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More than 1.7 million children in the United
States have a parent serving in the military.
Since September 11, 2001, approximately
900000 children have had a parent who
deployed multiple times as part of Operation
Iraqi Freedom or Operation Enduring Free-
dom. For a decade, children and their parents
have negotiated repeated separations and sub-
sequent family reunions in the context of
wartime risk. Recent studies have begun to
document the psychological health impact of
wartime deployments on service members,
spouses, and children, suggesting that greater
attention should be paid to the implementation
and evaluation of selective prevention strate-
gies that target at-risk families and promote
resilience across the military community.1---4

Deployed service members are often ex-
posed to a landscape of chronic stressors,
potential traumatic events, and harsh environ-
mental risk factors during combat duty. Among
those service members returning from deploy-
ment to Iraq, 16% to 17% meet criteria for
depression, posttraumatic stress disorder
(PTSD), or generalized anxiety.5 Repeated de-
ployments or exposure to adverse conditions
have been associated with higher rates of com-
bat-related psychological health problems, trau-
matic brain injury, substance abuse, and marital
conflict.6---15

Extended separations in the context of
combat deployment may also affect psycho-
logical health for the at-home spouse and
children. Recent evidence suggests that distress
levels of at-home family members increase
as the number of deployment months in-
creases.16 Military children may also be vulner-
able to emotional and behavior disruptions,
including heightened anxiety and academic dif-
ficulties.1,17---21Consistent with the larger literature
on child distress,22 psychological symptoms in
military parents predict child adjustment

problems.16,23,24 Additionally, the cumulative
length of parental deployments correlates with
increased risk for depression and behavioral
disruptions in school-aged children16 and with
increased distress in adolescents.24

Interventions that target families facing
adversity and build on family strengths to
reduce psychological distress have been
shown to have a positive effect on parent and
child adjustment and to provide sustained
benefits.25 In randomized controlled trials in-
volving families in challenging circumstances (i.e.,
parental medical illness, parental depression),
targeted family interventions that strengthen
parent---child relationships, promote effective
parenting practices, and increase family under-
standing have consistently demonstrated positive
outcomes in child development and psychologi-
cal health over time.25---28 Effective coping skills,
particularly those that address traumatic stress
reactions, are associated with enhanced stress

management,29---31 and effective caregiver---child
relationships support the development of child
adaptive skills such as emotional and behav-
ioral regulation.32,33

The FOCUS (Families OverComing Under
Stress) project for military families emerged
from foundational research on a previously
described family-centered preventive inter-
vention model and then was adapted and
manualized by a University of California, Los
Angeles (UCLA)---Harvard intervention devel-
opment team at Marine Corps Base, Camp
Pendleton.34,35 The program was subsequently
implemented as a large-scale demonstration
program for the US Marine Corps and US Navy,
funded by the US Navy’s Bureau of Medicine
and Surgery. Importantly, potential barriers
to accessing mental health services have been
addressed by a FOCUS implementation em-
phasis on being strength and skills based,
practical, and easily accessible and applicable
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for military families. Implementation also in-
cludes strong military leadership involvement
and community partnership to ensure active
outreach and family engagement.

FOCUS provides education and skills train-
ing for military parents and children. Training
is designed to enhance coping with deploy-
ment-related experiences, including possible
combat-related psychological or physical
injury in the service member. Through a struc-
tured narrative approach, family members
share their unique perspectives of deployment-
related experiences, thereby enhancing under-
standing, bridging communication, and in-
creasing family cohesion and support. This
process mobilizes theoretically and empirically
supported family resiliency processes.36,37

FOCUS also integrates the US Navy and US
Marine Corps stress continuum model,38 which
categorizes deployment stress into 4 color
zones––green, yellow, orange, and red––reflecting
an increasing level of risk for psychological
distress, injury, and disorder and providing
a framework to guide risk identification and
referral. Details regarding the FOCUS program
foundation, model, and implementation are de-
scribed elsewhere.34,39

We hypothesized that parents completing
the program would report improved under-
standing of deployment and combat stress,
improved family skills (emotional regulation,
communication, family goal setting, manage-
ment of stress reminders and triggers) and
intrafamilial support, satisfaction with the
program, and a likelihood of recommending
the program to others. We also hypothesized
that families who completed the program
would experience improved individual psy-
chological health outcomes and improved
family functioning. To our knowledge, this is
the first systematic program evaluation ex-
amining the effectiveness of a trauma-in-
formed, selective prevention program for
military families experiencing wartime de-
ployments.

METHODS

We conducted the evaluation as part of
the FOCUS service delivery project funded
by the US Navy’s Bureau of Medicine and
Surgery. We performed a secondary analysis
of de-identified data originally collected

(July 2008---February 2010) to customize
delivery and improve program quality. The
program-level data we have presented is
from 11 US Marine Corps and US Navy in-
stallations located in California (4 sites);
North Carolina; Hawaii; Okinawa, Japan;
Virginia (2 sites); Mississippi; and Washington
State.

FOCUS family resiliency training is deliv-
ered to individual families in 8 sessions
scheduled according to the family’s conve-
nience. Parent and family sessions last 90
minutes and child sessions last 30---60 min-
utes, depending on the child’s developmen-
tal level. Although standardized and manual-
ized to ensure that each family learns core
FOCUS skills, the intervention allows flexibil-
ity and customization to address specific
family goals and needs. FOCUS providers
(called resiliency trainers) are master- or
doctoral-level specialists in child and family
mental health. They complete extensive web-
based and in-person initial training from
UCLA-based supervisors and then participate
in weekly reviews of the intervention deliv-
ery with their team and with supervisors.
UCLA staff also provide ongoing training,
intervention materials, emergency support,
and technical assistance. Centralized man-
agement of the program ensures adherence
to program fidelity, coordinated military
partnerships, and ongoing quality improve-
ment processes.

An innovative Internet-based ‘‘cloud-com-
puting’’ management system (described in
Lester et al.34) is used for quality control and
to track implementation. The web-based, real-
time assessment provides immediate feedback,
enabling families to receive appropriate psycho-
educational materials, a customized interven-
tion protocol, and timely service referrals if
needed. The assessment protocol includes stan-
dardized psychological health and coping mea-
sures that children, parents, and FOCUS pro-
viders complete. We obtained community norms
for comparison and cutoffs for clinically signifi-
cant symptoms from instrument-specific pub-
lished sources (e.g., a scoring manual, meta-
analyses, or similar peer-reviewed data). For
measures with psychometrically established
properties, we have reported Cronbach a for
this sample. Cronbach a is a measure of the
internal consistency (reliability) of responses

on a questionnaire. Values that fall between
0.70 and 1.0 are acceptable.

Demographics and Descriptive

Assessments

Parents answer general demographic and
deployment history questions at intake. Active
duty parents then complete the PTSD Check-
list-Military,40 a 17-item self-report measure to
assess the severity of PTSD symptoms in the past
month. Non---active duty parents complete the
PTSD Checklist-Civilian.40 Both the PTSD
Checklist-Military and the PTSD Checklist-Civil-
ian are administered at entry to guide program
delivery (e.g., to identify need for referral or skills
to target in intervention); we include them here
to provide a description of population risk. A
score of ‡30 is considered clinically significant
for screening purposes in primary care set-
tings.41,42

Parent and Family Outcome and Process

Assessments

Parent emotional distress was used to assess
psychological distress symptoms. Brief Symp-
tom Inventory (BSI) 1843 is an abbreviated
version of the widely used BSI,44 a self-report
inventory with extensively published psycho-
metric data and community norms by gender.
Parents complete the BSI at program entry and
at 1 and 4 to 6 months postintervention. Cron-
bach a for this sample was excellent (0.91). We
have reported details for global severity
and prevalence of clinically significant symp-
toms of anxiety and depression. BSI norms
are gender specific, and both genders were
represented in non---active duty and active
duty groups. Thus, all pre---post analyses of
the BSI included gender as a covariate. To
determine family adjustment, parents com-
plete the McMaster Family Assessment Device
(FAD),45 used to assess problem solving, com-
munication, roles, affective responsiveness, af-
fective involvement, behavior control, and
general functioning. The FAD is administered
at program entry and exit. For this sample,
Cronbach a was excellent (0.92). An FAD
general functioning score‡2 is considered
unhealthy functioning.45

The FOCUS resiliency trainer completes
a Global Assessment of Functioning (GAF)
rating for each family member at entry, mid-
point, and exit. GAF is a numeric scale (0---100)
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of overall current functioning that can be
used with adults and children. Scores are
characterized as follows: moderate to severe
impairment (0---50); variable or single area
difficulty (51---70); and slight or no impairment
across all areas of home, school, and peers
(71---100).

Upon completing FOCUS, parents are asked
to rate their perception of change. Adapted
from a previous prevention trial,47 this 29-item
scale assesses the parents’ perception of im-
provement regarding 6 core intervention do-
mains, including communication, problem solv-
ing, emotional regulation, managing trauma
reminders, goal setting, and overall family sup-
port. Ratings anchors are 1=less than before,
4=same as before, and 7=much more than
before. Cronbach a was excellent (0.96).

At the time of program completion, parents
are asked to rate their overall satisfaction with
their family’s participation in the program on
the basis of how harmful or helpful the pro-
gram was (1=very harmful to 7=very helpful),
the parent’s satisfaction with the program
(1=very dissatisfied to 7=very satisfied), and
whether the parent would recommend this
program to another family (1=definitely not
recommend to 7=definitely recommend).

Child Outcome Assessments

Child psychological adjustment at baseline
and follow-up was assessed using the Strengths
and Difficulties Questionnaire---Parent Report
(SDQ),48 a widely used instrument with sub-
scales for conduct problems, emotional symp-
toms, and prosocial behavior as well as a sum-
mary score of total difficulties. Normative data

are available for both genders and for individuals
aged 4 to 18 years. For simplicity, we have
reported details for the total score and preva-
lence of clinically significant conduct problems
and prosocial behaviors for the age groups
specified in the SDQ manual.

Child coping was assessed using the Kidcope
measure,49 a self-report checklist to assess the
use of various types of coping strategies in
youths. Children aged 7 to18 years complete the
coping measure at baseline and program exit.
Cronbach a was acceptable (0.73).

We analyzed continuous intake data (e.g.,
comparing those with and those without post
data on severity of distress) using analysis of
variance. We analyzed categorical intake data
(e.g., prevalence of clinically significant distress)
with the v2 test. We analyzed pre---post change
score continuous data using the single-sample
t test, comparing data to the null hypothesis
(no change) or to community norms when
available, using the paired sample t test, or
using the mixed model linear models when
comparing groups. We analyzed pre---post cat-
egorical data with the v2 and the McNemar
tests. We addressed violations of normality or
homogeneity of variance assumptions with
nonparametric tests (e.g., the Mann---Whitney
U test) that confirm results by providing a more
conservative analysis without such assump-
tions.

RESULTS

There were 488 families (742 parents)
enrolled in FOCUS family resiliency training
from July 2008 through February 2010.

Participants were self-referred (51.2%) or re-
ferred by providers (42.6%), including military
medical, mental health, social services, chap-
lain, or school staff, with 6.2% indicating
another referral source such as a military vol-
unteer or a friend. The mean number of
active duty parent deployments since the birth
of the family’s first child was 4.51 (SD=4.78).
Of 488 families, 331 (67.8%) completed the
intervention; 89 (18.2%) were unable to com-
plete it because of relocation or deployment,
42 (8.6%) reported the family was too busy
to complete the program, 13 (2.7%) reported
they no longer needed services, and 13 (2.7%)
had not completed the program for un-
specified ‘‘other’’ reasons.

Non---active duty and active duty parents
enrolled in the program did not differ from each
other on self-reported family functioning (FAD)
or BSI distress levels, and both groups were
significantly more distressed than were com-
munity norms. Non---active duty (mean=1.93;
SD=0.54) and active duty (mean=2.02;
SD=0.51) parents reported less healthy family
functioning compared with community norms
(mean=1.84; SD=0.43; t741=6.32; P<.001).
On the global severity index of the BSI, both
non---active duty (mean=10.82; SD=10.60) and
active duty (mean=7.89; SD=9.20) parents
had elevated distress relative to gender-
specific community norms (females: mean=8;
t471=5.67; P<.001; males: mean=5;
t268=4.87; P<.001). Notably, 33.7% (n=150)
of non---active duty parents were above the
cutoff of 30 for elevated posttraumatic stress
symptoms at intake compared with 23.3%
(n=69) of active duty parents.

TABLE 1—Changes in Parental Distress, Family Functioning, and Global Functioning at Intake and Postintervention: Families OverComing Under

Stress, United States and Japan, July 2008–February 2010

Non–Active Duty, Mean (SD) Normative Data, Mean (SD) Active Duty, Mean (SD)

Time Effect (95% CI) Group Effect (95% CI)Intake Post Female Male Intake Post

BSI global severity index 0.56 (0.56) 0.29 (0.33) 0.35 (0.37) 0.25 (0.24) 0.47 (0.53) 0.21 (0.38) 0.27*** (0.21, 0.33) 0.09a (0.01, 0.18)

BSI anxiety 0.65 (0.67) 0.37 (0.43) 0.44 (0.54) 0.26 (0.31) 0.52 (0.59) 0.28 (0.41) 0.27*** (0.20, 0.35) 0.10a (0.01, 0.21)

BSI depression 0.69 (0.73) 0.32 (0.47) 0.36 (0.56) 0.21 (0.33) 0.60 (0.68) 0.18 (0.32) 0.38*** (0.30, 0.47) 0.13** (0.03, 0.23)

Family Assessment Device, general functioningb 1.89 (0.54) 1.73 (0.43) 1.84 (0.43) 1.84 (0.43) 2.00 (0.49) 1.82 (0.46) 0.68*** (0.13, 0.20) 0.09* (0.01, 0.18)

Global Assessment of Functioning 72.54 (10.78) 78.13 (9.53) . . . . . . 74.46 (11.54) 79.46 (9.43) –5.40*** (–6.05, –4.75) 1.43a (0.36, 3.21)

Note. BSI = brief symptom inventory; CI = confidence interval. Family and global functioning increase and distress declines over time. BSI was analyzed with gender as covariate.
aNot significant.
bA Family Assessment Device score ‡ 2 refers to unhealthy functioning.
*P < .05; **P < .01; ***P < .001.
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SDQ scores for boys enrolled in the pro-
gram (mean=13.54; SD=6.9) were signifi-
cantly higher than were those of normative
data (mean=7.63; SD=5.9; t486=18.86;
P< .001), as were scores for girls enrolled
in the program (mean=11.11; SD=6.3 vs norms
mean=6.56; SD=5.2; t378=4.55; P<.001).

There were no substantive differences in
parent or child outcomes as a function of
military branch, thus results are from com-
bined data.

Characteristics of Participating Families

We have reported pre- and postintervention
data from 331 families representing 466 par-
ents (300 non---active duty and 166 active
duty), with pre- and postassessment for at least
1 parent and 493 children from those families.
The BSI was not part of the original follow-up
assessment (it was added after the program’s
initial implementation for service delivery
needs), and thus matched data for the BSI are
available for only 287 parents (221 non---active
duty and 66 active duty).

Non---active duty primary caretakers were
predominantly female (97.2%). Of the 166
active duty caretakers, 27 (16.3%) were female.
Most parents (95.6%) were married. The mean
age of parents was 34.39 (SD=6.04), with
no difference between non---active duty and
active duty parents. Posttraumatic stress symp-
toms were assessed once, soon after intake,

showing elevations (PTSD Checklist‡30)
among 94 (31.3%) of non---active duty and
35 (21.2%) of active duty parents and no
difference between families who completed
intervention versus those who did not.

Reflecting the age demographics of the child
population within the military at large, there
were more children aged 3 to 7 years (61.1%)
than aged 8 to 10 years (19.0%) or aged 11
years and older (19.9%). There were more
boys (55.1%) than girls (44.9%).

Families and parents who completed the
intervention were more likely to be self-referred,
less distressed on the BSI and FAD, and older
than noncompleters. Children who completed
the intervention did not differ from those who
did not at intake on the SDQ.

Implementation Process Outcomes

Perception of change and parent satisfaction
ratings (from 0 to 7) were completed by 363
parents. Mean values ranged from 5.52
(SD=0.79) for improvements in emotional
regulation to 6.05 (SD=0.95) for improve-
ments in understanding combat stress and
parent---child stress reactions, indicating a high
degree of perceived change. Parent satisfaction
mean ratings were also high, with 6.51
(SD=0.69) for overall helpfulness to their
family; a satisfaction with the program rating of
6.58 (SD=0.62); and a willingness to recom-
mend the program to another family rating of

6.70 (SD=0.60). Ratings were similar for
active duty and non---active duty parents.

Intervention Effects

Parental distress, family functioning, and
global functioning levels at intake and post-
intervention are shown in Table 1. There were
no significant time·group effects on any out-
come.

Change scores showed significant improve-
ments across all measures for non---active duty
parents and active duty parents (P<.001). BSI-
assessed parental distress and FAD-assessed
unhealthy family functioning were significantly
reduced, and post scores were at or better than
normative data. The provider GAF rating for
global functioning was significantly improved
after intervention, despite mean intake scores
indicating minimal impairment at the outset.
Figure 1 illustrates the percentage of parents
with clinically meaningful impairments in
family functioning and anxiety and depression
symptoms at intake and postintervention.
Both non---active duty families and active duty
families demonstrated significant decreases in
prevalence of impairment and distress
symptoms from pre- to postintervention
(all P values< .001).

The SDQ total difficulties score and the
prosocial behaviors subscale, by age and
gender, are in Table 2. At intake, girls and
boys in every age group were rated as

TABLE 2—Changes in Child Adjustment on the Strengths and Difficulties Questionnaire at Intake and Postintervention: Families OverComing

Under Stress, United States and Japan, July 2008–February 2010

Age, y

Girls (n = 216) Boys (n = 277), Mean (SD)

Time Effect (95% CI) Gender Effect (95% CI)Intake, Mean (SD) Post, Mean (SD) Norms, Mean (SD) Intake, Mean (SD) Post, Mean (SD) Norms, Mean (SD)

Total difficulties

3–7a 11.59 (5.65) 8.25 (5.20) 6.8 (5.1) 13.54 (6.93) 9.71 (5.70) 7.9 (5.5) 3.59*** (2.98, 4.20) 1.62** (0.43, 2.80)

8–10b 11.00 (7.23) 7.41 (5.52) 6.4 (5.1) 13.47 (6.78) 9.98 (6.57) 7.9 (6.4) 3.54*** (2.51, 4.57) 2.55* (0.22, 4.88)

‡ 11c 11.63 (6.97) 7.59 (5.72) 6.5 (5.5) 14.55 (6.59) 10.25 (6.27) 7.1 (5.8) 4.17*** (3.03, 5.32) 2.75* (0.43, 5.06)

Prosocial behavior

3–7a 8.13 (1.97) 8.86 (1.55) 8.6 (1.7) 7.21 (2.01) 8.28 (1.78) 8.2 (2.0) –0.89*** (–0.69, –1.10) –0.68*** (–0.32, –1.04)

8–10b 8.32 (1.90) 8.80 (1.76) 9.0 (1.5) 7.61 (2.15) 8.19 (1.75) 8.6 (1.8) –0.52** (–0.17, –0.88) –0.64d (0.02, –1.29)

‡ 11c 8.24 (1.90) 9.12 (1.36) 8.9 (1.6) 7.55 (2.06) 8.07 (2.02) 8.5 (1.9) –0.65*** (–0.30, –1.00) –0.93** (–0.29, –1.57)

Note. CI = confidence interval; NS = not significant. Time · gender effects were not significant and are not shown. Total difficulties decline and prosocial behavior increases.
aSample size is n = 295: 131 girls and 164 boys.
bSample size is n = 101: 44 girls and 57 boys.
cSample size is n = 97: 41 girls and 56 boys.
dNot significant.
*P < .05; **P < .01; ***P < .001.
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significantly less adjusted than were com-
parative gender- and age-specific norms
(P< .001). Change scores indicate significant
reductions in the total difficulties score for
boys and girls across all age groups (P<.001)
and significant improvements in prosocial be-
haviors (P<.05 to P<.001). Figure 2 shows the
prevalence of clinically significant conduct
problems, emotional symptoms, and total
difficulties at intake and postintervention. Re-
ductions in the prevalence of children with
clinically significant symptoms over time were
all significant (P<.001).

Children aged 7 years and older who com-
pleted a self-report of coping at intervention
intake and exit (Kidcope; n=298) evidenced
significant increases in the use of positive
coping strategies. McNemar tests indicated
improvements in emotional regulation, prob-
lem solving, cognitive restructuring, and in-
creased use of social support (all P values
significant at P<.001).

DISCUSSION

Increased attention has been paid to iden-
tifying the psychological health needs of

service members and their families and to
identifying and responding to gaps in the
continuum of preventive care for military
families.27,50 This has led to the proliferation
of expanded and new programs and resources
to address the needs of military families. Despite
the expansion of family services provided by

the public and private sectors, there has been
limited systematic evaluation of these programs
to guide national screening and prevention
efforts. Our evaluation provides both implemen-
tation process and effectiveness findings that
demonstrate the acceptability, feasibility, and
effectiveness of strength-based, family-centered
skills training designed to promote resilience
and mitigate wartime deployment distress in
military families.

The implementation and process outcomes
provide preliminary evidence that recipients
of FOCUS perceive that the program addresses
relevant issues facing them during deployment
and reintegration transitions. Consistent with
the implementation of FOCUS as a selective
prevention program, families entering the pro-
gram may be proactively seeking to enhance
coping in the face of increased challenges or
may already be experiencing deployment
distress. About one third of individuals enter-
ing the program were also referred to other
social support and mental health providers,
indicating the potential for selective prevention
as a gateway to other services when needed.

Consistent with recent studies of military
families who experienced wartime deploy-
ments, parents and children entering FOCUS
were more likely to report symptoms of psy-
chological distress than were nonmilitary gen-
der-matched peers.2,16,24 Notably, non---active
duty spouses were as vulnerable to distress,
including posttraumatic stress symptoms, as

Note. BSI = Brief Symptom Inventory43; FAD = McMaster Family Assessment Device.41 All non–active duty (NAD) and active duty

(AD) pre–post changes are significant (P < .001). Unhealthy functioning is indicated by a FAD score ‡ 2; only percentages > 2

are shown. We used BSI manual gender-specific clinically significant symptoms cutoffs; The figure shows percentages greater

than the cutoff.

FIGURE 1—Reduction in prevalence of parental symptoms by phase (intake or

postintervention): Families OverComing Under Stress, United States and Japan, July 2008–

February 2010.

Note. The single-sample t-test against null hypothesis (no change) was significant (P < .001) for all scales. Subscales are from

the Strengths and Difficulties Questionnaire.46 Per the manual, the cutoff for ‘‘normal,’’ conduct problems: 2; emotional

symptoms: 3; total difficulties: 13. Percentages greater than normal are shown.

FIGURE 2—Reduction in prevalence of child symptoms by phase (intake or postintervention):

Families OverComing Under Stress, United States and Japan, July 2008–February 2010.
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were their active duty partners. Military family
experts have noted that the stress demands of
civilian spouses may equal or even surpass their
active duty partners because they lack the
support of being embedded in a cohesive unit,
they frequently lack clear information on the
risk status of their loved one, and they are unable
to act instrumentally on his or her behalf.51

Child distress was common at program entry,
underscoring the relevance of providing selective
preventive services that may provide early mit-
igation of child psychological distress.25

As anticipated, both parents and children
participating in FOCUS demonstrated signifi-
cant improvement in emotional and behavioral
adjustment. Further, children’s prosocial be-
haviors and positive coping skills increased
from initiation of training to postintervention.
The reductions in psychological distress for
both service members and spouse parents are
noteworthy given the brevity of the interven-
tion and the importance of parental psycho-
logical health and effective parenting to family
and child resilience and adaptation.2,36,52

FOCUS enhances family resilience processes
and targets individual parent and child distress.
The model provides individual and family
level training in resiliency skills and builds on
existing family strengths and increases family
cohesion, communication, and support and the
maintenance of consistent care routines in
the home––all core characteristics of resilient
families.36,53 On standardized assessment, we
found that family adjustment improved signifi-
cantly. We hypothesized that reduced parental
distress and improved family adjustment would
support positive child adaptation. Significant
postintervention reductions in emotional and
behavioral problems for boys and girls in all age
groups support this hypothesis.

This evaluation also provides initial informa-
tion regarding the challenges of implementing
family prevention services for a mobile military
population. Of the approximately 30% of fam-
ilies who initiated services but did not com-
plete the intervention, more than half (18.2%)
did not complete because of work-related re-
locations or deployments. Despite this ‘‘artifi-
cially inflated’’ attrition rate, almost 70% of
families enrolled completed the FOCUS inter-
vention, representing service completion rates
much higher than those of community child
mental health services (25%---60%; for review,

see Greeno et al.54). The evaluation also in-
dicates that more distressed parents may have
had greater difficulty completing the program,
suggesting that higher risk families may require
greater outreach and engagement, processes
to bridge services during relocations, or im-
proved identification and support for referral.

We conducted this service program evalua-
tion on an existing data set, and it is limited
by the lack of a control group. We have
addressed the absence of a control group in
several ways. We conducted analysis of change
scores, verifying that reductions in symptoms
occurred among those parents and children
who were above and below clinical cutoffs at
baseline. Reductions in the prevalence of clin-
ically significant distress after intervention
also suggest meaningful improvement. Both
parents and children gave satisfaction ratings,
and parents also rated the degree of perceived
change around the core family domains, which
were the intended targets for intervention
change. Children also self-reported on specific
ways of coping with a self-selected problem,
indicating the process by which mental health
symptoms may have improved. Also, clinician
ratings of change augmented participant self-
report measures. Although child developmen-
tal processes could have contributed to the
positive outcomes, the brief nature of the in-
tervention makes it unlikely that noninterven-
tion changes could account for such rapid
improvement across all age groups. An ‘‘atten-
tion-control’’ group in future evaluation studies
may help to verify the active ingredients of
positive intervention change.

Despite its limitations, this evaluation pro-
vides preliminary evidence that FOCUS for
military families is feasible, is well tolerated,
and can lead to significant benefits for parents,
children, and families. Future examination of
implementation challenges and program eval-
uation of FOCUS services in other service
branches and for geographically dispersed
populations, such as the National Guard and
Reservists, will be important to provide in-
formation about program generalizability for
other military branches. j
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