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BACKGROUND

Child maltreatment represents a highly deleterious influence on the mental health and
development of children (1-5). It is preventable (6,7) and yet alarmingly prevalent (8),
affecting 1 in 8 U.S. children. While maltreatment at any age can lead to adverse outcomes,
maltreatment in early childhood is associated with particular insults to cognitive and social
emotional development as well as serious physical risk (9, 10). Early maltreatment has been
shown to be particularly deleterious with respect to enduring patterns of emaotion regulation,
social relatedness, and executive functioning (11, 12).

Tragically in the U.S., studies have found the likelihood that a child placed in foster care for
child abuse or neglect will experience maltreatment recidivism following reunification with
his/her birth parents is between 30 and 37% (13). The sentinel event of placement of a
young child in protective custody for child maltreatment represents a critical opportunity for
preventive intervention. In a large administrative-data study of chronic, official-report child
abuse or neglect, Jonson-Reid and colleagues (14) showed that children who experienced a
single episode of official-report maltreatment—>but no further occurrences—incurred rates of
mental health care utilization that were not significantly elevated over that of children in the
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general population. This study exhibited a dose-response relationship between number of
official reports of child maltreatment (over 2) and adverse psychiatric outcomes.

Interventions to stabilize and enhance the outcomes of children in foster care include those
that focus on a) the quality of the foster care environment; b) decision-making about
reunification; and/or c) support of birth parents (in the event of reunification). Regarding
(@) (quality of the foster care environments), Kessler et al. (2008) (15) demonstrated
significant reductions in adult psychopathology among foster care alumni (primarily school-
aged) who had been enrolled in a model case management program in which their case
managers had higher levels of training and lower caseloads than was the case for care-as-
usual. The outcomes of other efforts to enhance the foster caregiving environment, for
example via multidimensional treatment foster care, a wrap-around multimodal intervention
for foster families of children and adolescents with challenging behavior, have been
promising but mixed (16, 17).

Over a decade ago, Zeanah and colleagues (10) reported on the naturalistic results of a
Family Court collaboration with an academic division of child psychiatry (Tulane
University, New Orleans, LA), focused primarily on the other two domains of intervention:
(b) decision-making, and (c) support of birth families, during the period of infancy and
early childhood. The program responded to a long-recognized need to assist courts and
social services systems with the appraisal of the unique mental health needs of children in
this age range. The Tulane model was organized around the integration of skilled child
psychiatric assessment, dyadic intervention to promote parent-child attachment, and parental
psychiatric care (whenever necessary or appropriate). It reduced (by over half) the
occurrence of maltreatment recidivism in comparison to a matched group of children who
did not receive the intervention. This reduction appeared attributable both to an overall
reduction in the rate of reunification and'to enhanced mental health support of families
rendered by the clinical team during the reunification process and ensured by court
provisions after reunification occurred.

To our knowledge, these important findings have never been replicated among young
children in foster care, or even attempted, although similar comprehensive intervention
strategies have been implemented with considerable success for young children at risk (i.e.
before a documented instance of child abuse or neglect have occurred). Four years ago, our
group secured continuous local government funding for a quasi-replication of the Tulane
model in St. Louis County, Missouri, entitled the SYNCHRONY Project. Here we describe
this court-based intervention as a psychiatric prototype of two-generation intervention which
has recently been strongly advocated in early childhood policy recommendations (18-20),
but for which there is a pressing need for more scientific data. We report our experience with
children initially enrolled in the first thirty months of program implementation (January
2011-June 2013), and summarize the progress of the children (through March 2015) in the
context of government data for the most recent historic cohort of 300 children in the same
age range who were placed in protective custody prior to the launch of the SYNCHRONY
Project, and whose cases had been closed by the St. Louis County Family Court at the time
of this program analysis. We hypothesized that, in comparison to the historic cohort,
children enrolled in the SYNCHRONY (SY) Project would be selected for higher-than-
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average risk but would demonstrate a comparable or lower maltreatment recidivism rate and
shortened total time in foster care. Furthermore, among SY enrollees, we hypothesized that
serial standardized measurements of a) the quality of parent-child relationships and b) the

adaptive functioning of the children would steadily improve over the course of intervention.

PROGRAM EVALUATION

Sample

Analyses for this initial program evaluation included comparisons of key sample
characteristics between the SYNCHRONY Project cohort (SY), and the historic cohort
(HC). Within SY, individual-level data was examined with respect to time-rated change in
systematically-acquired outcome measures (see below). This program evaluation was
reviewed by the Human Research Protection Office of the Washington University School of
Medicine, and fell into the category of “non-research” in that it was restricted to use of
existing, de-identified, clinically-acquired program data and public records.

The SYNCHRONY Project

Strengthening Young Children by Optimizing Family Support in Infancy: (SY) was
launched in 2011 through funding from a locally-implemented children's services sales tax
(the St. Louis County Children's Service Fund, http://keepingkidsfirst.org). Families of
young children (age birth through 5 years) placed in foster care under the jurisdiction of the
Family Court of Saint Louis County for child abuse or neglect were referred by the Court for
voluntary participation in the program in one of two referral tracks, as illustrated in Figure 1
—decision to refer and choice of referral track were made by deputy juvenile officers of the
court assigned to the children's cases. Eighty-one per cent of referred families ultimately
enrolled in the program. Track 1 was a comprehensive clinical track, in which the goal was
to specify and resolve suspected unmet mental health needs of children or their birth parents
through the provision of comprehensive mental health support. This included two-generation
assessment and intervention planning, judicious referral for clinical services indicated by the
assessment, direct clinical care whenever clinically-indicated services were not available in
the community, and evidence-based parenting education (implementing the Incredible Years
model). Track 2 was a “parenting education-only” track, however Track 2 families were
transferred to Track 1 if mental health needs arose or became evident during the course of
parenting education (this was common). This is a report on 119 young children in 106
families (first enrolled January 2011-June 2013), whose flow through the program is
summarized in Figure 1.

An Historic Cohort—(HC) was assembled from summary statistics on infants and
toddlers whose STL County child abuse/neglect cases were closed prior to the launch of SY
in 2011. This information, which may be used for governmental reporting and monitoring of
service delivery, was available in aggregate only (no individual-level data) from the Court.
Upon initial review of the most recent set of 300 cases, it was evident that 53 of the HC
children had been placed in foster care exclusively for drug-exposure-in utero (DEIU). Such
infants were never referred to SY unless there was an alternate primary reason for placement
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in protective custody. Therefore, DEIU infants were removed from the HC group for
purposes of comparison, leaving aggregate data on 247 children to serve as a contrast group.

Table 1a summarizes selected characteristics of the SYNCHRONY and historic cohorts.

Two-Generation Psychiatric Assessment

The program'’s two-generation assessment (TGA) systematically included: a) evaluation of
the child, b) ascertainment of characteristics of the parent-child relationship (historic and
observed) that were relevant to the viability of reunification; c) clinical screening for mental
health conditions of birth pareny(s) that would have implications for the safety and viability
of reunification; and d) the development of a comprehensive plan for supplemental
behavioral health / developmental intervention for the family.

Comprehensive Intervention Planning

The development of a comprehensive set of recommendations for “value-added” clinically-
indicated intervention—i.e. supplemental intervention that was not already being received by
the family at the time of referral—was a primary endpoint of TGA. For any given family,
these recommendations generally fell into one or more of the following general categories:
(A) parent-child psychotherapy / family therapy; (B) specific revision of the visitation
schedule; (C) child individual therapy (psychotherapy or developmental therapy); (D) child
psychopharmacologic treatment; (E) adult psychiatric treatment.

In all cases, recommendations were communicated to the Court and the Department of
Social Services, and whenever medically-indicated services (A-E) of appropriate quality
were not accessible to the family, they were provided by SY. Each family was subsequently
seen quarterly (at a minimum) for assessment of clinical progress, titration of necessary
mental health service, and documentation of medical judgment regarding the safety of
reunification at each juncture. In most cases, the results of serial assessment comprised a
critical evidentiary basis for the Court's decision-making regarding the appropriateness and
viability of reunification.

Parenting Education (1Y)

The SYNCHRONY Project Parenting Education program utilized the Incredible Years (1Y)
curriculum for toddlers (21), a 14-session group-based curriculum keyed to video vignettes
that are viewed, discussed, and role-played by parents. The topics include positive parenting
behaviors that reward and promote attachment, communication, self-regulation, and
cooperation; these include listening, following a child's leads, praise, and descriptive
commenting. In addition techniques for preventing and managing maladaptive behaviors in
children are taught and rehearsed, including clarification of expectations, ignoring, and time-
out. “Hands-on practice” sessions with the parents’ own children (whenever possible)
supplemented the curriculum following every third session—these involved semi-structured
play activities that could be re-implemented at home; these included sensory play for infants,
symbolic interactive (puppet) play for toddlers, creative expression (finger paints), and the
building of “blanket forts” to simulate safety, intimacy, and composure. Clinicians trained in
I'Y were available to guide and support parents through these activities. Of the first 106 SY
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families, 55 actively participated in the parenting education curriculum; 39 “graduated” by
attending 75% or more of the sessions.

Serial Measurement

Results

Children’s Global Assessment Scale (CGAS), is a widely-implemented clinical rating
scale used to document children's overall adaptive functioning; the normal range is 70-100
on a scale from 1 to 100. The instrument features descriptive scoring anchors which help
ensure favorable psychometric properties (described extensively elsewhere, 22). CGAS was
conducted serially by MD or PhD clinicians for all clinical track children age 4 and older,
and exhibited test-retest correlation of 0.57 program-wide, supporting substantial reliability
of the measurements.

Caregiver-Child Social Emotional Relationship Rating Scale (CCSERRYS) is a brief
standardized rating of the relational quality, used to measure the quality of interactions
between children and their birth parents. Emotional availability of caregivers, mutuality of
caregiver-child interactions, child and caregiver affect, and the extent to which a caregiver
follows the lead of a child are scored according to highly descriptive scoring anchors
validated in prior research (23). CCSERRS ratings were completed serially by licensed
clinicians (MD, PhD, LCSW, or LPC). Intra class correlation for CCSERRS ratings for
families serially observed in the parenting education curriculum was 0.52, supporting
substantial test-retest reliability of the measurements.

Parenting Scale—The parenting scale is a 30-item self-report scale of parental
discipline originally developed to assess the discipline practices of parents of preschool
children (24). Parents indicate their tendencies to use specific discipline strategies using 7-
point Likert scales, where 7 indicates a high probability of making a disciplinary error, and 1
indicates a high probability of using an effective, alternative discipline strategy. Factor
analyses have revealed independent contributions of three components: overreactivity
(authoritarian parenting style which include threats and physical punishment), laxness
(characterizes a caregiver who is permissive and inconsistent when providing discipline),
and verbosity (describes a caregiver who tends to give lengthy verbal reprimands, rather than
taking direct action).

Characteristics and Outcomes of the SYNCHRONY Cohort in relation to an Historic

Cohort

Children enrolled in the SYNCHRONY Project were highly representative of historic St.
Louis County populations of young children taken into court custody; the children were
predominantly minority and neglected, with a slight preponderance of males over females.
SYNCHRONY families (closed cases) were over three times more likely than the average
family in the historic cohort to have had a prior history of adjudication in the family court,
indicative of the unusually high level of risk that characterized the initial group of families
referred to the program (see Table 1a—54% of SY families manifested at least two of the
major risk factors presented in the table).
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The three-fold higher rate of prior adjudication among SYNCHRONY families established
an expectation of elevated rate of subsequent referral to the Children's Division for child
abuse or neglect while in custody. Contrary to this expectation, there was no significant
difference in rate of subsequent referral for child maltreatment between SY and HC families,
consistent with a protective effect of SY. The rate of successful reunification in this high-
acuity cohort (30%) was significantly lower than that for the HC cohort (53.8%, p<0.001).
We note that the intended impact of the program involved botf the support of successful
reunifications and the prevention of unsafe reunifications. On average, children in SY
experienced a shorter period between initial placement in protective custody and case
closure.

Although it is difficult to ascertain the extent to which SY medical recommendations
independently influenced court dispositions, we note the following: 1) the vast majority of
SY medical recommendations for therapeutic support and modification of visitation
parameters were supported by the Court; 2) the prevailing disposition (reunification versus
guardianship or termination of parental rights) was reversed following SY referral in
approximately one fifth of the cases; 3) since the inaugural year of the project, the STL
County Family Court has continuously referred a majority of its non-DEIU preschool
protective custody cases to SY.

Clinical Mental health needs identified and addressed by the SYNCHRONY Project

For all 106 enrolled SYNCHRONY cases, unmet mental health needs of either a) the
children (untreated or inadequately addressed clinical developmental or behavioral
problems), b) the parents (active untreated or inadequately-treated psychiatric diagnoses),
and/or c) the parent-child relationship (inadequate access to high-quality parent education,
non-viable visitation schedules) were identified. There were no cases in which there existed
“no clinical indicatiori’ for the addition of one or more supplemental interventions in one or
more of these categories, i.e. over and above care as usual being provided by the child
welfare system. A majority of birth parents manifested mental health (see Table 1A),
developmental, or substance use disorders—for most of these there were gaps in what would
be considered standard treatment for these disorders, and 20% directly received adult
psychiatric care in SY. Twelve per cent of the children were referred for individual
psychotherapy (approximately half provided by SY), 33% were newly diagnosed with a
developmental disorder for which developmental therapies (usually State-supported) were
initiated, 10% received pharmacotherapy via SY, and 30% manifested clinical indications for
family therapy (all provided by SY); in total 67% were recognized as being in need of one or
more of these clinically-indicated interventions. In 9% of cases, initial recommendations
included a substantive reduction in the frequency of visitation with birth parents; in 28% of
cases, recommendations were made for a substantive /ncrease in frequency of visitation.
Case examples of the provision of supplemental interventions and the respective children's
outcomes are briefly summarized in Table 3.

Results of serial assessment of children within the SYNCHRONY Project

Over the course of the families’ enrollment, CGAS scores steadily improved over the course
of the intervention, irrespective of the timing of enrollment of the child in the program
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relative to the timing of his/her placement in protective custody (which varied from days to
years across cases, as shown in Table 2, such that the observed improvement of the cohort
would be inconsistent with an exclusive effect of regression toward the mean). On average,
over the time from baseline evaluation to the most recent available follow-up, the change in
CGAS scores for children in the program was 8.15 (t (90) = 5.66, p<0.001), which is highly
clinically and statistically significant representing an approximate effect size of 0.6. This
improvement occurred, on average, irrespective of whether or not children were ultimately
reunified with their birth parents.

Among cases closed to date, the trends for CCSERRS scores were reflective of ultimate
disposition: among closed cases who were reunified with birth parents, CCSERRS scores
significantly improved from baseline to the most recent available measurement. In this
group, most of the parents attended evidence-based parent training, most graduated, and the
improvement in CCSERRS scores were observed over the course of the time they
participated in parent training (p<0.046). In contrast, among closed cases who were not
reunified, an gpposite picture emerged: CCSERRS ratings exhibited a trend for deterioration
over the course of the families’ involvement in the program (see Table 2). Many were non-
compliant with parent-training, attended infrequently, and few graduated. Incredible Years
(1Y) Parenting Scale self-report test scores revealed baseline levels of verbosity, laxness, and
over-reactivity consummate with published means for parents of school-aged children with
disruptive behavior disorders enrolled in 1Y clinical trials; verbosity scores improved
significantly as detailed in Table 2.

Conclusions

In this voluntary support program, two-generation psychiatric care and evidence-based
parenting education were successfully delivered to families of young children in protective
custody to supplement care-as-usual in the child welfare system and to offset risk for
maltreatment recidivism. Such services were in very short supply and their delivery was
minimally-reimbursed by Medicaid. As first observed by Zeanah et al. (2001) (10), this St.
Louis quasi-replication was readily accepted by most families (who were often but not
always highly motivated by the prospect of reunification with their children), embraced
collaboratively by both the Family Court and Department of Social Services, and resulted—
for the vast majority of cases—in the delivery of medically-indicated services that had
otherwise not been implemented in the course of usual care. SYNCHRONY (SY) Project
parents made substantial gains from severely abnormal baseline scores on the Incredible
Years Parenting scale, and children made substantial gains from abnormal baseline scores on
clinical assessments of adaptive functioning, irrespective of the timing of enrollment relative
to the date of placement in protective custody. Abuse recidivism has been extremely low to
date, and has remained low for children who have been successfully reunified with their
parents. To deliver medically-indicated care and to integrate that care with the work of the
child welfare system, this program required government subsidy over and above Medicaid
reimbursement rates on the order of $1500 per child per year.

The positive outcomes that were observed occurred in some cases as a function of intensified
support of families over the course of the reunification process, and in other cases as a
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function of serial clinical observations which raised warning signs that an impending
reunification was unsafe and should be deferred until one or both birth parents could
reasonably demonstrate capacity to meet the needs of their children's mental health and
development (examples of both are provided in Table 3). Regarding the latter, such
observations were communicated to the Court and often led to higher levels of surveillance
by both the Courts and the Missouri Department of Social Services. When cross-system
observation consistently revealed an inability of birth parents to meet critical needs of their
children, and exhaustive attempts (across systems) to remedy the observed risks failed, the
clinical observations of SY could ultimately lead to a recommendation of termination of
parental rights as the mechanism by which maltreatment recidivism was averted.

Ultimately it would require randomized controlled trials of court-based implementation of
two-generation psychiatric care to precisely ascertain the magnitude (and cost efficacy) of
improvement-in-outcome over care-as-usual conferred by this supplemental program. We
note, however, that such trials are extremely difficult to conduct feasibly in the setting of the
immediate aftermath of placement of a young child in protective custody. Approaching
young parents who have lost custody of their children to engage in research in which they
would be randomized to mental health support could be construed as highly ethically
inappropriate, and the randomization of children in protective custody would require consent
from the State (their legal guardian) to enroll them in randomized controlled trials. This
inherent difficulty with more rigorous study designs strongly motivates our reporting of this
promising open trial in an effort to contribute to an evidentiary base for more appropriate
allocation of U.S. government resources, in favor of targeted intervention for the mental
health support of children and families indexed (by the event of placement in protective
custody) for extreme high risk for one of the most deleterious known environmental causes
of child psychopathology, which is recurrent child maltreatment.
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FIGURE 1.

Referral of Children to the SYNCHRONY Project From the St. Louis Family Court

Referral of Child from St. Louis County Family Court

Referral made via e-mail/fax (courts) or by phone (CD); Communication with referral source for initial intake
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12 sessions) utilizing roup-based,
parent-focused methods.

v

Services:

* Comp ive child psychiatri

by clinician with special expertise in infancy/early childhood
Serial assessment of quality of relationship between child

and birth parent, and/or between child and caregiving
(foster) parent
Appraisal of mental health conditions affecting birth

parents which have significant implications for their

capacity to support the mental health and developmental
needs of their young children

Development of comprehensive intervention plan to address
all serious unmet mental health needs of the child and
family, predicated on clarifying and implementing what is
deemed medically necessary for a viable (safe) reunification of
child and birth parent
. clinical child ic care,
e adult

for birth parent
Coordination of recommended care to ensure implementation
of the intervention plan

Serial assessment to monitor and document the progress of
child and family as it pertains to mental health status and
viability of reunification
S B

of serial results and

for y to
Family Court and Children’s Division, as appropriate
*Incredible Years ® Parent Training, whenever indicated

A 4

*  Curriculum includes parent-
child interactive sessions in which
parents implement Incredible
Years * skills with their children

¥

Clinic Track Intervention Services
‘Whenever indicated by clinical
observation in the course of parenting
education, child and/or parent may be
referred to the clinic track
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Table 1a

Page 12

Selected characteristics of clients, segregated by cohort and case status (SY-C: Closed SYNCHRONY cases
versus SY-O: Open SYNCHRONY cases). All Historic Cohort (HC) cases were closed.

*
Father age in years at referral

HC (n=247 children) | SY-C (n=62 SY-O (n=57 pHC pSYCvs
children from index children vs SY- SY-O*
49 families) from 57 C
families)
Race 0.31 0.32 0.33 n.s n.s
Proportion Caucasian (%)
Gender 0.48 0.43 0.32 n.s n.s
Proportion female (%)
Major allegation 0.21 0.24 0.05 n.s n.s
Proportion physically abused
Prior history of adjudication 0.02 0.09 0.04 0.02 n.s
*
History of being homeless 0.16 01 ns
*
History of employment 0.51 04 ns
*
History of TANF 0.18 0.21 ns
*
Caregiver history of parent in foster care 0.18 0.10 ns
*
History of domestic violence 0.35 0.22 ns
*
History of substance abuse 0.2 0.7 ns
*
History of mental health 041 0.28 ns
Mother had drug problems while participating in 0.08 0.02 n.s
the program
*
History of crime arrest 0.47 0.35 ns
*
Caregiver did parent ED 0.31 0.32 ns
*
Caregiver finished parent ED 0.22 03 ns
Father years of school iy M=12.0 M=11.0 n-s
* —_ -
Mother years of school M=11.0 M=12.0 ns
* - -
History of employment time M=2.0 M=16 ns
* —_ -
Number of children in the family M=2.4 M=22 ns
i * M= 3.6 M=3.7 n.s
Family income
* —_ -
Child age in months at referral M=37.3 M=37.1 ns
* — —
Mother age in years at referral M=25.8 M=27.8 ns
M=27.6 M=31.4 n.s

*
Denotes analyses conducted for open (n=57) and closed (n=49) SY cases, with family as unit of comparison
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Table 1b

Selected outcomes of clients, segregated by cohort and case status.

HC SYC | SYO | PHCVv.SYC | PHCV.SYO
TPR filed 0.26 0.33 0.37 *1ns n.s
Proportion reunified 0.53 0.30 0.001
Avg. # days from opening referral to closure | 739 (aggregate) | 673
Subsequent adjudication 0.06 0.08 | 0.07 n.s n.s
Subsequent referrals 0.15 019 | 0.14 n.s n.s

*
Cases were still open at time of analysis, and disposition can change prior to case closure.

Am J Psychiatry. Author manuscript; available in PMC 2017 June 01.

Page 13



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Constantino et al.

Table 2

Page 14

Course of CGAS and CCSERRS for selected groupings of subjects tracked within the SYNCHRONY Project

Measurement Sample N pre-post tests available | Sig. Baseline M (SD) | Post-test M (SD)
CGAS
All cases 91 0.001 | 60.7 (15.78) 68.85 (13.58)
Closed cases 43 0.001 | 60.6 (13.78) 66.84 (13.6)
Serial CCSERRS
Closed cases not reunified | 22 0.09 17.6 (5.4) 15.38 (5)
Closed cases reunified 19 0.05 17.71 (4) 19.58 (3.8)
1Y Parenting Scale
All cases 28 0.001 | 4.11(0.99) 3.17 (0.92)
Open cases 17 0.004 | 4.25(0.91) 3.16 (0.99)
Closed cases 11 0.039 | 3.89(1.12) 3.17 (0.85)
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Table 3

Page 15

Case examples of the nature and impact of supplemental intervention in the SYNCHORONY project

Case example

Domain of supplemental intervention
over “CAU”

Result

5 year old female, expressive language disorder,
undiagnosed PTSD

Child individual psychotherapy (TF-CBT)

Resolution of PTSD, marked
improvement in adaptive functioning

1 year old battered child with subdural hematoma,
developed manifestations of severe autistic
syndrome

Developmental Therapy

Initiated early intensive behavioral
intervention which was accompanied by
steady gains in developmental capacity
for social communication

4 year old male with Neurofibromatosis Type 1,
severe ADHD, unmanageable in high-quality
preschool environment

Child psychopharmacologic treatment

Stimulant treatment: marked improvement
in preschool behavior and facilitation of
kindergarten readiness

3 year old female witnessed protracted rage
episode of father, who was presumed to be
intractably dangerous

Adult psychiatric treatment

Borderline personality disorder
diagnosed, comprehensive intervention
initiated, safety plan established,
visitation liberalized, family reunified

2 year old female placed with maternal aunt, birth
mom living in close proximity and intruding on
foster placement, threatening SIB

Family Therapy

Boundaries and strict visitation schedule
established, birth mom treated with
pharmacotherapy followed by family
therapy--family successfully reunified

3 year old male with language delay presumed
secondary to neglect, but discovered by SY to be
attributable to chromosomal rearrangement

Parenting Education

Markedly improved parenting skills,
liberalization of visitation, successful
reunification

5 year old male with severe anxiety discovered
secondary to factitious disorder by proxy,
maternal delusional disorder

Specific revision of visitation schedule

Identification of unrecognized delusional
disorder averted planned reunification,
parental rights terminated, child adopted
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