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California’s Infant, Preschool & Family Mental Health
Initiative

Clinical Services Study Report

P. Knapp M.D., S. Ammen Ph.D., & C. Arstein-Kerslake, M.A

Executive Summary

Background and Context

California’s Infant, Preschool & Family Mental Health Initiative (IPFMHI), a State First 5
California Children and Families Commission (CCFC) project, funded from 2001-2003
through the Department of Mental Health and coordinated by the WestEd Center for
Prevention and Early Intervention, extended Children's Systems of Care services in eight
county Mental Health Plans to include services to children birth to 5 and their families.

The Initiative supported the development of new clinical services and a Clinical Services
Study for children birth to age 5 in Alameda, Fresno, Humboldt, Los Angeles, Riverside,
Sacramento, San Francisco, and Stanislaus counties (Initiative Goals 1 and 2). It also
supported the training of mental health and other interdisciplinary service providers in
these counties (Goals 3 and 4) and stimulated interagency and interdisciplinary
collaboration within and between county agencies (Goal 5).

The design of the Initiative included county diversity; each county built new services
upon existing strong programs within that county. Some counties built services from a
center of excellence (e.g., Alameda County: Children’s Hospital and Research Center
Oakland; San Francisco County: University of California San Francisco; Los Angeles
County: University of Southern California/University Affiliated Program, Cedar Sinai and
other centers of expertise). Other counties expanded services from their current mental
health plans emphasizing particular approaches of strength (e.g., Stanislaus: parent
mentor program; Riverside: parent partner and partnerships with the regional center and
child development programs) or capitalizing on robust affiliations (e.g., Fresno: strong
links with Court Appointed Special Advocates; Humboldt: affiliation with Public Health
and Early Head Start; Sacramento: collaboration with the River Oak Center for Children
and an interdisciplinary home visiting program).

To evaluate the effectiveness of new services, all counties used a standardized
approach and format to allow analysis of clinical interventions for Goal 1 outcomes. This
process, established as the IPFMHI Clinical Services Study (CSS), involved participants
from all eight counties in the use of common screening and assessment measures and
also piloted a cross walk from the DSM IV (APA 1994) (a diagnostic system used to
define medical necessity, but limited in its application to preschool children) to the DC 0-
3 (DC 0-4,1994).  A unified approach to data collection and reporting was also employed
in the Clinical Services Study.  This report provides information about the development
and implementation of the study and outcomes for participating children and families.
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Importance of the Clinical Services Study

Prevention and early intervention have been demonstrated to be effective in reducing
the incidence, duration and severity of mental health disorders in children (e.g., Hendrick
et al. 2000). This has been reported in numerous refereed publications and reviews. In
particular, expansion and enhancement of the parent-child relationship has been shown
to catalyze child development and reduce symptoms of emotional and behavioral
disturbance (e.g., Heinicke et al. 1998). However, few studies have evaluated the
feasibility of screening, assessing and intervening in prevention and/or treatment of
parent-child relationship difficulties and early mental health problems for children birth to
5 and their families within public mental health settings (Shonkoff et al. 2000). Integration
of prevention and early clinical intervention into programs at a state level has not been
reported. IPFMHI provided an opportunity to demonstrate the feasibility and efficacy of
providing infant and preschool mental health services, and to demonstrate the
practicability of training mental health staff to identify and treat the mental health needs
of a population heretofore underserved, with an emphasis upon supporting the parent-
child relationship. This is a significant contribution to public mental health services for
children.

Theoretical Framework

The theoretical foundation for this relationship-based early intervention project is built on
the critical implications of the early parent-child relationship for the future behavioral,
social, emotional and cognitive functioning of young children. Recent developments in
neuroscience indicate that during the first three to five years of life, the social rather than
the physical environment is the most critical factor in the successful development of the
human brain (Schore, 1997). Rima Shore (1997) summarizes recent neuroscience
research on the significance of early experience for brain development.

“Neuroscientists have found that throughout the entire process of
development, beginning even before birth, the brain is affected by
environmental conditions, including the kind of nourishment, care,
surroundings, and stimulation an individual receives. The impact of the
environment is dramatic and specific, not merely influencing the general
direction of development, but actually affecting how the intricate circuitry of the
brain is wired. (p. ix)”

In particular, it is within the primary emotional relationship between a primary caregiver
and infant that the infant successfully develops, neurochemically as well as behaviorally,
the capacities for affect regulation, impulse control, self monitoring, intentional
communication, and the experience of self-agency (Fonagy & Target, 1997, Shore,
1997). These capacities are critical for later social and academic functioning.

Ramey and Ramey (1998) identify six priming mechanisms abstracted from the research
literature on early intervention that help young children become ready for subsequent
developmental opportunities:

(a) encouragement to explore the environment,

(b) mentoring in basic cognitive and social skills,
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(c) celebrating new skills,

(d) rehearsing and expanding new skills,

(e) protection from inappropriate punishment or ridicule for developmental advances,
and

(f) stimulation in language and symbolic communication.

Thus, optimal educational achievement is greatly influenced by the presence of a secure
parent-child attachment relationship and a growth-promoting environment.

A crucial requirement for early development is the mental health and well-being of the
parent. Babies, since they are directly dependent upon their parents, are indirectly
dependent on their parents’ well-being, i.e., they are vulnerable to their parents’ stresses
prenatally (e.g., Weinstock 1996) and during infancy (e.g., Spinelli 1987).Extensive
literature shows risk from social disadvantage and poverty (e.g., Chicchetti & Tucker
1994), teenage pregnancy (e.g., Hubbs-Tait et al. 1996), prenatal and perinatal
substance abuse (e.g., Lagasse et al 1999, Lester et al. 1998), fatherlessness (e.g.,
Furstenburg et al. 1993), and parental mental illness (e.g., Field, 1995) all are
associated with endangered infants outcomes. They all may jeopardize the secure
attachment (e.g., Lieberman & Zeanah 1995, Lyons-Ruth 1996) upon which the infant or
toddler depends to develop self-organization of moods, behaviors and cognitive abilities.

Specific Objectives

Four objectives were developed to address the overarching study question:

Are relationship-based, developmentally focused approaches to providing
infant-family and early mental health services effective in contributing to
positive outcomes for children, age birth to 5, and their families?

1. Identify and describe the characteristics and concerns of children and families in
need of mental health services.

2. Identify measures that are useful in determining the service needs, treatment
goals and outcomes for the child and family and provide the opportunity for
mental health service providers to become familiar with various measures and
gain experience in administering them.

3. Identify intervention and treatment approaches, resources and supports effective
in collaborative service delivery.

4. Evaluate the effectiveness of the mental health services in promoting positive
changes in development, the parent/child relationship, resources and supports,
parental stress as well as family satisfaction with the intervention.
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Method: Procedures and Measures

 Child and Family Participants

Each county incorporated the CSS into their developing or ongoing services for children
birth to 5 and their families. There was no randomized selection of children, no control
group and, except for limitations of provider capacity, no children were denied service.
The CSS analyzed results of services delivered between the fall of 2001 and spring of
2003.

The Initiative required reporting detailed data, using all the measures, for at least 10
children receiving an intensive clinical intervention in each county. In addition, the CSS
screening measures were obtained for a reference sample of children receiving usual
services in the county, to verify that the clinical sample of families participating in the
CSS was representative of all families served by the counties. Intake and referral
information and results of the Mental Health Screening Tool (MHST), MHST
Supplemental (Moderate Risk Assessment) and the Behavioral Assessment Baby’s
Emotional and Social Style (BABES) were collected on approximately 50 children and
families served by the county. This “reference sample” data was analyzed and compared
to the similar data from the “clinical sample”.

  Procedures

All counties were required to enter a small number of children into the CSS, and to
gather similar information about them, using the same assessment measures and
methodology. In addition, all counties were required to gather screening information from
a records review about a reference sample drawn from the same clinical context as the
children/families participating in the CSS. This was necessary to identify whether the
CSS children/families, for whom the clinical change resulting from an intensive
intervention was measured, were representative of children/families receiving usual
services in that county mental health program.

 Measures

Baseline data for all children included demographic information, billing information,
clinical information, information about the care given, and information about other
services, apart from mental health services within the Children’s System of Care
(CSOC). Participating county mental health program coordinators and experts
collaborated to develop protocols to evaluate very young patients and their families and
to evaluate the feasibility and effectiveness of interventions. This expanded current
county protocols beyond existing outcome measures containing questions geared to
school-aged children and adolescents (e.g., CBCL, CAFAS). These tools and
instructions for reporting are compiled in the Clinical Services Study Packet (see
Appendix B). Measures were identified to evaluate seven domains as shown in Table 1.
Measures used for both the reference sample and the clinical sample are indicated with
an asterisk.
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Table 1: Clinical Service Study Measures

Domain Measures

1. Demographic and referral
information

• Clinical Services Study Packet*

2. Child mental health/disorder • Selection (Screening) criteria
• MHST*, MRA*, BABES*
• Assessment
• DC 0-3, DSM-IV

3. Child development • Ages & Stages Questionnaire
• IDA or Bayley

4. Parent-child relationship • PSI-SF
• MIM or Early Relationship

Assessment

5. Family resources/stress, supports • Fresno Resource and Support
Scale

6. Family satisfaction with service • CSQ-8
• Infant Parent Program

Questionnaire

7. Intervention • Intervention Tracking Tool

Appendix A presents information about the measures.

 Human Subjects Protection

County data on provision of mental health services is reported to State DMH. Clients did
not need to sign consent for DMH to receive county data, as it is required that DMH
review that data. Additional clinical data for the CSS were de-identified. Under California
Health and Human Services (HHSA) Committee for Protection of Human Subjects
guidelines, IPFMHI project met criteria for IRB (Institutional Review Board) review
because it was sponsored and conducted under the direction of DMH, a HHSA
department, and it involved use of DMH’s nonpublic information or data. Projects that
analyze clinical, administrative and provider data fall into the category of review of
records that are de-identified, and as such is classified as "minimally invasive" and
"minimal risk," the Committee for Protection of Human Subjects granted a waiver for this
project.

Summary of CSS Report and Key Findings

Outcomes/Results:

Section I: Comparison of Clinical and Reference Samples

Comparison of demographic, risk factors and mental health concerns of the 93 CSS
families data (Clinical Sample) to the 300 reference families data (Reference Sample)
collected from the eight counties participating in the Clinical Services Study shows no
statistically significant differences. Thus, clients receiving intensive intervention (the
clinical sample) are representative children and families served in these counties. The
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only statistically significant differences (at the p < .01 level) were that the Clinical Sample
had more families using IPFMHI as a funding source and the Clinical Sample had a
lower incidence of children with abuse/neglect or trauma. However, there were still a
substantial number of children in the Clinical Sample (25-30%) who had experienced
trauma/neglect or abuse. The similarity of the Clinical and Reference Samples provides
rationale for generalization of the outcomes from the CSS to all children ages birth to 5
and their families in California in need of mental health services.

Section II: Risk Factors for Children Served in the Clinical Sample

These data provide detailed information about placement history and medical history for
these children. Additional risk factors associated with the need for mental health services
are identified. For example, 23% of these young children have been in foster care at
some time in their lives; 24% were prenatally exposed to drugs; and 53 % were reported
to be currently experiencing some kind of health problem.

Section III: Clinical Characteristics of Children in the CSS

Screening and Assessment Measures identified diagnostic, developmental, and clinical
data, which confirm that the clinical sample is a population in need of mental health
services. On the BABES, 80% of the parents reported that they wanted help with their
child's behavior. On the Parenting Stress Index/Short Form, 49% of the parents reported
a significant level of overall parenting stress, particularly related to the parent-child
relationship (30%) and the parenting role (43%), with 58% stressed by the child's
behavior. The most frequent DC:0-3 diagnoses were regulatory disorder, adjustment
disorder, disorder of affect or reactive attachment disorder of infancy, and traumatic
stress disorder. DC:0-3 Axis IV stressors were reported as moderate to severe for 83%
of the children and enduring in 75% of the cases.

Section IV: Intervention Summary examines the intervention data including
information about the mental health provider and a description of the services provided
to families.

Providers: Ninety percent of mental health providers had a master’s degree or higher
and 89% received additional training during the course of the CSS. Most mental health
providers had individual supervision (88%) and/or group supervision (76%) and received
an average of two hours of supervision per week. Case managers were involved with
25% of the cases and parent mentors or partners assisted in 18% of the cases. The
additional training and supervision emphasized skills to support the parent-child
relationship.

Intervention: The average number of sessions per family was 22.  Seventy percent of the
cases involved some home-based services; 39% of the interventions were entirely
home-based and another 30% were a combination of home and community (i.e., child
care, school) or home and clinic. Mothers (82%), fathers (30%) and siblings (28%) were
the primary participants in the treatment along with the child. During the course of
treatment an average of 41% of the service time was directed toward the parent and
child, 35% toward the parent alone and 24% to the child alone. At the end of the data
collection period 18% of the families receiving services as part of the CSS had met
treatment goals, 20% had dropped out of treatment and 62% either continued treatment
with the same or another program or therapist.
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Section V: Results provides the results shown by the outcome measures. Outcomes
were measured in five areas. (1) Child mental health concerns; (2) Child's
developmental functioning; (3) Parent-child relationship and parental experience of the
child; (4) Parental stress and support; and (5) Client satisfaction. Significant positive
outcomes were identified in all five areas:

1. Child mental health concerns as reported on the MHST and MRA were
significantly lower at post-test, indicating a decrease in high-risk and moderate
risk mental health factors affecting the young children and their families in this
clinical services study. (see table 2)

There was a significant decrease in severity of stress (DC:0-3 Axis 4) and a significant
improvement in functioning as measured by the PIR-GAS (DC:0-3) and the DSM-IV
GAF.

Table 2: Child Mental Health Concerns

Measure df p * Clinical significance

MHST 76 .015 Intervention significantly decreased factors
placing children at high risk.

MRA 76 .000 Intervention significantly decreased contextual
factors posing moderate risk.

DC:0-3 Axis 4
Stressor Effects

41 .005 Intervention significantly decreased the severity
of child stress

DC:0-3 PIR GAS 45 .003 Intervention led to significant improvement in
child functioning

DSM-IV GAF 52 .000 Intervention led to significant improvement in
child functioning

*Paired t-tests with one-tailed significance

2. Developmental concerns were identified in 57% of the clinical sample at the
start of the CSS. There was a significant decrease in the number of
developmental risk factors at post-test, indicating that the clinical services
interventions were facilitating developmental growth and reducing development
risk. (see table 3)
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Table 3:
Developmental Functioning/Concerns – Ages and Stages
Questionnaire (ASQ) &Infant-Toddler Developmental Assessment
(IDA)

Measure df p * Clinical significance

Problem-Solving/
Relating to Objects

48 .002
Intervention led to significant reduction in concerns
about child problem solving and object relations

Language/
Communication 48 .043

Intervention led to significant decrease in concerns
about child language and communication

ASQ Summary
Score

48 .005
Intervention led to significant decrease in the number
of at-risk developmental concerns across all domains

*Paired t-tests with one-tailed significance

This finding also demonstrates that emotional, social and behavioral disorders may
contribute to measured developmental delay, and that mental health intervention may
bring vulnerable children back on track developmentally.

3. Parental concerns about their children’s behavior and functioning were
significantly lessened after intervention. The proportion of parents reporting
parent-child relationship problems in the high-risk range (significant attachment
concerns) significantly declined. (see table 4)

Table 4:
Parent-Child Relationship and Parental Experience of Child’s
Behavior/Parental Concerns

Measure df p * Clinical significance

BABES-Q5
Request for Help
with Child

33 .009
The proportion of parents asking for help with their
child’s behavior decreased after intervention.

BABES Corrected
Total Score

47 .049 Parents’ concerns about baby’s behavior decreased
significantly.*

PSI-Parent-Child
Relationship Stress
Subscale 55 NS

Mean scores for relationship stress were not
significant; however, the proportion of parents in the
very high risk range (30%) was significantly lower at
post-test (23%) indicating significant improvement in
the parent-child relationship

PSI-Difficult Child
Subscale

54 .029
Intervention led to significant decrease in parental
stress associated with the child’s behavior

*Paired t-tests with one-tailed significance

4. Parental stress was significantly reduced indicating an improvement in
parental feelings of competence, emotional functioning, and/or social support.
There was a slight, but significant increase in the families’ report of resources
and supports. (see table 5)
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Table 5: Parental Stress and Support

Measure df p * Clinical Significance

PSI-Parental Stress
Subscale 55 .001

Significant improvement in parental feelings of
competence, emotional functioning, and/or social
support

Parenting Stress
Total Score 54 .006

Significant decrease in parenting stress in general;
however, 42% of parents still reported a significant
level of overall parenting stress (scores > 89)
indicating the continued need for professional help

Fresno Resource
and Support Scale 60 .033

Significant increase in reported resources and
supports

*Paired t-tests with one-tailed significance

5. Family satisfaction with the clinical interventions was very positive.

Evaluation and Recommendations for Screening and Assessment
Measures

The CSS also focused on the extent to which each measure provided unique information
and information for treatment goals.  The family’s response to each measure and
clinician recommendations for use of each measure was obtained.  All of the CSS
measures were found to be useful and the following recommendations were made for
each:

• The MHST (51%) and MRA (47%) and BABES (59%) were recommended screening
tools for referral sources/community agencies to assist in identifying a need for mental
health services – mental health providers did not perceive the tools as useful.

• The ASQ, recommended by 91% of the 22 clinicians who used it was recommended as
family friendly, easy to administer tool and helpful in identifying developmental abilities
and concerns.

• The PSI-SF, recommended by 80% of the 44 clinicians who used it felt the tool
provided valuable information in treatment planning and was a sensitive post-treatment
outcome measure.

• The FRSS, recommended by 78% of the 36 clinicians who used it was recommended
for use at intake to identify family resources, supports and stressors.

• The IDA and the Bayley, developmental assessments that require training to effectively
administer, were highly recommended but not used as frequently as the ASQ.

County Gains from the CSS

The impact of the CSS on individual counties and/or agencies depended for the most
part on each county mental health provider agency’s experience in providing mental
health services to children age’s birth to 5 and their families. While the impact of the
CSS was noted in all counties, the impact of the CSS was far greater on those agencies
or programs that were newly developing services for this population. For those counties
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and agencies providing new services to children age’s birth to 5 and their families, the
CSS cases may have been their first for this age group. The orientation, support and
tools provided by the CSS provided structure and focus for these programs. In some
agencies it provided the impetus for further development of collaborations within and
outside the mental health agency and promoted the importance of infant-family and early
mental health services.

Recommendations for Future Studies

The counties and agencies were asked for recommendations for future studies. The
responses to the open-ended question were grouped by themes. Recommendations
included requests and suggestions to:

♦ evaluate service delivery and treatment methods;

♦ provide more opportunities for communication among study participants

♦ offer more direct orientation and education for the clinicians involved

♦ determine and refine the tools and processes found to be most effective

Sustainability

It is anticipated that these new extensions of the child mental health intake and clinical
assessment will become a standard part of county mental health documentation. As with
the current protocols for school-age children and adolescents, the data they generate
are forwarded to DMH. As with current protocols, they will be subject to ongoing
evaluation by the providers who use them as part of continuous quality improvement.
The CSS is an extension of Children's System of Care Services.

Conclusions

The four objectives of the CSS were met:

1. The measures and approaches allowed mental health providers in eight diverse
counties to identify children birth to 5 and their families in need of mental health
services, and to describe their concerns and clinical characteristics. Moreover, as
indicated by the comparability of the Clinical Sample to the Reference Sample the
results of the CSS provide promising implications for all families in need of infant-
family and early mental health services.

2. Measures were identified as useful in determining the service needs, treatment
goals and outcomes for the child and family. Mental health service providers were
introduced to the use of new clinical measures and to support them in
administering them. The usefulness and sensitivity of the screens and measures
both for clinical assessment and as outcome measures also was demonstrated.

3. The CSS identified intervention and treatment approaches, resources and
supports that were effective in collaborative service delivery.
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4. The results of the CSS provide evidence of the effectiveness of relationship-based
mental health services for children ages birth to 5 and their families. The mental
health services reduced symptoms of mental disorder and promoted positive
changes in child development, the parent/child relationship, resources and
supports, and parental stress. Families were satisfied with the services.

This quality improvement study demonstrates that the expansion of infant-family and
early mental health services is feasible.  It is an important contribution to the field of
infant-family and early mental health as a foundation for further studies. It will provide a
foundation for the expansion of infant-family and early mental health services in
community-based settings to enhance the well being of children and families and
promote school readiness.
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