89].

Hence, as URM often carry unrealistic expectancies and wishes towards their life in the host
country, primary support programs for URM should help them in setting realistic goals, disengage
from unattainable or unrealistic wishes, and strive efficiently towards goal attainment. The strategies of
MC and II might be suited for support programs for URM, in particular, as they have proven their value
for different populations and goals, including children and adolescents, as well as people suffering
from internalizing and externalizing problems. In addition, the strategies are easy to administer
and learn.

108



Brain Sci. 2017, 7,146

8. Discussion, Limitations and Recommendations for Practice and Research

Unaccompanied refugee minors are at a special risk for mental health problems due to traumatic
experiences pre or during their flight as well as difficulties in the acculturation process. So far, support
programs for URM either mainly focus on their traumatic experiences and resulting PTSD or on
structural aspects as language and integration courses, integration into the schooling system or the
labor market. However, these programs do not directly address psychological processes, which might
offer URM resources, they might be able to use subsequently during their acculturation process.
Primary support programs, which include elements of IC, emotion regulation, and goal setting and
goal striving, therefore fill a gap. These elements are easy to integrate into the existing programs and
can be applied in group settings, thereby reducing costs in terms of time or money. However, training
material will need to be translated into the different languages of the URM currently coming into
the host countries and validation studies should be carried out to ensure the material is culturally
appropriate. Moreover, for larger groups it might be advisable to use translators and interpreters,
who are more familiar with the refugees’ cultural backgrounds and have some experiences related to
trainings or psychotherapies for refugees [66]. Due to the absence of a naturally-arising social support
for URM, it is recommended to apply support programs, which connect them to the members of their
own cultures and ethnicities. Such programs will help URM to receive social supports from both
original and new cultures and subsequently reduce psychological difficulties [90].

While about 70% of the URM are between 16 and 18 years [3], it is unclear whether primary
support programs for younger URM can rely on all three concepts. Both emotion regulation trainings
and Il have been successfully applied to children aged 9 to 12 years [78,84], however little is known
on trainings of IC in this age group and none of concepts has generally been trained in even younger
children. Hence, the appropriateness of training these concepts in younger children remains a question
of future research.

In addition, longitudinal studies are needed in order to evaluate the effectiveness of these program
elements and whether the elements affect adaptation and mental health independently of each other
or are interrelated. Furthermore, future research needs to analyze the personal characteristics of
URM or the program conductors, which might act as potential moderators for the success of primary
support programs. Finally, the three described elements influencing mental health and adaptation
are not exclusive and other constructs should be evaluated with regard to trainability and their
supporting effects.
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Abstract: Many emotionally-disturbed children who have been maltreated and are legally separated
from their parents or primary caregivers live in group homes and receive compulsory education.
Such institutions provide various special intervention programs. Taiko-ensou, a Japanese style of
group drumming, is one such program because playing drums in a group may improve children’s
emotional well-being. However, evidence for its efficacy has not been well established at the biological
level. In this study, we measured salivary levels of oxytocin (OT), a neuropeptide associated with
social memory and communication, in three conditions (recital, practice, and free sessions) in four
classes of school-aged children. Following the sessions, OT concentrations showed changes in various
degrees and directions (no change, increases, or decreases). The mean OT concentration changes after
each session increased, ranging from 112% to 165%. Plasma OT concentrations were equally sensitive
to drum playing in school-aged boys and girls. However, the difference between practice and free
play sessions was only significant among elementary school boys aged 8-12 years. The results suggest
that younger boys are most responsive to this type of educational music intervention.

Keywords: child abuse; maltreatment; intervention; drum playing; salivary; oxytocin

1. Introduction

Childhood maltreatment represents the most potent predictor of poor mental health across the
lifespan [1-3]. Such adversity increases the risk of a wide range of psychiatric disorders, including
reactive attachment disorder (RAD) and autism spectrum disorder (ASD) [4-7]. Children with ASD and
RAD experience similar difficulties with social relationships [8-10], but there appears to be a difference
in the quality of their social interactions. In most cases it is possible to differentiate between children
with ASD and children with RAD via structured observation. The most important difference is that
RAD is associated with neglect or maltreatment, whereas ASD usually is not [8,9].

Children who are found to have been maltreated are entrusted to a foster parent or admitted to
a children’s home, a short-term therapeutic institution for emotionally disturbed children, or a children’s
self-reliance support facility [11-13]. In Japan, emotionally-disturbed children, including those who have
been maltreated, are either admitted to a short-term therapeutic institution or treated as out-patients,
and receive consultation and other assistance. Children who are resident in such institutions learn to
adapt to social life while living together in groups, and also receive compulsory education [12,13].

Brain Sci. 2017, 7,152 114 www.mdpi.com/journal/brainsci
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It is increasingly recognized that music-making interventions can enhance mental health [14-16].
Among them, drumming has long been a part of traditional healing rituals worldwide, and is
increasingly used as a therapeutic strategy [17-19]. The features of group drumming programs are
known to facilitate mental health recovery. The findings of previous studies support the concept of
“creative practice as mutual recovery”, demonstrating that group drumming provides a creative and
mutual learning space in which mental health recovery can take place [17,18,20]. These reports indicate
a shift away from a pro-inflammatory toward an anti-inflammatory immune profile. Consequently,
the psychological benefits of group drumming and the underlying biological effects support its
therapeutic potential for mental health [18,20]. Drumming is a complex composite intervention with
the potential to modulate specific neuroendocrine and neuroimmune parameters in the opposite
direction to that of the classic stress response [20].

Recent studies have suggested that oxytocin (OT) plays a role in social memory and behavior [21-28].
OT has positive effects on social and emotional processes in healthy subjects and some individuals
diagnosed with a variety of psychiatric disorders [29-33]. Nasal application of OT in subjects with ASD
with or without comorbid intellectual disability has been shown to improve social interactions [34-38].

This study was conducted in a facility where children with mild emotional disturbance live
and study together. Most of them are isolated from their parents and primary caregivers, owing to
maltreatment and neglect. The institute offers special educational intervention programs, such as group
drumming, to improve their emotional well-being. However, the facility does not use any biological
measures to monitor the beneficial effects of group drumming. Salivary OT can be measured in
human saliva, suggesting that it may be a reliable biomarker [39-46]. Therefore, we examined whether
maltreated school-aged children exhibited changes in OT concentrations during educational sessions
based on Japanese Taiko group drumming (Supplementary Figure S1) [47]. In this study, we measured
salivary OT concentrations in children before and after recital or practice drumming sessions and
compared them with those in free play sessions. We also analyzed changes in OT concentrations
by classifying participants by sex and age, such as boys in the elementary school (8-12 years old)
and junior high school (13-15 years old), or girls in the elementary school. We also measured OT
concentrations in the children’s drumming instructors.

2. Materials and Methods

2.1. Participants

The study recruited 23 boys and five girls aged 8-15 years as voluntary participants (Table 1).
The children had lived for between 0.5 and six years in the short-term therapeutic institution
for emotionally-disturbed children, run by the Social Welfare Juridical Corporation Lunbini-en
(Ayabe, Kyoto, Japan). They attended either the elementary or the junior high school attached to
the Lunbini-en. The children were placed in this facility by municipal or prefectural child guidance
centers because they were considered to be in need of daily life guidance due to their family environment.
We obtained data from three male drumming instructors who taught at the schools (36.2 £ 3 years old).

Table 1. Demographic data.

Standing Elementary School  Junior High School Teacher
Age (years) 8-12 (9.9 + 0.9) 13-15 (144 = 0.4) 3340 (36.2 + 3)
Gender
male 9 13 3
female 5 0 0
Intervention duration (min)
None 118 +16.5 (n = 6)
Practice 108 + 10.2 (n = 5)
Recital 141 +35(n=12)
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2.2. Ethics Statement

The study was approved as a non-invasive medical study by the institutional review board of the
Social Welfare Juridical Corporation Lunbini-en in 2014 and by Kanazawa University Graduate School
of Medicine in 2015 (approval number #2012-1). The study was performed according to the Declaration
of Helsinki and the Ethical Guidelines for Clinical Studies of the Ministry of Health, Labor and Welfare
of Japan. After they had been given a complete explanation of the study, all of the participants and
their caregivers or the child welfare officers in the child guidance centers provided written informed
consent. The participants were told that they could choose not to supply their saliva on each occasion,
even after agreeing to participate in the study.

2.3. Assessment

The children’s salivary OT levels were assessed during 19 sessions of group Taiko drumming
(Supplementary Figure S1) from July 2015 to December 2016. The children played freely for the first
10 min. Saliva was collected in a sterile 15-mL polyproprylene tube (Greiner Bio-one Co. Ltd., Tokyo,
Japan). Two to five minutes after rinsing with water, the children’s mouths filled with newly-secreted
saliva. They bit the tube in their mouths and secreted saliva directly into the tube by chewing for
2—4 min. This method was less stressful for such children than using a cotton swab and they were
able to complete it by themselves without teachers’ assistance. Then they participated in a 5-60 min
(14.1 +£ 3.5 min, n = 14) during recitals on stages in front of an audience (Supplementary Figure S2),
or six 80-155 min (108 + 10.2 min, n = 6) practice sessions in a hall at the Lunbini-en (Supplementary
Figure S3, upper panels). Saliva was collected a second time after 10 min of all sessions. As a control,
saliva was collected 10 min before and after the free play sessions (during which they usually moved,
chatted, and read freely) for 90-200 min (118 = 16.5, n = 6) in the same hall or playground of the
Lunbini-en (Supplementary Figure S3, lower panels).

2.4. Saliva Collection and Analysis

The saliva samples (0.3-0.8 mL) were collected in polyproprylene tubes and were immediately
frozen in dry ice and stored at —20 °C, as described previously [48]. Three days later, they were thawed
and centrifuged twice at 4 °C at 1500 g for 15 min. The samples were divided into 1.5-mL microtubes,
each containing 100 uL, and kept again at —80 °C until assay.

Salivary OT was measured using a 96-plate commercial OT-ELISA kit (Enzo Life Sciences,
Farmingdale, NY, USA), as described previously [48,49]. Measurements were performed in duplicate.
Samples (100 pL) without fractionation were treated according to the manufacturer’s instructions.
The optical density of the samples and standards was measured at wavelengths of 405 and 590 nm
by a microplate reader (Bio-Rad, Richmond, CA, USA). Sample concentrations were calculated by
MatLab-7 (MathWorks, Inc., Natick, MA, USA) according to the relevant standard curve.

2.5. Statistical Analysis

Two-tailed Student’s t tests were used for single comparisons between two groups. One- or
two-way analyses of variance were used for data with two or three components, respectively. Post hoc
comparisons were performed only when the main effect was statistically significant. The p-values
of the multiple comparisons were adjusted using Bonferroni’s correction. All data from in vivo and
in vitro studies are shown as means + s.e.m. In all analyses, p < 0.05 was taken to indicate statistical
significance. All of the analyses were performed using STATA data analysis and statistical software
(Stata Corp. LP, College Station, TX, USA).
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3. Results

Table 1 shows the demographic characteristics of the participants in the traditional Japanese Taiko
group. A total of 23 boys and five girls from the elementary and junior high schools were involved in
the sessions, during which three male teachers instructed them to play a piece of music.

The OT concentrations in the saliva collected from the children and adults before the performance
and control sessions were determined and used as the baseline OT levels (Table 2). The average baseline
salivary OT level did not differ significantly between assessments for any of the groups, but the highest
value was obtained from the elementary school boys. The OT concentrations in the saliva after different
activities (recital, practice (lesson), and free) were plotted separately for the elementary school boys
(Figure 1), junior high school boys (Figure 2), elementary school girls (Figure 3), and teachers (Figure 4).
No significant differences were observed before and after sessions in the four groups of participants,
except for teachers at the recitals (p < 0.01).

Table 2. Baseline concentrations of oxytocin (pg/mL).

Boys Girls Adults
Elementary School Junior High School Elementary School Teachers
Free activity 166 + 34 (32) 259 + 23 (39) 179 + 30 (26) 142 + 34 (14) ‘(T ;/1:0%3231';?
. Fs45 =161
Practice 83 + 29 (14) 176 + 48 (16) 123 + 22 (13) 103 + 21 (8) (p=0.1992)
. F, =6.09
i 3,173

Recital 149 4 21 (44) 265 + 31* # (63) 186 4 20 (34) 138 4 14 (33) = 0.0006)

Fpg4 =1.01 Fri2: =176 Fa70=123 Fp58 =0.01

(p =0.3681) (p=0.1768) (p =0.2989) (p =0.9884)

One-way ANOVA analysis of each matrics is shown. * # p < 0.01 for recital in elementary school boys and teachers
(Bonferroni’s test).

Elementary school boys
Recital Practice
1400 P=0.3838

N E =g
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Figure 1. Changes in elementary school boys” oxytocin levels before and after a single play session.
Oxytocin levels are for the first (before) and second (after) salivary samples. Saliva was collected
at each recital (n = 52), practice (n = 11), and free play (n = 33) session. p values are for two-tailed
Student’s t-tests.

The difference of salivary OT concentrations before and after the activity was calculated. Since the
conditions differed in terms of whether an instrument was played and the duration, we compared
the changes in OT between non-obligatory activities and practice with the instrument with a similar
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time gap (Figure 5). Similarly, the difference was compared between recital and practice, both of which
involved playing the drums (Figure 6). Significant changes in the ratio of salivary OT levels before and
after activities and between playing practice and free sessions were observed only in the elementary
school boys (two-way Student’s t-test, n = 11-34, p < 0.02).

Junior high school boys

Recital Practice

1104 -0.42 1104
;—% P=0.3480
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%,
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© &

Figure 2. Changes in junior high school boys’ oxytocin levels before and after a single play session.
Oxytocin levels are for the first (before) and second (after) salivary samples. Saliva was collected

at each recital (n = 61), practice (n = 17), and free play (1 = 55) session. p values are for two-tailed
Student’s t-tests.
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Figure 3. Changes in elementary school girls” oxytocin levels before and after a single play session.
Oxytocin levels are for the first (before) and second (after) salivary samples. Saliva was collected at
each recital (n = 33), practice (1 = 14), and free play (1 = 30) session. p values are for two-tailed Student’s
t-tests. A significant difference was found for the recital session.
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Figure 4. Changes in teachers’ oxytocin levels before and after a single play session. Oxytocin levels
are for the first (before) and second (after) salivary samples. Saliva was collected at each recital (n = 33),
practice (n = 8), and free play (n = 14) session. p values are for two-tailed Student’s t-tests.
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Figure 5. Changes in oxytocin levels before and after a single session. Percentage of oxytocin levels
for the first (before) saliva over the second (after) saliva samples. Saliva was collected at practice
and free play sessions from elementary school boys, junior high school boys, elementary school girls,
and teachers. p values are for two-tailed Student’s ¢-tests.
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Figure 6. Changes in oxytocin levels before and after a single session. Percentage of oxytocin levels for
the first (before) saliva over the second (after) saliva samples. Saliva was collected at recital and practice
sessions from elementary school boys, junior high school boys, elementary school girls, and teachers.
p values are for two-tailed Student’s t-tests.

4. Discussion

We examined the biological effects of playing music in a Japanese Taiko drumming group.
This activity was performed less than once a week as part of an educational intervention for children
living and studying in a short-term therapeutic institution for emotionally disturbed children, most of
whom were legally separated from their parents or caregivers because of maltreatment [12,13].
The results indicated that the children’s mean salivary OT concentrations were increased to various
degrees after the activity sessions. The smallest increase was observed in the elementary school boys
during the practice session and the largest change was in the girls of the elementary school after
the free session. However, the only significant difference was between practice and free sessions for
boys aged 8-12 years (Figure 5), although a similar tendency was observed in the junior high school
boys and elementary school girls, it was not significant. The change in OT concentration was in the
reverse direction, i.e., higher during practice than free time, although in the teachers’ case it was during
drumming instruction.

The reason such significant changes were observed only in younger boys may be that drum
playing creates a better atmosphere for younger boys than older ones. In other words, drum playing
may not be stressful for older boys but for younger boys because high school boys are already familiar
with drumming. Drumming on a stage in front of an audience (recital) and playing for practice
(rehearsal) may be essentially different for the players. In addition, the performing time was also
different: recitals lasted only 14 min on average, compared with 108 min for practice. This makes it
difficult to compare the three groups on the different conditions, but as the experiment did not interfere
with the institutional routine, optimal ecological validity was maintained.

However, even shorter activities seemed to be stressful. The average OT concentrations were
lower after group drumming recital and practice sessions than before. The effects were evident in boys,
and seemed to be due to the group drumming rather than playing individually, which created some
stress. The OT concentration changes before and after free play, as a control condition, were in the
opposite direction.
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In relation to our study, there are several interesting reports on playing music as a group,
which describe differences between singing alone (solo) and in a group. Schladt et al. [50] reported
that OT increased in the case of solo singing but not in choir. This suggests that, although singing in
a group seems to be a joyful experience and one that facilitates bonding [51], it can be rather stressful.
Singing lessons for professional or amateur singers are not the same, because professional singers are
achievement-oriented, but amateurs sing for self-actualization or self-expression [52]. For the school
children in the current study, it is likely that OT increased owing to the release of emotional tension
in the recital or practice sessions. In the teachers, OT significantly increased in the recital sessions
(Figure 4), probably because they were satisfied by the children’s successful performance.

Overall behavior while staying in this therapeutic institution generally improved: the children
thought that the Lumbini-en is safe and secure, solved vigilance, and opened their hearts to
the surroundings. They became to sleep well, to feel less anxiety, and less likely to panic with
a trivial chance. They became to control themselves according to their opponents and situations.
They participated in group activities and continued to go to the inside school. They tried to decide
their own lives by themselves, grew self-confidence, and finally got to have the hope of going to
alive. Such outcomes of individuals were assessed using the school’s behavior and study records.
Child welfare officers and teachers rated the children’s behavior using a questionnaire. In addition,
the officers and teachers felt that drumming can be a positive and effective educational intervention to
improve children’s behavior.

Next, we considered the relationship between OT concentrations and individual’s behaviors.
Participants were classified according to the initial OT levels and changes in OT levels before and after
a single session. The drumming teachers reported that individuals in the group with OT levels in the
recital and free sessions that were higher than average are restless, weaker to stimulation, autistic and
hyperactive, compared with other individuals (Supplementary Figure S4). In the teacher’s records,
participants who showed higher rates of change in OT levels before and after recital or free sessions
are relatively hyperactive compared with individuals in other classes (Supplementary Figure S5).
These results, interestingly, indicate that OT levels modified to a greater extent in a category of
hyperactive boys and girls.

It is worth considering the well-known correlation between OT and group cohesion. It is
interesting that in boys free play tended to lead to increased OT levels than did practical lessons.
This may be due to the cohesiveness effect. To perform in a recital is stressful, particularly for children
with disturbed social function, and is likely to reduce vagal activity and cohesiveness. Increases in
OT concentrations correspond to increased vagal activity and vice versa, resulting from the brain
mechanism as described in prairie voles [53]. In line with this, a study by Harmat and Theorell [54]
showed dramatically reduced vagal activity during a concert compared with during a rehearsal,
and particularly among those musicians who reported nervousness in recital.

This study had some limitations. Although the measures of salivary OT were taken two years
apart, the number of school children involved was small. Opportunity sampling meant that the
number of participants was not constant on each occasion.

It has been reported that salivary OT is frequently measured as the biomarker [41,43,55-58],
however, though some of the saliva components interact with the labeled OT in the assay mixture [59].
To test this, we first measured samples spiked with 50, 100, 200, and 400 pg/mL. Even the very
high level was observed with no addition of spiked OT, suggesting an interaction with nonspecific
antibody-interacting substances. Even with interacting substances in the samples, the EIA monitored
concentrations were proportional to the spiked OT concentrations, suggesting that monitored values
are useful for calculating the ratio between values. Therefore, the difference of OT concentrations
before and after the sessions shown in Figures 5 and 6 seems to be reliable.

This study did not address behavioral changes in the children at school. Such tests should be
performed using a standard questionnaire survey and the children’s school records. Teachers in the
Institution have the impression that drumming improves the behavior of children living in care.
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In general, they report that the caregiver-teacher-child relationship improves within the first month up
to the end of the year.

In conclusion, this study found that maltreated children responded reasonably well and benefitted
from a group drumming intervention, as indicated by their increased salivary OT concentrations.
The intervention was effective because the children experienced stress, and the stress-relax cycle is
linked to the capacity to control emotional reaction.

Supplementary Materials: The following are available online at http:/ /www.mdpi.com/2076-3425/7/11/152/s1;
Figure S1: Various types of Wataiko (Japanese percussions) used for music intervention in group, Figure S2:
Recitals performed in front of audiences in various stages in wearing with a festival uniform, Figure S3: Upper
panels, practice in a hall; lower panels: free sessions, Figure S4: Oxytocin concentrations of individuals before
recital and free play sessions, Figure S5: Changes in oxytocin concentrations of individuals before and after recital
and free play sessions.
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