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EDITORIAL

Mario Cappelli, Editor

Effective measurement is a pillar of psychology. It is rooted in
virtually all aspects of experimental and clinical psychology and
is a key element that psychology brings to mental health prac-
tice. Whether the focus is personality, psychopathology, sensa-
tion/perception, learning, cognition, behaviour, and environ-
ment, there is not an aspect of our work that does not include the
application of psychological measurement. In the last few years,
measurement has also become increasingly associated with
evidence-based assessment, treatment and program evaluation
with psychologists being asked to provide a leadership role in
many settings such as hospitals, community clinics and educa-
tional facilities interested in demonstrating the effectiveness of
their clinical services.

More recently psychologists have taken a leadership role in
program evaluation and outcome management at a provincial
level. This includes many of the mental health services provided
to children and youth in Ontario supported by the Ministry of
Children and Youth Services. In all these efforts, a key lesson
learned is the importance of front-line staff and service providers
being able to see the addition of measurement tools to their
already busy practices as beneficial.

Recognizing the importance of these issues, the PO has devel-
oped this special issue devoted to Ontario’s Screening and
Outcome Initiative in Children and Youth Mental Health Serv-
ices. The intention is to inform Ontario psychologists and other
mental health practitioners about the initiative, its key screen-
ing and outcome measurement tools, and the early results from
community health centres, agencies and programs currently
using these instruments in their work.

The issue is framed by articles by Dr. Melanie Barwick who
provides an overview and rationale for systematic screening and
outcome management, as well as an overview of the two key
instruments: BCFPI (Brief Child and Family Phone Interview)
and CAFAS (Child and Adolescent Functional Assessment Scale).
Her articles are complemented by descriptions from various
children’s mental health centres and programs applying these
instruments in their clinical and agency work. The most intrigu-
ing aspect of these reports is the evolution of clinicians’ view on
using these tools from scepticism to acceptance to commitment;
so that the tools have become viewed as another important
element of their clients’ assessment and treatment plan.

The integration of screening and outcome measures into day-to-
day clinical practice is a reality that can provide all of us working
in the area of child and youth mental health services with an
opportunity to demonstrate systematically the value of our work.
We at Psychology Ontario offer this special issue as a small
contribution to this important aspect of this area of practice.

Finally we would also like to acknowledge the support of the
Ministry of Children and Youth Services in the production of this
issue.
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Ontario’s Screening and Outcome

Initiative in Children’s
Mental Health

Melanie Barwick, Ph.D., C. Psych.
Lead CAFAS in Ontario,

Community Health Systems Resource
Group,

The Hospital for Sick Children

Ontario practitionersstrive to provide the best services for
the most children in the face of limited resources and
increasing demand. To do thisefficiently and ethically
requiresthatwe establish service effectivenessfor children
and youth with diverse problems and determine how the
sector can provide foragreater proportion of childrenin
need, in atimelier manner, given the resources at hand.
Standardized intake screening can facilitate wait listman-
agementbytriaging childrenatgreatest risk.

Outcome management can facilitate improved outcomes
by verifying whether treatmentapproachesare producing
expected response-to-treatmentwhile clientsare still en-
gaged and there is opportunity to modify the treatment
approach. Outcome measurement can demonstrate the
functioning ofchildrenuponenteringand leaving treatment,
and providean indication of the proportion of childrenwho
improveasaresultofservice.

To this end, Ontario initiated systematic screening and
outcome measurementin 1999 as part of a four-pointplan
for children’s mental health thatalso saw development of
intensive childand family services, mobile crisisservices,
andtelepsychiatry. Anoverview of the initiative and the
toolsbeing implemented isprovided.

Early History and Goals

The Ontarioreality issuch that few evidence-based treat-
mentsare inuse inclinical practice. Moreover, without
system-wide measurementusingacommonmetric, thereis

BcFPI WU caAFAs

little provincial dataregarding the types of disorders with
which children and youth present for service, and no
systematicevidence of outcome. Ontarioishard-pressed
toameliorate the children’smental health (CMH) system
in a rational way in the absence of such fundamental
knowledge.

Acommissioned review of outcome tools appropriate for
system-wide deployment (Raphael, Weir, Weston, Lines
&Pettingill, 1999), togetherwithafeasibility study (Boydell,
Barwick, Ferguson & Haines, 2005), led to the adoption
oftwo instruments in 84 CMH agenciesand 23 hospital
clinics: 1) a standardized intake instrument to screen
morbidity (Brief Child and Family Phone Interview /
BCFPI; Cunningham, Pettingill & Boyle, 2000), and
2) astandardized global outcome instrument to assess
level of functioningand monitor the effectivenessof service
delivery (Childand Adolescent Functional Assessment
Scale/ CAFAS; Hodges, 2003).

Community-based CMH agencies were selected for par-
ticipation by their regional offices, as were some hospital
clinicsthat fund CMH services through “separate vote’
dollarsfrom MCYS. Hospitals funding CMH services
through their global Ministry of Healthand Long-Term
Caredollarswerenoteligible. Another 13CMH agencies
joinedthe initiative in2006. Children’s Mental Health
Ontario,anadvocacy organizationthat promotesthe well-
being of children, youth, and their families, oversees
BCFPI training and implementation with support from
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BCFPI Incorporated and the Oxford Centre for Child
Studies at McMaster University. CAFAS trainingand
implementation is provided by the Community Health
Systems Resource Group at The Hospital for Sick Chil-
dren. Anadvisory group of Ontario-based service pro-
vidersjointly supportthe implementation teams, as does
the Research and Outcome Measurement Branch of the
Ministry of Childrenand Youth Services.

Implementation and Data Management

Ontario’smeasurement initiative involves substantial or-
ganizational and practice change. Changing practiceisa
formidable task that occurs slowly, requiring changesin
clinicianknowledge, attitudes, and behavior, program
and organizational restructuring, and an infusion of re-
sources (Huang et al., 2003). Following six years of
implementation, over 600 intake workersand administra-
tive personnel in 114 organizations have beentrainedin
thereliableadministration ofthe BCFPI. Over4000child
and youthworkers, social workers, psychologists, and
psychiatrists have beentrainedtoreliably rate CAFASin
107 organizations. Dataare collected quarterly, analyzed,
and reports prepared for individual organizations, serving
to motivate continued use of the tools and to exchange
valuable clientknowledge with staff, management, and
agency boards.

Annual aggregate reports were first produced in 2005,
and can be located on the web (http://
www.cafasinontario.ca/html/related-reports.asp for
CAFAS, and www.bcfpi.org for BCFPI). Future chal-
lenges include supporting the clinical utility of the tools
through communities of practice, developingabest prac-
tice for use of the tools, and workingwith governmentand
service provider organizationsto develop policiesand
procedures for the collection, analysis, and reporting of
aggregate level data. Developers of the tools continue to
make improvements and modificationsto improve ease
andclinical utility. Linkage of datafromthese tools with
other provincial datawill continuetobeachallengeinthe
absence ofaunique identifier system for the social serv-
ices, and representsacritical areafor focus and develop-
mentifthisinitiative istorealize asatisfactory returnon
investment.

Conclusion

Themeasurementinitiative hasachieved severalimportant
outcomesoverthe lastsix years:

(1) wehave learned importantlessonson how bestto
bring evidence-based practices to the field and
howto supportthe adoption of newand innovative
approaches to mental health care for children;

(2) wehaveintroducedatriage tool thatshows great
promise for trackingand managing wait for service;

(3) we have underscored that best practice at the
outset of treatment requires comprehensive
interviewingand formulation;

(4) we have learned a great deal about the problems
and related dysfunction withwhich childrenand
youth present;

(5) we find that gauging response to treatment is
worthwhilewith respectto improving outcomes.

Thelessons learned to date suggest there isaneed to build
individual and organizational readiness for change for the
adoption of evidence-based practices, toimprove the state
oftechnological literacy and infrastructure across the sec-
tor, and to improve the exchange of knowledge among
stakeholdersregarding the clinical benefits of the toolsand
the datathey will produce regarding the state of children
receiving mental healthservice inOntario. Unique identifi-
ersforsocial servicesarealsogreatly needed inlight of these
changes and what we have yet to learn about children’s
needs and the effectiveness of services.
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Initial Screening:
The Brief Child and Family Phone Interview

Melanie Barwick, Ph.D., C.Psych.

Lead, CAFAS in Ontario,

Community Health SystemsResource Group,
The Hospital for Sick Children

Screening canassistinidentifyingneed for serviceand the
likely presence of particular disordersand severity of risk
(Maruish, 1999). Over time, BCFPI data will provide
information regarding shiftsinwaittime, and first-ever
objective evidencethat, assuspected, we are seeing more
childrenand youth withmood management problemsand
severeimpairments.

Various organizations in Ontarioare using the BCFPI to
assistin making triage decisions, to connect familiesto
interimservices (e.g., readings, videos, groups), toformulate
assessment plans, to obtain standardized measures of
treatment outcome for comparison to “benchmarks” in
the clinical literature, to supportstrategic organizational
andregional planning, todeterminewhether children most
inneedarereceivingservice,andtoexaminethedistribution
of child problems for which services must be developed.

The BCFPlisastructured computerized interview ad-
ministered to the parents (or teachers) of 3to 18 year olds
atthefirstpointofintake, priortoclinical assessmentand
treatment. Anadolescentself-reportformisavailable.
Theinstrumentisalso used in Sweden, British Columbia,
Alberta, and Nova Scotia and is available in French,
English,and Swedish.

Administration takes 30to 45 minutes and beginswitha
narrative overview of clientconcerns. Giventheinstru-
ment’sability to capture both narrative and more struc-
tured interview data, itisdesignedto replace rather than
addtothetraditional intake interview. The instrument
gathersstandardized information ondemographics, com-
mon behavioral andemotional problems, impactsonchild
andfamily functioning, riskand protective factors, family
readiness for service, and potential barriers to service
utilization. Online dataentry, scoring, andreportgenera-
tioncreate efficiencies forwait listmanagementandtriage
(Cunningham, Pettingill & Boyle, 2001).

The BCFPI’sstandardized questions were derived from
the survey measurementtools of the Ontario Child Health
Survey (Boyle, Offord, Racine, Sanford, et al, 1993).
Subscale scores are based on normative data from the
Revised-Ontario Child Health Study Scales (Boyle, Offord,
Racine, Fleming, Szatmari & Sanford, 1993a) for boysand
girlsaged 6-12 yearsor 13-18 yearsinboth populationand
clinical samples. Seven subscales measure common
childhood problems and aggregate to form composite
scales: (1) Externalizing Behaviour (Regulating Attention,
Impulsivenessand Activity Level, Cooperativeness, and
Conduct); (2) Internalizing Behaviour (Separation from
Adults, Managing Anxiety, Managing Moods). A Total
Problemsscale isderived from the 36 items comprised in
the Externalizingand Internalizing scales.

Theextenttowhich problems have adversely affected the
child’ssocial participation, quality of social relationships,
andschool participationand achievementare captured in
subscalesthat combine to inform Impacton Child Func-
tioning. Family Functioning is measured by a Family
Activitiessubscale (the extenttowhichthe child’s problems
have influenced the family’s relationships with friendsand
familyand/ormobility inthecommunity); aFamily Comfort
subscale (the extent to which the child’s problems are a
source of conflict and anxiety within the family); and a
Global Family Situation composite scale (combined items
fromthe Family Activitiesand Family Comfortsubscales.

ABarriersto Service Utilization scale determineswhether
work schedules, transportation difficulties, or language
barrierslimitthe family’sability to participate in treatment.
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A Readiness for Change scale determines parental
interest in a list of potential service options, such as
topical literature or video programs, parenting skill
buildinggroups, or supportgroups. New versionsofthe
tool include brief, standardized measures of parental
mood and a checklist of concerns such as specific
phobias, fire setting, and thought problems.

The psychometric properties of the BCFPI have been
evaluated withacommunity sample of 1,741 children
andaclinicreferredsampleof 1,727 (Cunninghametal,
2001). Thefactor structure derived fromthe Ontario
ChildHealth Study Scales—Revised for populationand
mental health clinic sampleswas replicated inalarge
field trial involving 10,916 6 to 18 year old children
referredto 74 children’s mental health organizationsin
Ontario. With the exception of Conduct problems
(.68), reliability coefficients for subscalesinfieldtrials
ranged from .75t0 .85 for Problem Behaviour scales
and.75to0.77 for Functional Impactscales.

The BCFPI has adequate test-retest reliability, good
evidence of sensitivity to change, and good concurrent
validity, with correlations between the its subscalesand
the extended scales from the Ontario Child Health
Study’s (OCHS-R) survey diagnostic instrumentrang-
ingfrom.8810.96. Discriminate validity isevidenton
comparison of the means of clinicand non-clinic sam-
plesthatyieldedssignificantdifferencesonall BCFPI
subscales.
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McMaster University

McMaster Children's Hospital

Contact Hamilton

This article discusses the use of the Brief Child and
Family Phone Interview (BCFPI) (Cunningham, Pettingill,
& Boyle, 2006) asacomponentof Hamilton’s integrated
children’smental health screening, triaging, outcome meas-
urement, and service managementsystem.

Contact Hamilton: Central Intake

Contact Hamilton is the central point of intake for all
familiesseeking children’smental healthand developmen-
tal servicesinthe city of Hamilton. Contact Hamilton’s
Resource Coordinatorsadminister the BCFPI asone part
ofamore comprehensive intake interview. Theresults of
the BCFPI are used to inform triaging recommendations
regarding the mostappropriate servicesavailable, estab-
lishservice priorities, and suggest interim service options
which parents might consider whilewaiting. Forexample,
CONTACT HamiltonidentifieschildrenwithhighBCFPI
externalizing scores whose parents might benefit from
large group parenting workshops, suchas COPE. Atthe
completion of the intake interview, Resource Coordina-
tors describe COPE, discuss the potential benefits of
participation, reviewavailable workshop timesand loca-
tions, andenroll interested parents. Thistriaging protocol
has increased the percentage of families who enroll in
parenting programs suchas COPE.

McMaster Children’s Hospital

The Childand Youth Mental Health Service at McMaster
Children’s Hospital isaregional provider of tertiary chil-
dren’smental health services. Thisprogramuses BCFPIs
completed by Contact Hamiltonto supportinternal triaging
decisions. The BCFPI, incombination with the Childand
Adolescent Functional Assessment Scale (CAFAS), isused
to determine the characteristics of referrals participating in
different services, measure the outcome of specific pro-
grams, and inform program planning decisions. Three
examplesare discussed below.

COPE: The Community Parent Education Program

The Community Parent Education Program provides 10-
session large group parenting workshops. COPE work-
shopsare advertised universally inHamilton viaour Com-
munity Education Service flyer distributed toall familiesby
local school boards. By administering the BCFPI beforeand
after COPE groups, the program was able to describe the
characteristics of familiesenrollingin COPE’suniversally
accessible workshop, determine the effectiveness of the
program, and benchmark the effect size of COPE against
other-evidence-based programs. Although COPE isuni-
versallyavailabletoall familiesinHamilton, 53% of the 304
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familiesenrolled reported more externalizing problems,
and 67% reported their child’s behaviour had agreater
negative impactontheir families, than 93% of the general
population (t-scores of 65 or above).? Families of
childrenwith severe problemsshowedavery significant
reductionin BCFPI externalizing problems (effectsize =
1.3). These outcomes are comparable to those observed
inclinical trials (Cunningham, Bremner & Boyle, 1995)
and effectiveness studies of the COPE program
(Cunningham, 2006) and are comparable to those re-
ported by other investigators (Sanders, Markie-Dadds
& Bor, 2000).

Next, we used the BCFPItoevaluate anewversion ofthe
COPE program, COPEingwihoppositional teens (COPE-
OT). Incomparisonto referralsto our Childand Youth
Mental Health Services,

those whose parents en-

rolled in COPE-OT evi-

dencedhigher BCFPI Ex-

ternalizingt-scores, lower

BCFPI Internalizing t-

scores,and higher BCFPI

functional impairmentt-

scores. Computingstand-

ardized effect sizes sug-

gested that COPE-OT

yieldedimprovements (ef-

fectsize=1.2) compara-

bletothose observedinclinical trials of similar programs
(Barkley, Edwards, Laneri, Fletcher & Metevia, 2001).
Based onthisdata, we made an organizational decisionto
continue offering this program.

The Selective Mutism Service

Thisprogram provides assessments, consultations, and
workshops for parents and professionals working with
childrenwho have selective mutismand related social
anxiety disorders. Thisservice usesthe BCFPIto help
identify children who may need more comprehensive
assessments, determine the needs of this poorly under-
stood group of children, and to demonstrate the outcome
of the program’slarge group workshops. Childrenwith
selective mutismshow very high BCFPI social participa-

Lhttp://www.communityed.ca/parent.cfm
2 http://www.bcfpi.org/bcfpi/downloads/outcomes/chedoke/
cope.pdf

tiont-scores (e.g. avoiding social activities). Incompari-
sonto other outpatientreferrals, however, children with
selective mutism are much less likely to have elevated
cooperation, conduct, anxiety management, or mood man-
agement t-scores. Repeating the BCFPI 6 months
following the completion of the workshop series has
indicatedasignificantreduction insocially avoidantbehav-
iour.

The Community Family TreatmentProgram (CFTP)

Thisprogram provides home-based servicesto families of
childrenwho have notbenefited from less intensive outpa-
tientservices. CFTP adopted the BCFPI to better under-
stand the characteristics of the families participating inthe
program, to determine an optimal period of treatment, and
toexaminetheoverall outcome
ofthe program. With prepro-
gram BCFPl externalizingt-
scoresscoresaveraging81.3,
child functioning t-scores at
79.3,and Impacton Familyt-
scoresaveraging103.9,CFTP
providesservicetofamilies of
childrenwithvery severe prob-
lems. Repeating the BCFPI at
6 monthsrevealedasignificant
reductioninproblems (effect
size =.9) with an additional
reduction at 1 year of treatment (total effect size = 1.3).
Paul Ricketsnotedthat, “Ithas beenalong-termdream of
mine, assupervisorwiththe Community Family Treatment
Service, toresearch the effectiveness of the program. The
BCFPI provided the “vehicle” to pursue our research
objectivesandto provide research findings which support
our clinical and anecdotal impressions. The datathathas
resulted fromthe BCFPIwith our familieshasvalidated the
value of our work with the children and youth, which we
work with, and allowed us to advocate for the needs of our
families withadministrators, who may questionhow long
we needtospendwith childrenandtheir families. Wenow
have adatasetthatdescribesthe familiesthatwe work with
aswellasdocumenting our effectiveness, whichisvery
exciting.”

Conclusion

In summary, the BCFPI has proven useful as a central
intake screening and triaging tool in the Hamiltonregion.
Examining the BCFPI scores for specific programs at
McMaster Children’sHospital validated our internal triaging

Psychology Ontario 9



processesand helped us understand the characteristics of
the families we serve. Repeating the BCFPI at treatment
termination allowed the computation of standardized ef-
fectsizessupporting the effectiveness of locally developed " N .
programs. Benchmarking allowed us to determine that poui",gg';gf;fcgg g’}iﬂggﬁgﬂgggﬂﬁﬁ;ﬁ;ﬁgg
these local programs yielded outcomes comparable to

evidence-based standardsinthe field.

HAMILTON
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Centralized Access and

the Brief Child and Family Phogl=

Sandra Woodworth, B.Sc, MPA-M
Executive Director, Contact Brant for Chil-
dren’s and Developmental Services
sandra@contactbrant.net

Cindy I'Anson, BA, MSW

Area Program Manager (Brant), Woodview
Children’s Centre
cianson@woodviewbrant.ca

Contact Brant’s Resource Coordinators began ad-
ministering the Brief Child and Family Phone
Interview (BCFPI) six years ago as part of acom-
prehensive intake process. However, the utility of
the BCFPI as a screening tool became apparent
approximately two yearsago when itwas adopted
in Brant as the primary tool for combating an
extensive and growing waiting list for children’s
mental health services. With the waiting time for
non-priority, office-based counselling approach-
ing three years, Contact Brant for Children’s and
Developmental Services (Brant’s centralized in-
take agency) and Woodview Children’s Centre
(Brant’sprimary children’s mental health provider)
developedatriage model basedonchildren’s BCFPI
scores that they hoped might improve the waiting
times for services.

This model triages children and youth with no
clinically significant mental health or functional
impairment scores away from clinical services,
directschildrenand youth with high externalizing
scoresto COPE and other evidence-based groups,
and ensures that children and youth with high
internalizing behaviour scores be directed to tradi-
tional office-based counselling servicesinatimely
manner. Part of the model included
re-administering the BCFPI for evaluative pur-
poses. Two years later, Brant has eliminated the
lengthy wait for office-based counselling, has a
rich dataset that supports the success of thismodel
and has been able to make use of this data to
supportsystem changes.

Interview

] -

The Worried Well

Prior to initiating the waiting list project, all fami-
lies requesting mental health services for their chil-
drenwere offered an intake interview, had a BCFPI
completed and were referred to the service of their
choice. Contact Brantand Woodview agreedto pre-
screening using the BCFPI. It was agreed that if a
child had no scores in the clinical range, that child
would not be offered clinical services. It was theo-
rized that many of these families constituted the
“worried well” and that the process of having a
comprehensive intake and being waitlisted for clini-
cal services increased anxiety while providing little
or no benefit.

Currently, families with no clinical scores are pro-
videdwithinformationabout parenting groups, books,
videos and other community resources. Contact
Brant assures these parents that their children are
scoring within the “normal” range on all mental
health indicators and invites them to call back if
their situation changes.

In making triaging decisions, Contact Brant Re-
source Coordinators take into consideration both
the BCFPI mental health scores aswell asany other
concerns parents or caregivers present during the
BCFPIinterview. Staff have the capacity tooverride
the BCFPI triage protocol should they be concerned
thataparentisunder-reporting. Common indicators
that a parent might be under-reporting include a
referral from a service provider with extensive
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knowledge of the child or family, such as child
welfare or school personnel, or inconsistency
between the parent’s dialogue and scoring. Inthis
case, the Resource Coordinators schedule a meet-
ing with the family to gather more informationand,
if necessary in their judgement, to make a referral
to service.

Familieswho have been screened away from clini-
cal services are contacted in three months to com-
plete afollow-up BCFPI. Ashoped, familieswho
are redirected to non-clinical services have lower
average scoresonall mental health indicators than
those referred to clinical services. This group of
children has been demonstrated not to deteriorate
between BCFPIsand overall parental satisfaction
ishigh.

Children with Clinical Needs

Children who score high on regulation of atten-
tion, impulsivity, and activity level (RAIA), coop-
eration, or total externalizing behaviours, are re-
ferred to evidence-based groups for these issues,
mostcommonly COPE. Childrenattending COPE
scorevery highonthe RAIA, cooperation and total
externalizing scores and the majority of these
children make clinically significant gains in these
areas. Contact Brantalso refers childrenwith high
conduct scores to the COPE program. Although
this was not part of the initial triaging project
design, itwas enlightening to learn that these chil-
drenalsoimproved.

Although evidence-based groups have been avail-
able to families in Brant for anumber of years, the
message communicated to families has changed
significantly. Previously, groups were presented
as an option for the families while they waited for
counselling, the implication being that they were
not the intervention of choice. Currently, families
with externalizing problems are referred to evi-
dence-based groupsas the “intervention of choice”
for their child.

Childrenwithclinical issues related to separation,
anxiety, managing mood, internalizing and total
mental health are referred to more traditional clini-
cal services. Parental preference and situation
both inform the method of service delivery which
includes brief office-based counselling (3 to 6
sessions), priority or waitlist office-based coun-

selling, or a home-based intervention. As pre-
dicted, children referred to these programs tend to
have higher scores in these areas and generally
experience clinically significantimprovementover
time.

Childrenandyouth who exhibitboth high internal-
izing and high externalizing scores are referred
both to evidence-based groups and to more tradi-
tional counselling programs. Parental preference
and availability of service determine the order of
intervention.

One interesting finding which supports the Brant
triage model is the parental mood score. Gener-
ally, parents of children with clinical issues have
higher parental mood scores than those with no
clinical issues. It is encouraging that after inter-
vention the average parental mood scores show
clinically significantimprovement.

Using Evidence to Inform Practice

The BCFPI has provided an effective measure of
changesinchildren’smental health overtime. While
the absolute number of children waiting isan indi-
cator of efficiency of children’s mental health
services in Brant, the change in BCFPI scoresisa
measure of the effectiveness of the interventions.

This evidence strongly supports the request for
additional funding for the new Brief Therapy model
of intervention and for funding expansion of evi-
dence-based groups in Brant. Government offi-
cials appreciate the tangible demonstration of ef-
fective use of funding to serve more children more
effectively.

Report transcription and typing
service, multidisciplinary, 25
years experience, topnotch skills
in composition, editing, and
proofreading; Call416-562-3662,

seven days/week until 11 pm.
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Dr. Jeff St. Pierre
Psychology Professional Practice Lead at CPRI

The Brief Childand Family Phone Interview (BCFPI)
was adopted by the intake social workers at CPRI in
2002. Initially, our intake staff were reluctant partici-
pants. Asaregional tertiary care provider, our intake
staff require an extensive understanding of Children’s
Mental Health Servicesacross 17 counties throughout
Southern Ontario. Our intake interview differsfroma
firsttime intake, inthata professional assessment has
likely occurred, indicating the child isalready experienc-
ingacademic, emotional-behavioural, or social adapta-
tion failures. Often a report with a diagnosis is on a
clinical chartsomewhere. Typically, case management,
parenttraining, or mental healthtreatmentsuch as pre-
scribing psychotropic medication to the child hasbeen
attempted with limited success. A BCFPI may already
have been completed by afrontline agency, and we had
to decide whether this needed to be updated.

With this in mind, our social workers were cautious
aboutthe needtoadopta “brief” clinical screening tool,
onclientsthathadalready beenidentified by aclinician
with an externalizing or internalizing disorder. The
BCFPI seemed designedto direct clients to cost effec-
tive evidence based tools, suchas child behaviour man-
agementcoursesor readingsthatwould preventongoing
difficulties. Incontrast, we were being asked to under-
stand co-morbid disorder profilesand complexmultiple
agency (multiple Ministry!) case management. Would
a“brief” parentreport of current symptomsaid our in-

depth multi-disciplinary assessments? Equally important,
and of interestinthisarticle, would abrief parent report of
symptoms be a good addition to the CAFAS and client
satisfaction outcometools?

We adopted the BCFPI with care, noting the impact of the
time onthe phoneand quality of information gathered during
ourintake interviews. Afterabriefadjustment, intake social
workers reported that they enjoyed the structure of the
interview, and that it served as a solid foundation for the
other questionsthey wished to pursueatintake. Compared
to the Achenbach Child Behaviour Checklist (CBCL),
whichwe had adopted inyear’s past, the English literacy
concerns were eliminated, and the telephone interview
ensuredahigher response rate. Examining the initial scores
acrossall clients confirmed that our community referent
partners and our intake staff were doing a good job of
directing familieswith very high needsintoservice, confirm-
ing the BCFPI as a screening instrument for high needs
clients.

Regarding outcomes, our residential mental health treat-
ment programs serve youth with multiple risk factors,
including breakdowns in home and school placements.
They oftenreceive diagnoses indicating long term need for
supports, including conduct disorder, bipolar mood disor-
der, thought disorder, and most behaviour problems are
coupled with significant school failures. Our treatment
program includes full time school attendance onsite, with
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integration back to the family home each weekend. The
average length of stay for the cohort of clients between
fall 2002 and spring 2005 was four months.

Wouldthe BCFPI tease outany differentiationinsucha
high needs group? Would we struggle with a ceiling
effect? — The term used to describe the problem of
scores so high that they can no longer be used in a
meaningful fashion to define any statistical or clinical
differencesbetween clients. Wouldabrief parentreport
of symptoms be sensitive to changes in child behaviour
overtime?

AsseeninTable 1, the early answer to these questions,
using CPRI residential data, appearsto be yes. Scores
pre-admission to residential mental health treatmentare
very concerning, but note the tightstandard deviationin
parentreport of oppositional behaviour (Cooperative-
ness—our mainreferral concern), compared tothe large
variability in Conductsymptoms,amore serious butless
commonconcern. Clearly, some variability acrosscli-
entsismeasured by these few items. Parentreportsixto
eight monthsafter discharge indicates significant de-
creases inbehaviour problems, mood symptoms, family
stress and community restrictions needed to keep the
childsafe. Arethesesignificanttreatmenteffectsonthe
BCFPI subscales, also meaningful tothe client’s well-
being?

Several piecesofevidence supportthis. Parentsatisfac-
tion ratings with the treatment outcome were onaverage
very high. Clinicianratingsonthe CAFASindicateda
reductioninrisk behavioursand improvementin func-
tioning. Independentteacher ratingsalso indicated both
significantsymptom reductionand social skill gains. A
teacher BCFPlisavailable,and while we have not yet
switched from other traditional school report measures,
we strongly recommend teacher reportasan important
adjunct in any outcome investigation. As noted suc-
cinctly by Dan Offord in his many talks following the
Ontario Child Health Study, “child psychiatric disorders
should be conceptualized as informant-specific phenom-
ena”.

Concernsremain that the observed decrease was justa
“regressiontothe mean”, andthatthe gainswill nothold
beyondayear. Fromasensitivity standpointhowever it
IS interesting that the post BCFPI measures indicate
outpatienttreatmentsupportisstill indicated, confirming
what we know to be true clinically. Beyond reported
child symptoms, note also the parent reports of well-
being indicators, suchasrestrictions on family activities
(Table 1). Weare interested inunderstanding the impact

of treatment supports onthewhole family, anditisclearthat
problems continue to impact family activities post-dis-
charge. The BCFPI also allows us to monitor parental
depressionanddrinking, two importantrisk factors. Weare
now in the process of conducting two year follow-up data
collection, in ajoint CPRI-UWO project funded by the
Provincial Centre of Excellence for Children’s Mental
Health, whereby we will tease out the predictors of long
termsuccessusingHierarchical Linear Modelling. Todate,
the eight-month BCFPI follow-upallowed usto observeno
change inreported separationanxiety and aslightanxiety
symptomincrease, whichwe need to monitor carefully due
to concerns that may be held when the youth isaway from
the home for tertiary or secure forms of treatment.

At www.bcfpi.org we can compare our intake referral
patterns to those of other agencies, by looking at the T
scores on the BCFPI. Likewise, while the literature on
residential outcomes seldomdiscusseseffectsize duetothe
long term, multi-modal nature of treatments, we can com-
pare our effectsizesto other tertiary care programsinthe
province. Thisbeginsadialogue we can have with other
service providers within our community of practice or the
broader systemof care. We dream of someday following
ourhighneed familiesacross multiple service providerswith
a few simple reporting tools, such as the BCFPI and
CAFAS, thatassistus in monitoring childand family well-
being over time with fidelity and compassion.

Table 1

Table 1

Biriel Child and Family Phone Interview Mean | Scores”
Mental Health Residential Treatment Programs, CPRI, London
Pre-admission f months post
n Mean S0 n Mem SD
Fegulation of Atention 138 7471 2R 138 6911 978
Regnlation of Impulsivity & Activity 139 6291 9,16 139 6347 999
Regulation of Attention, Impulsivity 140 7426 854 140 67.82 973
& Activity
Cooperativencss 140 7674 T.BS 140 69.76 11,72
Conduct 1400 9044 2773 140 TLRO 2633
Externalizing 140 B2.54 955 140 7262 1237
Separation from Parents 138 6304 14835 138 6138 1362
Managring Ansiety 140 6120 1570 140 6408 1332
DManaging Mood 138 7687 1790 138 6500 1543
6 Mood + 3 Sell Harm Indicators 136 8048 1932 136 66,57 1594
Intermalizing 13 7137 1408 136 6677 1526
Total 6 mental health domains 138 Bide 929 138 7242 1151
Social participation 135 B4.52 1518 135 TLAT 1864
Cuality of Relationships 126 Ta.33 976 126 65.06 1318
School Participation & Achievement 132 7947 1380 132 66593 17.84
Global Funciioning 136 8626 11.03 136 TOR1 17.03
Family Activities 113 11580 3212 113 3822 3600
Family Comfort 113 331 1322 113 7339 1669
Gilobal Family Simation 1% 10213 2027 119 $2.66 2545

1 All scales in the high range of clinical concern with large
(significant, p<.001) pre-post changes in parent report except
for separation from parents and managing anxiety, both of
which began below the clinical range of concern. N
variability due to parent report on some scales but not all.
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Outcome Measurement

-The Child and Adbﬁscent
Functlonal Assessment Scale

Melanie Barwick, Ph.D, C.Psych.,
Lead, CAFAS in Ontario,

Community Health Systems Resource Group,

The Hospital for Sick Children

Outcome measurement leads to improved treatment,
enhances clinical science, provides accountability to
clientsand funders, and maintainsthe ethical responsibil-
ity of practitionersto examine service quality (Barlow,
Hayes & Nelson 1984; Ogles, Lambert & Masters,
1996). Alltoo frequently, childrenreceive carethatis
based on outdated practices and narrowly defined out-
comes as opposed to care that is based on increasing
evidence of effectiveness and awider spectrum of de-
sired functional and quality of life outcomes (Huang,
Hepburn & Espiritu, 2003). Thefield continuestorely
on practicesthat have little supporting evidence or, at
worst, have poor outcomes (Busch 2002; Dishion,
McCord & Poulin, 1999) despite evidence that most
childrenwhoreceiveanempirically supported treatment
getsignificantly betterand do so more quickly thanwith
othertreatmentsor notreatment (Chambliss & Ollendick,
2001; JCCP 1998).

Global outcome measures, suchasthe CAFAS, helpto
standardize the measurement of quality and provide a
common language and metric for comparison across
programs, regions, and client populations (Busch 2002).
Thismakesthem particularly relevant for system-wide
application. Global outcomes provide an index of
overall severity thatiseasier to aggregate than measures
that are more disease specific. They also put into

practice NIMH criteriaregarding theimportance of measur-
ing the impact of interventions on day-to-day functioningin
theclient’sreal life (Newman, Ciarlo & Carpenter, 1999).

The CAFAS (Hodges 2003) is designed to rate functional
impairment in children and youth who have or may have
emotional, behavioral, substance use, psychiatric, or psy-
chological problems. Itconsists of behavioral descriptions,
(e.g., expelled from school) arranged into four levels of
impairment - severe, moderate, mild, and no or minimal
impairment—acrosseightdomains of functioning (subscales):
school orwork, home, community, behavior towards others,
moodsand emotions, self-harmful behavior, substance use,
and thinking. The rater reads the items in each subscale,
beginning with the severe items, until adescription of the
client’sfunctioningisfound. Thescore oneachsubscaleis
determined by the level ofimpairmentunder whichthe item
appears: severe, 30; moderate, 20; mild, 10; no or minimal,
0. Subscale scoresare combinedto formatotal score. Each
subscale hasanaccompanying listof strengthsand goals.

Knowing somethingaboutthe child/youth’sinitial level of
disturbance and early response to treatment helps clinicians
toidentify potential treatmentfailures, toimprove outcomes,
and reduce deterioration inthe client (Lambert, Whipple,
Smart, Vermeersch, Nielsen & Hawkins, 2001). Assuch,
bestpractice in Ontario involvesrating CAFAS:
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(1) periodically to manage outcome and assess
progress; (2) to assist with assessment, formulation,
and planning; and (3) to measure overall outcome.

Theprimary cliniciancompletestherating,anddoessoas
closetothe beginning oftreatmentas possible, at 3month
intervals to gauge response to treatment, and upon dis-
charge fromtreatment. Rating the breadth of subscale
areasnecessitatesthatclinician’scompleteacomprehen-
siveassessmentand formulation processsothatthey have
athand sufficientknowledge aboutthe client fromwhich
toconductarating.

Oncefamiliarwiththe software, clinicianstakeanaverage
of 10 minutestocompletethescale. Clinicians forwhom
comprehensiveassessmentwasthe normpriorto CAFAS
typically reportthat use of the tool has not changed their
approachtoclinical interviewing. Moreover, because the
clinician/rater usesinformationtypically collected inclini-
cal service as the basis for rating the CAFAS, and the
software produces information required for practice (e.g.,
assessmentand outcome reports, treatment plan), they
reportthatuse of the tool isbeneficial to their practice.

Interrater reliability isestablished independently by rating
10reliability vignettes from the CAFAS Self-Training
Manual (Hodges, 2003), thusensuring thatall raters use
the same “rules” and definitionsofterms. The CAFASIn
Ontario office providestraining inreliability, software,
and datamanagement/interpretation, and trains/supports
in-agencytrainers. Toguardagainst “raterdrift”, booster
exercisesare completed annually. Interrater reliabilities
overtime, and between clinicians trained by the imple-
mentersand those trained ‘in-house’ are being studied
(Barwick, Urajnik, Basnett, inrevision).

Asamulti-dimensional measure of global functioningthe
CAFAS demonstrates better reliability inthe field than
unilateral measures, suchasthe GAFand CGASthatare
pronetorater bias (Herman, 1990). Previousresearch

has demonstrated the reliability of the CAFAS (Hodges &
Wong, 1996) as well as its concurrent and predictive
validity. High interrater reliability has been reported
acrossdifferentsitesand with both laypersonandclinician
raters (Hodges & Wong, 1996).

Studiesof concurrentvalidity have found greater impair-
mentonthe CAFASto beassociated with: more intensive
level of care, more restrictive or therapeutic placement,
more serious psychiatric disorders, more problems in
social relationships, involvementwith juvenilejustice, school
related problems, and childand familyrisk factors (Hodges
& Wong, 1996; Hodges, Doucette-Gates & Liao, 1999;
Manteuffel, Stephens & Santiago, 2002).

Studies of the CAFAS’ predictive validity has demon-
strated that CAFAS score at intake predicted: cost of
services, service utilization, contact with law, poor school
attendance, and recidivismat either 6 or 12 months post
intake, depending on the study (Hodges et al 1999;
Hodges, Doucette-Gates & Kim, 2000; Hodges & Kim,
2000; Hodges & Wong, 1997; Quist & Matshazi, 2000).

The CAFAS has been successfully used to assess out-
comeforyouthsvarying indegree of impairment, referral
source, and diagnosis (Manteuffel etal 2002; Duchnowski,
Hall, Kutash & Friedman, 1998; Rosenblatt & Furlong,
1998 Walrath, Mandell & Leaf, 2001)e. Nodifferences
have been observed for the total CAFAS score on
gender, race/ethnic group (i.e., comparing Caucasians,
African-Americans, and Hispanics), or caregivers’ edu-
cation level (Hodges & Wong, 1997).

In Ontario, a supplemental rating guideline has been
developedforrating CAFASwith Aboriginal childrenand
youth (Barwick, Ojibway Child and Youth Services,
Hodges 2004). Hodges hasrecently published acompi-
lation of resources and guide for matching CAFAS pro-
filestoevidence-based treatments (Hodges, 2004). There
isalsoascreening interview (15 minutes) thatinquires
about the youth’s functioning and is administered to a
caregiver (orotheradultinformant). Anewly developed
CAFAS Advanced Child Management Scale examines
caregiverfunctioning intheareasof: providing directions
andfollow-up; encouraging good behavior; discouraging
undesirable behavior; monitoringactivities; connecting
positively with youth; and problemsolving orientation.
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Kelley Johnston
Program Support Manager, CPRI

The Child and Parent Resource Institute (CPRI) is a
provincially operated facility located in London, Ontario.
CPRI providesservicesto childrenand youth with severe
mental health and/or developmental disabilities. Highly
specialized, interdisciplinary consultation, assessment, re-
searchandeducationservicesare available and treatment
isprovided inboth residential and non-residential settings.
CAFAS and BCFPI have become an integral part of
service needs, assessment and program evaluation at
CPRI.

The CAFAS rating scalewasadopted by CPRI inthe early
stages of the ministry’s outcome measurement initiative.
Asanorganization, the decision was made to maketraining
mandatory and we embarked on the enormous task of
trainingall our clinicians.

Initially, our staffwere reluctant participants; itmay have
beenthe word “mandatory” or the skepticism of how this
outcome tool could precisely depict our clientele and
meaningfully impactour clinical work, butwe persevered.
Slowlythetablesturned and the non-believersbegantouse
thetooltoassistwith clinical formulations.

Oneday inameeting, aboutayear after initial implemen-
tation, aclinical staff member stated, “l use the CAFASto
evaluate my client’s progress”. Wow, we were headingin
therightdirection! Forgingahead, we beganto monitorthe
timely completion of CAFAS evaluations and this was
incorporated asameasurementgoal on staff performance
plans. Staff complied, but letus know that they needed to
see more evidence that the time and effort spent rating
CAFASwasof clinical benefit.

Inthe last2 years, we have incorporated clients” CAFAS
scoresintoour Client Information System database aswell
asonourwaitlists. Thisallows usto examine risk/need
factorsas partof the referral and also provides objectivity
as part of the clinical decision-making process when
prioritizingclients.

Atamanagementteam level, itwas recognizedthat itwas
very important for staff to have easy accessto BCFPIl and
CAFAS information. Thisbecameapriority and, withthe
tremendous support of our information technology staff,
CAFAS and BCFPI dataare now routinely imported into
our Client Information System (see Figure 1).

Having easy accessto the information has become impor-
tanttostaff. Iftheimportislate, clinicians call askingwhy
aclient’sscoreisnotyetvisible inthe Client Information
System. This feature has notonly allowed cliniciansto
view scores easily, but it has also provided an internal
vehicle to monitor dataquality. Caseswith missing data
fieldswill notimportintothe Client Information Systemand
an internal report is generated. This report is utilized
internally toassistin cleaning the dataand is part of our
ongoing data quality assurance procedures carried outin
preparation for the quarterly exportto CAFAS in Ontario.

If a specific case does not export successfully into our
Client Information System, italertsamanager thatdatais
missing. Itcould beanything fromamissingsubscalescore
tobiographical data that has not been checked off. This
export feedback allows our in-house CAFAS trainersto
identify areas where extraguidance and supportwith data
entry may be required for individual staff members.

Now that CPRI has set this standard as an organization,
the rest has been easy to marketto our staff. BCFPland
CAFAS are being used acrossthe organization. Itispart
of research and program evaluation. CPRI is currently
piloting the use of CAFAS and BCFPIwith childrenand
adolescentswho have dual diagnoses of mental health and
developmental disabilities or have Pervasive Develop-
mental Disorder.

Today, we have 65 clinical staff who are certified to
provide CAFAS evaluations. Ongoing datamanagement
training and examination have kept CPRI support staff
busy. Exploring ways to keep making our data useful for
our cliniciansandthe childrenwe serve, aswell as mean-
ingful for management, practical toapplied research pro-
posalsandaccurate for exportsharing isan ongoing task
that has proven beneficial to our organization.

Figure 1: Client Information
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Judith R. Sarginson

Executive Director
Youville Centre

Youville Centre is a social service agency that
motivates, educates and nurtures young single
parents to become self-sufficient, contributing
members of society while providing support and
care for their children. In an educational Care and
Treatmentsetting, 48 at-risk teen mothersare given
the opportunity to complete their high school edu-
cationwhileacquiring strong parenting skills. Our
licenced childcare program for 55 infants and
toddlers (ages 2 months to 2% years) provides an
environmentwhich
promotes positive
behavioral, social
and mental health
development. Sup-
port services for
these young fami-
liesinclude: mental
health, addiction
and career counsel-
ling; housing
outreach; parenting
classes; breakfast
and lunch programs; food bank; life skills and
nutrition training; anger management; smoking
cessation; personal safety; healthy lifestyles; swap
shop; etc.

All of our clients are self-referred. Many have
beeninmorethanone high school. Some may have
no secondary credits while others may be close to
graduation. Many are learning disabled and most
have serious mental health needs. All are coping

“It is not difficult to see why the BCFP1
and CAFASinstrumentsareso valuable
to us. In the absence of documentation
describing our client profiles, these tools
are beginning points as we assess and
evaluatestrengths, weaknesses and next
steps for our clients.

77

CAFAS -
Youville Centre

with the challenges of studying and parenting at the
same time.

The risk factors associated with young parents in-
clude: need for parenting skills; infant children at
risk; 35-50% with previous Child Welfare involve-
ment; family conflict; lack of social relationships;
physical, emotional and social abuse; behavioral
needssuch asaggression, impulsivity, non-compli-
ance; low self-esteem; low frustration/tolerance;
poor peer relationships;
significant barriers to
educational success in-
cluding learning disabili-
ties; psychiatric diag-
noses (many are undiag-
nosed) such as depres-
sion, mood disorder, per-
sonality disorders, sui-
cidal ideations, self-in-
jurious behaviours. Add
to these, poverty, sub-
stance abuse, legal or
criminal involvement, homelessness or transiency
and the profile of the teen parent points to signifi-
cant care and treatment needs.

Inthe absence of formal documentation of any kind
atthe application stage, we welcomed the use of the
BCFPIinstrument. The information it provided ena-
bled us to form a pre-admission profile of each
clientandbegintoplanforherarrival and her needs.
The arrival of the Ontario School Record (OSR)
after admission provided additional information
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which sometimes included psychological or psy-
cho-educational reports.

Although the CAFAS instrument had been avail-
able to us for some time, there was a great deal of
reluctance on the part of our staff to make use of
it. Our staff is comprised mainly of Child and
Youth workers; BSW staff gain experience in our
setting and quickly move onto better-paying jobs.

Theresistanceto CAFAS had avariety of reasons:
the instrument was initially seen as “too clinical”
for a community agency; our clients are both the
adolescent and the caregiver; the Home subscale
did not suit our clients” home situations; the pre-
treatment ratings appeared overly high, toname a
few concerns.

We decided, after much discussion, to address
these concerns, train all our staff and strive to use
this instrument as a basis for an Individual Treat-
mentPlan (ITP) forall of our clients, regardless of
age. Such a treatment plan coupled with the Indi-
vidual Education Plan (IEP) would allow us to set
personal and educational goals for our clients at
the outset, monitor progress and evaluate out-
comes. We therefore embarked on staff training,
the use of the CAFAS instrument with all clients,
the formation of individual treatment plansand the
use of these plans with the involvement of our
clients.

After much effort and many months of CAFAS
use, we are converts! We see the value of the
CAFAS instrumentfor our Centre, especially when
paired with the BCFPI tool. It serves as the basis
forour ITPsand providesour clientswithavisual
aid to monitor progressand change as they partici-
pate in the process of goal setting and outcome
achievement.

Itisnotdifficulttosee whythe BCFPland CAFAS
instrumentsare so valuabletous. Inthe absence of
documentation describing our clientprofiles, these
toolsare beginning points as we assess and evalu-
ate strengths, weaknesses and next steps for our
clients. The BCFPIlisadministered atthe applica-
tion stage and gives us an indication of the chal-
lenges we need to meet. The information coupled
with the entry CAFAS information enables us to
develop and implement an Individualized Treat-
ment Plan for our clients. The client is an active

participantin her ITPwhichisshared openly with
her, bears her signature, is adapted with her col-
laboration, and follows her through her studies at
Youville Centre.

Each of our staff members is comfortable using
boththe BCFPland CAFAS scales. We appreciate
the information provided by these tools. The
ability to utilize the computerized versions is a
decidedasset. Theterminology employedisstand-
ardized, the graphs generated complement the
data provided and the client profile is invaluable
tothe clientand her supportworkers. Referralsto
other professionals are more easily made, par-
ticularly to mental health and addiction counsel-
lors on-site.

A challenge remaining concerns the use of the
CAFAS “Home / Youth as Caregiver” subscale.
The manual version suits our clientele and pro-
vides a more realistic rating for them, since they
are both youths and caregivers. We would appre-
ciate acomputerized version of this subscale and
the ability to include it in the overall score.

Inconclusion, I would like to express gratitude to
the CAFAS staff for their patience, support and
encouragement as we have worked and continue
towork throughthe implementation ofthe CAFAS
instrument. Their assistance has been a great
resource especially in the absence of psycholo-
gists, social workers or mental health clinicians
on staff.
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“Horse Friends” began in April 2005 asatwo year pilot
program funded in part by the Ontario Trillium Founda-
tion, Blue Hills Child and Family Centre and Horses At
HeartInc..

The “Horse Friends” program combines Theraplay®
with an experiential therapy called Equine Assisted
Therapy. The Theraplay® element of this program
promotes four attributes of healthy relationships; struc-
ture, challenge, nurture and engagement. The Equine
(Horse) Assisted element of the program reinforces
theseattributes by forming mutually respectful relation-
shipswithhorses. Thisgiveschildrenandtheircaregivers,
two opportunities each sessiontoexperience the aware-
nessandattunement necessary to build and strengthen
personal and interpersonal skills. Thisprogramhas inte-
grated these two therapeutic modalities to provide a
clinically sound, culturally inclusive treatment optionto
familieswho have received interventionsinthe pastor
who respond more effectively toa‘“handson” experien-
tial type of learning.

Aspreyanimals, horses have awell developed and keen
sense ofawareness. Working with theseanimalsrequires
thatwe increase our ownawareness by becoming more
attuned to ourselves and how we interact with others.
Experiencingarelationship withahorse offers larger-
than-life metaphors that show the child and parenthow
they:

- engageinconsciousroutine

- acceptachallenge

- understand boundaries

- relateto othersinanurturing, supportive
andrespectful mannerand,

- take arisk

RSO [ricnds”

Partnering Equine
Assisted Psychotherapy
with Theraplay®

Janet MacQuarrie B.A.(Psychology),

O Ccrtified Theraplay® Therapist Supervisor,

Co-ordinator Play Therapy, Blue Hills Child and

g Family Centre

Deborah Weiss B.Mu.Ed.,

B Epona Certified Equine Assisted Therapy Practitioner,

 EAGALA Certified Equine Assisted Psychotherapist

Modelsfor healthy coping strategies, boundary settingsand
behaviour managementsystemsare reinforced thoughthe
combination of attuned Theraplay® and Equine Assisted

Therapy.

Children

who benefit from“Horse Friends” typically come

tothe programwith some of the following issues:

childrenand parents struggling to manage
behaviours related to poor relationships,
attachmentand boundaries.
childrenand/or parentswith lowselfesteem
childrenand familieswhostruggle withself
regulation

childrenand familieswhostrugglewithtran-
sitions

childrenwho lack trust

childrenwho showemotional immaturity
familieswithsibling conflict
familieswhoavoid challengesandfear try-
ingnewthings

familieswho need towork ondoingthings
together

childrenwho have beendeprived of basic
needs (physical,emotional including lack of
affection)

families with problemsaccepting care or
nurturing

familieswith behaviour managementissues
step-families, reconstituted families,adopted
children, foster children

withdrawn, shy childrenand passive chil-
dren who need support to interact with
others

Participation inthe “Horse Friends” therapeutic program
denotesan ongoing therapeuticrelationship inthe presence
ofacertified mental health practitioneraswell asanequine
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educator. There are clearly established treatment goals
and objectives.

The “Horse Friends” programistypically 12 sessionsin
duration. During that time families will complete a
Marschak Interaction Method assessment both prior to
beginningthe programandatthe end of programcomple-
tion. Other pre and post assessment tools include an
anecdotal description ofthe child’sbehavioursandrela-
tionships, the Eyberg, Parenting scale and CAFAS.
Choosing CAFAS as a measure for this program was
compelling for several reasons. Firstly, asameasure of
function we wished to look at whether or not there was
a change in how the child functioned outside of the
program. This could open doors should we wish to
pursue further comparisons with other groups and/or
programs. We also felt that given the easy scoring of
CAFAS, easyaccesstoreliability rated cliniciansand the
graphingand statistical abilities ofthe CAFAS computer
program, itwould be agood option.

Each “Horse Friends” session begins with 40 minutes
learningaboutandinteracting with horses. None of thisis
doneas ‘horseback riding’, butrather asworking on the
ground groomingthe horse and learning the equine body
languageto ‘speak’ respectfully with theanimals while
walkingthemand ‘joiningup’ withthemontheground. A
30minute Theraplay®session followswhichreinforces
the lessons learned with the horse and allows the family to
‘joinup’ with each other and experience how that new
skill can make adifference intheir family relationships.

Essentially then, family members learn the body and social
language to ‘speak’ respectfully with each other while
becoming closerand more attuned. There isthen opportu-
nity for some parentdebriefingand review of activities for
practice during the week.

Asthispilotprojectdrawstoitsclose, itisanticipated that
families will have benefited from their experiencesand
participation. Anevaluationstudy led by Georgian College
hasbegunandwill provideareview of “Horse Friends”.

Fig. 1: Treatment Outcomes for a Sample of Participants :
CAFAS Scores Pre-Treatment and Post-Treatment.

Treatment Qutcomes for a Sanple of Participants

CAFAS Scores Pre-Treatment and Post-Treatment

CAFAS Scores
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Note: A lowering of CAFAS scores over time indicates an
improvement in psychosocial functioning and therefore
positive treatment outcomes.
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FEBRUARY is

Psychology Month

hology
Evenyone

As you may have already heard, psychology month is the annual national
campaign to raise Canadians’ awareness of psychology — and it has become
a great success story in Ontario. Thanks to the volunteer efforts of psycho-
logical representatives in schools and school boards, hospitals, community
based agencies, health care facilities — to name a few- more Ontarians have a
greater awareness than ever before of the role psychology plays in their lives
and in their communities!

OPA isencouraging everyone from the psychology community to make time
during February to share with his or her workplace and the general public what
itisthey doand how it contributesto the overall well-being of the community.
Wewould like to see private practitioners, academics, scientist, and psycholo-
gists who work in health, criminal justice, schools, businesses, etc. organize
local public education and outreach activities. Psychology Month is an ideal
opportunity for psychologists across Ontario to organize and participate in
activities that will help promote the discipline. Who is better able to promote
psychology than the psychology community itself?

For more information about what OPA has planned for Psychology Month
2007, available materials, and ideas on what you can do, please visit:
www.psych.on.ca/index.asp?id1=27
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(Celebrating Our Past - Budlding Our Future
1947 - 2007

The OPA Information Technology/Website Taskforce is pleased to “officially”
announce the launch of the newly revised OPA website (www.psych.on.ca

Over the past 8 months, the IT/Website Taskforce has worked on improving the OPA website to make it a better
resource for OPA members and the public. The changes have been undertaken to create: greater accessibility to
ourwebsite; improved navigation withinthe site; increased public information about professional psychologists and
howto accesstheir services; expanded information about OPA and its member services; promotion of Early Career
Psychologist section within the website; and the On-Line ‘Live Learning Centre’ (for a brief outline of many of the
new and improved features of the website see below). The IT/Website Taskforce is continuing to work on maintaining
and upgrading the website but we need your feedback as members of OPA. We invite you to visit and explore the
new site and send us your feedback about what works, what doesn’t and what suggestions you have to improve
it. We will do our best to respond. Please feel free email me directly at andrew.matthew@uhn.on.ca.

I would like to take this opportunity to thank the OPA staff and the taskforce members including Connie Kushnir,
Christina Lee, Margaret Weiser, Doug Saunders, Ruth Berman, and Carla Mardonet, for the enormous time and
effort they have put in on this project.

We look forward to hearing from you .

Andrew G. Matthew, Ph.D.
Chair, Information Technology/Website Taskforce

CHANGESTOTHEWEBSITE:

Goal 1: Increase navigation to the website
e addition of45relevant “metatags”
e addition of severalrelevant“links”
e “Website Link Exchange Proposal” - development of’'mutual linking” with relevant organizations

Goal 2: Improve navigation within the website
e developmentofanew navigational structure featuring:
- two-tieredtab design withdrop-down menus
- ‘“rapid link” buttons on the homepage for “high priority” topics or functions
- “clickable” scrolling “Headline News" for fast access to additional high priority information

Goal 3: Resource Update - PUBLIC
e Focus oninforming the public about:
What is a psychologist, who may benefit from seeing a psychologist, and how to find and select a
psychologist, including access to the OPA referral service

Goal 4: Resource Update - MEMBERS
e Focusoninforming members about:
OPA services including Member Benefits, the Referral Service, and the Disaster Response Network
e Addition of the member’s “Brief Bio” link

Goal 5: Highlight the Early Career Psychologist section
e Provide support and resources for ECP’s including peer and mentor contact

Goal 6: Initiation of the “Live Learning Centre”
e now offering continuing education programs online




