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l. Introduction

Engaging children and their families in mental health treatment can be difficult.

It is well established that parents’ and children’s willingness to participate in children’s
treatment predicts how well children respond to treatment. Premature treatment
termination, an indicator of poor treatment engagement, is prevalent in child mental
health settings and known to be a bigger problem for families of children who need
treatment the most. Effective interventions to enhance treatment engagement are
needed.

Il. The Family Assessment and Feedback Intervention
(FAFI)

A. Description

The FAFI is a family-focused, assessment-with-feedback intervention for families with
children presenting for mental health services. To increase families’ willingness to
change their behavior, the FAFI delivers the assessment feedback with the help of
motivational enhancement strategies. The FAFI builds on existing assessment-with-
feedback interventions by incorporating their three core elements of deep empathy,
collaborative stance toward clients, and illuminating the possible discrepancies between
the clients’ perceptions of themselves and the results of assessment. Building on
Motivational Interviewing, the FAFI uses the therapeutic technigues of open-ended
guestions, affirmations, reflective listening, and summaries. The FAFI also goes beyond
the existing approaches in at least two ways:

First, the FAFI extends the focus of assessment of emotional and behavioral health
beyond the target child client to parents. Although most child mental health services
focus on the child, treatment is likely to benefit from taking account of parents’ mental
health needs as well.

Second, a strengths-based approach is incorporated into the FAFI via assessment of
competencies and adaptive functioning and their integration into treatment planning.
This is done to set a positive tone for conversations with families and expand
interventions beyond remediation of deficits to building of strengths.

B. The Five Core Principles of the FAFI

Principle 1: Deep empathy for all family members. Empathy is the foundation of any
therapeutic relationship, and a prerequisite for an effective FAFI intervention. The FAFI
clinician strives to understand each family member’s experiences. Assessment data are
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used to facilitate the clinician’s empathy towards family members, as well as their
empathy towards each other.

Principle 2: Collaborative stance towards family members. The FAFI clinician
partners with family members to understand the results of their assessment. While the
clinician offers professional expertise, he or she never assumes an authoritative role in
relation to family members. Rather, the FAFI clinician joins the family in
understanding and considering implications of their assessment results.

Principle 3: Exploring the results of assessment can be therapeutic. People naturally
seek out information about themselves. As social creatures, we interpret information
about ourselves in relation to relevant others. When the results of normative
assessment are provided in an empathic, encouraging way, most people experience it as
a positive experience.

Principle 4: To improve the emotional and behavioral health of children, it is
important to attend to the emotional and behavioral health of their parents. There is
ample evidence that parental emotional and behavioral health strongly affects parenting
and parent-child relationships. It does not make sense to ignore parental emotional and
behavioral problems.

A note about presenting the results of the parents’ assessment in front of
children: In many cases it may be helpful to discuss the results of the parents’
assessment in front of children because it helps to build parent-child alliances.
However, there are also cases in which discussing the results of the parents’
assessment in front of children is contraindicated because it would be too
threatening or developmentally inappropriate for the children. Clinicians should
use their judgment in deciding when the child should be present for the
discussion of the results of the parents’ assessment and the FAFI session in
general.

Principle 5: Assessment of strengths should accompany assessment of problems.
Mental health is more than the absence of problems. Interventions to improve
emotional and behavioral functioning need to include awareness and building of
strengths.

C. Overview of the FAFI

The FAFI intervention starts with a brief rapport-building segment during which the
clinician introduces him/herself and states that the goal of the session is to help family
members understand each other and overcome their difficulties. The rest of the session
follows the guidelines outlined below:
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1. Setting the stage (15 minutes).
This segment presents the rationale and main assumptions of the FAFI.

(1) Why we focus on the entire family. The clinician reminds family members that
they completed questionnaires assessing the child and parents, as well as
important family factors as part of the evaluation process. Research has shown
that parents’ mental health and quality of the family environment are important
for successful child development.

(2) It is important to understand both strengths and difficulties to achieve health
and wellness. It is discussed that every family has areas of relative strength and
difficulty. The purpose of the session is to recognize both in order to plan for
supporting strengths and addressing difficulties.

(3) The value of normative assessment. The clinician explains that to better
understand the results of assessment, each family member’s data will be
interpreted in relation to data about people of the same age and gender. The
family environment data will be interpreted in relation to data provided by other
families.

(4) The value of multi-informant assessment. The clinician discusses that different
informants often disagree when reporting about the same person. However, each
informant’s perspective is important because it reflects many factors. Reports by
different informants provide a more complete picture than reports by a single
informant.

2. Central Questions (10 minutes).

Family members are asked to formulate 2-3 central questions or issues that brought
them to the clinic. MI skills (which will be reviewed in section D) help to shape and steer
this discussion. Asking family members to formulate the central questions together sets
a collaborative tone for the session. It also implies that the responsibility lies with the
entire family, not a single family member (usually the target child, who is brought to the
clinic to be “fixed”). This activity also offers the clinician an opportunity to steer the
family towards an understanding that leads to behavior change. The following are some
examples:

D “To stop the fighting” (rather than “to stop my son from yelling when
we ask him to do something”).

(2) “Toimprove how we speak to each other” (rather than “to stop my
husband from picking fights with me and the kids”).

(3)  “To be better parents” (rather than “to figure out how to make my
daughter do what I tell her”).
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3. Reviewing Competency and Adaptive Functioning Data (10-15 minutes).

An Assessment Summary that graphically presents assessment results for all family
members is prepared for the family (see Appendix). Referring to the Assessment
Summary, the clinician presents the results for competence and adaptive functioning
scores. Areas of relative strength (indicated by scores falling in the normal range) and
difficulty (indicated by scores deviating in the clinical direction by 1 SD from the
normative sample mean) are highlighted for each family member. Here and throughout
the session, the clinician ensures that family members understand that their data are
scored and plotted in relation to data about people of the same age and gender provided
by the same type of informant.

4. Reviewing Emotional, Behavioral, and Social Problems Data (10-15
minutes).

The results of assessment of emotional, behavioral, and social problems and competence
are then presented with the help of the Assessment Summary. Areas of relative strength
and difficulty are highlighted for each family member.

5. Reviewing family environment data (5 minutes).
The same is done for family environment data.

6. Summary and Eliciting Commitment for Change (10-20 minutes).

(1) Motivational Boost. Before transitioning to the final segment of the FAFI, it is
helpful to create a motivational boost for parents. A motivational boost is a brief period
of high emotionality that stems from becoming mindful of an important personal value.
In the context of the FAFI, this value is to be a good parent. The motivational energy
generated from the boost helps create willingness for change at the end of the FAFI
session. A question that transports parents to a time when they were intensely aware of
how important being a good parent was to them can be helpful to generate the boost:

(1) “Can you remember how you felt the first time you saw your child?”

(2) “Can you remember how you felt when you learned that you were
expecting/becoming a foster parent/matched with a child by the adoption
agency?”

(2) Transition. A brief transition strengthening the parents’ openness to both positive
and negative results of their assessment is made next. For example, “Parenting is a
difficult and complicated journey, and no one is good at everything in parenting. Let’s
summarize some of your family’s strengths and some areas that have potential for
improvement.”

(3) Summary and Key Question. After reminding the family of their central question,
the clinician summarizes the results of assessment, pointing out both strengths and
difficulties for each family member. With the help of Ml skills, parents are engaged in
the discussion of their results with the goal of solidifying their motivation to make
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behavioral changes to overcome the identified challenges. The conversation is focused
on the needs of all family members. When parents and children have similar emotional
and behavioral problems (e.g., father and daughter demonstrating clinical level of
anxiety and depressive symptoms), this is pointed out in a way that facilitates mutual
empathy and brings them together. When parents have a difficult time accepting
responsibility for addressing their emotional and behavioral problems, doing so is
discussed as an aspect of good parenting (their personal value).

The clinician uses discretion in deciding whether concrete behavioral changes and
commitments should be solicited at this point. While some families are ready to hear
about treatment options at this time, others may need more time to digest their
assessment results before they are ready to commit to interventions. Regardless of their
place on the motivational continuum, families are asked to decide on the next step. The
session ends on an affirming and encouraging note.

D. Basic Therapeutic Techniques of Motivational Interviewing

The FAFI uses the following basic skills of M1 (Miller & Rollnick, 2002): reflective
listening, open-ended questions, affirmations, and summaries, as outlined below.

1. Reflective listening involves making statements about the client’s preceding
statements that convey their meaning. Skillful reflective listening is a powerful
therapeutic tool because it helps create an atmosphere of understanding and acceptance
for the client and facilitates communication. Reflective listening requires considerable
effort and empathy on the part of the clinician.

Reflections can be classified according to their complexity. Simple reflections closely
convey the meaning of the client’s statements, while complex reflections add to their
meaning. Examples below illustrate simple and complex reflections. While the first
reflection essentially paraphrases the client’s statement, the second reflection moves the
conversation to a deeper level, amplifying on the client’s unspoken expectations. Simple
reflections stabilize the client and client-therapist communication, while complex
reflections create momentum and change in client-clinician interactions.

Example la (Simple Reflection):
Client: “Coming here is as useless. Waste of our time.”
FAFI Clinician: “You feel like coming here wouldn’t help, and is a waste of your
family’s time.”

Example 1b (Complex Reflection):
Client: “Coming here is useless. Waste of time.”
FAFI Clinician: “You feel like coming here wouldn’t help and wonder if things
are ever going to change.”
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2. Open-ended questions are designed to elicit full and expanded responses, rather
than “yes” or “no” answers. Open-ended questions tend to facilitate communication and
clients’ self-exploration, whereas “yes” or “no” questions have the opposite effect. Itis
generally recommended that therapists strive for a 2:1 ratio of reflections to questions.
It is thought that this ratio helps to generate maximum motivational momentum, while
creating sufficient opportunities to steer the energy of change.

Example 2 (Open-Ended Question):
FAFI Clinician: “These results indicate that your son worries more than other
boys his age. What is your sense of this?

3. Affirmations are comments about clients that communicate praise and
appreciation. Affirmations help to encourage family members and facilitate the
environment of understanding and acceptance. Naturally, affirmations are most
effective when they are genuine and emerge naturally in the conversation. Effective
affirmations are:

(1) focused on actions rather than words

(2) stated positively, pointing out the presence, rather than absence of something
(e.g., “You demonstrated self-control in addressing your child’s tantrum,” rather
than “You did not hit your child when he threw a tantrum.)

(3) phrased as descriptive rather than evaluative statements (e.g., “Your resolve in
finding the solution to this problem is strong” rather than “Your resolve in
finding the solution to this problem is impressive.”).

Example 3 (Affirmation):
FAFI Clinician: “Given all the setbacks in your previous attempts to get help, you
have shown strong commitment to your family by coming here today.”

4. Summaries are brief statements that revisit the main points of the discussion. They
are a special type of reflection that organize and steer therapeutic interactions. Effective
summaries are generally brief, consisting of only a few key sentences. Effective
summaries are also selective, bringing attention to aspects of the client’s experience in a
way that generates and maintains the change momentum. Three types of summaries
are:

(a) A collecting summary brings together several elements of the client’s experience,
and presents them back to the client. Its main purpose is to organize communication.
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(b) A linking summary brings together aspects of the client’s experience with the goal of
pointing out their relation. The relation can be either positive (e.g., connection) or
negative (e.g., contrast).

Example 4a (Collecting Summary):

FAFI Clinician: “You have tried several strategies to reduce the amount of
conflict between you and your children. First, you sought help from our child’s
school guidance counselor. Then, you tried to implement strategies suggested by
your family doctor. Most recently, you read self-help books that were
recommended by your friend.”

Example 4b (Linking Summary)

FAFI Clinician: “The information provided by your spouse indicates that you
experience more severe depressive symptoms than other men your age. And the
information provided by you indicates that your depressive symptoms are in the
normal range compared to other men your age.”

(c) A transitional summary is used to signal a change in the direction of the session. It
is often used to move the therapeutic process from information gathering to soliciting
commitment to change. Transitional summaries generate motivational momentum by
capturing the main points of discussions. They are often immediately followed by a key
guestion, which explicitly elicits the patients’ commitment to change.

Example 4c¢ (Transitional Summary with a Key Question):

FAFI Clinician: “You said that you can no longer stand the current family
situation. High levels of conflict are destroying family relationships. The results
of your family’s assessment indicate that several factors may be contributing to
the current family situation, including your husband’s unemployment and social
isolation, learning and attention difficulties reported for your son and husband,
and your drinking to cope with the situation. We have also discussed a range of
support and treatment options. [Key question:] Given all of this, how would you
like to proceed?”

I1l. Case lllustration

John Greene:
John Greene is an 11-year-old boy who was referred to the clinic by his pediatrician,
Dr. Smith. Dr. Smith referred John after his parents reported recent sadness, anxiety,
and irritability for John during his last routine check-up. John lives with his
biological parents, Kate and Ryan, and has never previously received special
education or mental health services. According to Dr. Smith, the only known recent
family stressor is that John’s father was laid off eight months ago, but was rehired
within the past two weeks.
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John'’s parents each completed the Adult Self Report (ASR) about themselves, the Adult
Behavior Checklist (ABCL) about each other and the Child Behavior Checklist (CBCL)
about John (Achenbach & Rescorla, 2001, 2003). John completed the Youth Self-
Report (YSR) and his teacher completed the Teacher’s Report Form (TRF) (Achenbach
& Rescorla, 2001).

John’s mother also completed the family information form assessing important aspects
of family functioning, such as stressful life events, daily family routines, and overt family
conflict. Table 1 summarizes the assessment scheme.

Table 1. Assessment Instruments Completed for the Greene Family

Assessment Target Completed B

John (son) Youth Self-Report John
Child Behavior Checklist1 Ryan
Child Behavior Checklist 2 Kate
Teacher’s Report Form Teacher
Kate (mother) Adult Self Report Kate
Adult Behavior Checklist ~ Ryan
Ryan (father) Adult Self Report Ryan
Adult Behavior Checklist ~ Kate

family information form Kate

To communicate the results to the family, an Assessment Summary was prepared (see
Appendix). It comprises a selection of core graphic summary reports produced by the
ASEBA scoring software, Assessment Data Manager (ADM).

The FAFI Session with the Greenes

A. Setting the stage

The clinician reviews the four assumptions of the FAFI with family members and
ensures their understanding of and comfort with these assumptions. Ryan tenses up
when discussing the importance of focusing on the entire family. The clinician
engages Ryan in the discussion of his feelings, and he expresses reservations about
bringing his difficulties to the table. Ryan’s reservations are reflected back and
summarized.

B. Central Questions
The family formulates their central questions, “how to (1) help John feel happy
again, and (2) stop all the fighting in the family”.

C. Reviewing Competence and Adaptive Functioning Data

Before reviewing the data, the clinician checks in with Ryan to ensure that he is
comfortable with including his data in the family discussion. Having by now spent
some time with the clinician, Ryan feels more accepted and comfortable. He says
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that his reservations about sharing his data were due to his fear of being judged. He
now sees that this is not the intent. Rather, addressing his difficulties would be good
for his son and family, and he is ready to do so.

John’s results. The clinician summarizes that according to all informants, John is
demonstrating normative levels of activities, social, and academic competence
compared to other boys his age. This is indicated by the fact that the CBCL, YSR,
and TRF competence and adaptive scale scores were all in the normal range.

Parents’ results. A similar picture is seen for Kate, whose ASR and ABCL scores for
adaptive functioning were in the normal range. All of Ryan’s adaptive functioning
scores, except “Friends”, were also in the normal range.

Competence and adaptive functioning data for the Greene family thus indicate a
number of personal strengths for each of them. Ryan’s adaptive functioning data
suggest that relations with friends may be an area of difficulty for him.

D. Reviewing Emotional, Behavioral, and Social Problems Data

John’s results. All informants reported that John does not display clinical levels of
thought problems, attention problems, or rule breaking behavior, as indicated by
scores in the normal range on the Thought Problems, Attention Problems, and Rule
Breaking Behavior Problems syndromes. However, John experiences difficulty in
the area of internalizing problems, as indicated by clinical elevations on the
Anxious/Depressed and Withdrawn/Depressed syndromes scored from two or more
forms.

Parents’ results. For Kate and Ryan, the ASR and ABCL both yielded scores in the
normal range on seven of the eight assessed syndromes. For Kate, the ASR and
ABCL yielded clinical range scores on the Anxious/Depressed syndrome. For Ryan,
the ASR and ABCL vyielded clinical range scores on the Aggressive Behavior
syndrome. The lack of clinical elevation on the Social Problems syndrome for Ryan
indicates that his clinical score on the “Friends” adaptive functioning scale is likely
due to social withdrawal, rather than significant social skills deficits.

Emotional, behavioral, and social problems data for the Greene family indicate many
strengths for each of them. John, Kate, and Ryan do not experience clinical levels of
most assessed emotional, behavioral, and social problems, as indicated by scores in
the normal range on most syndrome scales. John’s and Kate’s data suggest that their
difficulties are in the area of internalizing problems (anxiety, depressive and
withdrawal problems for John, and anxiety and depressive problems for Kate).
Ryan’s data point to aggressive problems as an area of difficulty.

E. Reviewing family environment data

The family environment data provided by Kate indicate normative levels of stressful
life events and daily family routines, which are strengths, and high family conflict,
which is a difficulty.
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F. Eliciting Commitment for Change
The clinician summarizes that the results of family-based assessment revealed
numerous family strengths. For John, they included high activities, academic, and
social competence, and normative levels of emotional and behavioral problems,
except anxiety, depression, and social withdrawal. Kate’s strengths included high
levels of all adaptive functions and normative levels of emotional and behavioral
problems, except anxiety and depression. For Ryan, strengths included high levels
of adaptive functions, except “Friends”, and normative levels of emotional and
behavioral problems, except aggressive behavior. The data also indicated a high
level of daily family routines and activities and normative levels of stressful family
events. A few family difficulties were also suggested. They included John’s
internalizing problems, Kate’s anxiety and depressive problems, Ryan’s aggressive
behavior and lack of interactions with friends, as well as high family conflict.

Using M1 strategies, the clinician engages the family in a discussion of their results.
Kate shares that the results of her assessment are consistent with her experiences.
She has been greatly worried about John’s well being, Ryan’s recent prolonged
unemployment, and their financial future. She finds herself being anxious, sad, and
worried a lot. Kate says that, while the family is going through the motions, with her
and Ryan going to work and John going to school and his afterschool activities, there
is sadness and conflict behind the scenes. Ryan shares that he has been greatly
frustrated with his recent job loss. He has been feeling like a failure as a
professional, father, and husband. Confirming the results of his assessment, he says
that his frustration sometimes gets the best of him, and he finds himself yelling at
family members. He has also been withdrawing from friends, as reflected in his low
score on the “Friends” scale. John joins in saying that he too has been feeling down
and worried, and has had a hard time concentrating in school. He worries about
angering his father and upsetting his mother and does not like spending time at
home because everyone seems so tense and unhappy.

The clinician discusses the honesty and strength with which family members have
expressed themselves. She points out that supporting the strengths and attending to
the difficulties for all family members are important for John’s successful
development. Because the clinician assesses the family’s motivation for change as
being high, she informs them of available treatment options, rather than postponing
this conversation to let them process assessment results. She then poses the key
guestion, “What would you like to be your next step?”
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Part I: Competence and Adaptive Functioning
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Dad about John
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Part I: Competence and Adaptive Functioning John Greene

Teacher about John
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Part I: Competence and Adaptive Functioning John Greene

John about John
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Part I: Competence and Adaptive Functioning Kate Greene

Kate about Kate

Ryan about Kate
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Part I: Competence and Adaptive Functioning Ryan Greene

' Ryan about Ryan

Kate about Ryan

ABCL/18-59 - Adaptive Functioning Scale Scores for Men Aged 36-59
ASR/18-59 - Adaptive Functioning Scale Scores for Men Aged 36-59 Pagelof4 sender: Male Date Filled: 01/12/2012 Clinician:
Gender: ) : 01/12/2012 !
D: RyanGreens Gender: Male Date Filled: 01/02:2012 Clinician: informant: Self 5 . o )
Neme: Ryan Greene Age: 41 Bisth Date: 01/01/1971 Agency: Relationship: Self Age:dl Birth Date: 01/01/1971 Ageticy.
55 L 55] ®
—— N 4 °
" & 8 R
50 - N R 504 ®
/ [ M A
A
T 464 e \\\ L T 454 L
s 43— - s /-
c -
S a0 -— e 4 “"
R 7 e e
B 35—__._.__7..’_.__———-———-———--—————-1————_— e — — —— ——— R
o P 3 B e e e e s e K e e e e e ——
af—— —‘/‘— e —— . — o — — & ) :
T o————t————— —
254 n 1
: A v '
4
20 A b
Frieuds Spouse/Partner Famlly Job Education Mesn Adaptive Persounl Streugths e 2 A
Tetal Score 2 3 14 3 5 $4.0 14 ] L
T Score 0-C Ty P 52 = ) 2 Friends Spouse/Pariner Personal Streugths
Pevcentile 3 14 28 58 =58 2 21 Total Score 1 4 13
+ * = + 4= + - 1 1Goodlse T Score 26-C 44 45
2 A CloseFriends P AGetalong | | A Brothers 1 A WithOhers | 2 A, Students 36 FriendsT ; j:"""‘“"“‘“ Percentile <2 8 3
¢ B. Confacts 1 B, Shaitng 1 B. Sisters 0 B.Bosses 2 B. Achieve 3  SpouseT N 4;’ J + § = 2 2.Gooedlse
0 . GetAlong 2 C. Satisfied 2 C. Mother 2 C. WorkWell @ C Finishing 44 Famdly T M . i 2 s.WosksAbiliny
7 o o - . 1 PdmaReg 1 A.CloseFriends 2 A, GetAlong
0 D.Invite i D. Similar - D.Father 0 D. Fuishing 1 D. Satisfied 52 IbT PR R 1 15Houess
0 E. Living I ElOidest 0 F. Loselob o E Fail 56  Education T o e 0 B. Contacts 0 B. Sharing N
0 F Family - Eaoad © G SmyAway 2 9B LikesToHelp 0 C.GetAlong i C. Satisfied T 73MeenResp
i G. Friends - E3.nd t H. Swessfil R ea=i 0 D, Visit 1 D, Sinilar S St
| H.Amoy ~  Ed, Other 0 I Wory 2 109.NewThiagy 0 E Living i g“ l; }r o
r F. Swp 1 123Hagpy - 2 98 LikesToHe!
¢ F Fomily : y 3
B = Borderling clittfca! rauge; € = Ciinicai range R ¥ 3 !06,‘1:ne=TaPcFaw
Broken lises = Bordertine ctinicol range 1 G. Friends 0 108 NewThings
L I¥: Job.E. wptired ] 1 HAwoy i 110.GoodDecisions
Copyright 2003 T.M. Achenbach S A
ASEBA, University of Vermout 0 123 Happy
1 South Prospeet St. e = Scale scores are not compufed if data
Buriington, VT 08401.3486 ave lnsufficient. B = Borderline clinicnl range; C = Clinicsi range
WWASEBA.org Broken lines = Borderline clinical range




John Greene

Part II: Emotional, Behavioral, and Social Problems
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Part I1: Emotional, Behavioral, and Social Problems

Kate Greene
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Cross-Informant Comparison - Syndrome Scale T Scores ASR/ABCL
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Ryan Greene B

Part II: Emotional, Behavioral, and Social Problems

Cross-Informant Comparison - Syndrome Scale T Scores ASR/ABCL Page 3 of 4
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the Greene family ji

Part III: Family Environment

Family Conflict Stability of Family Activities and Routines
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