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ABSTRACT

Home-based family therapy continues to gain support as an effective treatment for children with serious emotional disturbance. However, a major weakness of home-based family therapy is the lack of standardization of training. This dissertation proposed a program designed to provide a unified training curriculum for home-based family therapists. In addition, as research indicates that parental engagement enhances treatment outcomes in child and adolescent treatment, the program utilizes MI as a method for engaging parents in treatment. The overall structure of the program was guided by a literature review and needs assessment completed by home-based family therapists from across Kentucky. Results of the needs assessment informed the areas of training covered within the program. These training components include: 1) common challenges of in-home therapy; 2) MI as a method for increasing client engagement; and 3) applying MI to parents of in-home therapy clients. The program also includes an ongoing supervision and consultation component to reduce therapist drift.   
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CHAPTER I

INTRODUCTION
Statement of the Problem

Research indicates that one in five children in the United States has a diagnosable mental disorder and 5 to 9 % receive mental health services due to severe functional impairment (Burns, Hoagwood, & Mrazek, 1999).  Federal regulations/legislation label children with the most severe functional impairment due to mental disorder as having a "serious emotional disturbance (SED).” SED is defined by the presence of both a diagnosable disorder and severe disruption of social, academic, and emotional functioning (Costello, Messer, Bird, Cohen, and Reinherz, 1998). According to the United States Department of Health and Human Services (1999) 5 to 9% of all children between the ages of 9 and 17 have SED.  The continuum of care developed to treat the needs of children with SED includes hospitalization, residential treatment, therapeutic foster care, outpatient services, and family preservation services.  

Family preservation programs, also known as “home-based services” or “home-based family therapy,” are typically the least restrictive approach to addressing some of the challenges that families with children with SED face when trying to utilize treatment resources. These challenges include lack of transportation, lack of childcare, or lack of trust in the system (Zarski & Zygmond, 1989).  Unlike out of home therapy,  home-based therapists can have the opportunity to work with and engage key family members who may be otherwise reluctant and resistant to participating in treatment and also can have access to important social supports such as girlfriends, boyfriends, neighbors, and friends in therapy (Boyd-Franklin & Bry, 2000).  However, a major weakness of home-based family therapy is the lack of standardization of training for the mental health professionals involved in the delivery of home-based services (Cortes, 2004).  Very few academic institutions provide training addressing home-based therapy (Adams & Maynard, 2000). Furthermore, there is a wide discrepancy in the qualifications of home-based therapy providers, which likely impacts the quality of the services provided (Dembo, Dudell, Livingston, & Schmeidler, 2001).  Therefore, a need to standardize training for home-based family therapy providers exists.
Proposed Training Program
 
A review of the literature indicates that areas of training for in home family therapists that need to be targeted include: 1) systems theory; 2) family therapy; 3) how to navigate in-home distractions; 4) therapeutic boundaries; and 5) safety for both therapists and families (Zarski & Zygmond, 1989; Christensen, 1995).  It can also be argued that training should also target treatment engagement strategies.  Karver and colleagues (2006) conducted a meta-analysis of 49 youth treatment studies in order to investigate the relationship between therapeutic relationship variables (including collaboration, alliance, engagement, and treatment involvement) and treatment outcome in youth. Results indicated that a child’s and parent’s willingness to participate in treatment, as well as active engagement, is among the best predictors of successful treatment outcomes with youth (Karver, Handelsman, Fields, & Bickman, 2006). 

Treatment engagement is especially relevant in the treatment of children with SED.  A meta-analysis was conducted of 125 studies on psychotherapy drop-out and results indicated that 40 to 60% of families who begin outpatient services terminate prematurely (Wierzbicki & Pekarik, 1993).  In addition, research suggests that children living in poverty, children of single mothers, minority children, and children with the most serious presenting problems are especially vulnerable to discontinuing treatment prematurely (Ringeisen & Hoagwood, 2002).  Family therapy acknowledges the importance of engaging the parents or other adult caregivers as key in determining the treatment success of the children as well as the family system as a whole (Cunningham & Henggeler, 1999).  Parental involvement not only leads to higher retentions rates within youth treatment, but has also been shown to increase treatment effectiveness for both externalizing and internalizing behaviors in the treatment of children and adolescents (Morrissey-Kane & Prinz, 1999). Therefore, it seems reasonable that an initial starting place for implementing a training curriculum for home-based therapy providers would be to deliver training in methods of treatment engagement.   
Motivational Interviewing (MI) is a style of interviewing/communicating that facilitates engagement in the behavior change process and  has consistently demonstrated large effects sizes in promoting treatment engagement, retention, and adherence (Hettema, Steele, &Miller, 2005). A recent meta-analysis of 119 MI studies over the past 25 years revealed that MI significantly increased clients’ engagement in treatment and their intention to change (Lundahl, Tollefson, Kunz, Brownell, & Burke, 2010). Results suggested that MI is effective for both individuals with relatively low levels of distress as well as for individuals with high levels of distress, but is not associated with gains with young children or individuals less capable of abstract reasoning. While MI originated within the substance abuse field and most of the studies were related to substance use problems, MI was also demonstrated effective for other addictive problems such as gambling, for psychological issues such as anxiety and depression, and for reducing risky behavior and enhancing general health-promoting behaviors (Lundahl, Tollefson, Kunz, Brownell, & Burke, 2010). Furthermore, one study included in the meta-analysis investigated outcomes in applying MI to parenting practices.  Participants in this study were 24 youth suspended from middle and high school and their parents. Results indicated that MI was effective in increasing parental attendance in treatment and increasing the perceived helpfulness of treatment (Sterrett, Jones, Zalot, & Shook, 2010).   
In addition, results from this meta-analysis indicated that MI was utilized effectively by a diverse group of mental health professions. (Lundahl, Tollefson, Kunz, Brownell, & Burke, 2010).This is important when considering training in-home therapy providers because a wide variety of mental health professionals (art therapists, social workers, marriage and family therapists, psychologists, etc) provide this service. Therefore, given the need to engage parents in treatment with children and youth and the demonstrated success of MI in increasing treatment engagement, MI would be a beneficial training component to include in a training curriculum for home-based therapy providers.   

The following sections will 1) define home-based family therapy and discuss its history, strengths and weaknesses, and current research, 2) define MI and discuss its history, strengths and weaknesses, and current research, and 3) discuss the role of MI within home-based family therapy.     
Home-Based Family Therapy

Definition

Home-based family therapy is an approach that has grown out of the broader category of family preservation services (FPS) (Woodford, 1999).  Family preservation services include an array of services provided within the home with the purpose of preventing an out-of-home placement of children.  Interventions are utilized to teach families new tools to manage conflicts and stress that can result in children being taken from the home (Wells, 1995).  

There are several terms in the literature used to describe family therapy in the home: family preservation services, intensive in-home therapy, home - or family-based services, and home-based family therapy (Woodford, 1999).  While home-based family therapy is at times used interchangeably with FPS in the literature, it is important to note that home-based family therapy is one of the family-based services provided within FPS.  Home-based family therapy is defined by the following characteristics: (a) the family system is the focus of treatment, (b) therapy is provided in the home rather than in a clinician’s office, and (c) services are delivered by at least a master’s-level clinicians with counseling qualifications (Cortes, 2004).  

History
The concept of home visits dates back to 1796 when private physicians began to visit patients in their homes (Doyle, 1963). Original mental health home visits were implemented in the 1960s to screen for hospital admissions and provide an alternative to 24-hour inpatient care (Egan & Robison, 1966).  Home-based family services began in the 19th century as charity organizations sent “friendly visitors” into homes to assess needs and provide help to families (McGowan, 1988)).  
In the early 1900s social workers in the United States borrowed this philosophy from the “friendly visitors” and began doing home visits (Wells, 1995).  The first generation of social workers operated almost exclusively within the home. They found this beneficial because they were able to directly observe the living conditions and dynamics of the family first-hand while coordinating services that incorporated the family’s natural supports; the extended family and community (Frankel, 1988). 

The home-based services of social workers prompted psychological research in the 1950s and 60s that examined whether treating families within the home setting was as effective as mental health treatment provided by inpatient 24-hour psychiatric hospitalization (Egan & Robison, 1966).  According to Friedman, Becker and Weiner (1964) the Psychiatric Home Treatment Service was established in 1957 as a clinical project to explore the possibility of providing home-based mental health services instead of hospitalization. The project evaluated the home-based treatment of 356 patients diagnosed with serious mental illness within four clinical programs over a 6-year period. The first program was developed to determine if home-based therapy could replace hospitalization for patients diagnosed with serious mental illness. Ninety three patients participated in this initial program, of which 50% were diagnosed as psychotic and 50% were diagnosed with “severe character problems.” The program ran for 30 months and provided long-term intensive psychotherapy both with and without casework, family therapy, drug therapy, and short-term, goal-oriented treatment management.  Preliminary findings from this program revealed that 40% of the patients still required hospitalization and 30% appeared to still remain “hospital bound,” leaving only 30% as successfully managed at home (Friedman, et al., 1964). 
The second program evaluated 50 patients over a 4-month period to determine whether previous conclusions of patients deemed “hospital bound” were a true reflection of their need for hospitalization. This program utilized short evaluations with patients from Boston State Hospital admitting room. Results from this program demonstrated that all patients required hospitalization despite implementation of home-based services and the authors concluded that once a patient has reached the level of waiting in the hospital admitting room, their functioning is significantly impaired and family members are unable to cope with ongoing challenges (Friedman, et al., 1964).
 The third program utilized home-based services as a treatment intervention for 11 patients from an outpatient clinic. Only 11 of the 26 initially recruited participated due to resistance to treatment and of the 11 who participated, only 7 remained in treatment for the duration of services. Thus findings from this study pointed to the necessity of engaging patients in order to provide successful home-based services (Friedman, et al., 1964).    
The fourth program recruited 119 patients from multiple treatment centers including outpatient clinics and hospitals, in order to provide short-term, non-intensive treatment over an 8-month period. Of the patients involved in this program, 25% were hospitalized briefly while the others were managed successfully with home-based services (Friedman, et al., 1964).   

The preliminary findings from these four programs, revealed that after 6 years of treatment, of the 70% of clients that were “hospital-bound,” more than half could be managed successfully within their homes.  Thus the authors concluded that a large percentage of psychiatric patients applying for admission to psychiatric hospitals could be satisfactorily treated in home and usually at less cost (Friedman, et al., 1964).  

Egan and Robison (1966) concluded that home-based therapy was effective in treating behavior problems of children with “less severely psychotic and borderline psychotic, school phobics, and other antagonistic and symbiotic problems” (p. 735). These children would be, in today’s terms, labeled as SED. The authors recommended this approach as a treatment option when outpatient care was insufficient and hospitalization was either not indicated or available.  In addition, they stated that home-based therapy is “helpful as a laboratory aid to case formulation, an alternative to 24-hour care, and assistance to the emotionally battered child” (p.735). 


In the 1970s and 80s research was conducted examining family treatment and home-based services for individuals with schizophrenia and autism (Cottrell, 1994).  Researchers demonstrated that home-based treatment was more effective than clinic-based methods in the management of behavioral problems in children with autism (Howlin, Marchant, Rutter, Berger, Hersov, & Yule, 1973).  Families of 12 children with autism participated in this two-year study during which time the families were provided in-home services.  Children received behavioral interventions and parents participated in parent trainings conducted by postgraduate research psychologists.  Results indicated that children receiving in-home therapy showed better generalization of newly learned behaviors than children in control groups.  These results lead the authors to conclude that “marked changes in the child’s behavior can occur by teaching parents to become therapists in their own homes” (p.332).  In addition, home-based treatment of children with autism was described as retaining the benefits of intensive inpatient services, at less cost and without the disadvantages (Howlin et al., 1973).  


Similarly, Falloon and colleagues (1993) proposed a family management program for individuals with schizophrenia that included home-based family therapy and psychoeducation.  This program utilized cognitive behavioral family therapy and worked to integrate mental health services within existing primary care teams. The authors proposed this family treatment of schizophrenia based on results from their study, which investigated the use of family management services with individuals with mental health concerns.  In this study, therapists provided 12-months of family management services, utilizing cognitive behavioral family problem-solving strategies, to 238 individuals who were either self-referred or referred by family doctors.  The majority of the participants in this study sought treatment for family stressors, adjustment issues, or anxiety.  However, 3% of this study was comprised of individuals with schizophrenia and individuals with major affective disorders. Results from this study indicated that the program lead to a reduction in clinical impairment and household stress.  Thus, the authors proposed that home-based family management services are a feasible method for providing continuity of care to individuals with schizophrenia (Falloon, Krekorian, Shanahan, Laporta, & McLees, 1993). 


Thus, preliminary findings indicated that home-based family services were a viable treatment alternative for both children and adults and the inclusion of home-based services decreased the need for psychiatric hospitalization. In addition, home-based services programs led to greater generalization of treatment gains and a decrease of family stress (Howlin et al., 1973; Falloon, et al.,, 1993).  Therefore, the mental health system seemed to benefit from adding home-based family treatment to its continuum of services.  

Similar to the mental health system, the child welfare system had concerns about how to best manage children with serious mental health problems who were taken out of the family home and placed in foster care.  Studies on the child welfare system revealed that children who entered foster care were unlikely to return home and if they did return home they were likely to face the same problems that led to their initial placement (McGowan, 1988).  Thus, family preservation services were embraced as an effort to prevent out of home placements and provide at-risk families with stabilization and support (Wells, 1995). In 1980, family preservation services were further promoted and implemented as the Unites States passed the Federal Adoption Assistance and Child Welfare Act (Public Law 96-272).  This legislation helped shift both state and local child welfare systems from a reactive system to a system in which families were supported and enabled to acquire the necessary skills to keep their children safely at home (Kelly & Blythe, 2000).    


As the research evidence accumulated in support of home-based treatment for emotionally disturbed children in the mental health system, the development of broader family preservation services began to emerge for children involved with the child welfare system (McGowan, 1988).  The Family Centered Project of St. Paul (Geismar, 1957; Stinson & Associates, 1955) launched in the early 1950s served as a precursor to the family preservation services of today (Wells, 1995).  This project was aimed at the treatment of multi-problem families that were described as unlikely to respond favorably to the psychodynamic approaches of that time. In an effort to reach the children of these families, the project took a family-centered approach and delivered services in the homes.  Managed casework provided for the psychosocial needs of the families, yet an emphasis upon collaboration with the families was established as families were viewed as partners in the helping process (Wells, 1995).  Contrary to previous approaches that emphasized family deficits, the St. Paul Project was unique in its emphasis on strengths (Reed & Kirk, 1998).  Caseworkers were instructed to work with families on a long-term basis, focus on families’ strengths, and meet their specific needs.  Responsibility for successful outcomes was placed equally on the caseworkers and families, thus also differentiating the St. Paul Project from previous models that had often blamed multi-problem families for poor outcomes and labeled them as resistant (Reed & Kirk, 1998).  


A study of 150 families who participated for nine months or more in the St. Paul Project examined change in the following domains: child care and training, individual behavior and adjustment, family relationships and unity, social activities, relationship with the worker, use of community resources, economic practices, and home and household practices (Geismar & Ayres, 1959).  Results revealed that 65.3% of the families demonstrated positive change in the areas assessed. These findings led to an increase in the development of new programs designed to work with multi-problem families (Wells, 1995). However, the new programs had less promising results possibly due to the absence of an established and well-developed model of family treatment as the St. Paul project had provided an intensive long-term family-centered approach which integrated psychosocial treatment and traditional case work. Therefore, family preservation programs did not launch until the early 1970s, once underlying family treatment theories were being embraced by treatment providers and available (Wells, 1995).


Theoretical origins.
The major theories underlying home-based family therapy emerged in the 1950s and 1970s.  Barth (1988) outlined four underlying theories of family preservation services: social learning theory, family systems, crisis intervention theory, and ecological perspectives on child development.  However, as home-based family therapy programs differ they may vary in the extent to which they incorporate each theory (Wells, 1995).   


Social learning theory. 

According to social learning theory behavior is viewed as developing from an exchange between an individual and the environment in a reciprocal process (Bandura, 1977).  Social learning theory posits that individuals can learn by observing the behavior of others and the associated consequences.  This theory recognizes that changes in one family member’s thinking and feeling can lead to changes in behavior that subsequently may influence changes in the family system, as family members learn from each other (Barth, 1988).  Therefore, home-based therapy provides the opportunity to identify in session the ways in which one family member’s behavior triggers a response in another family member (Wells, 1995).  For example, as the therapist helps parents become more effective in rewarding desirable behavior in one child, the other children in the family observe what’s happening and begin to exhibit more desirable behavior themselves.  In addition as the therapist models new ways of interacting and responding to the child, the parents can observe and learn this behavior through modeling. 

Family systems theory.

Home-based family therapy incorporates both structural and strategic family therapy (Woodford, 1999).  Structural family therapy focuses on altering patterns of interactions within the family by examining and altering the hierarchy of family members (Minuchin, 1974). Home-based family therapy provides an unique opportunity for a therapist to examine and alter the family interactional patterns from within the family system, as the therapist has joined by entering into the family domain and system (Wells, 1995).  


In strategic family therapy families are viewed as making efforts to resolve their problems, but get caught in feedback loops that inadvertently make the problems worse (Madanes, 1981).  During strategic family therapy, particular attention is paid to helping families identify solutions to their problems (Madanes, 1981).  Solution-focused, brief therapies are often utilized within family preservation services due to the brief, intense nature of home-based family therapy (Woodford, 1999).  In working with families from a solution-focused perspective, the therapist maintains a focus on the occasions in which they resolved conflicts on their own, thus identifying, reinforcing, and expanding their conflict-resolution skills.


Crisis theory.

Crisis theory is also incorporated into home-based family therapy in its assumption that “individuals in crisis are believed to be highly motivated to obtain help and are highly susceptible to change (Wells, 1995, p.8).  Many families within home-based therapy programs are in crises as the threat of out-of-home placements looms over them and thus families may be motivated to make the changes needed to stabilize the family (Woodford, 1999).  Therefore, a key component of the role of home-based family therapist is in helping the family develop coping skills and social supports to deal with future crises (Woodford, 1999).     


Ecological theory.

Ecological theory (Bronfenbrenner, 1979) is the final theory outlined by Barth (1988) as underlying family preservation services.  In this theory, the system of influence is viewed as being much larger than the single-family unit, but rather the peer groups, school systems, neighborhoods, and communities are seen as contributing to the child’s development (Wells, 1995).  Thus, an aim of home-based family therapy is helping families determine and strengthen the connections within these natural ecological supports.   For instance, the therapist will support the parents, of a child who is acting-out, in the creation of a collaborative relationship with the child’s school to insure consistency in responding to misbehavior at home and school.  In addition, the therapist may facilitate a child joining appropriate extra curricular activities and groups in the neighborhood in order to encourage the development of a social support system for that child.  

While not all family preservation programs utilize these underlying theories equally, the development of these theories allowed family preservation programs to develop more comprehensive, theoretically-based models for providing home-based services.

Family preservation services within child mental health.

As the success of home-based services grew within the child welfare system, concern increased within the child mental health system over the quality of treatment available to children with SED (Wells, 1995).  Children Without Homes (Knitzer, Allen, McGowan, 1978) was published, which evaluated the treatment of children in foster care, institutions, and correctional facilities. Research cited in this book revealed that “as many as 40% of hospital placements were unsuitable, that few alternatives to such treatment existed for severely disturbed children, and that the available services were poorly coordinated” (Wells, 1995, p. 11).  Thus, family preservation services, and specifically home-based therapy, began to gain credibility as part of the continuum of care available to children with SED (Stroul & Friedman, 1986).  Home-based therapy proved to not only be a viable alternative to hospitalization, but provided unique advantages in the provision of family therapy.  
Strengths of Home-Based Family Therapy


Home-based family therapy provides the possibility of working with families that otherwise may not receive services (Cottrell, 1994).  It removes barriers, such as lack of transportation and childcare needs that prevent underserved families from accessing services (Snell-Johns, Mendez, & Smith, 2004).  In-home therapy also provides access to family members who might find it difficult or impossible to attend office sessions due to mental or physical disabilities or illnesses (Woods, 1988).  Furthermore, in-home therapists have the opportunity to work with whole families rather than subsystems, as well as other individuals who may have a strong presence in the home such as girlfriends, boyfriends, neighbors, and friends.  Home-based therapy can engage key family members who may have otherwise been reluctant to join treatment (Boyd-Franklin & Bry, 2000).  This is especially relevant for ethnic minority families as reluctance to engage in treatment is common and can be heightened in immigrant families as some family members may not have citizenship, and thereby fearful of social service agencies (Boyd-Franklin & Bry, 2000).  


It is not uncommon for some families to lack trust in social services (Zarski & Zygmond, 1989), yet they can become motivated for services when they perceive the therapist’s willingness to work in the home as a sign of respect and appreciation for the family’s needs (Wasik & Bryant, 2001).  


Home-based family therapy also provides direct observation of family dynamics and realities, such as living conditions that may affect prioritization of treatment goals (Woods, 1988).  In addition, it provides the environment for immediate practice of new behaviors as families have the opportunity to implement new behaviors within the session (Cottrell, 1994).  This also allows for therapists to coach clients, as they implement new behaviors, which in turn may increase treatment effectiveness by minimizing client mistakes (Woods, 1988).  However, despite the strengths of home-based therapy it is not without limitations and areas for growth.  
 

Weaknesses of Home-Based Family Therapy

A major weakness of home-based family therapy is the lack of standardization in training (Cortes, 2004).  While home-based family therapists are at least master’s level clinicians, few may have training in the underlying theories, such as systems theory or family therapy (Zarski & Zygmond, 1989).  In addition, few academic institutions train clinicians to work in nontraditional settings such as the in-home setting (Cortes, 2004). Thus clinicians may not be prepared for issues that are specific to home-based family therapy (Christensen, 1995).  


Christensen (1995) conducted a study in which 10 in-home family therapists were interviewed on their perceptions of home-based family therapy.  Results showed that all therapists rated lack of training as a significant weakness and indicated a need for specialized training on working collaboratively with in-home clients, assessing dangerous clients and maintaining safety precautions, and managing therapeutic boundaries.  Engaging clients in a collaborative process can be a specific challenge to in-home therapy as some families experience home-based services as being intrusive (McWey, 2008).  Assessment of potential violence and dangerous clients is of particular relevance to home-based services as families in crises can be explosive and therapists are often providing services without the support of on-hand staff (Christensen, 1995).  Negotiation of therapeutic boundaries also presents a challenge for home-based family therapists as the very act of entering a client’s home may give the impression of a social visit (Knapp & Slattery, 2004).  Thus, therapeutic boundaries must be set and maintained in order to keep the focus on therapeutic goals rather than social demands (Knapp & Slattery, 2004).  


Increased risk of therapist burnout is also a weakness of home-based family therapy (Cortes, 2004).  Home-based families are characterized by being in continuous crisis or at risk for crisis (Keresman, Zarski, & Garrison, 1997).  When families operate in crisis mode there is a greater risk for in-home therapists to overstep therapeutic boundaries in an effort to help (Cortes, 2004).  In addition, as home-based families often face multiple problems; in-home therapists may experience burnout as a response to being overwhelmed and losing hope (Boyd-Franklin & Bry, 2000).  In spite of the weaknesses of home-based therapy, it has shown effective in preventing out of home placements in children with SED at risk for hospitalization.
Effectiveness of Home-Based Therapy


Meta-analyses of family-focused treatments have demonstrated the effectiveness of involving the family in the treatment of child emotional disturbances for children at risk of out of home placement and involved in the juvenile justice system (Carr, 2000; Keresman, Zarksi, & Garrison, 1997; Fraser, Nelson, & Rivard, 1997). However, despite the empirical support for family-based treatment in working with children with SED, and proposed efficacy of home-based services, home-based family therapy specifically lacks a broad research base (Cortes, 2004). The following studies demonstrate initial support for home-based therapy in the treatment of children with SED. 

Keresman, Zarksi, and Garrison (1997) investigated the impact of home-based family interventions on changes in the family environment and adolescents’ concerns. Thirty families of children at-risk for out of home placement participated in this study and received a variety of interventions (crisis intervention, family therapy, casework, and parent training) for an average of 3 months. Results showed that families significantly improved in cohesiveness and independence (self-sufficiency and decision making) and significantly decreased in conflict. In addition, adolescents’ concerns about self-concept and peer security also significantly decreased. Thus overall results demonstrated home-based services effective in improving family relationships and communication as well as decreasing adolescent concerns in youth at-risk for out of home placement. 

In a meta-analysis of FPS, Fraser, Nelson, and Rivard (1997) reviewed 22 published and unpublished studies of intensive, in-home family-centered services delivered within the child welfare system, juvenile justice system, and mental health system. Included studies involved maltreated and delinquent children. Only studies with control or comparison groups, achieved through random assignment, matching, or some equivalent mechanism, were included in the analysis.  Studies of family services  with 1 hour or less per week of contact and in which children were not viewed as at risk of placement, incarceration, or hospitalization were excluded from the analysis . 

While individual results varied, overall results indicated that 75 to 90% of the children and adolescents who participated in home-based services remained in their homes following treatment.  Furthermore, results showed an overall decrease in verbal and physical aggression.  

Results from the mental health studies, with a total sample of 2,051, were the most promising.  Results indicated that family-centered intervention both reduced symptoms and lowered the risk of hospitalization (Fraser, et al., 1997). 
Result from the child welfare studies, which included 3, 361 children in the sample, were mixed. Studies that involved older children or children with conduct problems indicated that FPS may be effective in preventing foster, group, and residential treatment care placements. No significant findings were drawn from the studies of younger children in child welfare.  
Findings from the juvenile justice studies, total sample of 686, were promising.  Results indicated that arrests and incarcerations were reduced by risk-focused, multisystemic family intervention models, a specific model of FPS. In addition, FPS appeared to be moderately effective in preventing the placement of children who are in early adolescence and who are referred for truant, oppositional, or delinquent behavior. 
Five of the 22 reviewed studies reported large effect sizes in this analysis. Two of these studies were conducted within the juvenile justice system and utilized multisystemic therapy (MST) as the active treatment. In the field of juvenile justice, MST has emerged as a promising treatment (Fraser, et al., 1997).   

 MST is an intensive, home and family-based approach that has strong empirical support for treatment of children and adolescents at risk of out-of-home placement (Kazdin & Weisz, 1998).  Services are provided in the natural environments of the children and families, such as school and community and the intensity of services and close monitoring of progress allows for these services to be time-limited (Sheidow & Woodford, 2003). MST also requires families to actively put forth efforts to reach treatment goals, (Henggeler, 1999) thus it is collaborative model that involves the therapist and family working together to create change. 

MST has demonstrated effectiveness in eight randomized trials: decreasing rates of recidivism among juvenile offenders (Borduin, et al., 1995), reducing rates of psychiatric hospitalization, (Henggeler et al., 1999) and improving functioning of children and their families (Schoenwald, Ward, & Henggeler, 2000).  In addition, MST has been shown effective in the treatment of adolescent sex offenders (Borduin, Henggeler, Blaske, & Stein, 1990), and adolescent substance abusers (Henggeler et al., 1991). 
MST also has demonstrated effectiveness with racial minority groups and vulnerable populations (Painter & Scannapieco, 2009). A recent study investigated the use of MST with minority youth. In this study, 40 African American and Latino participants were compared to a sample of 47 Caucasian participants. Youth included in this study were those identified as having an emotional disturbance with a DSM-IV (American Psychiatric Association, 1994, Diagnostic and statistical manual of mental disorders) mental health externalizing disorder, were of lower socioeconomic status, and were from multiproblem families experiencing issues such as poverty; drug or alcohol abuse; physical abuse, sexual abuse, or neglect; parental mental illness; parental incarceration; and parental criminal activity. Youth were under the age of 18 and had no juvenile justice involvement (Painter & Scannapieco, 2009).

Results from this study indicated that both the African American and Latino group and the Caucasian group were found to have statistically significant levels of improvement across areas assessed. Both groups demonstrated a decrease in problem severity, an increase in overall level of functioning and family functioning, and a decrease in problematic school behavior and disruptive behavior. In addition, all participants experienced the same level of change across the scales regardless of ethnicity (Painter & Scannapieco, 2009). Results from this study indicated that MST is not only effective with vulnerable populations (those living in poverty, parental incarceration, ect.) but is effective across different racial and ethnic populations. 
Thus research supports the use of family-based services in the treatment of SED children and families and minority groups and vulnerable populations. Research also indicates that home-based family therapy, specifically MST, is not only efficacious in the treatment of SED children, but more effective than hospitalization at decreasing externalizing symptoms and improving family functioning and school attendance (Henggeler, et al., 1999).  However, as success in family therapy is dependent upon the therapist’s ability to engage and retain the family in treatment, an effective approach to home-based family therapy must facilitate treatment engagement (Thompson, Bender, Lantry, & Flynn, 2007). Therefore enhancing home-based therapists’ skills may lead to better outcomes in retaining clients in treatment. MI provides such a framework for engaging clients into treatment and maintaining treatment gains (Hettema, Steele, & Miller, 2005; Lawendowski, 1998).
Motivational Interviewing
Definition


MI is a “client-centered directive method for enhancing intrinsic motivation to change by exploring and resolving ambivalence” (Miller & Rollnick, 2002, p.25).  It is a counseling style designed to explore clients’ own reasons for change, while keeping a goal-directed focus (Hettema, Steele, & Miller, 2005).  It is rooted in client-centered therapy because of its emphasis on the therapist’s communication of empathy and unconditional positive regard, as well as a genuine pursuit of understanding a client’s internal frame of reference (Rogers, 1951; Arkowitz, Westra, Miller, & Rollnick, 2008).  However, MI differs from client-centered counseling in its directive and goal-oriented focus, as interventions are intended to help clients explore and resolve ambivalence (Rollnick & Miller, 1995).  


MI is typically provided in one to two sessions (Hettema et al., 2005).  It can stand as an intervention on its own or is used in conjunction, most commonly as a prelude, to other treatments (Hettema et al., 2005).  Combining MI with other interventions has been called adaptations of MI (AMI) (Burke, Arkowitz, & Menchola, 2003) and has become a common practice.  The most widely researched AMI is motivational enhancement therapy (MET), which includes MI with feedback of assessment results (Miller, Zweben, DiClemente, & Rychtarik, 1992).    


MI contains four basic principles: express empathy, develop discrepancy, roll with resistance, and support efficacy (Miller & Rollnick, 2002).  Empathy entails an effort on the therapist’s part to see the world from the client’s perspective while maintaining a nonjudgmental attitude (Arkowitz et al., 2008).  In working with families in crisis, the therapist may explore family priorities and seek to understand the meaning of these priorities rather than enforcing their own values on to the client and treatment plan.

Developing a discrepancy refers to the therapist’s reflection back to the client of discrepancies between the client’s own values and behaviors in order to increase motivation to change. For example, a mother may discuss a goal for her children to listen to her; the therapist can then reflect back to the mother this goal and also the mother’s tendency to not set limits with her children. 
This discrepancy between a client’s values and behaviors is often reflective of client ambivalence about change. Within MI, ambivalence is viewed as a natural part of the change process and therapists are encouraged to work with the ambivalence, allowing clients to resolve ambivalence for themselves by identifying and strengthening their own reasons to change. 
Rolling with resistance is a reflection of MI’s stance on resistance as a normal and expected part of the change process as well as a viable piece of information about the client rather than an obstacle to overcome.  Thus, in MI resistance is viewed more as ambivalence toward change, and the therapist works to understand and respect both sides of the ambivalence.  For instance, as a parent expresses frustration with a specific goal or intervention, the therapist explores this frustration with the client, rather than defending or arguing for the change.   

Supporting self-efficacy reflects another key belief behind MI: clients are capable of carrying out and succeeding in changing, yet are not likely to take action unless they have a sense of self-efficacy specific to the behavior change.  Therapists in MI support self-efficacy as clients are viewed as the ultimate authority in their own change process (Arkowitz et al., 2008).  Thus, as a therapist works with a family, the therapist will encourage the family to create their own solutions to problems rather than the therapist implementing rules and plans from the outside.    

History

Miller (1983) first introduced the concept of MI in an article published in Behavioural Psychotherapy on his experiences in working with problem drinkers. Miller and Rollnick (1991) later elaborated on these concepts and approaches in a more thorough and descriptive manner regarding clinical procedures.  While MI’s first application was in the field of problem drinking, it has since been used with a variety of other problems, including drug abuse, gambling, eating disorders, anxiety disorders, chronic disease management, and health-related behaviors (Arkowitz et al., 2008).  


Theoretical origins.

In addition to its roots in Rogerian client-centered therapy, MI draws on Bem’s self-perception theory in its central tenet that people become more committed to arguments that they hear themselves defend (Bem, 1972; Hettema, Steele, &Miller, 2005).  In MI this “change talk” allows clients to hear themselves explain their own motivations for change (Miller & Rollnick, 2002).  MI also shares some similarities with Prochaska and DiClemente’s transtheoretical model of change, which posits that readiness for change is approached in stages: precontemplation, contemplation, preparation, action, and maintenance (Prochaska & DiClemente, 1984).  While both theories were developed independently, MI shares with the transtheoretical model of change the view of ambivalence as a normal process.  In addition, conceptualization from an MI framework allows for clients to be viewed at varying levels of readiness to change and thus treatment interventions can be specifically targeted to a client’s stage of change (Arkowitz et al., 2008). 

Applications of Motivational Interviewing to Home-Based Family Therapy


MI provides a framework for engaging clients in the change process and research indicates that engaged clients are more likely to bond with therapists, endorse treatment goals, participate to a greater degree, and remain in treatment longer (Thompson, et al., 2007), all of which lead to greater therapeutic outcomes.  In addition, engaging parents in treatment is especially critical when working with children and youth. Parents are the primary decision makers regarding treatment adherence and continuation of services (Pekarik & Stephenson, 1988) and parents’ active involvement in youth treatment improves outcome (Noser & Bickman, 2000). 


Noser & Bickman conducted a data analysis of a study of 731 adolescents 12-18 years old who received, along with their families, outpatient mental health services. The study was designed to examine the impact of parental involvement on treatment outcome. Results indicated that an increase in parent involvement was predictive of higher levels of child functioning at the end of treatment (Noser & Bickman, 2000).


Podell and Kendall (2011) examined the relationship between mother and father attendance and engagement in therapy sessions and child treatment outcome in a 16-session Family CBT program. Participants were 45 anxiety disordered youth between the ages 9 and 13 and their parents (45 mothers and 45 fathers).  The youth and their parents had participated in an earlier Randomized Controlled Trial, in which 161 youth were randomly assigned to individual CBT, Family CBT, or the family education/support/attention control group.


Results from this study indicated an overall decrease in youth’s anxiety symptoms according to youth, parental, and diagnostician reports. In addition, higher rates of parental attendance and engagement were associated with better treatment outcomes. Interestingly, mothers had higher rates of attendance and higher ratings of engagement compared to fathers. However, father presence in session, although not as consistent as mother presence, accounted for variability in child treatment outcome and high ratings of father attendance were predictive of outcomes and of maintenance of gains (Podell & Kendall, 2011). Thus it appears as though successful youth treatment should facilitate engagement of both parents whenever possible.   

Home-based family therapy provides a method for overcoming practical barriers that prevent some families from accessing treatment and can also diminish relational barriers. (Wasik & Bryant, 2001). In this respect, home-based family therapy provides a first step to engaging parents in treatment. However, despite these benefits of home-based services, challenges to engaging parents still exist. Some families express resentment of in-home family therapy and describe home-based family therapy as invasive (McWey, 2008).  This can be particularly true for families who have not sought services themselves but are in treatment as a result of court recommendations. However, families who seek services for themselves can also experience home-based services as intrusive at times, especially if therapy is multiple hours each week, which is often clinically indicated for the treatment of children with SED. 
In addition, some parents may not view in-home therapy as “invasive,” but may be perceive it as “irrelevant.”  For these parents, treatment engagement needs to go beyond facilitating attendance, but needs to elicit the parents’ own values and reasons for to participate in treatment. MI differs from simple engagement strategies in its focus on the client’s own reasons for change and the use of these goals as motivation. Thus, MI provides the necessary framework for engaging parents of children with SED in ongoing treatment within home-based family therapy.    


Applying MI to engaging parents in treatment is a new direction for MI and only one study to date has investigated this use of MI. However, the initial results are promising. Sterrett, Jones, Zalot, and Shook (2010) examined the effectiveness of a brief MI protocol to increase parental engagement in a multi-systemic intervention for youth suspended from middle and high school. Participants in this study were 24 youth suspended from middle and high school over the course of one academic year. Data was collected from the mothers of the youth. The majority (70%) of mothers were single. 

Results from this study indicated that parents in the brief MI group were more likely to attend at least one parenting workshop and reported greater satisfaction with workshops than parents who did not receive brief MI. In addition, brief MI parents reported a relatively high level of satisfaction with MI procedures (Sterrett, Jones, Zalot, & Shook, 2010). Thus MI is an effective method for increasing parental attendance in treatment and increasing the perceived helpfulness of treatment. This finding adds to MI’s demonstrated effectiveness across a wide range of clinical issues and further supports the utility of MI. 
Strengths of Motivational Interviewing 

Though MI started in the field of substance abuse, it has quickly become a recognized method of increasing client movement toward behavior change across a wide variety of clinical issues (Hettema, et al., 2005). MI has demonstrated efficacy in many addictive behaviors, health related behaviors, and mental health issues and across different populations, providers and nations (Lundahl & Burke, 2009 ). MI’s wide applicability may be due to several strengths in its approach.

MI has a cohesive theoretical base, which allows practitioners to directly assess, conceptualize, intervene, and evaluate its contributions to treatment (Lundahl & Burke, 2009). MI’s theoretical base is based upon pre-existing theories and its combination of these theories promotes therapist attention to different factors related to client motivation to change (Arkowitz, et al., 2008). Two such factors are the client-therapist relationship and client use of “change talk,” which MI was the first method to outline the need for both of these components (Miller & Rose, 2009). 
MI also has wide usability across clinicians and individuals with different training backgrounds. A meta-analysis of 119 MI studies (Lundahl, Kunz, Brownell, Tollefson, & Burke, 2010) examined whether the degree and profession of practitioners affected client outcomes. The results indicated that training level does not significantly influence MI outcomes (Lundahl et al., 2010). Thus MI has demonstrated versatility in its ability to be effectively learned and applied by practitioners with a wide range of training backgrounds and in its effectiveness with a wide variety of clinical problems.  
Weaknesses of Motivational Interviewing

While MI is particularly successful at engaging “resistant” clients, it may be less useful for clients who indicate a readiness to change.  In fact, some findings suggest that MI can be counterproductive for these clients (Hettema et al., 2005).  In addition, there is limited research on personality styles that respond best to MI and populations and individuals for whom MI it is contraindicated (Arkowitz, et al., 2008).  MI has demonstrated effectiveness with clients of various ages ranging from adolescent to geriatric, however, no research has been done yet applying MI in work with very young children (Lundahl & Burke, 2009). It has been suggested that MI is not applicable to very young children or cognitively impaired individuals, as it is a cognitively based intervention requiring some formal or abstract reasoning ability (Lundahl & Burke, 2009). However, most treatments for very young children involve parent training and coaching and MI would be applicable for working with the parents of these very young clients. 
Effectiveness of Motivational Interviewing

MI has a strong empirical base.  Widely researched since its emergence in the 1980s, MI has been tested in clinical trials for efficacy as well as in comparison studies against other treatments such as cognitive-behavioral and person-centered therapy (Arkowitz, et al., 2008).  Miller et al. (1988) first demonstrated the efficacy of MI in a randomized controlled trial with problem drinkers.  Since that time, MI has grown in popularity and gained support as it has been shown to produce large effects in promoting treatment engagement and retention of individuals with substance use disorders and reduced substance use in dually diagnosed patients (Hettema, et al., 2005).  

Project MATCH was the first study to test MI as a stand-alone treatment for alcohol problems in a clinical population (Project MATCH Research Group, 1993).  In this study 1726 alcohol-dependent participants were randomly assigned to one of three outpatient treatments: MET (an adaptation of MI), Twelve Step Facilitation, or Cognitive Behavioral Coping Skills Training.  Results from all three measures, self-report, collateral, and biochemistry, indicated that MET was found to be at least as effective as the other two longer treatments at reducing problem drinking (Project MATCH Research Group, 1993).          
MI’s effectiveness expands beyond its use with substance abuse. In the past 25 years, MI has been researched in more than 100 published randomized clinical trials and has demonstrated positive effects on behavior change (Arkowitz, et al., 2008). MI has demonstrated efficacy across a wide range of target problems and has shown efficacy across different populations, providers and nations (Arkowitz, et al., 2008).  

Lundahl and colleagues (2010) conducted a meta-analysis of MI which included 119 studies and investigated outcomes in MI trials with substance use (tobacco, alcohol, drugs, and marijuana), health-related behaviors (diet, exercise, and safe sex), gambling, and engagement in treatment. Results indicated that MI is effective in decreasing substance abuse and other addictive problems such as gambling and in increasing general health-promoting behaviors. 

Results also indicated that MI significantly increased clients’ engagement in treatment and their intention to change. In addition, when MI was compared to other active treatments, the MI interventions took over 100 fewer minutes of treatment on average yet produced equal effects. Thus, MI’s effectiveness in engaging clients in treatment and increasing intention to change may have the potential to shorten treatment (Lundahl, et al., 2010). 
Results also demonstrated that MI was effective for individuals with high levels of distress and for individuals with relatively low levels of distress. Therefore, MI appears to be effective with a range of clinical issues and severity levels (Lundahl, et al., 2010). 


The literature examining MI has also investigated how to successfully train professionals to use MI. MI theorists have proposed an eight-stage process involved in learning MI, ranging from its basic philosophy and the spirit of MI to working with change talk, solidifying commitment to a change plan, and finally integrating it with other therapeutic methods (Arkowitz & Miller, 2008).  Typically, MI basics are taught in 2-3 day workshops. A recent meta-meta-analysis (Lundahl & Burke, 2009) examined the effect of MI training on client outcome. Results showed that the majority of trainings did not produce significant behavior changes in counselors. However, this could be related to the other finding from this study that most MI workshop-style trainings targeted the first five stages of learning MI and typically omitted ‘‘Phase 2’’ aspects of MI, such as strengthening commitment or developing a change plan  (Lundahl & Burke, 2009). 

One study (Miller & Mount 2001) examined MI workshops’ success in training counselors to be proficient in MI.  Results indicated that a one-time training workshop was not sufficient in altering counselor behavior to a level that significantly changed their client outcomes.  In addition, while counselors did not maintain counseling behaviors consistent with MI at a 4-month follow-up, they did, however, rate themselves as being significantly more skilled in the MI counseling style, thus indicating a need for ongoing coaching and supervision in MI (Miller & Mount, 2001). 
Another study examined a more comprehensive training process (Miller, Yahne, Moyers, Martinez, & Pirritano, 2004) which included follow-up coaching in addition to an initial workshop in MI. Results indicated that MI-trained counselors who had received ongoing coaching were associated with significantly more change talk and less resistance in clients. In addition, this effect was sustained at 4-month follow-up (Miller et al., 2004).

Thus, while MI remains an effective method for engaging clients and decreasing resistance, there is still variability in the utilization of MI even amongst counselors who have undergone MI training. In addition, MI training should include a component of ongoing coaching and supervision in order to improve outcomes in clients. Therefore, a program designed to not only train home-based family therapy providers in MI, but also continue to encourage and shape their use of MI skills would provide a standardization of training and increase treatment engagement among home-based family therapy clients. 

Implications

Research has demonstrated that home-based family therapy is an effective method for reducing rates of psychiatric hospitalization and improving functioning of SED children and their families (Hennggeler, et al., 1999; Schoenwald, Ward, & Henggeler, 2000).  However, a need to standardize the training of home-based family therapists exits (Cortes, 2004).  Developing a training curriculum is an important goal. Given that research also suggests that child and parent engagement in treatment is among the best predictors of successful youth outcomes, an initial starting place for training home-based family therapy providers would be treatment engagement strategies (Karver, et al., 2006).   Research has indicated that MI is efficacious in promoting treatment engagement and retention among a variety of target populations (Hettema, et al., 2005).  However, no study has utilized MI as a treatment strategy for increasing client engagement among SED children and families.  Utilizing MI as a framework for training home-based family therapists would begin to address the lack in standardization and promote treatment engagement among home-based family therapy clients.
CHAPTER II

METHOD
Purpose


The primary purpose of this study was to develop a training curriculum for home-based family therapy providers. While the need for multiple areas of training exists, this program focuses on training home-based family therapists in the utilization of MI as a framework for engaging families in the treatment process. Teaching parents how to engage with their children in their treatment plans is specifically important for parents, because of the empirical support that indicates better treatment outcomes in children and adolescents with parental involvement in treatment (Morrissey-Kane & Prinz, 1999).  
The second purpose of this study was to determine the level of exposure, interest, training levels, and current utilization of MI among home-based family therapists. In addition, descriptive information was gathered regarding other methods of treatment engagement utilized by home-based family therapists. 
The third purpose of the study was to gather descriptive information from home-based family therapists about specific training needs.  While MI served as a starting place for the development of a training curriculum for in-home therapists, information about other areas of training was also gathered to suggest future training programs.  All information was then used as a guide in the development of the training curriculum for in home therapists working with families who have children suffering from SED. 

Method

Participants 

Participants included 56 in-home therapists from across Kentucky-IMPACT Plus. IMPACT Plus is a collaborative effort of the Departments for Medicaid Service, Community Based Services, and Mental Health and Mental Retardation Services within Kentucky.  The program is designed to provide community-based services for SED children in Kentucky and is funded by Medicaid.  Home-based individual and family therapy is included among the array of community-based services.  

Of the 56 participants who began the survey only 53 completed questions. The following results are based upon those 53 response sets. All participants were Behavioral Health Professionals within Kentucky IMPACT Plus and had a graduate degree and were licensed within a Human Service field. Participants were between the ages 20 to 70 years and ranged in years of experience working in the mental health field ranged from less than 1 year to 28-years. Years working within home-based therapy ranged from less than 1 year to 19-years. Tables 1 and 2 show the demographic characteristics of the participants. 
Table 1

Demographic Characteristics
_______________________________________________________________________

Race/Ethnicity




N


Percentage
_______________________________________________________________________

Caucasian





46


86.8
African-American




2


3.8
Latino





2


3.8
Native American/Irish



1


1.9
Prefer not to say




2


3.8
_______________________________________________________________________

Gender





N


Percentage
_______________________________________________________________________

Male






17


32
Female





36


68
_______________________________________________________________________

Table 2 

Mental Health Education and Certifications

_______________________________________________________________________

Education





N


Percentage

_______________________________________________________________________

Doctorate Degree




4


7.5

Master’s Degree




49


92.5

_______________________________________________________________________

Professional Certifications


N


Percentage

_______________________________________________________________________

LCSW


   



15


28.3
CSW

 




 9


17
LPCC






 6


11.3
LPCA






 5


9.4
LPAT






 4


7.5
LMFT






 3


5.7
Psychologist




 3


5.7
Psychological Associate



 2


3.8
Marriage and Family Therapy Associate
 2


3.8
ARNP






 1


1.9

MSW, CSW





 1


1.9
MEd, LMFT, LCSW




 1


1.9
CADC, LSW, MSW, CSW



 1


1.9
_______________________________________________________________________
Note. Total N = 53

Procedure 
A needs assessment, Home-Based Therapy Training Questionnaire, was developed based upon information gathered during previous discussions with colleagues who provide in-home family therapy. The information, which led to the development of the questionnaire, is included in the Measures section under: Background to Questionnaire Development. 

The questionnaire was formulated and administered via QuestionPro, an online survey forum.  This survey was approved by the Ethics Committee at Spalding University (see Appendix A) and completion of the online survey constituted informed consent from all participants. Prior to being able to view or complete the questionnaire participants had to agree to their participation in the study. 


Permission to contact and collect information from home-based family therapy providers within the Kentucky IMPACT Plus program was obtained through written consent from the director of IMPACT Plus.  Qualifying IMPACT Plus agencies were selected from the IMPACT Plus master list of providers. 34 agencies from across Kentucky were contacted via phone calls and asked to participate in this data collection. Permission was granted by the clinical directors of 15 of these agencies. Emails were then sent to the clinical supervisors containing a brief description of the study and a link to the online survey, which the supervisors then forwarded to their agency’s BHPs. 


The data was then analyzed to determine the training needs and the overall amount of knowledge and utilization of MI skills among in-home family therapy providers. Based upon the feedback from the questionnaire, a training curriculum was developed for home-based family therapy providers. 

Measure 


Background to questionnaire development.

The needs assessment questionnaire was developed in part out of a discussion held with home-based family therapists during a regularly scheduled and attended group supervision session at investigator’s place of employment, Transformations Hope For Today’s Families, LLC, an IMPACT Plus providing agency within Louisville, Kentucky.  This supervision session occurred prior to the beginning of this study and was not part of the study design. However, based upon discussion during this supervision session, this investigator formulated initial suggested challenges within home-based family therapy and areas for training to specifically assess on questionnaire. 


A total of 10 home-based family therapy providers attended this supervision session, along with this investigator, as part of regularly scheduled weekly supervision.  These therapists all held positions of Behavioral Health Professionals (BHPs) within Transformations and ranged in length of experience as in home-therapy providers from a couple months to 10 years.  Within this group of BHPs, individuals came from various training backgrounds consisting of social work, art therapy, marriage and family therapy, and clinical psychology.   


This supervision session provided a discussion in which BHPs shared their experiences providing home-based services and some of the obstacles they had encountered. Three distinct themes regarding home-based therapy challenges emerged throughout this discussion and statements regarding these challenges were recorded due to researcher’s interest in this topic. The following is a description of the discussion and the themes which emerged throughout it.

The discussion began with BHPs acknowledging some of the difficulties within home-based therapy which they had not previously anticipated. These challenges centered around three main themes: boundaries, therapist self-care, and client engagement, which is consistent with the literature on training needs of home-based therapists.  In addition, BHPs within this discussion indicated that they had not anticipated some of these challenges because they had never received any training regarding home-based services either within their graduate programs or after obtaining their degrees.  One BHP stated, “We are forced to apply what we know about conducting therapy within an office to our in-home clients, but the dynamics are different in-home.  In the office you are observing family dynamics and hoping they’ll let you see what is really going on at home, when you’re doing in-home therapy, you are in the middle of the family dynamics.”      


Boundary issues discussed included the challenge of negotiating the therapeutic alliance and agenda within the context of being in a clients’ home. BHPs discussed how being in clients’ homes can naturally blur the line between therapy and social visits. BHPs shared instances of being invited to stay for dinner, clients taking phone calls during sessions, and neighbors coming over during therapy.  In addition, BHPs discussed a challenge in defining the therapist’s role within home-based services, as families often are struggling to figure out how to respond to and view the therapist within their homes.  An example of this challenge is the mistaken expectation of the therapist to be a babysitter or friend for the child, a view that BHPs agreed occurred often and referred to as, “the just hang out with my kid phase.”  

Issues discussed regarding therapist self-care included therapist safety, differing therapist and parent perspectives on tolerable physical and verbal aggression within session, therapists’ feelings of isolation when meeting clients in-home and away from a team of providers, feelings of incompetence and difficulty finding a voice within family system, and the intensity of stepping into families’ realities and the emotional impact of seeing what clients’ lives are really like.  As was stated, “joining with clients can be even more intense (within in-home therapy) because you are in the middle of their lives, but sometimes that level of being joined can get in the way.”   

In addition, BHPs indicated that one of the benefits of home-based services: allowing therapists’ a more detailed picture of clients’ lives also carries with it an emotional component for therapists to resolve.  BHPs discussed how in addition to having strong emotional reactions towards their clients at times, there also is the potential for therapists to be triggered by ongoing family dynamics, such as parents yelling at children or spouses threatening each other.  As such, the potential for therapist countertransference may be even stronger within home-based services, as the home environment is less formal and therapists may feel a part of the family system more easily than in office settings.

Included in the discussion of therapist self-care, a consensus emerged regarding the need for beginning in-home therapists to be aware of common challenges of in-home therapy.  BHPs stated that being aware of these challenges would help beginning therapists to not attribute boundary or engagement issues to their incompetence as therapists, but rather as real obstacles to providing in-home therapy.  

Finally, the third theme of the discussion, client engagement, included issues of discrepancy between therapist and families’ agendas for therapy, engaging non-interested family members in treatment, and increasing parental participation in therapy and follow through with therapeutic interventions.  BHPs indicated that it is common for therapists to work with parents who are receptive to their children receiving services, but who are not receptive toward change themselves. In addition, several BHPs stated that engaging parents in treatment is particularly difficult within home-based therapy, as the child is often the identified patient and thus many families appear to have an expectation that the child is the only family member who needs to change.    

While these three areas of training for in-home therapists can be described in distinct categories, throughout the discussion there also appeared to be some overlap.  For example, discussion on boundary issues pertinent to in-home therapy, such as difficulty for therapists in defining their roles within the home context and resolving differences between the therapist’s and the family’s expectations for therapy, also included issues of engagement.  Within this discussion some BHPs revealed that they had developed a protocol of discussing treatment expectations and a working understanding of the therapist’s role within the family at the outset of therapy and had subsequently experienced greater family engagement and less role confusion.  

Another example of this overlap between training issues was the relationship between client engagement and therapist self-care.  Within therapist self-care, BHPs discussed the issue of home-based family therapists feeling a diminished sense of control when working in-home, as therapists are often very aware of being on the “client’s turf” and thus negotiating therapy can be more challenging.  As BHPs discussed this challenge and the subsequent difficulty for therapists to feel empowered to challenge family members to change, the issue of client engagement was discussed concerning its impact on the therapist’s sense of having some control.  BHPs agreed that when clients are more engaged in treatment, therapists feel more of a sense of “shared control” and thus more comfortable challenging clients to change. 


Needs assessment questionnaire. 


A needs assessment (self-report questionnaire) was developed to determine the training needs of home-based family therapy providers (see Appendix B). The questionnaire contained 29-items that measure: 1) level of therapist perceived skill in engaging clients in treatment; 2)current methods used for engaging clients in treatment, level of MI training and supervision;3) level of training received in providing home-based therapy; and 4) areas of common challenges in conducting in-home therapy. In addition, information regarding participant educational background, general mental health training, and years of working in mental health field was collected.  Participants spent approximately 15 minutes completing the survey.


The following results section is organized based on home-based family therapists’ answers to 29 questions about how they engage their clients in the treatment process, exposure to and use of MI, and challenges in conducting in-home therapy. Participants were asked to answer questions using a likert rating scale. Many of the questions contained follow-up questions for participants who answered “somewhat agree” or “almost agree.”

CHAPTER III

RESULTS

The following section is organized according to the following sections- treatment engagement methods, MI, and further training needs.  
Treatment Engagement


Home-based family therapists were asked to rate the importance of engagement within therapy by indicating their level of agreement with the statement: “I believe engagement is an important aspect of therapy.” Of the 50 participants who answered this question, the majority (90%) indicated that they ‘strongly agreed.’ Those who answered ‘somewhat agree’ or ‘strongly agree’ were then asked to identify factors which contribute to engagement. These 49 participants were asked to select from a list of already identified factors (including an “other” category) to respond to the question “What contributes to engagement?” The participants could select multiple responses. The therapeutic relationship was cited most frequently as contributing to client engagement. Responses within the “other” category included: 1) Age of client; 2) Client’s sense of being understood/experience of clinician’s empathy; 3) Clinician being authentic, nonjudgmental and willing to go to where the client is. Additionally, clinician being self aware of their own strengths, limitations, and prejudices; 4) Education and understanding; 5) Therapist’s ability to frame change as in client’s self-interest and to help client feel ownership of the process- that’s tricky when dealing with both parents and children. Frame therapy goals as a win-win for both vs. adversarial.


Interestingly, many of the suggestions included in the ‘other’ category are important components of MI.  These results are displayed in table 3.  
Table 3
What contributes to engagement? 

_______________________________________________________________________

Factor








Responses

_______________________________________________________________________

Trust within therapeutic relationship




47

Client’s desire for situation or self to be different


42

Collaborative therapeutic alliance





41

Client’s belief in his/her ability to make changes


40

Client understanding of problem behavior and treatment goals
32




Other
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_______________________________________________________________________

Client Engagement

Participants were asked to rate their level of agreement regarding how easily clients engage in therapy. The majority of the 50 participants who responded to the question (64%) did not agree that clients engage easily in treatment.  In addition, no participants indicated “strongly agree” with this statement, which may reflect that client engagement is a natural hurdle within therapy and therefore is an area which needs intentional focus. 


Parental engagement. 


Related to child treatment, home-based family therapists were asked to rate how easily parents engage in treatment. Consistent with the previous question, the majority of the 50 participants (74%) did not agree with the statement: “I believe most parent’s engage easily in their child’s treatment.” In addition, more therapists disagreed with this statement when compared to the previous question concerning client engagement, which may indicate that parent engagement is experienced by clinicians as more challenging than general client engagement.

Current client engagement. 

Concerning in-home family therapists’ own caseloads, participants were asked to rate the level of their current clients’ engagement in treatment. The majority (82%) of the 51 participants who responded to this question agreed that their clients were actively engaged in treatment and working on treatment goals. It is important to note that this question was aimed at assessing general client engagement and included children and adolescents as the identified clients. 

Participants were asked to rate the level of parent motivation to engage in treatment among their in-home clients. Consistent with earlier feedback from in-home therapists, fewer participants (50%) endorsed that parents were motivated to engage in their child’s treatment than the number of participants (82%) who endorsed that clients were engaged in treatment as was assessed in previous question.   Thus it appears as though children and youth may engage in treatment more easily than parents within in-home therapy and suggests that engaging the parents within the child’s treatment remains an additional challenge within therapy.

Still concerning parent engagement within current in-home therapy cases, participants were asked to rate the level of active involvement that parents demonstrated in child’s treatment. The majority (56%) of the 50 participants who responded to the question did not agree that most of the parents of their in-home clients accept therapeutic suggestions and/or take active steps toward their own change.  
Therapist Competence in Treatment Engagement Skills

In-home family therapists were asked to rate their own competence in engaging clients. Of the 51 participants who responded to this question, the majority (92%) agreed that they felt competent in engaging their clients.  Of the 46 participants who agreed that they felt competent engaging their clients, the majority (61%) “strongly agreed.”  However, when the same question was asked in regards to competence in engaging the parents of in-home clients, fewer of the 51 in-home therapists agreed that they felt competent engaging the parents of their in-home therapy clients. In addition, of those who agreed, fewer “strongly agreed” than had in previous question. 


Treatment Engagement Training

Participants were asked about the level of training they had received in graduate school on methods, other than MI, for engaging clients. Of the 53 participants who answered this question, the majority (88%) agreed that they had received training on methods for engaging clients within their graduate programs. Those who answered “somewhat agree” or “strongly agree” were asked to identify which methods of engagement had been included in their graduate training. These 44 participants were asked to select from a list of already identified methods of engagement (including an “other” category) to respond to this question and could select multiple responses. “Rapport building” was endorsed most frequently as a method of engagement, while “taking a non-confrontational stance toward change” received the fewest endorsements. Interestingly, a “non-confrontational stance” is an integral component of MI and based on these results may not receive as much attention in other methods of engagement. Responses within the “other” category included: 1) How to use Evocative Empathy and Empathic Listening; 2) Motivational Interviewing, other rapport building techniques to decrease non-compliance by clients; 3) Narrative Therapy; 4) Using client language and frame of reference. These results are displayed in table 4.

Table 4
Engagement Methods Included in Graduate Training 

_______________________________________________________________________

Method








Responses

_______________________________________________________________________

Building rapport








43

Establishing a collaborative relationship




35

Encouraging clients to define their own goals



38

Taking a non-confrontational stance toward change


28

Working within the client’s frame





35


Working with the client with the goals the client identified
36





Other
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_______________________________________________________________________


Treatment engagement training upon completion of graduate degree.

Participants were asked about trainings they had attended outside of their graduate programs in methods of engaging clients other than MI. The majority (76%) of the 51 participants who answered this question indicated that they had attended trainings on methods of engaging clients in treatment. 

Participants who responded “somewhat agree” or “strongly agree” were asked to identify where they had received these trainings. The 39 participants were asked to select from a list of already identified training opportunities (including an “other” category). The participants could select multiple responses. “Attendance at 1-day workshop” received the most endorsements (27), while “Attendance at 2 or more day training” received 21 endorsements. “Other” responses included: 1) JSOCC Certification; 2) On-site training by consultants during internship; 3) Supervision.
Motivation Interviewing
Stages of Change


In-home family therapists were then asked to rate their familiarity with Prochaska and DiClemente’s transtheoretical model: the stages of change. This model is often associated and taught along with MI as it can provide clinicians an understanding of client ambivalence that allows clinicians to more effectively employ MI’s non-confrontational stance toward change. Of the 50 participants who responded to this question, endorsement was almost evenly split among the majority (24 participants) who agreed that they were familiar with the transtheoretical model and the 20 participants who disagreed.

MI


The next set of questions focused specifically on Motivational Interviewing, which was defined within the questionnaire as a “distinct counseling style used to elicit client engagement.” In-home family therapists were asked to rate their familiarity with Motivational Interviewing. Of the 50 participants who answered this question, the majority (74%) agreed that they were familiar with MI. 

Participants were asked to rate the level of training they had received on MI within their graduate programs. Of the 49 participants who answered this question, the majority (59%) indicated that they had not received MI training. Contrasting these results with the findings that 88% of participants reported receiving training within their graduate programs on methods, other than MI, for engaging clients in treatment, it appears as though fewer graduate programs include MI in training. Therefore due to MI’s efficacy in promoting treatment engagement and retention (Lundahl et al., 2010) and the reported lack of graduate program training on MI,  in-home therapists may benefit from  receiving MI training, specifically in regards to engaging parents within treatment. 
Participants who responded “somewhat agree” or “strongly agree” were asked to identify what level of training they had received on MI in graduate school. These 20 participants were asked to select from a list of already identified levels of graduate program trainings (including an “other” category). Participants could select multiple responses. 
“Attendance at 2 or more day trainings” was endorsed 6 times, “Attended a 1-day workshop” was endorsed 5 times and “Took a semester long course on MI” was endorsed 4 times. Responses within the ‘other’ category included: 1) Discussed it in class; 2) I took a semester-long course that included a substantial unit on MI; 3) Internship; 4) Portion of a semester class; 5) Read the book called Motivational Interviewing by the founder; and 6) Seminar.

In-home family therapists were asked about books they had read on MI. Of the 49 participants who answered this question, the majority (65%) reported that they had not read books on MI.  The 17 participants who reported that they had read books on MI were asked to identify which books they had read from a list of already identified MI books (including an “other” category). They could select multiple responses. Participants responses in the “other” category for MI books they had read included: 1) Group Therapy for Substance Abuse, Valesuez, Maurer, Crouch, DiClemente; 2) All three, and 3) Unsure.   Results are presented in table 5. 
Table 5
MI Books Read 
_______________________________________________________________________

Book









Responses

_______________________________________________________________________

Motivational Interviewing: 





10
Preparing People for Change (2nd edition)



 

William R. Miller & Stephen Rollnick 2002










Motivational Interviewing in the




2 
Treatment of Psychological Problems 
 

Edited by Hal Arkowitz, Henny A. Westra, 
William R. Miller, and Stephen Rollnick 2007



Building Motivational Interviewing Skills:


2
A Practitioner Workbook
 







David B. Rosengren 2009







Other
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_______________________________________________________________________


Participants were asked to rate their level of utilization of MI. Of the 48 participants who answered this question, the majority (69%) agreed that they have used MI with clients. 

Participants who responded “somewhat agree” or “strongly agree” were asked to identify which MI techniques they had used with clients. These 33 participants were asked to select from a list of already identified MI techniques (including an “other” category). Participants could select multiple responses. All techniques were given considerable endorsements. “Expressing empathy” was endorsed most frequently, followed by “supporting self-efficacy” and “eliciting change talk.” “Developing a discrepancy” was reported as used least frequently. While one participant indicated using a non-listed MI technique, no specific techniques were reported within the “other” category. The results are displayed in the table 6.

Table 6
Techniques Used By In-home Therapists 

_______________________________________________________________________

MI Technique







Responses

_______________________________________________________________________

Expressing empathy






32

Supporting self-efficacy





29

Rolling with resistance






24

Developing a discrepancy





20

Exploring ambivalence






26


Eliciting change talk






28




Helping clients formulate a change plan



24

Other
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_______________________________________________________________________

Participants who endorsed using MI with clients were asked about their utilization of MI with the parents of their in-home clients. Of the 34 participants who answered this question, the majority (88%) indicated that they had used MI with the parents of their in-home therapy clients. 


Participants who endorsed using MI with clients were next asked about the level of supervision they had received on MI. Of the 33 respondents, the results were almost evenly split between those who agreed to having received supervision (17) on their use of MI and those who did not agree (16). 


Participants who endorsed using MI with clients, were also asked to rate the level of helpfulness of MI in their work. Of the 33 respondents, the majority (91%) reported that using MI was helpful in their work with clients. No participants indicated that they found it unhelpful.
Training Needs


The next set of questions focused more specifically on issues, including training, relevant to the provision of in-home therapy. Participants were asked to answer questions based upon their experiences as in-home therapists. 

Challenges in Conducting In-Home Therapy
Regarding differences between in-home therapy and typical outpatient care, participants were asked to rate the degree to which they believed these differences exist. Of the 47 participants who answered this question, the overwhelming majority (94%) agreed. In addition, 76.6% indicated that they “strongly agreed” that there are issues that are specific to in-home therapy that are different than typical outpatient care. 


Participants who responded “somewhat agree” or “strongly agree” were asked to identify which issues they believed to be specific to in-home therapy. These 44 participants were asked to select from a list of already identified in-home therapy issues (including an “other” category). They could select multiple responses. “Boundaries” and “working with and within the clients' system” were endorsed most frequently, however many issues were given considerable endorsement and several additional issues were added by therapists within the other category. Responses within the “other” category of issues specific to in-home therapy included: 1) cultural differences; 2) finding a place to speak with the client in private; 3) increased distractions; 4) level of trust; 5) maintaining a forward momentum in training; 6) managing distractions; 7) more likely to discover information re: family, like the lack of an adequate number of bedrooms for size of family, giving rise to need to question sleeping arrangements; 8) the sudden presence of a person unknown to therapist who comes into session, creating; 9) travel time, late nights, lack of follow through, missed appointments; and 10) trust between family members; a belief that the client and/or system is capable of change; a sense of hope; a belief in one’s ability to effect change in their own lives. Results are displayed in table 7.
Table 7
Therapists’ Perceptions of Specific Issues to In-home Therapy 

_______________________________________________________________________

Issues








Responses

_______________________________________________________________________

Safety








38
Boundaries








40
Self-care








22
Engaging different members within the family system

34
Negotiating various schedules (yours and your clients')
35


Working with and within the clients' system 


40

(family, neighborhood, school, etc.)







Other
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______________________________________________________________________

Previous Training for In-Home Therapy


Participants were asked to rate the level of graduate program training they had received on providing in-home therapy. Of the 46 participants who answered this question, the majority (67%) indicated that they did not feel well trained by their graduate programs for their work as in-home therapists. 
Similar to the previous question, but with more of a focus on preparation, participants were asked the level to which their graduate programs had prepared them for issues specific to in-home-therapy. Of the 47 who responded to this question, the majority (70%) reported that their graduate programs had not prepared them for dealing with issues specific to in-home therapy. 
Participants who responded “somewhat agree” or “strongly agree” were asked to identify which issues their graduate programs had prepared them to face. These 14 participants were asked to select from a list of already identified issues (including an “other” category). Participants could select multiple responses. “Boundaries” was endorsed most frequently, followed closely by “working with and within the clients' system” and “engaging different members within the family system.” “Negotiating various schedules” was reported least frequently, indicating that this may be a beneficial area of training to include in an in-home therapy curriculum. No specific issues were reported as ‘other.’ The results are presented in table 8. 
Table 8
In-Home Therapy Issues Included in Graduate Programs 
_______________________________________________________________________

Issues








Responses

_______________________________________________________________________

Safety








 7

Boundaries








13

Self-care








10

Engaging different members within the family system

11

Negotiating various schedules (yours and your clients')
 3


Working with and within the clients' system 


12

(family, neighborhood, school, etc.)







Other








 
0

______________________________________________________________________


In-home therapists were asked to rate the level to which they would have preferred more in-home therapy training within their graduate programs. Of the 47 who answered this question, the majority (62%) indicated that they would have liked more in-home therapy training. Participants who responded “somewhat agree” or “strongly agree” were asked to identify which issues would have been helpful to have additional training. These 29 participants were asked to select from a list of already identified issues (including an “other” category). Participants could select multiple responses. The two issues endorsed most frequently for therapists wanting additional training were ‘working with and within the clients' system” and “engaging different members within the family system.”  

Responses within the “other” category of areas specific to in-home therapy which therapists wish they had received more training included: 1) How to minimize distractions by setting clear boundaries of therapeutic space while not offending others in household or coming across as aggressive/invasive and 2) more emphasis on how best to deal with complex system multi-problem families and more emphasis on realistic goal setting for families who are barely surviving. A lot of therapy development seems to be for the worried well who are pretty functional. We need more emphasis and development of therapy for the single mother of five who lives in poverty, has an abusive boyfriend mooching off her welfare because he at least has a car and keeps her aggressive 9 year old son in line. She is overwhelmed by the demands of her children, the CPS worker, keeping the boy friend hidden, and trying to get more food from Community Ministries. She really is overwhelmed when you bring up behavior charts which get lost in the cluttered and chaotic home. Let's create new modalities for this woman and her children. The results are displayed in table 9.

Table 9
Areas of Desired Additional Training 

_______________________________________________________________________

Issues specific to in-home therapy




Responses

_______________________________________________________________________

Safety








10

Boundaries








12

Self-care







 
9

Engaging different members within the family system

20

Negotiating various schedules (yours and your clients')
11


Working with and within the clients' system 


21

(family, neighborhood, school, etc.)










Other
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______________________________________________________________________

Beneficial Future Trainings

Participants were asked to identify areas they would include in a training program for in-home therapists. They could select multiple responses from a list of already identified areas, including an “other” category. Participants endorsed multiple areas for training, however the three most frequently endorsed were: boundaries, engaging different members within the family system, and working with and within the clients’ system. 

Responses within the “other” category of topics in-home therapists would add to an in-home therapy training curriculum included, but are not limited to: 1) Ethical dilemmas; 2) De-escalating families in crisis; 3) Cultural issues; 4) Effectively advocating for clients, 5) Developing and maintaining communication with clients' other treatment providers; 6) Frequently there is no place in the home (or the home is so dirty) that client and I need to leave the home. Given there is no reimbursement for travel and Impact Plus frowns on therapy in a car so this can be challenging. I have found that a very good way to engage boys is to go to a park/recreation center and play sports - this helps in developing rapport and gets the client out of what is frequently a stress filled environment. Sometimes food works the same way but is considered unethical by most; 7) Practitioner not to get caught in power struggle with clients or feel defeated if parent is ambivalent about their own change regarding the child's behavior; 8) Therapist's behavior that affects trust specific to seeing client's in their own home environments; 9) How to empower clients and family members with a belief that they are capable of change, inspiring an imagination for change, fostering hope for change; and 10) Termination strategies- how to know when to give up; when the risks to you outweigh the benefit to the client. Lots of reminders NEVER NEVER NEVER to be more vested in the client's well being than the client is and NEVER NEVER NEVER work harder than the client- or at least some one in the client's system. The results are displayed in table 10. 
Table 10
Areas to Include in a Training Program 

_______________________________________________________________________

Issues specific to in-home therapy




Responses

_______________________________________________________________________

Safety








39

Boundaries








44

Self-care








35

Engaging different members within the family system

43

Negotiating various schedules (yours and your clients')
36


Working with and within the clients' system 


43

(family, neighborhood, school, etc.)










Other
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______________________________________________________________________


Participants were also asked to identify the most helpful trainings they had received for their work as in-home therapists. They could select multiple responses from an already identified list of areas of training, which included an “other” category. “Boundaries” received the most frequent endorsements, followed by “engaging different members within the family system.”  Responses reported within the “other” category of areas of most helpful received trainings included:  1) Cultural training specific for populations working with such as rural community, agricultural communities, specific ethnicity so forth; 2) Experience; 3) MI from the perspective as to not get caught in power struggles with clients. And the use of REBT to help the parent change their cognitions around how they view the child’s behavior; 4) Via internship; and 5) The whole family systems literature and training in general, Salvador Munichin and Jay Haley, Chloe Madannes etc. Realizing that when you work with any child but particularly when you are working on an in-home basis the client really is the entire family system. In my consent for treatment I spell out that the adults who make up the family must change their behavior before the child will be able to change. The client is really the family system. Table 11 displays the results.
Table 11
Most Helpful Previous Training

_______________________________________________________________________

Issues specific to in-home therapy




Responses

_______________________________________________________________________

Safety








20

Boundaries








26

Self-care








13

Engaging different members within the family system

22

Negotiating various schedules (yours and your clients')
 4


Working with and within the clients' system 


20

(family, neighborhood, school, etc.)







Other
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______________________________________________________________________


Participants were asked to identify areas of training that they wish they would have been taught or trained in prior to starting their in-home therapy work. They could select multiple responses from a list of already identified areas of training, which included an “other” category. Again while in-home therapists endorsed multiple issues relevant to training, the two most frequently endorsed were “working with and within the clients’ system” and “engaging different members within the family system,” thus indicating a need for therapists to be trained in strategies for engaging families as well as intervening throughout multiple levels of systems.   Responses reported within the “other” category of areas therapists had wanted more training included: 1) All of the above; 2) Being an effective advocate; 3) Fortunately I worked in the Family Pres field for 6 years and had an amazing training experience...I wish I would have had this type of curriculum when I started as an in home worker; 4) My training regarding in-home therapy was limited basically to my internships. Therefore all of the above were needed in a greater capacity than I received; 5) Confidentiality issues which arise when working in the home or other family systems such as neighborhood and school; and 6) I think I really was prepared for in-home through my family systems training but the emphasis was never on the value of in-home. Everyone seemed to expect we would do office work, even in my internship program which also ran a family preservation program. In-home takes more time due to the travel but reveals so much more with one visit than 10 office-based sessions can. In office based you are presented with the slice the family wants you to hear. When you are in the home for several hours at a stretch the real family patterns emerge. Table 12 displays these results.  

Table 12
Areas of Training Therapists Wanted Prior to Beginning In-home Therapy

_______________________________________________________________________

Issues specific to in-home therapy




Responses

_______________________________________________________________________

Safety








14

Boundaries








16

Self-care








10

Engaging different members within the family system

23

Negotiating various schedules (yours and your clients')
16


Working with and within the clients' system 


26

(family, neighborhood, school, etc.)







Other
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______________________________________________________________________


Participants were asked to rate the level to which engaging parents their child’s treatment is a common challenge within in-home therapy. Of the 50 participants who answered this question, the majority (82%) agreed that engaging parents is a common challenge. In addition, within the participants who agreed the majority “strongly agreed” with this statement. 

Participants were asked to rate the degree to which they personally would like to learn more about engaging clients. Of the 49 participants who responded to this question, the overwhelming majority (90%) indicated that they would like to learn more. 

Participants who responded “somewhat agree” or “strongly agree” were asked to identify which aspects of engagement they would like to learn more. These 44 participants were asked to select from a list of already identified issues (including an “other” category). They could select multiple responses. The two issues endorsed most frequently that therapists wanted additional training in were “Client’s desire for situation or self to be different” and “Client’s belief in his/her ability to make changes.” Responses within the “other” category of aspects of engagement that therapist would like to learn more about included: 1) Parents taking active steps to change, parents receiving treatment for own mental health problem; 2) How to challenge and/or confront while maintaining alliance; 3) Anything related to engaging clients; and 4) Refresher in reframing and "laying it between the lines," and use of metaphors in therapy, i.e. more Ericsonian indirect influence type interventions. The results are displayed in table 13.
Table 13
Aspects Therapists Want to Learn More 
_______________________________________________________________________

Aspects of engagement





Responses

_______________________________________________________________________

Trust within therapeutic relationship




14

Client’s desire for situation or self to be different


23

Collaborative therapeutic alliance





20

Client’s belief in his/her ability to make changes


22

Client understanding of problem behavior and treatment goals
21


Other
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______________________________________________________________________


In-home therapists were asked if they believed learning more about engaging clients would help them in their work with in-home therapy clients. Of the 49 participants who answered this question, the majority (86%) responded that learning more about engaging clients would help them in their in-home therapy work. 

Participants who responded “somewhat agree” or “strongly agree” were then asked to identify how they believed their in-home therapy would improve. These 42 participants were asked to select from a list of already identified issues (including an “other” category). Participants could select multiple responses. The top two benefits that in-home therapists identified both had to do with parental involvement in treatment. “Increasing parents’ awareness of their role and contributing family factors to child’s behavior” was endorsed most frequently, followed closely by “decreasing parents’ resistance toward change.” Thus indicating that there is a need for and benefit of training in-home therapists. Responses within the “other” category of how therapists’ work with clients would improve from additional training on engaging clients included: 1) Increase belief that change is possible and 2) Greater awareness of the functional role the dysfunctional behaviors play in the family. I tend to lose sight of the fact that everyone is usually doing the best they can with what they have. Results are displayed in table 14.

Table 14
Perceived Benefit of Additional Training on Engagement

_______________________________________________________________________

Benefits







Responses

_______________________________________________________________________
Eliciting child’s active involvement in treatment planning

25

Eliciting parent involvement in child’s treatment planning

33

Increase child’s motivation for situation/self to be different
27

Increase parents’ awareness of their role and contributing 

37

family factors to child’s behavior

Decrease child’s resistance toward change




26


Decrease parents’ resistance toward change



36

Other








 

3

______________________________________________________________________

CHAPTER IV

DISCUSSION

Findings from this study indicate that in-home therapists do not receive adequate preparation for the provision of home-based therapy in their graduate programs. In addition, engaging parents in treatment is viewed by in-home therapists as a common challenge within in-home therapy and most therapists want additional training on methods to engage clients in treatment. While the majority of in-home therapists felt well trained by their graduate programs in simple strategies of engaging clients in treatment, fewer therapists had received training in MI. These results support the need for a MI training program for in-home therapy providers. This program is further described below and in Appendix C.   


Findings from this study also provide key areas in which in-home therapists would benefit from training in MI to working with parents of in-home clients. Results also provide several other training areas in which home-based family therapists would benefit from training. The following discussion is organized according to the following sections- treatment engagement, MI, and further training needs.  

Treatment Engagement


The majority (90%) of in-home therapists strongly agreed that engagement is an important aspect of therapy. This is consistent with the literature which indicates that engaged clients are more likely to bond with therapists, endorse treatment goals, participate to a greater degree, and remain in treatment longer (Thompson, et al., 2007). When asked what contributes to engagement, 86% indicated “the client’s desire for self or situation to be different” and 82% indicated “the client’s belief in his/her ability to make changes.” Interestingly, these two engagement factors are both addressed within MI through evoking and strengthening the client’s own motivation for change and increasing self-efficacy (Miller, 1983). 


In addition, “other” category responses of factors contributing to engagement included: 1) client’s sense of being understood and experience of clinician’s empathy; 2)  clinician being willing to go where the client is; and 3) therapist’s ability to frame change in the client’s self-interest and help the client feel ownership of the problem. All of these responses are important components within MI and are described as “expressing empathy,” “rolling with the resistance,” and “eliciting change talk.” Thus, it appears as though while some in-home therapists may not be labeling them as such, they are aware of different key MI components and may benefit from training in MI which presents these components in a unified approach as a method to engage clients in treatment.  


Regarding general client engagement in treatment, the majority of in-home therapists indicated that clients do not engage easily in treatment. Furthermore, an even greater majority of in-home therapists indicated that parents do not engage easily in their child’s treatment. This finding appears to indicate that parents are more difficult to engage in their child’s treatment than children, adolescents, or adults within individual services.

Motivational Interviewing


While the majority of in-home therapists indicated they were familiar with the counseling style MI, the majority had not received training or read books on MI. However, despite this lack in training, 69% of participants reported that they had used MI with clients and 88% of these participants endorsed using MI with the parents of their in-home therapy clients. This finding supports the need to train in-home therapists in MI as research has demonstrated that even clinicians who have received training need more than a one-time workshop to improve skillfulness enough to make any clinical difference to their clients (Miller & Mount, 2001). Furthermore, almost half of the participants who endorsed using MI with clients indicated that they had not received supervision on their utilization of MI. Thus, supervision of in-home therapists’ use of MI appears to be a necessary component to include within a training curriculum.   

Training Needs


The majority (77%) of in-home therapists indicated that there are specific challenges to conducting in-home therapy that differ from typical outpatient care. Ninety one percent of participants cited “boundaries” and “working with and within a client’s system” as specific challenges, 86% cited “safety,” and 77% cited “engaging different members of the family system” all of which would be beneficial to include in an in-home therapy training curriculum. These results are consistent with Christensen’s (1995) findings which indicated that boundaries and safety are two main areas of concern experienced by in-home therapists. 


The majority of in-home therapists also reported that engaging the parents in their child’s treatment is a common challenge within in-home therapy. However, despite the need for training in these areas, the majority of in-home therapists did not receive training in the provision of in-home therapy or in MI as a method to engage clients within their graduate programs. This is consistent with the literature which identifies the lack in an unified training as a major weakness of in-home therapy (Cortes, 2004; Christensen, 1995). 

In-home therapists identified many training areas to include in a training curriculum. The most frequently endorsed areas were: 1) boundaries; 2) engaging different members within the family system and 3) working with and within a client’s system. Interestingly, “engaging different members within the family system” was endorsed as beneficial area of training and as an area that in-home therapists wished they had received training in prior to beginning their work as in-home therapists. Thus this finding suggests that learning how to engage different members within the family system, of which parents are the primary decision makers, is a key training need for in-home therapists. 


Furthermore, 90% of in-home therapists indicated they would like to learn more about engaging clients and 86% indicated that this would help them specifically in their work with in-home therapy cases. When asked how additional training in engaging clients would help them in their work with in-home clients, therapists most frequently endorsed: 1) increasing parents’ awareness of their role and contributing family factors to child’s behavior; and 2) decreasing parents’ resistance toward change. Both of these perceived benefits of additional training are key components of MI. Thus, results suggest that training in-home therapists in the utilization of MI as a framework for engaging parents in treatment would be a beneficial starting place for in an in-home therapy training curriculum.

Program Description


The proposed professional development program is based upon training needs identified in the literature for home-based family therapists, results from this study and current research regarding efficacious methods for training clinicians in the use of MI. 
Purpose


The program is designed to be implemented with beginning and experienced home-based family therapists to address the need for a standardized training. The program can also serve as an initial orientation training for new home-based family therapists in order to prepare them to deliver in-home services. 

Goals


The goals of the program are a) to provide a unifying training curriculum for in-home family therapists, b) provide training to in-home family therapists in the utilization of MI as a framework for engaging the parents of in-home clients in treatment, and c) address and normalize common challenges within in-home therapy in order to increase therapist support and strategies for coping with these challenges. 
Program Philosophy
Consistent with Miller and Mount’s (2001) conclusion that the single-workshop approach to training in the use of MI is not successful in producing enduring behavior changes among clinicians, this program incorporates two phases.  Phase one is an initial didactic and experiential training conducted over a two to three day period, each section lasting 3-4 hours, depending in part upon the size of the training group. Phase two includes weekly 90-minute supervision and consultation on therapists’ use of MI in order to promote development and maintenance of MI skills. 
 Program components 
Phase one is comprised of three training sections: 1) common challenges of in-home therapy; 2) MI as a method for increasing client engagement; and 3) applying MI to parents of in-home therapy clients. While many training needs are addressed, the main emphasis of the program is training therapists in MI in order to increase parental engagement in treatment. Therefore two training sections are dedicated to training in-home therapists in the use of MI.  
Training section 1.
Based upon feedback received from the discussion group and results from this study, the program begins with a training section on common challenges within in-home therapy. This section addresses training needs identified in the literature: managing distractions, therapeutic boundaries, and safety (Zarski & Zygmond, 1989; Christensen, 1995) and areas of training endorsed by current in-home therapists: safety, boundaries, self-care, engaging different members within the family system, negotiating various schedules, and working with and within the clients’ system (family, neighborhood, school, etc.) These training areas are subsumed under three main discussions: therapeutic boundaries, therapist self-care, and parental engagement. 

The purpose of the first training section is to identify and discuss common challenges within in-home therapy in order to prepare and equip therapists to handle challenge as they arise. The discussion should also be aimed at normalizing the experience of therapists encountering these challenges in therapy in order to help decrease therapists’ tendencies to make negative self-attributions. Normalizing and sharing with colleagues in this manner is built into the program in order to combat the sense of isolation which can develop within home-based therapy and was identified as a common issue within the discussion group.

Training methods for this component include didactic instruction as well as discussion and application of the material.  Trainees are asked to provide examples from their in-home therapy experiences in order to begin to apply and expand on the literature.  In addition, vignettes of challenging case examples of in-home therapy are presented and trainees are asked to determine how they would proceed (Vignettes are provided in Appendix D).  

Training section 2. 
Within this training section, MI is introduced as a method for engaging clients in treatment. This program includes the use of Miller and Rollnick’s Professional Training Series (1998) DVD set, which is intended to be used as a resource in professional training, in order to provide trainees with introduction to MI. This section focuses on teaching MI basic principles, style of MI, and description and demonstration of MI methods.

The entire training series is 6 hours in length, but is abbreviated for the purposes of this training. Two sections of the DVD training series are not included in this program: Motivational Interviewing in Medical Settings and Feedback and Information Exchange, as they do not fit the needs of this training. In addition, while the video provides clinical demonstrations of the skills of motivational interviewing, showing 10 different therapists working with 12 clients, only 4-6 of these clinical demonstrations will be shown, as participants will get a chance to practice and discuss MI strategies in Training Section 3: MI with parents of in-home clients.  

 Training section 3.
Results from this study indicated that in-home family therapists want additional training in strategies to engage parents in treatment. This training section provides an overview of MI principles and techniques in their application to working with the parents of in-home therapy clients. 

The section begins with a discussion on engaging parents in treatment and trainees are encouraged to talk through reasons why it is important to engage parents in treatment and why parents may struggle or “be resistant to” engaging in their child’s treatment. The purpose of this discussion is twofold; one it sets the stage as trainees think through the impact of parental engagement in treatment and their own responses to this impact and two trainees are encouraged right away to begin developing increased empathy for the parents of their in-home therapy clients, as expressing empathy is a foundational component of MI.  

MI principles and techniques are applied to parents within in-home therapy. Definitions and examples are given in relation to how these are applied in in-home therapy. Trainees are asked to discuss their own examples of how to apply these techniques to working with parents in order to promote greater mastery of this new material. Trainees are also partnered up and given vignettes of hypothetical therapy moments in order for them to build MI skills through role playing. (Vignettes are provided in Appendix E) This third training section closes with a discussion of the role plays and trainees are asked to share their experiences of both using MI and experiencing their partner responding to them with MI. Trainees are then encouraged to begin utilizing and videotaping their use of MI with the parents of their in-home therapy clients in order to begin phase two of the program. 


Ongoing supervision.

Phase two includes ongoing weekly supervision and peer consultation with a focus on strengthening therapists’ MI skills.  This phase utilizes a group supervision format in order for in-home therapists to receive direct supervision from a clinical supervisor trained in MI as well as peer consultation from colleagues.  Therapists are asked to bring in tapes of their sessions in order to receive direct feedback with the goal of increasing their attention to and practice of MI congruent counseling behaviors. In addition to receiving feedback from the supervisor and colleagues, group supervision format also allows for in-home therapists to provide feedback to their colleagues on their use of MI.  

The beginning hour of supervision is reserved for MI feedback and coaching. Twenty minutes will be devoted to each participating therapist’s video-clip and feedback. Depending upon the size of the supervision group, therapists’ videotapes will be reviewed every four to six weeks. Groups that size does not permit this level of attention to each therapist are not recommended.  The 30 minutes at the end of supervision will be used to address other in-home therapy challenges and/or agency needs. Phase two is implemented over the course of at least 4 to 6 months, but may continue longer as supervisors and trainees deem beneficial.  
Together phases one and two provide a combination of a skill-based training (2 or more days) and abilities training (ongoing training) which were outlined within the Motivational Interviewing Assessment: Supervisory Tools for Enhancing Proficiency (MIA: STEP) as the two most comprehensive forms of MI training (Martino, et al., 2006). This program utilizes these two forms of training in order to decrease therapist drift from the training material presented in phase one.   
Program Implementation


The current program was developed based upon findings within the literature and feedback from KY IMPACT Plus Behavioral Health Professionals (BHPs). It was designed for the training of in-home therapy providers within IMPACT Plus agencies across Kentucky, but is applicable for any in-home therapy program that provides therapy to families of children with SED.  Effective implementation of the program requires that prior to beginning the program; the agency selects a facilitator from their staff, who has sufficient knowledge of in-home therapy, to receive training in MI in order to implement phase one of the program, which addresses in-home therapy, MI, and application of MI to working with parents of children with SED. In addition, the agency clinical supervisor needs to receive MI and supervision of MI trainings in order to effectively provide ongoing supervision within phase two of the program. Once the facilitator and clinical supervisor have received the necessary MI training, the agency is able to implement both phases of the program. 
Cost of Program  

The program is designed to be low cost for agencies to implement. The primary cost is training the agency facilitator and clinical supervisor in MI. This includes the cost of MI workshops and travel costs accrued while attending trainings. Additional costs for this program are payment for the facilitator to implement the program and purchase of the MI Training Series DVD set (Miller and Rollnick, 1998). 

MI training for the facilitator and supervisor includes a 2-day Introduction to MI workshop, which ranges from $300 to $400 dollars. The clinical supervisor will also attend a MI Supervisor Training, which ranges from $275to $300 dollars. Approved trainings will be from MINT-certified trainers (Motivational Interviewing Network of Trainers) in order to ensure the highest level of adherence to MI. 

Travel costs include air fare, hotel accommodations, and meal reimbursements. These costs may vary due to location of trainings. MI trainings are offered throughout the United States by MINT trainers many times throughout the year. If possible, it is recommended that the facilitator and supervisor attend trainings close to Kentucky in order to reduce costs of program.   


In addition, the facilitator will be paid for implementing phase one of the programs. This fee is based upon time spent in preparation for facilitating the training as well as the direct training provided. The agency will also purchase Miller and Rollnick’s (1998) MI Training Series to utilize during Phase One, Training Section 2: MI as a Method for Increasing Client Engagement. This 2 disk DVD set costs $100.

Program budget.  

The following is a detailed budget for the program. It contains all costs associated with implementing both phases of the program. The total budget is $5243. A detailed description of costs is presented in tables 15-18.
Table 15
Cost of Trainings for Trainers _______________________________________________________________________

Workshop







Cost
Total Cost

_______________________________________________________________________

Facilitator: Introductory MI Workshop (2-3 days) 
$399

$399

Supervisor: Introductory MI Workshop (2-3 days)

$399



           
MI Supervisor Training (2-3 days)

$275

$674











    $1, 073

_______________________________________________________________________

Table 16
Supervisor Travel Expenses _______________________________________________________________________

Travel Expenses


Cost


Amount
Total Cost

_______________________________________________________________________

Flight



$350


x 2 flights
$700

Hotel




$125/night

x 4 nights
$500

Food




$30/day

x 6 days
$180











$1,380

______________________________________________________________________

Table 17
Facilitator Travel Expenses _______________________________________________________________________

Travel Expenses


Cost


Amount
Total Cost

_______________________________________________________________________

Flight



$350


x 1 flights
$350
Hotel




$125/night

x 2 nights
$250
Food




$30/day

x 3 days
$90










$690
______________________________________________________________________

Table 18
Additional Expenses

_______________________________________________________________________

Item






Cost


Total Cost

_______________________________________________________________________

Miller and Rollnick

MI Training Series (2 disks) DVD

$100


$100

Facilitator payment



$500 day (4 days)
$2000











2,100

_______________________________________________________________________


Funding.

The Gheens Foundation was identified as a possible grant to fund the implementation of this program. The Gheens Foundation is one of the largest private foundations in Kentucky and provides grants to many Louisville mental health programs and social/health services. While it only extends grants to 501(c) 3 organizations that are not private foundations, it funded several IMPACT Plus providing agencies in 2010, such as Brooklawn Child and Family Services, Home of the Innocents and Sunrise Children's Services. In addition, the Foundation contributes thirty percent of its annual gifts toward new initiatives consistent with the long term objectives of the Foundation. There are no deadlines for applications.

The Gheens Foundation grant application requires general information about the non-profit agency seeking funding, a description of the specific activity or program that the grant would fund, and a financial summary concerning agency budget and budget for the program. The application can be downloaded from the Gheens Foundation website (http://www.gheensfoundation.org/files/pdf/gheens_application.pdf). A copy of the grant application is included in Appendix F. A completed description of the program to be included in the grant application is provided in Appendix G.   

Program Evaluation

The underlying premises of the current program is that there is a lack of standardized training for in-home therapy providers and there is a need for therapists to be trained in methods for engaging parents in treatment. Addressing these needs should lead to greater treatment effectiveness. Providing a standardized training for in-home therapists should lead to a decrease in therapist burnout and an increase in therapist support and ability to navigate challenges in conducting in-home therapy. In addition, training therapists in the use of MI as a method to engage parents should lead to greater treatment adherence among parents and a decrease in internalizing and externalizing behaviors in children with SED.  In addition, as treatment adherence and effectiveness increases, duration of treatment should decrease. 

To evaluate these program objectives, four areas can be assessed: therapist turn-over rate, externalizing and internalizing behaviors among children receiving in-home therapy services, average length of treatment, and therapist adherence to MI congruent behavior within sessions. 

To assess therapist turn-over rate and average length of treatment, agencies can compare pre-training and post-training averages of time therapists are employment with agency and length of time families are actively receiving services. To assess symptom reduction among children with SED, agencies can compare scores on the Child Behavior Checklist (CBCL; Achenbach & Edelbrock, 1983) filled out by parents and youths prior to treatment and following treatment.  To assess therapist’s adherence and competence in using MI, agencies can use the Motivational Interview Rating guide: A Manual for Rating Clinician Adherence and Competence, which is included in the MIA: STEP (Martino, et al., 2006).  

Conclusion

Research has demonstrated that home-based family therapy is an effective method for reducing rates of psychiatric hospitalization and improving functioning of SED children and their families (Hennggeler, et al., 1999; Schoenwald, Ward, & Henggeler, 2000).  However, there is wide discrepancy in the qualifications of home-based therapy providers (Dembo, Dudell, Livingston, & Schmeidler, 2001) and few academic institutions provide training addressing home-based therapy (Adams & Maynard, 2000). This program was developed to address this need for standardized training and therefore improve the functioning of children with SED and their families.   


Research indicates that an increase in parental involvement in mental health treatment is predictive of higher levels of child functioning (Noser & Bickman, 2000).  In addition, results from this present study indicate that in-home therapists find engaging parents in treatment to be a common challenge within in-home therapy. Therefore, the main training sections of this program were developed to train in-home therapists in the use of MI in order to increase effectiveness in engaging the parents of their in-home therapy clients. 
Limitations and Areas for Future Research

Several limitations must be considered when reviewing these findings. The small sample size of 53 participants limits the generalizability of the results. In addition, in-home therapists who participated in this study were all KY IMPACT Plus Behavioral Health Professionals and therefore the current sample was not representative of in-home therapists across the United States. Furthermore, while a wide range of therapists of different professional certifications completed this study, this sample was not substantially representative of each professional certification, which precludes the possibility of investigating any associations between previous training and professional certification. Thus future research should involved replications of this study with larger and more representative samples in order to increase confidence in current findings.

Another limitation for this study is that participants were informed prior to completing the questionnaire that the assessment would be used to guide the development of a training program. It is possible that in-home therapists who wanted a training curriculum and perceived the need for more training in this area were more motivated to participate in the study, whereas individuals with less perceived need or desire for additional training may have chosen not to complete the questionnaire. Furthermore, in future investigations, it may be useful to include other measures for determining training needs in addition to therapist self-report.   
  
An additional limitation of the current study is the use of a questionnaire created specifically for this needs assessment. Although the measure sought to assess qualitative data, if this instrument is used in future investigation it would be important to evaluate the psychometric properties to determine levels of reliability and validity.


In addition, currently only one study has investigated the use of MI with parents as a method to engage them in their child’s treatment (Sterrett et al., 2010). While the results of this study were promising, more studies are needed to support the findings. Furthermore, no studies currently have investigated the use of MI in increasing parental engagement within in-home therapy and in the treatment of children with SED. Therefore, future research on these applications of MI is warranted.  

Once this program has been implemented, new areas of research arise.  One such area is investigating the impact of this training program on therapist effectiveness. While there is variability among agencies and their requirements for new in-home therapists, one potential application for this program is to include it as an initial training orientation for beginning in-home therapists. As such, special consideration should be paid to engaging agency supervisors in order to elicit greater agency investment and the inclusion of this program within orientations.

With this program serving as an orientation for beginning therapists, future research could investigate the impact of this program on outcomes when controlling for therapist skill level. Research could be conducted assessing differences in effectiveness between seasoned therapists without training program compared to beginning therapists who have participated in this program.

Another area for future research is the impact of this program on parental readiness for change as reported by the parents. In order to collect this data, parents within both groups, those whose therapist participated in the training program and those whose therapist did not participate, could be administered the University of Rhode Island Change Assessment Scale: URICA at pre and post treatment to assess their movement along the stages of change. Findings from this research could further support the inclusion of MI as a method to engage parents within in-home therapy.


Furthermore, another measure of program effectiveness is to compare the after treatment placements of youth who received in-home-therapy from therapists who participated in this program and therapists who did not participate. This data would reveal program effectiveness in terms of its impact of preventing out of home placement for children with SED. 


Finally future research should also involve the application of this program with therapists serving children and families of diverse cultural and socio-economic backgrounds, as well as different presenting issues within SED, in order to assess the effectiveness of this program with different populations.
Areas for Future Training

Given the overall purpose of the training program, training in-home therapists in the utilization of MI, many of the training goals identified within this study are given limited discussion within the program. Specifically, participants identified “negotiating various schedules” and “working with and within clients’ systems (school, neighborhoods, families) as two areas in which they want more training, however, these areas are only briefly mentioned under the section: common challenges of in-home therapy. Therefore, future trainings sections could include these areas and cover them in more detail than the purpose and scope of this program allowed. 
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Appendix B:  Home-Based Therapy Training Questionnaire 

Research Disclosure and Consent to Participate in Research


My name is Lily Cooksey and I am a 6th year doctoral student in clinical psychology at Spalding University under the supervision of Dr. Ida Dickie. I am requesting your participation in a survey for my dissertation.  The survey is designed to investigate levels of training and use of Motivational Interviewing (a method used to engage clients) and other home-based therapist training needs. The general goal of my dissertation is to develop a training curriculum, with a specific focus on how to engage clients, based upon responses from this questionnaire.  I ask that you only complete the questionnaire if you are a Behavioral Health Professional (BHP) with an Impact PLUS providing agency.  There are no direct benefits to your participation; however my results may have indirect benefits by aiding in the development of training programs for in-home therapists.  

The entire survey will take approximately 15-20 minutes to complete. Your participation will involve completing a questionnaire in which you will be asked to rate the extent to which you agree with each statement.  You will be asked questions related to the training you have had on techniques to engage clients, Motivational Interviewing, and specific challenges to home-based therapy. In addition, the survey includes demographic questions.  Anticipated risks associated with participation in this study include experienced boredom or disinterest during completion of the questionnaire.
The results from your participation will be anonymous. Your name will not, and can not be associated with your data. No identifying information is asked for and therefore can not be linked to your data. In addition, all data will be presented in grouped form, and the results from any one individual will never be presented.   
Your participation is strictly voluntary and you may withdraw or terminate your participation at any time for any reason with no penalty.  
I will assume your completion of this online questionnaire is an indication of your willingness to participate in this research, that you are sufficiently informed of what is expected of you, that you are aware of the level of risk and you know how to contact me if you should have any questions. Please keep this form for future reference if needed.
Investigator Contact Information:

Name: Lily Cooksey, M.A.

Phone Number: (502) 777-9158

Email: lily_cooksey@hotmail.com   

Home-Based Therapy Training Questionnaire

Demographics

Provider Title:


  
Years working in mental health field:




Gender:


  
Years working in home-based therapy:

Race: 



   
Highest Degree completed:

Age:                                            

Number of clients carried in your caseload:

Diagnoses of clients in caseload: 


Age range of clients:

Please complete the following questions with the answer that is the most true.  For the purposes of this questionnaire, engagement refers to clients taking an active role in the therapeutic process and demonstrating an investment in their own treatment.  Questions on Motivational Interviewing (MI) refer to a distinct counseling style used to elicit client engagement.  Thank you for taking the time to complete this measure!  

For the following questions please answer:


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

1) I received training on methods of engaging clients (other than MI) within my graduate program courses. 


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

If you answered 4 or 5, what methods? (Circle all that apply)

a) Building rapport 

b)   Establishing a collaborative relationship 
c)   Encouraging clients to define their own goals 
d)   Other _______________________________
2) I received training on methods of engaging clients (other than MI) outside of my graduate program (for instance a 1-day workshop or 2 or more day training).


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

If you answered 4 or 5, where? (Circle all that apply)

a) 1-day workshop 

b) 2 or more day training 

c) Other ______________

3) I believe most clients engage easily in treatment.


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 
4) I believe most parents engage easily in their child’s treatment.  


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

5) I feel competent in engaging my in-home clients.



1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

6) Most of my in-home clients are engaged in treatment and working on their goals.


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

7) I feel competent in engaging the parents of my in-home clients.




1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

8) Most of the parents of my in-home clients are motivated to engage in their child’s treatment.  


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

9) Most of the parents of my in-home clients accept therapeutic suggestions and/or take active steps toward their own change.


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

10) I believe engagement is an important aspect of therapy. 


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

If you answered 1, 2, or 3 go to question # 13

If you answered 4 or 5, what contributes to engagement? (Circle all that apply)

a) Trust within therapeutic relationship 

b) Collaborative therapeutic alliance 

c) Client understanding of problem behavior and treatment goals 

d) Client’s desire for situation or self to be different 

e) Client’s belief in his/her ability to make changes

f) Other _____________________________________________


11) I would like to learn more about how to engage clients.





1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

If you answered 4 or 5, what aspect? (Circle all that apply)

a) Trust within therapeutic relationship 

b) Collaborative therapeutic alliance 

c) Client understanding of problem behavior and treatment goals 

d) Client’s desire for situation or self to be different 

e) Client’s belief in his/her ability to make changes 

f) Other _____________________________________________

12) I believe learning more about engaging clients would help me in my work with in-home clients.











1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

If you answered 4 or 5, how? (Circle all that apply)

a) Eliciting child’s active involvement in treatment planning 

b) Eliciting parent involvement in child’s treatment planning 

c) Increase child’s motivation for situation/self to be different 

d) Increase parents’ awareness of their role and contributing family factors to child’s behavior

e)  Decrease child’s resistance toward change 

f)  Decrease parents’ resistance toward change 

g)  Other _____________________________________________________________

13) A common challenge within in-home therapy is engaging the parents in child’s treatment.


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

14) I am familiar with the transtheoretical model stages of change. 




1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

15) I am familiar with the counseling style Motivational Interviewing. 


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

16) I had some training on MI in my graduate program.




1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

If you answered 4 or 5, what? (Circle all that apply)

a) Took a semester-long course on MI 

b) Attended a 1-day workshop 

c) Attended a 2 or more day training 

d) Other ______________________

17) I have read books on MI.



1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

If you answered 4 or 5, which books? 

a) Motivational Interviewing: Preparing People for Change (2nd edition), William R. Miller & Stephen Rollnick 2002 

b) Motivational Interviewing in the Treatment of Psychological Problems, Edited by Hal Arkowitz, Henny A. Westra, William R. Miller, and Stephen Rollnick 2007 
c) Building Motivational Interviewing Skills A Practitioner Workbook, David B. Rosengren 2009 
d) Other__________________________________________________________________ 






18) I have used MI with clients.



1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

If you answered 1, 2, or 3 go to # 22.

If you answered 4 or 5, which techniques? (Circle all that apply)

a) Expressing empathy 

b) Supporting self-efficacy 

c) Rolling with resistance 

d) Developing a discrepancy 

e) Other _______________________________________

19) I have used MI with the parents of my in-home clients. 




1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

20) I have received supervision on my use of MI with clients.



1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

21) I believe MI is helpful in my work with clients.


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

22) If I had training (or more training) on MI, I would use it in my work with my in-home clients.



1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

If you answered 4 or 5, how? (Circle all that apply)

a) Eliciting child’s active involvement in treatment planning 

b) Eliciting parent involvement in child’s treatment planning 

c) Increase child’s awareness of discrepancy between current behavior and stated goals 

d) Increase parents’ awareness of their role and contributing family factors to child’s behavior 

e) Decrease child’s ambivalence toward making changes 

f) Decrease parents’ ambivalence toward making changes 

g) Other ________________________________________

For the next set of questions, please answer based upon your experience as an in-home therapist.

23) There are issues that are specific to in-home therapy that are different than typical outpatient care. 


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

If you answered 4 or 5, what specifically? (Circle all that apply)

a) Safety 

b) Boundaries 

c) Self-care 

d) Engaging different members within the family system 

e) Other_______________________________________ 


24) I felt well trained by my graduate program for my work as an in-home therapist.


1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

25) My graduate program prepared me for issues specific to in-home therapy.



1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

If you answered 4 or 5, which issues? 

a) Safety 

b) Boundaries 

c) Self-care 

d) Engaging different members within the family system 

e) Other ______________________________________

26) I felt well trained by my graduate program, but would have liked more training relevant to in-home therapy.



1


2

3

4

     5

Strongly Disagree   Somewhat Disagree   Neutral   Somewhat Agree  Strongly Agree 

If you answered 4 or 5, what specifically? 

a) Safety 

b) Boundaries 

c) Self-care 

d) Engaging different members within the family system 

e) Other ______________________________________

27) If I were to design a training program for in-home therapists I would include the following topics:

a) Safety 

b) Boundaries 

c) Self-care 

d) Engaging different members within the family system 

e) Other ______________________________________

28) The most helpful training I have received for my work as an in-home therapist has been:

a) Safety 

b) Boundaries 

c) Self-care 

d) Engaging different members within the family system 

e) Other _______________________________________

29) Before beginning as an in-home therapist, I wish I had been taught/trained in:

a) Safety 

b) Boundaries 

c) Self-care 

d) Engaging different members within the family system 

e) Other ______________________________________

Appendix C:  Training Manual 
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Introduction

This in-home therapy training curriculum provides facilitators with information, discussion points, key questions, and activities designed to get in-home therapy trainees thinking about and discussing the provided material. Discussion areas include: 

· Challenges to conducting in-home therapy

· Basic principles and steps of Motivation Interviewing (MI) 

· Using MI in working with the parents of in-home therapy clients

This training curriculum also includes the use of Miller and Rollnick’s Professional Training Series (1998) DVD set in order to provide trainees with introduction to MI.

These trainings should be implemented by agency staff or outside facilitators who have worked for at least 1 year within home-based services and attended an Introduction to MI workshop facilitated by a MINT-certified trainer. Phase two of this program should be carried out by an agency clinical supervisor who has attended an Introduction to MI workshop and a MI Supervisor training facilitated by MINT-certified trainers. 

In-Home Therapy Training
Phase One:
Didactic and Experiential Exposure to Material

I. PURPOSE AND INTRODUCTION TO IN-HOME THERAPY TRAINING

Training Objectives:

1. To help participants identify and address common challenges of in-home therapy

2. To train therapists in basics of MI and facilitate therapist practice

3. To help participants apply MI to working with the parents of in-home therapy clients.  

A. Introduction to In-home Therapy Training 
Time: 15 minutes 
Steps: 
1. Using a large board visible to all participants (dry erase board, chalkboard, or large sheet of paper are all acceptable), write “In-home therapy training.” 

2. Facilitate a discussion among participants of their goals for training. Following an MI approach, the point of this discussion is to have participants create and verbalize their own goals for training. 
3. Write participants’ goals on the board as they discuss them. Most goals should be covered within this training, but if they are not covered, write them down later as areas for future trainings within the agency.

4. Recap goals and introduces discussion points.

5. Explain training objectives.

Questions to ask: 

1. What do you wish you had known or been trained in before beginning your work as an in-home therapist? 


 OR  

2. (What do you hope to learn before beginning your work as an in-home therapist?)

3. What is most difficult about providing in-home therapy?

4. What do you hope to learn or cover today?  


5. What would you include in training for in-home therapy?

6. How could training for in-home therapy be most helpful?

Discussion points: 
1. Most graduate programs do not cover in-home therapy within their curriculums.      

2. In-home therapy providers come from a wide variety of training backgrounds: art therapists, marriage and family therapists, social workers, psychologists, and psychological associates etc. 

a) Strength - variety of ideas and interventions from different perspectives

b) Weakness - no consistent training for in-home therapists 

3. There are common challenges to in-home therapy that are different than in-office therapy.  
II. TRAINING SECTION 1: COMMON CHALLENGES

A. Introduction to Common Challenges of In-home therapy
Time: 20 minutes 
Steps: 
1. Draw a line down the board. On one side write “advantages of in-home therapy” and on the other side write “challenges of in-home therapy.” 

2. Facilitate a discussion on the advantages and challenges of conducting in-home therapy. This discussion will include advantages, but will focus more on the challenges. 

Questions to ask:

1. What are some of the main advantages of in-home therapy? For the family? For the therapist?  

2. What are some of the main challenges of doing in-home therapy? For the family? For the therapist? 

3. What challenges do you run into most frequently?
4. What are some of the most difficult situations to navigate?

Discussion points:

1. Benefits of in-home therapy identified in literature: 
a) Removing barriers (e.g. lack of transportation or childcare)

b) Providing access to wider array of family members and key figures within family (girlfriends, boyfriends, neighbors, extended family) 

c) Opportunity to work in-vivo 

d) Can facilitate greater joining with family

e) Opportunity to observe family dynamics more directly
2. While there are a lot of benefits to conducting in-home therapy, there are also common challenges. 
3. These challenges can be more difficult to overcome when therapists are not prepared for them. Awareness of challenges helps therapists think through how they want to handle them in advance.

4.  Knowing common challenges ahead of time also helps prevent therapists from personalizing struggles or attributing these challenges to their own lack of skills. 
B. Description of Common Challenges 

Time: 30 minutes

Steps: 
1. Identify all the common challenges of in-home therapy (identified in literature and needs assessment, Home-Based Therapy Training Questionnaire). See discussion points. 
2. Write on the board the three main categories of common challenges. (Therapeutic Boundaries, Therapist Self-care, and Parental Engagement)
3. Provide examples for each. See examples below.
4. Divide the group into four small groups and assign each group the task of coming up with more examples of common challenges. Examples can be from their own experiences or hypothetical. (Spend 5-10 minutes in groups.)
5. Bring participants back together and have groups share examples. 

6. Write these examples on the board under the corresponding category. 
Discussion points: 

1. The literature and feedback from the from Home-Based Therapy Training Questionnaire identify the following as common challenges to conducting in-home therapy: 
a) Managing distractions

b) Therapeutic boundaries 


c) Negotiating various schedules 

d) Safety

e) Self-care 

f) Engaging different family members 

g) Working with and within the clients’ system (family system, school system, neighborhood)

2. For the purposes of this training these challenges areas are subsumed under three main categories for discussion: 

a) Therapeutic boundaries 

b) Therapist self-care

c) Parental engagement

EXAMPLES

Therapeutic Boundaries:
· Therapy viewed as a social visit (e.g. therapist invited to stay for dinner) 

· Role of therapist less clear (e.g. seen as baby-sitter) 

· Intrusions to therapy (e.g. neighbors coming over) 

· Managing distractions (e.g. phone calls, clients getting up to check laundry)

· Therapy being too informal (e.g. family members remaining in their underwear)

Therapist Self-Care:
· Safety of therapist (e.g. entering an unsafe home) 

· Safety of clients (e.g. high strain put on therapist having to determine safety of clients on own – not working in an agency where help can be immediately sought)

· Therapist isolation (e.g. working in homes independently can lead to a sense of isolation)

· Heightened joining with families can be overwhelming and lead to burn-out (e.g. in-home therapists can experience intensified family dynamics in-home)

· Negotiating various schedules (e.g. driving across town late at night and client no-shows)

Parental Engagement:
· Decreased attendance (e.g. missed appointments, no-shows, cancellations due to ease in which therapy is obtained – leading to less value placed on appointments)

· Frustration with therapy (e.g. parents resent therapist for invading home and space) 

· Lack of engagement within child’s treatment (e.g. expectation of therapist to “fix child”)

C. Methods for Overcoming Common Challenges 

Time: 20 minutes

Steps: 
1. Write on the board “Solutions to common challenges.”

2. Facilitate a discussion among participants of solutions to these challenges. 
3. Write participants’ ideas of solutions on the board.
Questions to ask:

1. What strategies have you found helpful in dealing with these challenges? 

2. What helps decrease these challenges?
3. What supports can you use to help with these challenges?
4. What helps increase client engagement? (This question will help lead into next training section: MI.)

D. Therapist Practice 
Time: 20 minutes
Steps:

1. Read vignettes of case examples aloud and ask participants (as a group) to identify type of therapeutic challenge (therapeutic boundaries, therapist self-care, or parental engagement). Vignettes are provided in Appendix D.
2. Ask participants to discuss how they would navigate particular challenge. 
* This concludes the Introduction to Training and Training Section 1. (Total time: 1 hr 45 minutes) It is recommended at this point the group take a 15-30 minute break.
II. TRAINING SECTION 2: MI AS A METHOD FOR INCREASING CLIENT ENGAGEMENT

A. Why MI?
Time: 10-15 minutes 
Steps: 
1. Provide brief rationale for utilizing MI as unifying framework for increasing parental engagement.
2. Write key rationale elements on board (e.g. “widely researched,” “applies to a variety of clinical issues” “promotes engagement”)
Discussion points:
1. MI has been widely researched. It has demonstrated effectiveness in promoting treatment engagement, retention, and adherence (Hettema, Steele, & Miller, 2005).
2. MI is being used with a wide range of clinical issues and treatment populations (substance abuse, gambling, eating disorders, decreasing risky behaviors, increasing healthy behaviors, parenting practices, and emotional well-being. Early results are promising, but more studies are needed (Lundahl & Burke, 2009.
3. MI can be used as a stand alone treatment, but is often used as a precursor or along with other treatments. Data from meta-analyses suggests that more MI sessions will result in better outcomes (Lundahl & Burke, 2009). 
4. MI shortens duration of treatment. Across three meta-analyses, MI averaged about 100 minutes less face-to-face time with clients compared with treatment as usual (Lundahl & Burke, 2009).
5. Training clinicians in the utilization of MI has been extensively studied. Results show that one time workshops are not enough to create lasting behavior change. Recommended training methods include initial introduction for clinicians followed by coaching and supervision (Miller & Mount, 2001). 
6. The following MI training was developed by Miller and Rollnick as a Professional Training Series (1998) and is intended to be used as a resource in professional training.
B. Motivational Interviewing DVD Training
Time: 3-4 hours 

For the purposes of this training two sections of the DVD training series are not included: Motivational Interviewing in Medical Settings and Feedback and Information Exchange 

Sections included in training:

1. Introduction to Motivational Interviewing
2. Phase 1: Opening Strategies 

3. Handling Resistance 
4. Phase 2: Moving Toward Action 
The entire training series is 6 hours in length, but is abbreviated for the purposes of this training. The video provides clinical demonstrations of the skills of motivational interviewing, showing 10 different therapists working with 12 clients. Only 4-6 of these 12 clinical demonstrations will be shown, as participants will get a chance to practice and discuss MI strategies in Training Section 3: MI with parents of in-home clients.  
II. TRAINING SECTION 3: APPLYING MI WITH PARENTS OF IN-HOME CLIENTS
A. Introduction to Parental Engagement
Time: 15 minutes 
Steps: 

1. Write on the board “Barriers to engagement” 

2. Facilitate a discussion of parental engagement. Ask participants to indentify barriers to parents engaging in treatment. 
3. Ask participants to identify the impact that engaging parents has on treatment. 

*The point of the discussion is to increase participants’ motivation to engage parents in treatment and help facilitate greater therapist empathy for parents in order to set the stage for utilizing MI approach in working with parents. 
Questions to ask:

1. What do you think gets in the way of parents engaging in treatment?

2. What potential things would make it hard for parents to engage?

3. In what ways do parents struggle to engage in treatment?

4. What makes it hard to engage parents?

5. What difference does it make in treatment for parents to be engaged?

6. What is the impact on a child’s progress when parents are engaged?

7. What is hard for therapists when parents are not engaged?
Discussion points:
1. Parental engagement leads to increased treatment effectiveness for both externalizing and internalizing behaviors in the treatment of children and adolescents (Morrissey-Kane & Prinz, 1999).
2. Feedback from in-home therapists (on needs assessment) indicated that parents can be more challenging to engage in treatment than the identified patient (child or adolescent).
B. Application of MI principles and techniques with parents
Time: 1 hour
Steps:

1. Remind participants that some of the components of MI may be familiar to them as MI draws upon pre-existing theories. (e.g. Roger’s client-centered therapy) MI integrates these components and uses them to facilitate client movement toward change. 

2. Write basic MI principles and strategies on the board as each is discussed. 

A. Expressing empathy 

B. Supporting self-efficacy 

C. Rolling with resistance 

D. Developing a discrepancy

E. Exploring ambivalence

F. Eliciting change talk

G. Formulating a change plan 

2. Provide definitions and examples of the MI skills. See definitions and examples below.

3. Ask participants to think about and discuss their own examples of how to apply these techniques to working with parents. This discussion may include examples from their own cases or hypothetical scenarios with clients. 
4. Write these examples on the board.

Definitions and Examples of MI Principles as Applied to In-home Therapy

A) Expressing Empathy
Definition: Expressing empathy occurs in in-home therapy when the therapist conveys a genuine understanding of the parent’s perspective without judgment or criticism.
Example: A mother discusses how she does not enforce consequences with teenage daughter out of fear that if she does, her daughter will run away. Instead of reacting to this by talking to the mother about the importance of following through with consequences, the therapist first expresses an understanding of the mother’s fear and validates how scary her daughter running away must be for her.  

Mother: I know I told her that her curfew was 11:00, but if I take away her 
chance to go out tomorrow night I am afraid she’ll just go out anyway.


Therapist: So you’re worried that she’ll just take off.


Mother: Yes, I don’t know what to do if she just leaves and the only way I 
know to keep her safe is just to keep her at home as much as possible


Therapist: I don’t blame you for wanting to keep her safe and if keeping her 
at home is the only way you’ve known to do it then I can understand why it’s 
so scary for you to think of her running away.


Mother: Yeah, I wish I knew other ways to keep her safe because she’s 
growing up and she’s wanting more and more to go off with her friends 
anyway.
B) Developing a discrepancy
Definition: Developing a discrepancy occurs when the therapist first listens to and elicits parent’s values and reasons for change (for child or self) and then reflects back to the parent discrepancies between their stated values and current behavior. Even if the parent’s goal is for the child (and not self) to change, the therapist can still reflect back discrepancies between what the parent wants for the child and the parent’s behavior which may prevent this change from occurring. 

Example: The parents of a six-year-old boy, who constantly throws tantrums when he does not get his way, express their desire for him to make friends. The therapist can use this stated value to point out a discrepancy between the parents’ desire for him to make friends and his parent’s tendency to always accommodate to what he wants (e.g. him choosing what games to play and changing the rules of the games so he can win) which keeps him from learning how to take turns and share within friendships.

Parents: We want him to be able to have friends like the other kids. It’s really 
hard to see him have no one to play with at school. 

Therapist: So him learning how to make friends is really important to you
.

Parents: Yes! It makes us so sad to think no one wants to play with him. 

Therapist: I can understand that. So you want him to make friends because 
it’s hard to see him always play by himself and the other kids not want to 
play with him. 

Parents: Yes. 

Therapist: Okay. I wonder what gets in the way of him making friends. 

Parents: Well his teacher says the kids try to play with him, but he has a hard 
time sharing and taking turns. So the kids eventually don’t want to keep 
playing.


Therapist: That makes sense; the other kids want to have a turn too. So I 
hear that you all really want him to have friends, but what gets in the way of 
him having friends is he doesn’t know how to handle sharing or losing.  And I 
know that happens around here a lot too, right?

Parents: Yes, the same thing happens when he plays with us.

Therapist: Okay. I know you all hate to see him get upset at home when you 
all are playing and trying to have fun. So you end up allowing him to choose 
what to play and to win all the time. But then he goes to school and he expects 
the other kids to be the same way and they aren’t. So it’s hard because you 
want him to be happy and you want him to make friends, but he can’t make 
friends unless he learns how to share more in playing. 
C) Rolling with resistance 

Definition: Rolling with resistance occurs when the therapist gets out of the way of the parents’ resistance and does not engage in trying to push the parent to change. “Resistance” is viewed as the parent’s natural ambivalence about change and is responded to with empathy and acceptance.  Parents may be ready for the child to change, but not ready to change themselves. The therapist rolls with resistance by supporting the parent’s personal choice and autonomy while exploring the ambivalence to changing.
Example: A father describes his frustration with his teenage son for getting suspended from school again and explains his plan to ground his son for the rest of the year. The therapist joins with the father in his frustration and concern for his son to do well in school rather than informing the father about the risks of enforcing an overly long lasting consequence on a rebellious teen.

Father: I am so sick of him not taking school seriously and it’s because he’s 
constantly hanging out with those kids who he likes to impress. Well we’ll see 
about him spending any more time with them, he’s grounded for the rest of the 
year.

Therapist:  I certainly understand why you’re so frustrated. School is 
important and you don’t want him to miss out on learning and getting an 
education.  


Father: Exactly. If he doesn’t finish school then he won’t be able to get a job. 
And it’s already tough enough to get a good job right now.

Therapist: That makes sense and I can understand why you’re so concerned 
about him, especially when you know how hard things can be. So how do you 
think things will change when he’s grounded? Better, worse? 


Father: Oh, I don’t know. I think he’ll probably be so mad at me that he’ll try 
even less at school. I just don’t know what else to do.  
D) Supporting self-efficacy
Definition: Supporting self-efficacy occurs in in-home therapy when the therapist supports and enhances the parent’s belief in being able to succeed at changing. Self-efficacy can be assessed by asking parents how confidant they are on a scale of 1 to 10 to make specific changes. Self-efficacy can be supported through exploration of past successes and through skill-building practice.
Example: Parents of a four-year-old girl discuss their embarrassment over her public temper tantrums and their apprehension to take her out in public. Therapist explores with them and validates a time when they handled her tantrum effectively.  

Parents: It’s gotten to the point where we don’t even want to go out in public 
with her anymore because we know if she gets upset she’s going to start one of 
her tantrums and then we won’t know what to do.

Therapist: On a scale of 1 to 10, how confident do you feel in your ability to 
respond to her tantrums?

Parents: Probably a 3.

Therapist: Why not a 1 or 2? 

Parents: Because there have been times when we have gotten her to stop 
tantrumming without giving into what she was demanding.

Therapist: Tell me about how you were able to not give in.
E) Exploring ambivalence
Definition: Exploring ambivalence occurs when the therapist uses open-ended questions to encourage parents to think through and identify pros and cons to changing. Through exploring both sides of the ambivalence the therapist allows the parent’s own reasons to “tip the balance” toward change.  
Example: A mother describes her uncertainty about trying to get her anxious daughter to sleep in her own bed at night. Therapist uses a decisional balance worksheet to have the mother think through and identify the benefits and drawbacks of her daughter sleeping with her at night.

Mother: I don’t know. I’m not sure about making her sleep in her own 
bed at 
night.

Therapist: I imagine there’s some good that comes out of her sleeping with 
you. How is this helpful to you all?

Mother: Well she sleeps better through the night and is more rested the next 
day and I kind of like having her there, I’ve gotten kind of used to it now. Of 
course I do wish she was able to go spend the night with her friends for 
slumber parties. It makes me kind of sad to always see her missing out on 
those. 


Therapist: How about we make a list of the pros and cons so we can really see 
both sides of how this is impacting you and her?

Mother: Okay, yeah sure that sounds good. 
F) Eliciting change talk
Definition: Eliciting change talk occurs when the therapist listens for and draws out the parents’ own statements toward making a change. Change talk occurs in the form of desire statements, ability statements, reason statements, need statements, and commitment language. The therapist listens for and reinforces these types of statements. Parents may use language that conveys their desire for their child to change and not themselves. This occurs often within in-home therapy and can be viewed as a starting point, but is not the same as change talk. The in-home therapist can validate and explore the parents’ stated desire for their child to change and continue to listen for, elicit and reinforce statements in which the parent states a need, desire, ability, reason, or commitment to change.
Example: An overwhelmed single grandmother raising her five grandkids begins by expressing her exhaustion with dealing with the kids and a desire for them to change, but also states a need to have a break. The therapist listens for this change talk and draws out more from the grandmother.

Grandmother: Every day it’s something and I just need it to stop. The 
youngest one just got suspended from school for two days and the older ones 
are arguing with me constantly. I am so tired and I just need them to leave me 
alone so I can rest. 


Therapist: You’re feeling exhausted and you never get a break.

Grandmother: No, never and I am so tired and I just need some time to 
myself.

Therapist: What would that be like, to have time for you?

Grandmother: Oh it’d give me a chance to feel human again. I am always 
dealing with these kids and I love them, but I need some time for me. I 
imagine if I had some time I wouldn’t have such a headache and I would feel 
more relaxed, you know?

Therapist: Yeah, it sounds like you would feel better all around and you love 
the kids but getting a break from them may help you more when you’re with 
them.

Grandmother: Exactly, I could deal with things so much more if I had a 
break every now and then.

Therapist: So you’d like to get a break because if you did you’d feel more able 
to deal with everything. How could you get a break?
G) Formulating a change plan

Definition: Formulating a change plan occurs in in-home therapy when the therapist uses questions to help parents identify specific steps to changing. The therapist may offer suggestions if the parent is unsure how to proceed, but does so tentatively in order to promote the parent’s autonomy in developing a plan.  

Example: Parents of a four-year-old son with autism have been talking to their therapist about their son’s aggression toward them. The parents have communicated that they need to change and the therapist responds by moving them toward making a change plan.

Parents: We know that we need to do something different because we have 
been doing hasn’t worked so far. In fact he’s hitting more.


Therapist: So you know you need to do something different because what 
you’ve tried so far hasn’t worked. I think that makes a lot of sense. So what 
are some ideas you have of how you could begin to try to respond differently?

Parents: We don’t know, we’ve tried telling him “no” firmly and holding him 
down in time out and we don’t know really what else there is to do.

Therapist: I have some thoughts about approaches that other families tried 
and it worked for them, would you want to hear some of those?

Parents: Yes, we really want to know what can do. 

A little while later, after a plan is agreed upon, the therapist asks the question below in order to help parents think through and identify ways around possible obstacles to their change plan:

Therapist: What do you think might get in the way of this plan or make it 
hard for you to continue to make these changes?
C. Skill-building practice 
Time: 45 minutes

Steps:

1. Pair participants up and give each pair handout of vignettes of hypothetical therapy moments. Vignettes of case examples are provided in Appendix E.
2. Instruct participants to role-play the vignettes, taking turns playing the therapist and client. (Allow 30 minutes)

3. Ask participants to discuss the role plays and share observations and reactions. 

In-Home Therapy Training
Phase Two:
Ongoing Supervision and Consultation on MI 

I. SUPERVISION AND CONSULTATION ON MI
Steps:

1. Provide weekly 90-minute group supervision for 4-6 months following initial training.
Supervision should cover:

1. Ongoing use of MI with parents of in-home therapy clients
· Each week 3 therapists will present video-clips of their use of MI with parents of in-home clients. 
· Supervision and consultation time for each therapist will be 20 minutes.(10 minutes for video-clip and 10 minutes for feedback) 
2. Strategies for overcoming challenges to conducting in-home therapy

· Therapists discuss current challenges within case loads.
· Therapists are encouraged to bring in examples of solutions they have found in addressing: boundaries, self-care, and parental engagement
* Recommended size of supervision group is 9-15. Groups larger than 15 trainees will prevent therapists from getting feedback every 4-5 weeks. 
Appendix D:  Training Section 1: Case Vignettes
Phase One Training Section 1: Common Challenges of In-home Therapy
Case Vignettes

Vignette 1. 



You have been working with a family for a little over six months and just recently have begun making headway joining with the family. Initially they appeared reticent to open up to you. CPS was involved with this family in the past and you are working on issues of neglect and avoidance. The mother tends to avoid cleaning the house and attending scheduled appointments due to anxiety. The four children have often been unsupervised and have gotten into frequent trouble. Initially you found it difficult to establish your role with this family. The father believed you were there to “straighten out the children” yet participated in therapy sessions. The mother also attended sessions but held a similar view as dad and appeared to avoid any material that would suggest she change.  One night the family invites you to have dinner with them during your next session to celebrate one of the kid’s birthdays. It is part of your normally scheduled time so you are unable to say you have to be somewhere else. What challenges are present (therapeutic boundaries, therapist self-care, or parental engagement)?  What would you do? Identify potential challenges and ramifications for different responses.

Vignette 2.

You have been working with a mother, her two children, and stepfather for a few months. Mom has a substantial abuse history and her ex-husband (the children’s father) was domestically abusive toward her. The older son, 15-years-old, is frequently getting into fights at school and in the neighborhood. You are in session meeting individually with the mother when she reveals that stepfather is currently physically and emotionally abusive to her. He is actively involved in therapy with the family and you always felt you had a good relationship with him. What challenges are present (therapeutic boundaries, therapist self-care, or parental engagement)?  What would you do? Identify potential challenges and ramifications for different responses.

Vignette 3. 


You have just started working with a family in which the “identified patient” (IP) is 12-year-old boy diagnosed with ADHD and ODD. He is constantly suspended from school for “acting out.” At home he gets into trouble when left unsupervised. His favorite activities are lighting things on fire and playing with knives and BB guns. He has caught the sofa on fire before and stolen knives from relatives. He lives in a dangerous neighborhood and he has made statements about needing to protect his family. In your first couple weeks working with this family, they miss or arrive home late for sessions. You have waited outside for up to a half hour for the family on several occasions because they have called and said they were on their way. When they do arrive home, mom gets busy immediately putting away groceries or completing some chore and you are left with the IP only. You find yourself getting irritated by the missed and late appointments.  What challenges are present (therapeutic boundaries, therapist self-care, or parental engagement)?  What would you do? Identify potential challenges and ramifications for different responses.   

Appendix E:  Training Section 3: Therapy Vignettes

Phase One Training Section 3: Applying MI to In-home Therapy to Increase Parental Engagement

Therapy vignettes.

Vignette 1. 

You are meeting with a grandmother who is raising her 7-year-old grandson who is very angry and hits, kicks, and throws things when upset. He has a substantial abuse history from his dad who he no longer has contact with. Grandma has been spanking him (with no success in changing his behavior) and she believes that you are going to tell her not to spank him so she begins the conversation defending her actions. 

Vignette 2.  

You are meeting with a divorced father who is depressed, but does not see his loss of interest and fatigue as depression. His 15-year-old daughter is getting into trouble at school and in the neighborhood. Dad is often unaware of where she is or what she is doing. The school is worried about the girl and so is her mom, but you have yet to hear from Dad what concerns him.


Vignette 3.


You are meeting with a single mom who is overwhelmed by raising her four kids. The youngest has been diagnosed with ADHD and mom frequently forgets to give him his medicine and struggles to keep him on a schedule. As you are talking to mom, she expresses feeling overwhelmed and not knowing where to start or how she can possibly change anything. 


Vignette 4.

You are meeting with a mom and dad who are still married, but have a highly conflictual marriage.  They care about their children, but the conflict with each other often distracts them from paying attention to what’s going on with their three daughters. The middle daughter is cutting herself and has made several statements about not wanting to live anymore. The youngest is not listening at school and school is often calling to ask the parents to come pick her up. The oldest daughter is excelling in school and helps take care of the younger two. You begin exploring their concerns about their daughters and they share with you that they are very worried about all three of them.
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Gheens Foundation Application Question

“Describe the particular activity that this grant would fund.”
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