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Section I: Welcome and Introductions 
 
Estimated Length of Time: 
 
1 hour 
 
Key Concepts:  
 

 Anyone can be diagnosed with a mental health illness. 
 Adult mental health can impact the responsibilities of child welfare professionals. 
 Adult mental health may have an adverse impact on the safety, permanency, and 

well-being of children. 
 
Methods of Presentation: 
 
Large Group Discussion, small group activity 
 
Materials Needed: 
 
Name tents 
Colored markers 
Tape 
Flip chart stand 
Blank flip chart pad 
Overhead Projector/Screen 
Handout #1: PowerPoint Presentation 
Handout #2: Agenda and Learning Objectives  
PowerPoint Slide #1: Welcome 
PowerPoint Slides #2-3: Agenda  
PowerPoint Slide #4: Learning Objectives  
PowerPoint Slide #5: Mental Health is…  
PowerPoint Slides #6-8: Results of Ice Breaker Activity  
PowerPoint Slide #9: Prevalence of Mental Health in the United States 
PowerPoint Slide #10: Rates of Serious Psychological Distress 
Poster # 1:   Abraham Lincoln  
Poster # 2:   Lionel Aldridge 
Poster # 3:   Leo Tolstoy 
Poster # 4:   Winston Churchill  
Poster # 5:   Vivien Leigh  
Poster # 6:   Sylvia Plath 
Poster # 7:   Patty Duke  
Poster # 8:   Charles Dickens 
Poster # 9:   Ernest Hemingway 
Poster # 10: Theodore Roosevelt 
Poster # 11: Ted Turner 
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Poster # 12: Mike Wallace 
Poster # 13: Tracy Ullman 
Poster # 14: Brooke Shields 
Poster # 15: Michael Jackson 
Poster # 16: Cesar Chavez 
Poster # 17: Geronimo 
Poster # 18: Tina Turner  
Poster # 19: Bjork  
Poster # 20: Ozzy Osborne 
Pre-Work #1: Pre-Work Instructions 
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Section I: Welcome and Introductions 
 
Step 1: Welcome 
 

Trainer Note: Prior to the training day, create and display the following flipcharts: 
Ground Rules, WIIFM, and Parking Lot, where all participants may see them during the 
entire training. Also display the following training rule: We are talking about PERSONS 
diagnosed with mental illnesses-NOT mentally ill people. Training Room Guidelines 
should already be posted in the training room. Make sure to reference them during this 
step. 

 
Welcome participants to the training and introduce self, making sure to include 
background and experience working with Mental Health and Child Welfare. Explain to 
participants training Ground Rules. The 15-minute rule states participants cannot miss 
more than 15 minutes of the entire workshop. Explain that lateness can be disruptive to 
the group, that they should turn off cell phones and pagers during the training, and that 
they may use phones, text messaging, and pagers during breaks and lunch. Remind 
participants that this learning time away from the office is for the purpose of learning 
new skills to improve performance back at the office; however, if participants must be 
reached by phone or pager, they are to put devices on vibrate or silent and are to refrain 
from using text messaging. 
 
Step 2: Introductions 
 
Instruct participants to complete name tents by writing their name in the center and, in 
each of the four corners, the county they are from, the number of years in the field of 
child welfare, their current position, and approximately how many families they have 
worked with that have mental health concerns. Explain that completing name tents 
helps participants to remember each other’s names and assists the trainer in 
recognizing individuals by name as well as providing additional information to help the 
trainer to tailor the training to meet participant needs.  
 

Trainer Note: Review the name tents to compile the total number of families currently 
on participant’s caseloads that have mental health concerns. This information will be 
used in Step 7. 

 
Explain that this training will be trainer-led and participant-centered. Discuss that 
participants possess a great deal of knowledge and have experience working with 
children and their families that experience mental health concerns. Welcome participant 
input, experiences, and feedback. 
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Step 3: Participant Introductions and Ice Breaker Activity 
 
Divide participants into pairs. Then reference the images of individuals displayed around 
the training room. Direct each pair to physically select an image from the wall. 
Participants should select an individual they do not recognize.  
The images displayed around the training room are of: 
 

1. Abraham Lincoln – the 16th president, depression 
2. Lionel Aldridge – Hall of Fame football player for the Green Bay Packers, 

paranoid schizophrenia 
3. Leo Tolstoy – author of War and Peace; depression 
4. Winston Churchill – Prime Minister of England; manic depression 
5. Vivien Leigh – Actress from Gone with the Wind; bipolar disorder 
6. Sylvia Plath – poet and novelist; depression 
7. Patty Duke – actress; bipolar disorder 
8. Charles Dickens – novelist; depression 
9. Ernest Hemingway – novelist; depression 
10. Theodore Roosevelt – 26th president; bipolar disorder 
11. Ted Turner – businessman; bipolar disorder 
12. Mike Wallace – journalist; depression 
13. Tracy Ullman – actress/comedienne; bipolar disorder 
14. Brooke Shields – model/actress; postpartum depression 
15. Michael Jackson – singer/songwriter; no mental health diagnosis 
16. Cesar Chavez – farm laborer/labor leader/civil rights activist; no mental health 

diagnosis 
17. Geronimo – Medicine Man/ Apache Warrior; no mental health diagnosis 
18. Tina Turner – singer; no mental health diagnosis 
19. Bjork – singer; no mental health diagnosis 
20. Ozzy Osborne -  singer; no mental health diagnosis 
 

Once each pair has made their selection and have returned to their seats with their 
selected poster, have participants introduce themselves to each other and share what 
they would like to gain from this training (WIIFM).  
 
Then ask each pair to determine whether or not selected individual has/had a mental 
illness. This is a judgment based solely on how the individual on the poster looks. The 
pairs should be prepared to share their conclusions and how they came to that 
conclusion with the large group. 
 
Allow five minutes for this discussion and then reconvene the large group. Ask that all of 
the pairs that concluded their selected individual has/had a mental illness stand and 
move to one side of the room. Ask the remaining pairs to stand and move to the 
opposite side of the room. 
 
Begin the discussion with the group who concluded their selected individual has/had a 
mental illness. Ask each pair to briefly introduce each other to the large group, making 
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sure to share their identified WIIFM’s. Trainer should record the individuals WIIFM on a 
pre-prepared WIIFM poster. Then have each pair describe how they reached the 
conclusion that their selected individual has/had a mental illness. Trainer should record 
common themes on flipchart paper. 
 
Continue the discussion until each pair on the “mental illness” side of the room has 
introduced their self and presented their selected individual. Then ask the pairs on the 
opposite side of the room to replicate the process of introductions, WIFFM’s, and 
conclusions. Trainer should record the common themes the second group identified. 
 
After all of the pairs have finished responding, have the participants return to their seats, 
and review the compiled list of characteristics identified for mental illness and mental 
health.  
 
Underscore that the concept of mental health is complex and it is subject to the beliefs 
of ones own individual values and beliefs as well as the values and beliefs of ones 
culture and society. It is important to remember that what is considered to be normal, 
healthy behavior to one person might be considered to be abnormal behavior to 
another. It is essential that child welfare professionals have the ability to tune into 
themselves and be able to recognize what their own personal views on mental health 
are and how those beliefs might impact their work. 
 
Share with participants that we will return to their selected individuals after reviewing the 
agenda and learning objectives. 
 
Additionally, review with participants what they hope to learn from this course listed on 
the WIIFM poster. Underscore which responses will be covered during the two days of 
the training. If a response will not be covered during the training, the trainer will move 
the topic to the prepared “Parking Lot” flip chart. 
 
Step 4: Review of Agenda and Learning Objectives 
 
Distribute Handout #1 (PowerPoint Presentation) and Handout #2 (Agenda and 
Learning Objectives), and review the agenda, using PowerPoint Slides #1-2 
(Agenda), for the training stressing that throughout the two days of the training we will 
be exploring several different mental health disorders. The focus of this exploration will 
be to: 

 gain a basic understanding of several prevalent disorders with emphasis on how 
the disorders manifest behaviorally,  

 identify what casework decisions/tasks are impacted by the presence of adult 
mental health concerns, and  

 recognize the potential impact that each disorder has on the caregiver’s ability to 
assure safety, permanence, and well-being for the children in their care.  

 
Point out that not all mental health disorders will be discussed during this training, but 
that additional information can be found at www.psychiatry.org 
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Using PowerPoint Slide #4 (Learning Objectives), review the overall learning 
objectives with the participants. Ask participants if they have any questions about the 
agenda or learning objectives. 
 
Step 5: Review of Pre-Work  
 

Trainer Note: Pre-Work included: 
 Assessment of the prevalence of adult mental health issues on the trainee’s 

caseload; 
 Review of agency policies and processes regarding referrals for adult mental health 

services including any policies surrounding confidentiality;  
 Review a psychological evaluation from their caseload;  
 Review a family service plan written for a family where a caregiver has a mental 

illness; and 
 Review what mental health services are available in the trainee’s county. 

 
Take this opportunity to ask how many participants were able to complete all of their 
pre-work assignments. Explain that pre-work will be referenced throughout the training 
as participants work together to build upon their knowledge and skills of adult mental 
health issues.  
 
Step 6: Definition of Mental Health 
 
Our job as child welfare professionals is to not just consider if a parent/caregiver has a 
mental illness when making decisions about child safety, permanence, and well-being; 
but rather to look at the whole picture of how that parent/caregiver is able to function, 
interact with their children and family members, and protect their children from harm. 
Therefore, throughout this training we will be using the following definition from the U.S. 
Department of Health and Human Services. Mental Health: A Report of the Surgeon 
General—Executive Summary as a good broad brush definition of mental health: 
Display PowerPoint Slide #5 (Mental Health is…) 
 

Mental health is a state of successful performance of mental function, resulting in 
productive activities, fulfilling relationships with other people, and the ability to adapt 
to change and to cope with adversity. Mental health is indispensable to personal 
well-being, family and interpersonal relationships, and contribution to community or 
society. 

 
This definition emphasizes the importance of looking at the whole person to gain 
understanding of their mental health. This means looking not only at the various 
symptoms of the disorders but also how a person copes with those symptoms and 
functions within their family, community and work dynamics. Throughout the training we 
will explore the behavioral indicators typical of prevalent mental health disorders, 
identify other areas where adult mental health may impact the work that we do, and 
discuss ways that we can respond to those behaviors and make better decisions 
whenever possible.  
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Reflect back to the ice breaker activity in Step 3. Every one of the posters represents 
individuals who have at least two things in common. Ask participants if they can identify 
the commonalities. Participants may be able to identify the commonalities, if not, share 
that all of these individuals have two things in common 1) they all have had significant 
impact/influence on society; 2) they are all parents. In addition, fifteen of the twenty 
individuals were diagnosed with a mental illness. Underscore that each of the 
individuals diagnosed with a mental health disorder were still able to function both within 
their family and in the public, further they were able to successfully cope with if not 
surmount the mental illness they were diagnosed with. Show PowerPoint Slides #6-8 
(Results of Ice Breaker Activity) and reveal the “answers” to the ice breaker activity. 
 
It is important to acknowledge the successful parenting of these individuals because 
more and more individuals dealing with mental illness are becoming parents. “Adults 
with mental illness are just as likely to be parents as those without a mental illness. In 
fact, the population of parents who have serious mental illnesses has increased in 
recent years.” (American Academy of Child and Adolescent Psychiatry, May 2000). This 
is due, in part, to increased understanding and awareness of mental health illness, 
improved treatments (both therapeutic and pharmacological), services, and the de-
institutionalization of psychiatric treatment. Highlight the federal legislation known as the 
Community Mental Health Centers Act (CMHC) of 1963 which was enacted in an effort 
to release people from institutions and provide them services within the community. 
Living within a community setting instead of an institution provides adults with the 
opportunity of becoming parents.  
 
It is important to remember that just because a caregiver has a mental illness does not 
mean that that person will abuse or neglect their children. When families with adult 
caregivers with mental health concerns become involved with the child welfare system, 
it is important to understand how the behaviors related to mental health disorders 
impact the potential for risk of harm to children.  
 
Step 7: Prevalence of Adult Mental Health to Current Caseloads 
 
Participants were previously asked to estimate the number of families they are working 
with that currently have an adult with a mental illness. Relate that estimate to the 
national prevalence of mental health using PowerPoint Slide #9 (Prevalence of 
Mental Health in the United States). “Mental disorders are common in the United 
States and internationally. An estimated 26.2 percent of Americans ages 18 and older 
— about one in four adults — suffer from a diagnosable mental disorder in a given year. 
When applied to the 2004 U.S. Census residential population estimate for ages 18 and 
older, this figure translates to 57.7 million people. Even though mental disorders are 
widespread in the population, the main burden of illness is concentrated in a much 
smaller proportion — about 6 percent, or 1 in 17 — who suffer from a serious mental 
illness. In addition, mental disorders are the leading cause of disability in the U.S. and 
Canada for ages 15-44. Many people suffer from more than one mental disorder at a 
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given time. Nearly half (45 percent) of those with any mental disorder meet criteria for 2 
or more disorders, with severity strongly related to comorbidity.” (NIMH, 2008) 
Reinforce that it is this prevalence that makes it critical for caseworkers to gain an 
understanding of adult mental health disorders. Briefly review the mental health 
prevalence rates found on PowerPoint Slide #10 (Rates of Serious Psychological 
Distress) and explain that this overhead is part of a larger National Survey that looks at 
both Substance Use and Abuse and Mental Health. This report is available in the Public 
Domain for individuals who are interested in reading the entire report. This can be found 
at the following website: http://www.oas.samhsa.gov/. 
 

Trainer Note: A resource is available for trainers to gain more information about the 
2006 National Survey. Trainer may need to explain that the National Survey uses the 
term Serious Psychological Distress instead of Serious Mental Illness. Both of these 
terms relate to individuals dealing with mental illness. Trainer may find additional 
information on the 2006 National Survey in the Trainer Resource which accompanies 
this curriculum. 

 
Reinforce that while it is important to keep in mind how prevalent mental health 
concerns are it is equally important to understand what the diagnoses are and how they 
manifest behaviorally so that child welfare professionals are better able to make a 
determination how caregivers behaviors impact child safety, permanence and well-
being. 
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Section II: DSM – 5 
 
Estimated Length of Time: 
 
30 minutes 
 
Key Concepts:  
 

 The Diagnostic and Statistical Manual of Mental Disorders Fifth Edition (DSM-5) 
is a comprehensive resource for both mental health and child welfare 
professionals. 

 The assessment process described in the DSM-5 explores similar 
factors/stressors as the Pennsylvania Risk Assessment process. 

 
Methods of Presentation: 
 
Lecture, small group activity, large group discussion 
 
Materials Needed: 
 
Markers 
Flipchart paper/stand 
Tape  
Overhead Projector/Screen 
PowerPoint Slide #5: Mental Health Is… (revisited) 
PowerPoint Slide #11: Biopsychosocial Model 
Table Copy of the DSM – 5 
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Section II: DSM – 5 
 
Step 1: Overview of the DSM-5 
 
Before learning about each specific diagnosis, it is important to understand the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-5). The Diagnostic 
Statistical Manual (DSM-5) is a vehicle used to determine a diagnosis of a mental health 
disorder based on the symptoms exhibited. The manual also serves as a guide on how 
to code each diagnosis with a number, describes the symptoms, offers differential 
diagnosis possibilities, provides qualifying conditions, and describes common co-morbid 
(co-occurring) disorders. It also lists known causes of these disorders, statistics in terms 
of gender, age at onset, and prognosis and additional research concerning the optimal 
treatment approaches.  
 
Explain that the field of mental health uses the Diagnostic Statistical Manual (DSM-5) 
(American Psychiatric Association, 2013) as a means to determine a diagnosis of a 
mental health disorder in children/adolescents based on the symptoms exhibited. The 
manual codes each disorder with a number, describes the symptoms, prevalence rates, 
risk factors and culture-related issues for each disorder, offers differential diagnosis 
possibilities, provides qualifying conditions, and describes common co-morbid 
disorders. All of the codes in the DSM-5 are now coordinated with the International 
Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM), the official 
coding system (available at the time of the DSM-5 publication) used by the United 
States Government and all private insurers to classify medical conditions and causes of 
injury or death. The American Psychiatric Association (2013) also included the codes for 
the International Classification of Diseases, Tenth Revision, Clinical Modification (ICD-
10-CM) since the ICD-10-CM is scheduled for release in October 2014. So in the 
manual, each disorder is named, the ICD-9-CM code is provided, followed by the ICD-
10-CM code in parenthesis.  
 
The codes can range from three to five numbers for each disorder. The first three 
numbers represent the disorder; the last two can represent the subtype of the disorder 
and specifiers, such as the severity of symptoms. Upon receiving a completed 
evaluation, child welfare professionals can find the specific diagnostic code located on 
pages 839-862 in the DSM-5. This information is helpful to understand the specifics of 
an individual’s diagnosis and helps to provide further insight into behaviors of that 
individual. DSM-5 diagnostic and ICD codes are also used as the standard method to 
ensure payment and reimbursement both in private health insurance companies and 
public i.e. Medicaid, and are used to gather statistical information such as the 
prevalence statistics presented earlier in the training. 
 
In the DSM-5, the American Psychiatric Association (2013) eliminated the use of a 
multiaxial system for reporting results of a mental health evaluation. The DSM-5 
combined the former Axes I, II, and III used in the DSM-IV-TR (American Psychiatric 
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Association (2000), with separate notations for psychosocial and contextual factors 
(formerly Axis IV) and disability (formerly Axis V). This change further aligns the DSM-5 
with the ICD-9-CM and the soon to be published ICD-10-CM. The highlights of all the 
diagnoses changes made from the DSM-IV to the DSM-5 can be found on pages 809-
816 in the DSM-5.  
 
 

Trainer Note: Trainer may want to share that periodically the government updates the 
ICD codes. If, for whatever reason, the child welfare professional cannot find the 
specific diagnostic code they are looking for, they should use the internet as a resource. 

 
The DSM-5 is also a valuable resource for Child Welfare Workers to help understand 
the symptoms associated with each disorder (NOT to diagnose adults), identify when 
adults might be in need of mental health referral and treatment, and recognize how the 
symptoms might impact risk, safety, permanency and well-being issues for the child and 
family. Re-display PowerPoint Slide #5 (Mental Health Is…) and indicate that the 
DSM–5 emulates the definition of mental health provided earlier in that it describes not 
only the criteria for the diagnosis but also how medical, psychosocial, and 
environmental factors impact a person’s ability to function and cope with their diagnosis.  
 
 
Step 2: Biopsychosocial Model 
 
Display and review PowerPoint Slide #11 (Biospychosocial Model).  Explain that the 
mental health field uses this model to understand the risk and protective factors that 
intertwine in a person’s life to increase or lower the likelihood that a mental health 
disorder develops. Explain the three broad categories that are taken into consideration 
during the diagnostic process. 
 
Temperamental: 
Chess and Thomas (1986) identified three temperaments that individuals are born with, 
including:  

 Easy temperament that comprises a combination of regularity, positive approach 
responses to new stimuli, quick adaptability to change, mildly or moderately 
intense mood that is preponderantly positive; 

 Difficult temperament that is characterized by irregularity in biological functions, 
negative responses to new stimuli or people, slow adaptability to change, and 
intense mood that is frequently negative and;  

 Slow-to-warm-up temperament that is characterized by negative responses of 
mild intensity to new stimuli, with slow adaptability after repeated contact. 

Note that easy temperament is a buffer against the development of mental health 
disorders, while difficult temperament and slow-to-warm-up temperament can combine 
with other risk factors in the development of mental health disorders.   
 
Environmental: 
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Explain that environmental factors also play a role in the development of mental health 
disorders.  Identify the factors of family dynamics (chronic conflict or cohesion), 
parenting styles (permissive, authoritarian, and authoritative), larger social systems 
(media influences, community levels of violence or cohesion), and adverse life events 
(maltreatment, exposure to violence, multiple losses).  Ask participants to provide 
examples of their own as each factor is reviewed. 
 
Genetic and physiological: 
Explain that genetic predisposition plays a role in the development of mental health 
disorders similar to the genetic predispositions for diabetes and heart disease.  Note 
that genetic predisposition doesn’t automatically mean that the child will develop the 
disorder or disease, although genetic predisposition seems to play a particularly strong 
role in the development of depressive disorders and anxiety disorders.  The child’s 
physical health is also a factor as well.  For example, asthma or cerebral palsy creates 
physical vulnerabilities that put further stress on children and their families. 
 
The categories of the biopsychosocial model were previously captured in Axis IV of 
former DSM versions. While Axis IV no longer exists, notation for these factors is 
included in a mental health evaluation and diagnosis. 
 
Ask participants if they look for any of these concerns when conducting assessments. 
Participants should be able to easily recognize the correlations between some of the 
categories and risk factors found in the Pennsylvania Risk Assessment. Participants 
should also be able to recognize that these stressors in addition to how the mental 
health disorder manifests behaviorally may also pose Safety Threats to a child.  
 
Stress that the purpose of exploring psychosocial and environmental problems or 
factors for both mental health and child welfare professionals is that they help identify 
potential situations and/or stressors that may lead to a person being overwhelmed with 
the amount of problems they are facing in addition to the symptoms they are 
experiencing. When a person is overwhelmed the risk of harm to themselves, and 
potentially to others, is increased.  
 
Step 3: Global Assessment of Functioning (GAF) Scale 
 
A significant change from the DSM-IV-TR to the DSM-5 is the elimination of Axis V, the 
Global Assessment of Functioning (GAF) Scale. This scale was previously used as the 
clinician’s subjective an indication of a person’s overall level of functioning, e.g. their 
ability to cope with all of the symptoms and stressors that they are experiencing. 
 
The GAF was eliminated from the DSM-5 for a number of reasons, including “its 
conceptual lack of clarity (i.e., including symptoms, suicide risk, and disabilities in its 
descriptors) and questionable psychometrics in routine practice” (DSM-5, p. 16). 
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Step 4: Questions 
Allow a few minutes for participants to ask questions before moving on to the next 
section. 
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Section III: Crosswalk between the Adult Mental Health and Child 
Welfare Systems 
 
Estimated Length of Time: 
 
1 hour 
 
Key Concepts:  
 

 Commonalities exist between the adult mental health and child welfare systems. 
 The mental health of a caregiver can have a negative impact on the safety and 

well-being of a child. 
 Child welfare professionals must be aware of the role they play when working 

with adults diagnosed with a mental illness. 
 
Methods of Presentation: 
 
Lecture, small group activity, large group discussion 
 
Materials Needed: 
 
Markers 
Flipchart paper/stand 
Tape  
Overhead Projector/Screen 
Handout #3: Commitments 
Handout #4: The Role of the Child Welfare Professional 
PowerPoint Slide #12: Decision Making Crosswalk 
PowerPoint Slide #13: Commitments 
PowerPoint Slides #14-17: The Pennsylvania Mental Health Procedures 
Regulation 
PowerPoint Slide #18: Definition of Safety Threat  
PowerPoint Slide #19: Definition of a Safety Threshold 
PowerPoint Slide #20: Types of Protective Capacities 
PowerPoint Slides #21-22: Mental Health Effects on Children 
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Section III: Crosswalk between the Adult Mental Health and Child 
Welfare Systems  

 
Step 1: Commonalities in Each System 
 
From a global perspective, there are many commonalities between the adult mental 
health system and child welfare system. Both the adult mental health and child welfare 
systems work to help people; professionals working in both systems are required to 
make decisions impacting the safety and well-being of their clients; and both systems 
are guided by laws and regulations. In the last section we discussed the DSM-5. This is 
a resource that is also used by both systems albeit for vastly different purposes. As 
discussed, a mental health professional uses this resource to help make decisions 
about diagnoses, whereas a child welfare professional uses this resource to gain 
understanding about the behavioral indicators of a disorder to help guide how they 
engage and work with families. The DSM-5 can also be used as a framework for 
understanding the various decision points within each system. Display the left hand 
column of PowerPoint Slide #12 (Decision Making Crosswalk), and briefly 
summarize the mental health decision points. Then reveal the right hand column of the 
overhead and cross walk back and forth between each system, highlighting what is 
similar and what is unique to each system.  
 
Step 2: Safety in the Adult Mental Health System 
 
When we looked at the DSM-5, emphasis was placed on how risk assessment factors 
provide further understanding and guide decision making. Additionally, as seen in the 
Decision Making Crosswalk, both systems are concerned with safety; however, the 
focus of whom they are assessing is obviously different. The focus of mental health 
professionals is the safety of their adult client, whereas the focus of the child welfare 
professional is the safety of the child and the potential threats to that safety based on 
the actions and behaviors (or lack thereof) of the responsible caregivers in the home. 
 
As we know, in most instances, participation in the child welfare system is not voluntary. 
On the other hand, in most instances, participation in the adult mental health system is 
voluntary. There are a few instances; however, where this is not true. First, a person 
can be court ordered to attend treatment. Second, a person may be involuntarily 
hospitalized if that person is demonstrating any of the following: 
 

 having threatened a risk of harm to themselves or others; 

 having threatened to commit suicide;  

 having threatened to commit an act of mutilation, and/or; 

 having committed acts in furtherance of any such threats. 
 
These instances represent obvious Safety Threats to the adult and potentially to others. 
When any of these Safety Threats are present, the adult with mental health concerns 
may be unable to assure their own safety and/or may put others in danger, thus the 



 

The Pennsylvania Child Welfare Resource Center 308 Adult Mental Health Issues: 
 An Introduction for Child Welfare Professionals 

 Page 16 of 93 

situation may result in an involuntary placement for psychiatric evaluation and 
treatment.  
 
As in the child welfare system, professionals in the mental health system also work to 
ensure that individuals are placed in the least restrictive environment possible. This is 
evident in the types and levels of commitments used within the mental health system. 
Reference Handout #3 (Commitments) and, using PowerPoint Slide #13 
(Commitments), provide a brief review of the level of commitments used by the mental 
health system beginning with the least restrictive.  
 
201 - Voluntary commitment - (Mental Health Procedures Act §7201-7207)   

o Any consumer 14 years of age or older may seek voluntary inpatient treatment. 
o Consumer must understand the nature of treatment and the treatment setting. 
o A parent or guardian may consent to voluntary inpatient treatment of a child 

under the age 18 years on the recommendation of a physician who has 
examined the child (Act 147 of 2004- does not restrict or alter a child 14 to 18 
years of age to consent to voluntary inpatient treatment; however it does mean 
that their consent is necessary for a voluntary placement).  

o No limit on length of stay.  
o Consumer may sign notice to withdraw from treatment. Withdrawal is immediate 

unless: 
 if consumer has previously agreed to remain in treatment for up to 72 

hours after giving written notice to withdraw from treatment; or 
 an application for emergency involuntary treatment is executed.  

 
302 - Emergency Involuntary Examination and Treatment – (Mental Health 
Procedures Act §7302)  

o Consumer must be severely mentally disabled. 
o Defined by  Mental Health Procedures Act §7301 when, as a result of mental 

illness, a person’s capacity to exercise self-control, judgment and discretion in 
the conduct of his affairs and social relations or to care for his own personal 
needs is so lessened that he poses a clear and present danger of harm to others 
or to himself. 

o The standards of clear and present danger may be met when a person has made 
a threat of harm to self or others; has made a threat to commit suicide; or has 
made a threat to commit an act of mutilation and has committed acts in 
furtherance of any such threats. 

o Application may be made by physician or authorized person (i.e., crisis 
intervention worker).  

o Discharge within 120 hours ( 5 days) unless: 
 consumer admits to voluntary treatment; or  
 a certification for extended involuntary emergency treatment is filed  
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303 - Extended Involuntary Emergency Treatment - (Mental Health Procedures Act 
§7303)  
 

o Consumer must demonstrate need for continued treatment beyond the 120 hours 
of the 302 commitment.  This is reassessed within 72 hours of the initiation of 
emergency involuntary treatment. 

o Application filed with Court of Common Pleas or through the Mental Health 
Review Officer. 

o Any responsible person who has been involved in the emergency commitment 
process may act as petitioner. 

o Application must contain name of physician and rationale for continued 
involuntary emergency treatment.  

o Judge or mental health review officer makes finding as to whether or not the 
reasons that extended involuntary emergency treatment is necessary: 

o Extended involuntary emergency treatment may include inpatient, partial 
hospitalization, outpatient or a combination of treatment options. 

o Discharge within  20 days unless:  
 consumer admits to voluntary treatment ; or 
 the court orders involuntary treatment. 
 

304 - Court Ordered Involuntary Commitment - (Mental Health Procedures Act 
§7304)  

o Consumer may or may not be already subject to involuntary treatment (except 
302 commitment without first proceeding under §7303).  

o Any responsible party may file a petition in the Court of Common Pleas 
requesting court-ordered involuntary treatment for any person not already in 
involuntary treatment.  

o For persons already in involuntary treatment, the director of the facility, the 
county administrator, or any responsible person with knowledge of the 
consumer’s mental condition may serve as petitioner.  

o A judge or mental health review officer must find by clear and convincing 
evidence that the consumer is severely mentally disabled and in need of 
treatment. 

o Duration of up to 90 days except for consumers under criminal jurisdiction. 
o The commitment can be for inpatient treatment, outpatient treatment or partial 

hospitalization treatment. 
 

Trainer Note: If time is running short, only review the first two levels of commitments.  

 
Share that in the mental health system, Pennsylvania Mental Health Procedures 
Regulation, Chapter 5100, guides the work of the mental health professional. Provide a 
brief review of these regulations. 
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Using PowerPoint Slides #14-17 (The Pennsylvania Mental Health Procedures 
Regulation) review the following:  

 Implements and supplements the Mental Health Procedures Act (50 P.S. § 7101-
7503) and the Mental Health and Mental Retardation Act of 1966.  

 Establishes procedures for treatment of persons with mental illnesses, including: 
 Adequate treatment – facility, type of service, etc. 
 Treatment facilities – appropriate, approved facilities 
 Responsibility to develop and review treatment plan – consumer involved in 

his/her own treatment plan 
 Appeal process  
 Contents of treatment plan and review of treatment plan 

 

Trainer Note: The overhead contains more information than listed above. If time allows, 
trainer may choose to cover more of the information found on the overhead. In all other 
instances, trainer should ensure that the above listed content is reviewed. 
 
The trainer may write the website on a flip chart for obtaining the PA Mental Health 
Procedures Regulation (Title 55, PA Code, Chapter 5100) (www.pacode.com) for those 
who are interested. 

 
Step 3: Safety in the Child Welfare System 
 

Trainer Note: This training is not intended to teach the latest safety model and trainers 
should be prepared to use the Parking Lot as necessary. 

 
Whereas the emphasis in the adult mental health system is predominately on the adult, 
the child welfare system looks at the broader family system to determine the impact on 
child safety, permanency, and well-being. The mental health of the adult caregivers has 
the potential to have a large impact on child safety, permanency, and well-being.  
 
When a caregiver has a mental health concern it is imperative that child welfare workers 
be able to determine if that concern poses a threat to safety and future risk of harm; and 
if there are any caregivers that have the Protective Capacity to mitigate the Safety 
Threat or if services and/or interventions need to be put into place to help assure safety. 
Using PowerPoint Slide #18 (Definition of Safety Threat), remind participants that a 
Safety Threat is the conditions or actions within the child’s own home that represent the 
likelihood of imminent serious harm to the child. A Safety Threat only exists if it meets 
the Safety Threshold. Display PowerPoint Slide #19 (Definition of a Safety 
Threshold), explain that a Safety Threshold is the point when a caregiver’s behaviors, 
attitudes, emotions, intent, or situations are manifested in such a way that they are 
beyond being risk influences and have become an imminent threat to child safety. In 
order to reach the Safety Threshold, a condition must:  
 

 Have potential to cause Serious harm to a child 
 Be specific and Observable 
 Be Out of control 
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 Affect a Vulnerable child 
 Be Imminent 

 
Serious harm could include serious physical injury or untreated serious physical illness, 
significant pain, and suffering. 
 
The condition must be specific and observable in the form of behavior, emotion, 
attitude, perception, intent, or situation. The existence of condition is based on more 
than a gut feeling. The condition is clearly identifiable. 
 
When a condition is out of control there is no apparent natural, existing means within 
the family network that can assure control. 
 
The concept of out-of-control is often difficult to understand, simply because people 
tend to leap to extreme examples such as a person experiencing a psychotic episode. 
While this is indeed an example of a person who is out of control, a child welfare 
professional must look to the broader situation to determine if it is also out of control. 
For instance, is the individual who is experiencing a psychotic episode the only 
caregiver? If there are other responsible caregivers in the home who can and are 
protective of the child, that situation is not out of control and would not be considered an 
active Safety Threat.  
 
A child’s vulnerability is based on their emotional, behavioral, and cognitive 
functioning; health and ability to care for himself/herself. A vulnerable child is 
susceptible to the effects of danger and is unable to protect himself from the danger. 
Vulnerability is not based on age alone. A teenage youth with disabilities that affect or 
cognitive functioning may be more vulnerable to a threat of serious harm than a younger 
child without any disabilities. 
 
Imminent means that serious harm could happen anytime within the near future; from 
later today, tomorrow or up to, but not exceeding 60 days. 
 
Ask participants to reflect on the cases currently on their caseloads and identify 
examples of Safety Threats that were related to a caregivers’ mental health. For each 
example identified by participants ask the large group if they all agree if that situation 
meets the Safety Threshold. If participants or trainer feels that the situation did not meet 
the Safety Threshold, facilitate a large group discussion to determine their rationale and 
reach group consensus.  
 

Trainer Note: Trainer should record the examples of Safety Threats on flipchart paper 
and hang them on the wall. These flipcharts will be referenced again in Step 4 of this 
section. 
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Step 4: Protective Capacity 
 
Any time a Safety Threat that meets the Safety Threshold is identified, we must 
determine if there is a responsible caregiver in the family who has active Protective 
Capacities that are being used to directly mitigate the Safety Threat so that the child 
may stay in his/her current living arrangement. This responsible caregiver may or may 
not be the adult with the mental illness. Often, when there is an active Safety Threat 
posed by a caregiver, whether that adult has a mental health concern or not, that same 
caregiver would typically not have the Protective Capacities or the capacities are 
diminished.  
 
Protective Capacities are specific and explicit strengths that manage and control Safety 
Threats. They can be observed and understood to be part of the way a caregiver thinks 
(cognitive), feels (emotional), and acts (behavioral) that makes him or her protective. 
Using PowerPoint Slide #20 (Types of Protective Capacities), explain that the three 
aspects of Protective Capacities are: 
 

Cognitive Protective Capacity (Thinking) 
Does the caregiver of origin have the specific knowledge, understanding, and 
perceptions to protect the child?   
 
Emotional Protective Capacity (Feelings) 
Does the caregiver of origin have the specific feelings, attitudes, and identification 
with the child and motivation to protect the child? 
 
Behavioral Protective Capacity (Action) 
Does the caregiver of origin behave in a manner that is consistent with protecting the 
child? 

 
Stress that strengths are often confused for Protective Capacities. A Protective Capacity 
is different from a strength as it has a direct and positive relationship to controlling or 
managing a Safety Threat.  
 
Reference the flip charts of Safety Threat examples identified in Step 3. Then, in a large 
group discussion, ask participants to provide examples of what Protective Capacities 
could mitigate that Safety Threat. 
 
Throughout the large group discussion, record each example on flip chart paper and 
then ask the large group if the example given is a Protective Capacity or a strength. 
Participants should be able to describe how their examples work to protect the child 
from harm. Provide feedback and guidance when necessary.  
 

Trainer Note: You may need to refer to the Protective Capacities section of The Safety 
Assessment and Management Process Reference Manual (Trainer Resource) to help 
participants recall the different Protective Capacities. This section begins on p. 49. 
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The following example is provided to show how some strengths may be seen as a 
Protective Capacity but upon further consideration could also be seen as an additional 
Safety Threat: 
 

1. Potential Protective Capacity: Caregiver actively works to maintain a clean living 
environment. This most certainly is a strength and could be a Protective Capacity 
(The caregiver has adequate knowledge to fulfill caregiving responsibilities and 
tasks). However, consider if the caregiver was obsessive compulsive about 
cleanliness. This may actually pose a Safety Threat if repeated washing of the 
child causes some kind of skin related problem.  

 
Further, there are instances where a caregiver has a Protective Capacity but it is 
diminished, potentially because of the mental illness. Even though one or more aspects 
of a Protective Capacity may exist, if it is not sufficient to directly control the threat of 
serious harm, that Protective Capacity must be enhanced by safety interventions or 
other resources either within the family or informal/formal placement resources in order 
to ensure safety. It is important for child welfare professionals to explore for the 
existence or lack of Protective Capacities and to determine if and how a caregivers’ 
mental illness impacts their ability to protect. 
 
Step 4: Impact of Adult Mental Health on Children 
 
Ultimately the focus of the child welfare professional in relation to an adults’ mental 
health is to determine the impact on the child. This impact reaches out further than 
immediate Safety Threats to future impact on social, emotional, physical, and behavioral 
development, in other words on child well-being. Part of well-being is making sure that: 
families have enhanced capacity to provide for their children’s needs, needs and 
services of the child and parents are provided, and that both the child and the family are 
involved in case planning.  
 
Research has shown that “children whose parents have a mental illness are at risk for 
developing social, emotional, and/or behavioral problems.” (Mental Health America, 
2007) State that the families at greatest risk are those in which mental illness, a child 
with a difficult temperament, and chronically stressful family environments are all 
present (Mental Health America, 2007).  Using PowerPoint Slides #21-22 (Mental 
Health Effects on Children), review the following statistics, and cover the information 
below: 
 

 Almost one-third of American women and one-fifth of American men provide 
evidence of psychiatric disorder in the past 12 months. Sixty-five percent of these 
women are mothers; 52% are fathers.  
 

 Rates of child psychiatric diagnosis among offspring range from 30% to 50%, 
compared with an estimated rate of 20% among the general child population. 
Children may show developmental delays, lower academic competence, and 
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difficulty with social relationships because of their caregiver’s mental health 
issues. 

 
 There are two decades of research indicating that children who have a caregiver 

with mental illness are at significantly greater risk for multiple psychosocial 
problems. Children whose caregiver has a mental illness are at risk of developing 
social, emotional, and/or behavioral problems.  
 
 

 The environment in which children grow affects their development and emotional 
well-being as much as their genetic makeup does. Despite these risks, many 
children are resilient and appear to avoid significant problems 

 
(Nicholson, et al, 2001) 

 
Using a large group discussion, ask participants to reflect on their own casework 
experiences and provide examples of how the mental health of the behavior of the adult 
caregiver and the impact that behavior had on the children on their caseload.  
 
Then shift the discussion to the potential long-term impact of the caregiver’s mental 
health. The following is a list of long term impacts that may be indentified during the 
course of the large group discussion: 

 

 Children’s behavior, although age appropriate, may be labeled by caregivers as 
showing signs of mental distress. 

 Children learn behavior from their families and, therefore “appear” to have mental 
health issues. This can be hard to differentiate. 

 The child’s environment may be adversely affected by their caregiver’s instability 
causing them to develop poorly or adapt and/or to be mislabeled. 

 Their caregiver’s inability to provide for them at the needed level may cause 
some of the children to become parentified, developmental delays, difficulties 
with social interactions/social skill development, difficulty establishing and 
maintaining appropriate boundaries, etc. 

 
The best measure of whether a child will develop a mental health disorder consistent 
with their caregiver’s disorder is whether or not the primary caregiver gets and 
maintains successful treatment. If a caregiver gets and maintains a successful 
treatment plan the child has a higher chance of developing healthy mentally. If a 
caregiver does not seek treatment or maintain a treatment plan the child will most likely 
develop a mental illness or at least manifest symptoms of mental illness. 
 
It is imperative that when a caregiver has a mental illness and they are interfacing with 
the child welfare system that we work effectively with all the systems involved with the 
family to provide as much stability as possible and find a way to enhance the mental 
health of the child. 
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Step 5: Role of the Child Welfare Professional in Relation to Adult Mental Health 
 
It is also imperative that child welfare professionals know what their role is when 
working with families where the adult caregivers have a mental health concern. Ask the 
question: “What is your role as a Child Welfare Professional when working with a family 
with a mental health issue?” Have participants discuss this question with the other 
participants at their table. Ask that each group record their list on flip chart. Allow five to 
ten minutes for discussion and then have each table share their answers to the large 
group. Using Handout #4 (The Role of the Child Welfare Professional), review the 
roles not already identified by the small groups. 
 
Step 6: Summary 
 
The purpose of this section was to provide not only a basic understanding between the 
child welfare and adult mental health system, but also a brief overview of the facets that 
child welfare professionals must explore in order to work with families coping with 
caregiver mental illness. As we explore each disorder we will be drawing connections to 
each of these components and the behavioral indicators of each disorder in order to 
determine what our next steps should be in relation to planning and service provision. 
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Section IV: Adult Mental Health Disorders 
 
Estimated Length of Time: 
 
3 hours 30 minutes 
 
Key Concepts:  
 

 There are various categories of mental health disorders that are diagnosed in 
adults. 

 Knowledge and awareness about behavioral indicators associated with a variety 
of mental health disorders is important for casework practice. 

 
Methods of Presentation: 
 
Lecture, small group activity, large group activity, peer teaching, DVD 
 
Materials Needed: 
 
Markers 
Flipchart paper/stand 
Tape  
Overhead Projector/Screen 
TV/DVD Player 
Handout #5: Behavioral Indicators of Depressive Disorders 
Handout #6: Impact of Depression 
Handout #7: Making Connections 
PowerPoint Slides #23-24: Types of Disorders 
PowerPoint Slides #25-27: Mood Episodes 
PowerPoint Slide #28: Bipolar Questions 
PowerPoint Slide #29: Anxiety Disorders 
PowerPoint Slide #30: Personality Disorders 
DVD: Analyze This 
DVD: What’s Eating Gilbert Grape 
DVD: Annie Hall 
DVD: A Beautiful Mind 
DVD: The Sixth Sense 
Book: Girl Interrupted 
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Section IV: Adult Mental Health Disorders 

 
Step 1: Introduction 
 
Briefly highlight the classifications and types of disorders that will be discussed in this 
training using PowerPoint Slides #23-24 (Types of Disorders). As we review each 
disorder, keep in mind the following questions: What does the information related to 
each disorder mean to me as a child welfare professional? And, what do I need to do or 
decide based on the information that I learn? 
 
Reinforce that the role of the child welfare professional is not to make a diagnosis. 
 
Step 2: Depressive Disorders 
 
Diagnoses included in the category of depressive disorders are: disruptive mood 
dysregulation disorder, major depressive disorder, persistent depressive disorder 
(dysthymia), premenstrual dysphoric disorder, substance/medication-induced 
depressive disorder, depressive disorder due to another medical condition, other 
specified depressive disorder, and unspecified depressive disorder. What all of these 
disorders have in common are feelings of sadness and emptiness, irritability, and 
physical and cognitive changes that significantly impact the individual’s ability to 
function. Depressive disorders can negatively impact important roles that a person 
fulfills, such as caregiver. The primary differences between these disorders are issues 
of duration, timing, and cause.  
 
In this section the primary focus will be on major depressive disorder and persistent 
depressive disorder (dysthymia). We will also focus on what used to be known as 
postpartum depression and related postpartum disorders. 
 
Major Depressive Disorder 
 
Inform participants that major depressive disorder is characterized by one or more 
major depressive episodes, which are defined as experiencing two or more weeks of (1) 
depressed mood and/or (2) loss of interest or pleasure in daily activities.  
 
According to the DSM-5, to be diagnosed with major depression, a person must 
experience one or both of these symptoms and a total of five or more depressive 
symptoms: 

 “Depressed mood most of the day, nearly every day 

 Markedly diminished interest or pleasure in all, or almost all, activities most of the 
day, nearly every day 

 Significant weight loss when not dieting or weight gain or decrease or increase in 
appetite nearly every day 

 Insomnia or hypersomnia nearly every day 

 Psychomotor agitation or retardation nearly every day 



 

The Pennsylvania Child Welfare Resource Center 308 Adult Mental Health Issues: 
 An Introduction for Child Welfare Professionals 

 Page 26 of 93 

 Fatigue or loss of energy nearly every day 

 Feelings of worthlessness or excessive or inappropriate guilt nearly every day 

 Diminished ability to think or concentrate, or indecisiveness, nearly every day 

 Recurrent thoughts of death, recurrent suicidal ideation without specific plan, or a 
suicide attempt or a specific plan for committing suicide” 

 
It is also important to note, that these symptoms must cause “clinically significant 
distress” and impairment in functioning. It should also be emphasized that major 
depressive disorder is different than normal sadness and should be differentiated from 
grief/bereavement associated with a loss. Grief/bereavement does not usually meet 
criteria for major depressive disorder; however, if a person with major depressive 
disorder experiences feelings of grief/bereavement their depressive symptoms and 
impairment usually become more severe. 
 
 
Persistent Depressive Disorder (dysthymia) 
 
Inform participants that persistent depressive disorder (dysthymia) is characterized by a 
depressed mood that occurs for most of the day, more often than not, for at least 2 
years. In the DSM-5, this disorder is a combination of 2 disorders previously found in 
the DSM-IV: chronic major depressive disorder and dysthymic disorder. 
 
In addition to the above, according to the DSM-5, 2 or more of the following symptoms 
must also be present: 

 “Poor appetite or overeating 

 Insomnia or hypersomnia 

 Low energy or fatigue 

 Low self-esteem 

 Poor concentration or difficulty making decisions 

 Feelings of hopelessness” 
 
Discuss how depressive disorders can manifest in behavioral terms using Handout #5 
(Behavioral Indicators of Depressive Disorders): 

 The person feels sad or cries a lot and nothing or no one can make it go away.  
 The person feels guilty for no reason; they feel like they are no good; and they 

have lost their confidence.  
 Life seems meaningless or like nothing good is ever going to happen again. The 

person has a negative attitude a lot of the time, or it seems like they have no 
feelings.  

 They describe life in negative terms. 
 The person does not feel like doing most of the things they used to like; for 

example music, sports, being with friends, going out; and they want to be left 
alone most of the time.  

 When they are with people, they seem distracted or unable to get involved in the 
group. 

 They have a hard time making decisions, even about insignificant things. 
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 They are forgetful and have poor concentration.  
 They get irritated often. Little things make them lose their temper; they over-

react.  
 Eating pattern changes; a loss of appetite may occur or over indulgence may 

occur.  
 Digestive problems, feeling queasy or nauseous, having diarrhea or becoming 

chronically constipated.  
 Sleeping problems. Many people with depression can't sleep well anymore. They 

wake up too early or can't fall asleep when they go to bed. Others sleep much 
more than normal. 

 Feelings of restlessness and being tired most of the time.  
 Exhaustion and fatigue. No matter how much one sleeps, one still feels tired or 

worn out. Getting out of bed in the morning may seem very hard, even 
impossible. 

 Preoccupation about death, feel like they are dying, or thoughts about committing 
suicide.  

 Headaches. These are fairly common in people with depression. If they already 
had migraine headaches, they may become worse. 

 Back pain. If they already suffer with back pain, it may get worse.  
 Muscle aches and joint pain. Depression can make any kind of chronic pain 

worse. 
 Dizziness or lightheadedness. 

 
Activity: Divide participants into four small groups. Assign each group an age range; 
Infants, toddlers, early childhood, and early adolescence/adolescence. Then, using 
Handout #6 (Impact of Depression) direct participants to consider the list of adult 
behavioral indicators of depressive disorders and determine how the behavior of the 
adult impacts: 
 
 Child development (cognitive, emotional, physical, and social development); 

 
 Relationship between the parent and the child; and 

 
 What challenges would an adult with a depressive disorder have when parenting 

this age group? 
 
The following set of behavioral indicators broken down by age groups could be used to 
supplement the small groups’ answers:  
 
Preschoolers (birth to 5 years): 

 The caregiver with a low tolerance for interruption or may leave an infant 
unattended for hours without feeding or changing 

 They may overreact to interruption by disciplining too harshly 
 May expect that their child can care for self and neglect basic needs 
 May be unable to bond with their infant 
 May leave child alone to self-medicate with drugs or alcohol 
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 Caregiver may not be able to provide care to the child in terms of bathing, clean 
clothes 

 
School aged child (6-12 years): 

 They have a low tolerance for interruption or disturbance 
 They tend to have shorter fuses causing them to possibly overreact to child’s 

behavior 
 Caretaker spends most of day in bed leaving child unattended, not able to get 

child ready for school 
 Caretaker unable to help child with breakfast or lunch for school, leaving child 

unfed 
 Not able to get children ready for school or if they send them not making sure 

they are dressed for the appropriate weather 
 Unable to attend to child’s' educational needs 
 Caretaker may leave child alone to go off and try to self-medicate using alcohol 

or drugs 
 May put child in caretaker role, leaving children vulnerable to injury 
 Caregiver may not be able to provide care to the child in terms of bathing, clean 

clothes 
 
Young teens (13-15 years): 

 May put child in caretaker role, leaving children vulnerable to injury 
 May require child to parent them by making them do all household chores 
 May not be able to make sure child gets to school or has work done 
 May not supervise child’s activities leaving the child vulnerable to delinquent 

activity or promiscuity 
 
Older teens (16-18 years): 

 Caregiver may be unable to provide structure or discipline leaving teen to run 
uncontrolled 

 May not supervise child’s activities leaving the child vulnerable to delinquent 
activity or promiscuity 

 Child may feel alone and run away putting themselves in danger 
 Child may become parentified and be left alone to care for younger children 

putting them all at risk 
 Child may get into delinquent activity or promiscuity 
 Child may drop out of school 

 
Allow ten minutes for small group discussion and then request that small groups record 
their findings on flipchart paper. Facilitate a large group discussion beginning with the 
small group assigned to infants and work through each age group highlighting what 
impact is common and what is unique for each age group. 
 

Trainer Note: Small group posters should remain hanging. They will be referred back to 
during the discussion on bipolar disorder. 
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Step 3: Specifier: with peripartum onset  
 
For women, there are additional symptoms that may present risk to a child. These 
symptoms may occur during or after pregnancy. During pregnancy, the amount of two 
female hormones, estrogen and progesterone, in a woman's body increases greatly. 
This may trigger depressive episodes in some women. Moreover, in the first 24 hours 
after childbirth, the amount of estrogen and progesterone rapidly drops back down to 
their normal pre-pregnancy levels. Researchers think the fast change in hormone levels 
may lead to depression, just as smaller changes in hormones can affect a woman's 
moods before she gets her menstrual period.  
 
Approximately 85% of all women experience some form of “baby blues” following the 
birth of their child. Baby blues are a mild form of depression which typically last 
anywhere from 7 to 10 days postpartum. How the baby blues manifests can be unique 
to each woman, however, typical symptoms often include: rapidly fluctuating mood, 
tearfulness, irritability, and anxiety. These symptoms peak on the fourth or fifth day after 
delivery and can last for several days, but they are generally time-limited and usually 
disappear within the first 2 postpartum weeks. It is important to keep in mind that these 
symptoms do not interfere with a mother's ability to function and to care for her child 
(ergo crossover to become a mental health diagnosis). (www.womenshealth.gov, 2008) 
 
Instead of being separate diagnoses as in the DSM-IV-TR (postpartum depression, 
postpartum anxiety, and postpartum psychosis) mood symptoms related to pregnancy 
and birth are now categorized in the DSM-5 with a “specifier” that is attached to the 
diagnoses of major depressive disorder or persistent depressive disorder. The specifier 
is “with peripartum onset.” According to the DSM-5, this specifier can be attached to a 
depressive disorder diagnosis if the beginning of the symptoms happens during 
pregnancy or within the four weeks after delivery. 
 
According to the DSM-5 “fifty percent of ‘postpartum’ major depressive episodes 
actually begin prior to delivery” (p.186). This is why the symptoms included in this 
specifier are called peripartum. Symptoms that occur during pregnancy increase the risk 
for an episode of major depression following delivery. 
 
Mood episodes that are associated with peripartum onset can present with or without 
psychotic features. The most common psychotic feature associated with these episodes 
are command hallucinations to kill the baby or delusions that the baby is possessed. 
Other psychotic symptoms may also appear. (For more details about psychosis, 
participants can refer to the category in the DSM-5 of Schizophrenia Spectrum and 
Other Psychotic Disorders.) 
 According to the DSM-5, episodes “with psychotic features appear to occur in from 1 in 
500 to 1 in 1,000 deliveries” (p.187) and may be more common in first pregnancies/first 
births. An increased risk for psychotic episodes exists for women with prior postpartum 
mood episodes, as well as for women with a history of depressive disorders or bipolar 
disorders, or a family history of such. When a woman has experienced one episode of 

http://www.womenshealth.gov/
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postpartum psychosis, her chances of having another increase with each subsequent 
pregnancy/birth. 
 
Some factors that may contribute to depressive disorders with peripartum onset include:  

 Feeling tired after delivery, broken sleep patterns, and not enough rest often 
keeps a new mother from regaining her full strength for weeks.  

 Feeling overwhelmed with a new, or another, baby to take care of and doubting 
your ability to be a good mother.  

 Feeling stress from changes in work and home routines. Sometimes, women 
think they have to be "super mom" or perfect, which is not realistic and can add 
stress.  

 Having feelings of loss — loss of identity of who you are, or were, before having 
the baby, loss of control, loss of your pre-pregnancy figure, and feeling less 
attractive.  

 Having less free time and less control over time. Having to stay home indoors for 
longer periods of time and having less time to spend with your partner and loved 
ones.  

 
Behavior Indicators of depressive disorders with peripartum onset: 

 Sluggishness, fatigue, exhaustion 
 Sadness, depression, hopelessness 
 Appetite and sleep disturbance 
 Poor concentration, confusion 
 Memory loss 
 Over concern for the baby 
 Uncontrollable crying, irritability 
 Guilt, inadequacy, worthlessness 
 Lack of interest in the baby 
 Fear of harming the baby or yourself 
 Fear of losing control or "going crazy” 
 Exaggerated highs and/or lows 
 Lack of interest in sex 
 Insomnia 
 Intrusive thoughts  

 
Behavioral Indicators of anxiety in depressive disorders with peripartum onset: 

 Intense anxiety and/or fear 
 Rapid breathing 
 Fast heart rate, palpitations 
 Sense of doom 
 Hot or cold flashes 
 Chest pains or discomfort 
 Shaking 
 Dizziness 
 Insomnia 
 Feelings of wanting to "run away" 
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Impact of depressive disorders with peripartum onset on Children 
 
Depressive disorders not only hurt the mother, but also affect her family. Some 
researchers have found that depression during pregnancy can raise the risk of 
delivering an underweight baby or a premature infant. Some women with depression 
have difficulty caring for themselves during pregnancy. They may have trouble eating 
and won’t gain enough weight during the pregnancy; have trouble sleeping; may miss 
prenatal visits; may not follow medical instructions; have a poor diet; or may use harmful 
substances, like tobacco, alcohol, or illegal drugs. (www.womenshealth.gov, 2008) 
 
Depressive disorders with peripartum onset can affect a mother’s ability to parent. She 
may lack energy, have trouble concentrating, be irritable, and not be able to meet her 
child’s needs for love and affection. Further, a large body of literature suggests that a 
mother's attitude and behavior toward her infant significantly affect mother-infant 
bonding and infant well-being and development.  
 
Mothers who have depressive disorders with peripartum onset are more likely to 
express negative attitudes about their infant and to view their infant as more demanding 
or difficult. Mothers with depressive symptoms exhibit difficulties engaging the infant, 
either being more withdrawn or inappropriately intrusive, and more commonly exhibit 
negative facial interactions. These early disruptions in mother-infant bonding may have 
a profound impact on child development.  
 
Children of mothers who have depressive disorders with peripartum onset are more 
likely than children of mothers without depression to exhibit behavioral problems (e.g. 
sleep and eating difficulties, temper tantrums, hyperactivity), delays in cognitive 
development, emotional and social dysregulation, and early onset of depressive illness. 
(Nonacs, 2007) Researchers also believe that depressive disorders with peripartum 
onset can affect the infant by causing delays in language development, problems with 
emotional bonding to others, lower activity levels, and distress. 
(www.womenshealth.gov, 2008)  
 
Women who are at risk of developing depressive disorders with peripartum onset often 
present with the following risk factors:  
 

 A past history of depression. In women with a prior history of depression, there is 
a 25% chance of developing postpartum depression, and in women with a prior 
history of post partum depression, the risk for having another episode of 
postpartum is 50%. 

 A family history of depression. 
 Psychosocial stresses, such a poverty, lack of extended family in involvement, 

and single marital status. (Schmidt, 2008) 
 
Other risk factors include inadequate social supports, marital dissatisfaction or discord, 
and recent negative life events such as a death in the family, financial difficulties, or loss 

http://www.womenshealth.gov/
http://www.womenshealth.gov/
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of employment. (Nonacs, 2007) It is important to talk to women before they give birth to 
help them be more informed and prepare them to ask for help if needed. 
 
Screening for Depressive Disorders with Peripartum Onset: 
 
Due to the potential impact on the child, it is important that women be screened for 
depressive disorders during and after pregnancy. Women should be screened routinely 
by their Obstetrician/Gynecologist for the presence of depressive disorders with 
peripartum onset; although, this does not always occur. It is a good opportunity 
however, for child welfare professionals to advocate for women’s (and ultimately 
children’s) health.  
 
There are several screening tools in the public domain that are available for use. One of 
these assessment tools is the Edinburgh Postnatal Depression Scale which can be 
found in the PA Enhancing Assessments Toolkit. Project the Edinburgh Postnatal 
Depression Scale onto the screen and review it. (it begins on p. 49 of the toolkit)  
 

Trainer Note: You can access the PA Enhancing Assessments Toolkit at 
www.pacwrc.pitt.edu/Resourcese/PA%20Enhancing%20Assessments%Toolkit.pdf 
If you are uncertain about internet availability at your training site you can access the 
toolkit in advance and save a copy of it onto a CD or flash drive. 

 
 

Trainer Note 2:  In addition to displaying of the Enhancing Assessments Toolkit via the 
overhead, the trainer may pass around a hard copy of the toolkit. If the trainer wishes to 
do this, he/she will need to have accessed and printed a copy of the toolkit prior to the 
session. Provide the link to the toolkit to participants for future reference. 
www.pacwrc.pitt.edu/Resources/PA%20Enhancing%20Assessments%20Toolkit.pdf 

 
Remind the participants that a comprehensive family assessment in child welfare 
encompasses a great deal of information to be gathered and analyzed. This 
assessment process begins from the first contact a caseworker has with a family and 
continues throughout the life of the case. Caseworkers are not only responsible for 
identifying all risk and safety factors, but also need to assess family strengths, areas of 
concerns, and protective capacities.  Often, this assessment process also involves 
reports and/or evaluations from other professionals as well. One of the most important 
aspects to any family assessment is the family’s involvement in the assessment 
process, and where they are in the Stages of Change Model (Prochaska, J.O., and 
DiClemente, C.C. 1984). 
 
The Enhancing Assessments Toolkit is designed to provoke critical thinking amongst 
caseworkers. It is not meant to replace supervision, nor is it inclusive of all family 
situations and circumstances. What it does is provide workers and supervisors a tool to 
help them apply critical thinking skills as they explore the possible underlying causes of 
a family’s concern(s). 
 

http://www.pacwrc.pitt.edu/Resourcese/PA%20Enhancing%20Assessments%25Toolkit.pdf
http://www.pacwrc.pitt.edu/Resources/PA%20Enhancing%20Assessments%20Toolkit.pdf
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The Collection of Screening Tools offers a number of screening tools available to 
caseworkers that supplement the Pennsylvania Child Welfare System mandated tools 
such as the Risk Assessment, In-Home Safety Assessment, Educational Assessment, 
Out-of-Home Safety Assessment and Ages & Stages Questionnaires® (ASQ™).  
 
Some of these tools may simply be questions that can be asked while visiting with a 
family and documented in a structured case note. Other tools can be given to parents to 
complete while the caseworker is meeting with the child(ren) privately, and vice-versa. 
These tools provided can assist caseworkers in two different ways in the assessment 
process.   
 

1. First, the tools can help identify or rule out possible underlying issues in a family.  
These tools are free, and are easily accessible by caseworkers. 

2. Secondly, the tools can be used to help engage family members in the 
assessment process and in recognizing that certain issues within the family are 
areas of concern that should be addressed in family service planning. 

 
The toolkit contains screening tools in each of the following areas of practice: 
 

1. Mental Health; 
2. Substance Abuse; 
3. Suicide; and 
4. Domestic Violence. 

 
Additionally, the Resources section of the toolkit provides valuable support and 
guidance in the following areas: 
 

1. Independent Living Skills; 
2. Low/Limited Literacy; 
3. Co-occurring Disorders; 
4. The Impact of the Economy on Child Welfare; 
5. Intellectual Disabilities; and 
6. Family Advocacy and Support Tool (FAST). 

 
This Toolkit provides caseworkers several aids to assist in the difficult task of 
implementing a comprehensive family assessment.  In utilizing the Toolkit, you are likely 
to improve your critical thinking skills, become more independent in analyzing the case, 
and improve your ability to assess families by being able to identify the underlying 
issues within the family. Addressing these underlying issues will not only enable 
children to remain or return successfully to their homes, but also reduce the length of 
time a family is involved in your agency. The benefit of the toolkit will be for you and the 
families with whom you work. Together, you will be able to determine the appropriate 
goals and link the family with the necessary services that will address the root causes of 
the issues of concern that made the family known to Child Welfare. 
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Treatment Options for Depressive Disorders: 
 
Physical Examination 
The first round of treatment should be a full physical examination as there are some 
physical ailments that can look like depression and a health care professional should 
rule these out first. 
 
Talk Therapy 
Talking with a trained therapist is one of the best treatments for depression. Many 
studies show that it helps. Some people choose to be in therapy for several months to 
work on a few key issues. Other people prefer to stay in therapy for years, gradually 
working through larger problems. Here are some common types of therapy. 
 

 Cognitive behavioral therapy helps you see how behaviors -- and the way you 
think about things -- play a role in your depression. A therapist can help change 
some of the unhealthy patterns. This is a very hands-on approach.  

 Interpersonal therapy focuses on relationships with other people and how they 
affect the depression. The therapist should also help identify and change 
unhealthy behaviors. 

 Psychodynamic therapy is a more traditional form of therapy. It focuses on the 
deeper roots of problems. The therapist might encourage discussion about hard 
things in the past, especially from childhood. This type of therapy is often done 
during a longer period. 

 
Medicines 
Medicines are the other key treatment for depression. There are now dozens of 
antidepressants that health care providers can choose. They include: 

 SSRIs (selective serotonin reuptake inhibitors.) These common medicines 
include some well-known names, like Lexapro, Paxil, Prozac, and Zoloft. Side 
effects are generally mild. They include stomach upset, sexual problems, 
insomnia, dizziness, weight change, and headaches. 

 Newer types. Researchers have developed many new types of antidepressants 
in recent years. These include drugs like Wellbutrin, Cymbalta, and Effexor. 
Cymbalta and Effexor may also ease chronic pain in people with depression. 
Side effects are usually mild. They include stomach upset, sleep problems, 
sexual problems, dizziness, and weakness. 

 Older antidepressants. Tricyclic antidepressants and Monoamine Oxidase 
Inhibitors (MAOIs) were some of the first medicines used to treat depression. 
While they work well, they can cause serious side effects and interact with some 
drugs and foods. Because newer medicines work just as well, these drugs aren't 
used as often anymore. But if the newer medicines do not work for some reason, 
a health care provider may suggest these.  

 
ECT (electroconvulsive therapy) 
This is a safe and effective treatment for people with serious depression. It's typically 
used on people who haven't been helped by medicines or therapy. In ECT, the doctor 
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will use electric charges to create a controlled seizure. These seizures seem to change 
the chemical balance of the brain. It may sound scary. But during the procedure, the 
patient is unconscious, so they don't feel anything. ECT tends to work very quickly. It 
also works well -- about 80%-90% of people who receive it show improvement. The 
most common side effect is temporary memory loss. There can be up to 12 sessions 
over a few weeks. Some people get "maintenance" therapy with ECT to prevent 
depression from returning.  
 
Vagus Nerve Stimulation (VNS) 
Vagus Nerve Stimulation (VNS) is a new option for people with severe, treatment-
resistant depression. Approved by the FDA in 2005, it's used only on people who 
haven't been helped by at least four antidepressants. VNS involves implanting a small 
electrical generator in the chest, like a pacemaker. The device is attached with wires to 
the vagus nerve, which runs from the neck into the brain. Once implanted, the device 
sends electrical pulses to the vagus nerve every few seconds. The pulses are then 
delivered via the vagus nerve to the area of the brain thought to regulate mood. The 
electrical charges may change the balance of chemicals in the brain and relieve 
depression. 
 
The device must be implanted by a surgeon, but patients can usually go home the same 
day. This treatment has been used for controlling seizures caused by epilepsy. 
 
This type of treatment is not currently being covered by Medicare. 
 
Alternative Treatments 
In some instances simple changes to diet and adding or increasing level of physical 
exercise can improve an individual’s mood. Some people use herbs, supplements, and 
other alternative therapies for depression. However, none of these approaches have 
been proven to work. Herbs and supplements -- like St. John's Wort -- can have side 
effects and cause interactions with other medicines. It is never wise to start taking an 
herb or supplement without talking to a doctor first.  
 
Other unproven alternative treatments -- like acupuncture, hypnosis, and meditation -- 
may help some people with their symptoms. 
 
 
Activity: Divide participants into three small groups. Assign each group one of the 
following topics:  

 building supports for pregnant women/new moms;  
 supporting attachment;  
 engaging/screening pregnant women /new moms.  

 
Direct each small group to identify strategies/methods/questions to use to find out more 
information about their assigned topic. Further direct each small group to record their 
findings on flipchart paper. Facilitate a large group discussion in which each of the small 
groups presents their findings.  
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Step 4: Bipolar and Related Disorders 
 
Bipolar disorders have been moved from being included with depressive disorders 
under the category “mood disorders” in the DSM-IV-TR to their own distinct category in 
the DSM-5. Bipolar disorder is sometimes referred to as manic-depression since it is 
characterized by cycling mood changes: severe highs (mania) and lows (depression). 
Sometimes the mood switches are dramatic and rapid (often called rapid-cycling), but 
most often they are gradual. When in the depressed cycle, an individual can have any 
or all of the symptoms of a depressive disorder. When in the manic cycle, the individual 
may be overactive or over-talkative and have a great deal of energy.  
 
Bipolar is a serious brain disease that causes extreme shifts in mood, energy, and 
functioning. It affects approximately 2.3 million adult Americans—about 1.2 percent of 
the population. Men and women are equally likely to develop this disabling illness. The 
disorder typically emerges in adolescence or early adulthood, but in some cases 
appears in childhood. Cycles, or episodes, of depression (sad and hopeless), 
mania(overly "high”), or "mixed" manic and depressive symptoms typically recur and 
may become more frequent, often disrupting work, school, family, and social life. There 
are also periods of normal mood in between. 
 
Display PowerPoint Slides #25-27 (Mood Episodes) and review the different mood 
episodes that can be associated with bipolar disorder.  
 
There are two classifications of bipolar disorder. The first is called bipolar I disorder 
which involves manic episodes. The manic episode may or may not be preceded by or 
followed by hypomanic or major depressive episodes. 
 
The second classification is bipolar II disorder. With bipolar II disorder an individual  
must meet the criteria for having a current or past hypomanic episode and a current or 
past major depressive episode.  
 
“With rapid cycling” is a specifier that can be attached to either bipolar I disorder or to 
bipolar II disorder. Rapid cycling is when four or more mood episodes occur within a 12-
month period. Some people experience multiple episodes within a single week, or even 
within a single day. Rapid cycling tends to develop later in the course of illness and is 
more common among women than among men. 
 
An additional disorder related to bipolar is cyclothymia. Cyclothymia  includes symptoms 
of hypomanic and depressive episodes but the symptoms are not severe enough to 
meet the criteria for a hypomanic episode or major depressive episode. These 
symptoms must be experienced for a duration of at least 2 years and be present for at 
least half the time. The individual also cannot be without the symptoms for longer than 2 
months at a time. 
 
Some behavior indicators of bipolar disorders can be: 

http://www.nimh.nih.gov/publicat/bipolarupdate.cfm
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- Caretaker goes on a spending spree of extravagant items not needed for 
everyday functioning 

- Caretaker may be so depressed they cannot get out of bed for days on end 
- Caretaker begins taking risks in daily living that are not consistent with their 

personality 
- Caretaker talks about not needing sleep and has extreme amounts of energy 
- Caretaker is unable to converse without getting distracted or losing self in 

conversation 
- Talks boastfully about self in a manner not consistent with personality 

 
Briefly mention that the other disorders that fall into this category are: 
substance/medication-induced bipolar and related disorder, bipolar and related disorder 
due to another medical condition, other specified bipolar and related disorder, and 
unspecified bipolar and related disorder. As with depressive disorders, there are a 
variety of specifiers that can be attached to these diagnoses. 
 
Treatment Options 
 
Talk therapy 
Psychotherapy can be a valuable component of treatment for someone suffering from 
bipolar disorder. Some psychological theories exist which implicate various 
environmental or psychological factors that significantly contribute to this disorder. 
These are often overlooked in treatment of bipolar disorder, but should be carefully 
considered. Either individual or group therapy is appropriate and recommended for 
someone with this disorder. Therapy is usually supportive in nature, helping the client 
with increased coping skills and education about the disorder. With specific episodes of 
depression or mania, additional therapy can focus on the treatment of those disorders. 
Helping the client learn to better predict his or her own fluctuations in mood (which may 
be related to situational or seasonal changes) can decrease the likelihood of relapse in 
the future.  
 
Medication 
Medication, such as Lithium, is typically prescribed for this disorder and is the 
cornerstone of treatment. Therapy can be useful in helping the client understand the 
illness and its consequences and be better able to know when a manic or depressive 
episode is imminent and to prepare for this. As with all disorders, poor coping skills and 
lack of support will make the illness more pronounced, and this is often a focus of 
therapeutic treatment. 
 
Hospitalization  
Hospitalization may be needed if the person is suffering from a severe episode of major 
depression or suicidal intent, or from a manic episode. Partial hospitalization should be 
considered as a viable alternative as well. As soon as the patient has been stabilized on 
the appropriate medication, though, the individual should be discharged. Day treatment 
programs, which allow for greater flexibility in the patient's life while maintaining close 
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support and contact with mental health professionals, is often an appropriate treatment 
choice. 
 
Activity: Reform the same small groups as in the depression activity. Direct the small 
groups to their responses recorded on Handout #6 (Impact of Depression) and their 
flipcharts hanging on the wall. The previous activity instructed participants to determine 
how the behavior of the adult impacts: 

 Child development (cognitive, emotional, physical, and social development) 
 The Relationship between the parent and the child, and 
 What challenges would an adult with depression have when parenting this age 

group 
 
Instruct participants to reflect on what they have learned about bipolar. Then ask the 
following using PowerPoint Slide #28 (Bipolar Questions): 
 
 What answers for bi-polar remained the same? Why or why not? 
 What answers for bi-polar are different? Why or why not? 
 What other concerns do you have with the addition of mania? 

 
Allow small groups five minutes for discussion and then facilitate a large group, 
emphasizing the similarities and differences between depressive disorders and bipolar 
disorders. 
 
Allow time for clarification of any questions participants may have before moving on to 
the next category of disorders. 
 
 
Step 5: Anxiety Disorders 
 
Explain to participants that they will be seeing a series of brief video clips. Ask 
participants to note themes/behaviors common in each clip.  
 

Trainer Note: The movie clips they will see are: 
 
Analyze This - Panic Disorder  
What’s Eating Gilbert Grape - Agoraphobia 
Annie Hall - Generalized Anxiety Disorder 

 
Following the videos, conduct a brief large group discussion based on participant 
observations. Participants should identify that each anxiety disorder has its own distinct 
features (types of objects or situations that induce symptoms), but they are all bound 
together by the common theme of excessive, irrational fear and dread. Underscore, 
using PowerPoint Slide #29 (Anxiety Disorders), that this section of the curriculum 
will be exploring several different types of anxiety disorders: panic disorder, 
posttraumatic stress disorder, and generalized anxiety disorder.  
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Divide participants into four small groups. Assign a movie to each small group. Direct 
each group to consider the behaviors they saw for their assigned movie clip. What 
behaviors did they see that caused them concern?  
 
Briefly reconvene the large group and have each group share their concerns. After each 
group has reported out, provide each of the small groups with the diagnosis portrayed in 
their assigned video.  
 
Using Table Resources (DSM-5), direct small groups to read the information related to 
their assigned anxiety disorder. Small groups should identify what they feel are the most 
salient points about their assigned anxiety disorder that impacts the work of child 
welfare and be prepared to share that information with the large group. Allow twenty 
minutes for the small groups to gather their information and prepare to teach their peers 
about their assigned anxiety disorder. 
 
Small groups should be identifying and presenting on the behavioral indicators of the 
disorder (both what they saw in the video and what they read in the DSM-5), the impact 
it may have on children (safety, risk, and well-being), the impact on the family, the 
impact that the behavioral indicators may have on a caregiver’s Protective Capacity, 
and what services/evaluations they would refer the individual to receive. 
 

Trainer Note: Trainers should be prepared to offer guidance and assistance while small 
groups are preparing their presentations. Make sure to check in with each small group. 

 
Facilitate small group presentations, making sure that each small group covers the 
information on each diagnosis as detailed in Steps 5A-C.  
 
Step 5A: Panic Disorders 
 
The first criteria are recurrent and unexpected panic attacks. Define a panic attack as a 
distinct period of intense fear or discomfort, in which four or more of the following 
symptoms developed abruptly and reached a peak within 10 minutes: 
 

 “Palpitations, pounding heart or accelerated heart rate 
 Sweating 
 Trembling or shaking 
 Sensations of shortness of breath or smothering 
 Feeling of choking 
 Chest pain or discomfort 
 Nausea or abdominal distress 
 Feeling dizzy, unsteady, lightheaded or faint 
 Derealization (feelings of unreality) or depersonalization (being detached from 

oneself) 
 Fear of losing control or going crazy 
 Fear of dying 
 Paresthesias (numbness or tingling sensation) 
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 Chills or hot flashes” 
 
Some panic attacks may have a specific trigger, but often, panic attacks occur at any 
time, even during sleep. An attack generally peaks within 10 minutes, but some 
symptoms may last much longer. 
 
Continue the discussion by stating that if a person experiences recurring panic attacks 
and is plagued by 1 month or more of at least one of the following: persistent concerns 
about having additional attacks; worry about the implication of the attack or its 
consequences (e.g. losing control, having a heart attack, “going crazy”); and/or a 
significant change in behavior related to the attacks, a person may be experiencing 
panic disorder. Note that according to the National Institute for Mental Health, “Panic 
disorder affects about 2.4 million adult Americans and is twice as common in women as 
in men. It most often begins during late adolescence or early adulthood. The risk of 
developing panic disorder appears to be inherited.”   

 
 
Step 5B: Agoraphobia 
Agoraphobia includes significant fear or anxiety about certain situations. According to 
the DSM-5 the fear or anxiety must be felt about two or more of the following: 

 “using public transportation (e.g. automobiles, buses, trains, ships, planes) 

 Being in open spaces (e.g. parking lots, marketplaces, bridges) 

 Being in enclosed places (e.g. shops, theaters, cinemas) 

 Standing in line or being in a crowd 

 Being outside of the home alone” 
 
These situations and places are avoided due to a fear of not being able to escape in 
case panic-like symptoms or other embarrassing situations occur. 
 
Imagine being a caregiver who has a fear of grocery stores, or shopping malls or 
another location that is vital to everyday functioning. 
 
It is important to note that a person with agoraphobia may or may not have panic 
disorder.  
 
Step 5C: Generalized Anxiety Disorder: 
 
The last anxiety disorder to be discussed is: Generalized Anxiety Disorder. Generalized 
Anxiety Disorder (GAD) is much more than the normal anxiety people experience day to 
day. It's chronic and fills one's day with exaggerated worry and tension, even though 
there is little or nothing to provoke it. Having this disorder means always anticipating 
disaster, often worrying excessively about health, money, family, or work. Sometimes 
the source of the worry is hard to pinpoint. Simply the thought of getting through the day 
provokes anxiety. 
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Explain that, according to the DSM-5 when a person is diagnosed with GAD, they 
experience the following symptoms: 

 “Excessive anxiety and worry, occurring more days than not for a least 6 months, 
about a number of events or activities  

 Person finds it difficult to control the worry 
 The anxiety and worry are associated with three or more of the following: 

o Restlessness or feeling keyed up or on edge 
o Being easily fatigued 
o Difficulty concentrating or mind going blank 
o Irritability 
o Muscle tension 
o Sleep disturbance e.g. difficulty falling or staying asleep, or restless 

unsatisfying sleep 
 The anxiety, worry, or physical symptoms cause clinically significant distress or 

impairment in social, occupational, or other important areas of functioning 
 The anxiety is not due to the direct physiological effects of a substance abuse or 

general medical conditions” 
 
People with GAD can't seem to shake their concerns, even though they usually realize 
that their anxiety is more intense than the situation warrants. Their worries are 
accompanied by physical symptoms, especially fatigue, headaches, muscle tension, 
muscle aches, difficulty swallowing, trembling, twitching, irritability, sweating, and hot 
flashes. People with GAD may feel lightheaded or out-of-breath.  
 
Unlike people diagnosed with several of the other anxiety disorders, people with GAD 
don't characteristically avoid certain situations as a result of their disorder. When 
impairment associated with GAD is mild, people with the disorder may be able to 
function in social settings or on the job. If severe, however, GAD can be very 
debilitating, making it difficult to carry out even the most ordinary daily activities. 
 
According to the National Institute for Mental Health, “GAD affects about 4 million adult 
Americans and about twice as many women as men. The disorder comes on gradually 
and can begin across the life cycle, though the risk is highest between childhood and 
middle age. It is diagnosed when someone spends at least 6 months worrying 
excessively about a number of everyday problems. There is evidence that genes play a 
modest role in GAD. GAD is commonly treated with medications. GAD rarely occurs 
alone, however; it is usually accompanied by another anxiety disorder, depression, or 
substance abuse. These other conditions must be treated along with GAD.” (2001) 
 
Treatment 
 
As with depressive disorders, anxiety disorders are typically treated with various 
medications and psychotherapies. Moreover, many of the anti-depressant medicines 
used to treat mood disorders are also used to treat anxiety disorders. Anti-anxiety 
medications can also be prescribed. Common anti-anxiety medications are: 



 

The Pennsylvania Child Welfare Resource Center 308 Adult Mental Health Issues: 
 An Introduction for Child Welfare Professionals 

 Page 42 of 93 

benzodiazepines (alprazolam and lorazepam), azipirones (buspirone), and beta 
blockers.  
 
After each group has finished teaching the large group about their assigned anxiety 
disorder, focus the large group discussion on the last component of the small groups’ 
assignment: what services/evaluations they would they refer the individual for. Conduct 
a large group discussion on the importance of making an appropriate referral. Stress 
that it is imperative to be clear and precise when documenting the actual behaviors/ 
concerns – frequency, intensity, and duration. 
 
Before moving on, mention to participants that the following anxiety disorders also exist, 
and should they be interested in more information they can refer to the DSM-5: 

 Separation anxiety disorder 

 Selective mutism 

 Specific phobia 

 Social anxiety disorder (social phobia) 

 Agoraphobia 

 Substance/medication-induced anxiety disorder 

 Anxiety disorder due to another medical condition 

 Other specified anxiety disorder 

 Unspecified anxiety disorder 
 
Step 6: Obsessive Compulsive and Related Disorders 
 
Prior to the DSM-5, obsessive compulsive disorder (OCD) was characterized as an 
anxiety disorder. Clinicians decided that it warranted its own category in conjunction 
with the related disorders because of their relatedness. In addition to obsessive 
compulsive disorder, the related disorders in this category are: body dysmorphic 
disorder, hoarding disorder, trichotillomania (hair-pulling disorder, excoriation (skin-
picking) disorder, and the substance/medication induced, specified and unspecified 
disorders that are found in each category.   
 
Indicate that obsessive-compulsive disorder, or OCD, involves anxious thoughts or 
rituals you feel you can't control. A person with OCD may be plagued by persistent, 
unwelcomed thoughts or images, or by the urgent need to engage in certain rituals. 
According to about.com senior health 
(http://seniorhealth.about.com/library/mentalhealth/bl_anxiety3.htm) OCD occurs in 
about 3.3 million adult Americans.  Men and women have equal occurrences of the 
disorder that usually first appears in childhood, adolescence, or early adulthood.  
One-third of adults with OCD report having experienced their first symptoms as children. 
The course of the disease is variable—symptoms may come and go, they may ease 
over time, or they can grow progressively worse. Research evidence suggests that 
OCD might run in families.  
 
A person may be diagnosed with OCD if they experience recurrent obsessions or 
compulsions that consume at least one hour a day and/or cause significant impairment 

http://seniorhealth.about.com/library/mentalhealth/bl_anxiety3.htm
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to everyday functioning. Provide the following information about obsessions and 
compulsions: 
 

The DSM-5 defines obsessions: 
 “Recurrent and persistent thoughts, impulses, or images that are experienced as 

intrusive and unwanted, at some time during the disturbance 
 The thoughts, impulses or images are not simply excessive worries about real-

life problems 
 The person attempts to ignore or suppress such thoughts, impulses or images or 

to neutralize them with some other thought or action” 
 

The DSM-5 defines compulsions: 
 “Repetitive behaviors (hand washing, ordering, checking) or mental acts (praying, 

counting, repeating) that the person feels driven to perform in response to an 
obsession, or according to rules that must be applied rigidly 

 The behaviors or mental acts are aimed at preventing or reducing distress or 
preventing some dreaded event or situation; however, these behaviors or mental 
acts either are not connected in a realistic way with what they are designed to 
neutralize or prevent or are clearly excessive” 

 
Specifiers that may accompany the diagnosis of OCD are: 

 “With good or fair insight” – recognition that the beliefs associated with the 
disorder “are definitely or probably not true or that they may or may not be true” 

 “With poor insight” – thoughts that the beliefs associated with the disorder “are 
probably true” 

 “With absent insight/delusional beliefs” – the individual whole-heartedly believes 
that the beliefs associated with the disorder are true 

 
Behavior Indicators: 

- Caretaker repeats the same over and over to the point where the behavior 
debilitates them. 

- Caretaker is immobilized by repetitive behavior. 
- Caretaker is unable to complete a normal day without the behavior. 
- The obsessions are increasing the anxiety instead of decreasing. 
- The caretaker knows that the obsessions or compulsions are excessive or 

unreasonable just is powerless to change them. 
 
Treatment: 
 
Talk therapy 
OCD can be treated with Behavioral therapy (BT), Cognitive therapy (CT), or a 
combination of both known as Cognitive-Behavioral therapy (CBT), as well as with a 
variety of medications. Medications can help make the treatment go faster and easier, 
but most experts regard BT/CBT as clearly the best choice. Medications generally do 
not produce as much symptom control as BT/CBT, and symptoms invariably return if 
the medication is ever stopped. 

http://en.wikipedia.org/wiki/Behavioral_therapy
http://en.wikipedia.org/wiki/Cognitive_therapy
http://en.wikipedia.org/w/index.php?title=Cognitive-Behavorial_therapy&action=edit
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The specific technique used in BT/CBT is called Exposure and Ritual Prevention or 
ERP (also known as Systematic Desensitization); this involves gradually learning to 
tolerate the anxiety associated with not performing the ritual behavior. At first, for 
example, someone might touch something only very mildly "contaminated" (such as a 
tissue that has been touched by another tissue that has been touched by the end of a 
toothpick that has touched a book that came from a "contaminated" location, such as a 
school.) That is the "exposure." The "ritual prevention" is not washing. Another example 
may be, leaving the house and checking the lock only once (exposure) without going 
back and checking again (ritual prevention).  
 
The person fairly quickly habituates to the (formerly) anxiety-producing situation and 
discovers that their anxiety level has dropped considerably; they can then progress to 
touching something more "contaminated" or not checking the lock at all — again, 
without performing the ritual behavior of washing or checking. 
 
Medications 
Pharmacological treatments include selective serotonin reuptake inhibitors such as 
paroxetine (Paxil, Aropax), sertraline (Zoloft), fluoxetine (Prozac), and fluvoxamine 
(Luvox) as well as the tricyclic antidepressants, in particular clomipramine (Anafranil). 
Other medications like gabapentin (Neurontin), lamotrigine (Lamictal), and the newer 
atypical antipsychotics olanzapine (Zyprexa) and risperidone (Risperdal) have also 
been found to be useful as adjuncts in the treatment of OCD. Symptoms tend to return, 
however, once the drugs are discontinued. 
 
 
Step 7: Posttraumatic Stress Disorder: 
 
Like OCD, prior to the DSM-5, Posttraumatic stress disorder used to be categorized as 
an anxiety disorder. In the DSM-5, posttraumatic stress disorder is now categorized in 
Trauma- and Stressor-related Disorders. Indicate that posttraumatic stress disorder 
(PTSD) may develop when a person has experienced, witnessed, or was confronted 
with an event(s) that involved actual or threatened death, serious injury, or sexual 
violence; and, the person's response involved intense fear, helplessness or horror. 
 
Additionally, the person may experience the following: 

 The traumatic event is persistently re-experienced in one or more of the following 
ways: 
o Recurrent and intrusive distressing recollections of the event including 

images, thoughts or perceptions 
o Recurrent distressing dreams of the event 
o Dissociative reactions -acting or feeling as if the traumatic event was 

recurring  
o Intense psychological distress at exposure to internal or external cues that 

symbolize or resemble an aspect of the traumatic event 
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o Physiological reactivity on exposure to internal or external cues that 
symbolize or resemble an aspect of the traumatic event 

 
 Persistent avoidance of stimuli associated with the trauma and numbing or 

general responsiveness, as indicated by three or more of the following: 
o Efforts to avoid thoughts, feelings, or conversations associated with the 

trauma 
o Efforts to avoid activities, places or people that arouse recollections of the 

trauma 
o Inability to recall an important aspect of the trauma 
o Markedly diminished interest or participation in significant activities 
o Feeling of detachment or estrangement from others 
o Restricted range of affect 
o Sense of a foreshortened future 

 
 Persistent symptoms of increased arousal (not present before the trauma) as 

indicated by two or more of the following: 
o Difficulty falling or staying asleep 
o Irritability or outbursts of anger 
o Difficulty concentrating 
o Hypervigilance 
o Exaggerated startle response 

 
 Duration of the disturbance is more than one month 

 
 The disturbance causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning 
 
According to the National Institute for Mental Health, “PTSD affects about 5.2 million 
adult Americans.  Women are more likely than men to develop PTSD. It can occur at 
any age, including childhood, and there is some evidence that susceptibility to PTSD 
may run in families. The disorder is often accompanied by depression, substance 
abuse, or one or more other anxiety disorders.  
 
In severe cases, the person may have trouble working or socializing. In general, the 
symptoms seem to be worse if the event that triggered them was deliberately initiated 
by a person—such as a rape or kidnapping. Ordinary events can serve as reminders of 
the trauma and trigger flashbacks or intrusive images. A person having a flashback, 
which can come in the form of images, sounds, smells, or feelings, may lose touch with 
reality and believe that the traumatic event is happening all over again. 
 
Note that not every traumatized person gets full-blown PTSD, or experiences PTSD at 
all. PTSD is diagnosed only if the symptoms last more than a month. In those who do 
develop PTSD, symptoms usually begin within 3 months of the trauma and the course 
of the illness varies. Some people recover within 6 months, others have symptoms that 
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last much longer. In some cases, the condition may be chronic. Occasionally, the illness 
doesn't show up until years after the traumatic event. 
 
Briefly share the following examples of behavioral indicators and treatment options:  
 
Behavior indicators: 

- Caregiver may explode in an angry rage without provocation 
- Caregiver may express inability to fall or stay asleep because of a reoccurring 

thought or fear 
- Caregiver may react to stimuli associated with their trauma but not understand 

the reaction. 
- Caregiver is nervous and startles at the smallest stimuli 

 
Treatment: 
Two types of treatment are helpful for PTSD: psychotherapy and medication. Some 
people recover from PTSD with psychotherapy alone, while others need a combination 
of psychotherapy and medication, and some need only medication. 
 
Psychotherapy alone may be best if: 

 Symptoms are milder 
 Person is pregnant or breastfeeding 
 Prefer not to take medication 
 There is a medical condition that medication might interfere with 

 
Medication is often needed if: 

 Symptoms are severe or have lasted a long time 
 There is another psychiatric problem (e.g., depression or anxiety) that is making 

it harder to recover from PTSD 
 Suicidal ideations present 
 The persons life is very stressful 
 The person is having a very hard time functioning 
 The person has been receiving psychotherapy alone and is still having many 

disturbing PTSD symptoms 
 

Trainer Note: This should be the beginning of Day 2 of the training. Welcome 
participants to day 2 of the training. Solicit and respond to any questions from Day 1’s 
learning. Review the Agenda and Learning Objectives for Day 2 and the WIIFM from 
Day 1. 

 
 
Step 8: Personality Disorders 
 
We have explored several different disorders, focusing on how that disorder impedes a 
person’s ability to function. In most instances, the disorders we reviewed were episodic, 
in other words, the symptoms come and go and are fairly responsive to treatment.  
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The next grouping of disorders, personality disorders, is unlike those other disorders as 
they tend to be chronic and pervasive and often difficult to treat. This is due, in part, to 
the fact that most individuals with a personality disorder view their behavior as normal 
and that the source of their “concerns” stem from other people’s behavior or lack of trust 
and understanding.  
 
Personality disorders also have a high co-morbidity rate with other disorders, especially 
anxiety and mood disorders and may be even more complicated by substance abuse. 
Moreover, several of the criteria, as we will soon see, are the same as with other 
disorders, making an accurate diagnosis even more complex.  
 
These factors are compounded by the fact that persons with personality disorders are 
more distrustful of others and may not be able to successfully communicate their 
thoughts with their mental health professional.  
 
An individual’s personality is comprised of a unique set of qualities and characteristics. 
Personality not only impacts how we view ourselves and how others view us, but it also 
impacts how we treat and are treated by others. Personality is intrinsic to a persons’ 
nature; manifestations of personality are subconscious and often a person may be 
unaware of the actions or behaviors that make up their personality. When an individual’s 
personality impedes the way they think, respond to emotion, interact with others, and 
one’s ability to control impulses, they may be experiencing a personality disorder.  
 
Personality disorders usually have an onset in adolescence or early adulthood as they 
correspond with an individual’s personality development; however, a person with a 
personality disorder may go for several years without a diagnosis. Usually a person 
comes in contact with a mental health professional when their symptoms become 
especially problematic for their family members and loved ones.  
 
Using PowerPoint Slide #30 (Personality Disorders), state that there are twelve 
personality disorders. To facilitate understanding, the disorders are organized by the 
DSM-5 into three clusters. Each cluster can be characterized by specific traits or 
behaviors. For example: 

 
Cluster A:  Characterized by “odd” or “eccentric” behaviors 
 
Cluster B:  Characterized by “dramatic,” “emotional,” or “erratic” behaviors 
 
Cluster C: Characterized by “anxious” or “fearful” behaviors 

 
The focus of this discussion of personality disorder will be on two specific personality 
disorders:  Antisocial and Borderline. The reason for this is that these particular 
personality disorders are more prevalent in child welfare cases. 
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Step 8A: Antisocial Personality Disorder: 
 
People diagnosed with Antisocial Personality Disorder are impulsive, irresponsible, and 
deceitful and fail to comply with social norms  
 
A mnemonic that can be used to remember the criteria for antisocial personality 
disorder is CORRUPT: 
 

 C - cannot follow law  
 O - obligations ignored  
 R - remorseless  
 R - recklessness  
 U - underhandedness  
 P - planning deficit  
 T - temper  

 
According to the DSM-5 specific diagnostic criteria for this disorder are as follows: 

o “there is a pervasive pattern of disregard for and violation of the rights of others 
occurring since age 15 years, as indicated by three or more of the following: 

 failure to conform to social norms with respect to lawful behaviors as 
indicated by repeatedly performing acts that are grounds for arrest 

 deceitfulness, as indicated by repeated lying, use of aliases, or conning 
others for personal profit or pleasure 

 impulsivity or failure to plan ahead 

 irritability and aggressiveness, as indicated by repeated physical fights or 
assaults 

 reckless disregard for safety of self or others 

 consistent irresponsibility, as indicated by repeated failure to sustain 
consistent work behavior or honor financial obligations 

 lack of remorse, as indicated by being indifferent to or rationalizing having 
hurt, mistreated, or stolen from another 

o the individual is at least 18 years old 
o there is evidence of Conduct Disorder with onset before 15 years of age 
o the occurrence of antisocial behaviors is not exclusively during the course of 

schizophrenia or bipolar disorder” 
 
This personality disorder was, at one time, also called psychopathic or sociopathic 
disorder. It has a higher occurrence in men than in women. A person diagnosed with 
this disorder may exhibit a callous disregard for people’s feelings and tend to be 
deceitful and dishonest. “People with antisocial personality are prone to alcoholism, 
drug addiction, sexual deviation, promiscuity, and imprisonment. They are likely to fail at 
their jobs and move from one area to another. They often have a family history of 
antisocial behavior, substance abuse, divorce, and physical abuse. As children, many 
were emotionally neglected and physically abused” (Merck & Co., 2003). 
 
 

http://en.wikipedia.org/wiki/Mnemonic
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Behavioral Indicators: 
- Caregiver who does not have any remorse for any situation that their children are 

in  
- Do not care if their children are left alone without supervision 
- Could possibly use their child to get drugs or alcohol (i.e. Selling their child, 

prostituting their child) with no remorse 
- Person who does not take responsibility for any wrong behavior or justifies the 

behavior 
 
Treatment: 
Treatment for this disorder is very rarely sought. There is a limited amount of insight into 
the symptoms, and the negative consequences are often blamed on society. In this 
sense, treatment options are limited. Some research has found long term insight 
oriented therapy to be effective, but getting the individual to commit to this treatment is a 
major obstacle. 
 
Prognosis 
Prognosis is not very good because of two contributing factors. First, because the 
disorder is characterized by a failure to conform to society's norms, people with this 
disorder are often incarcerated because of criminal behavior. Secondly, a lack of insight 
into the disorder is very common. People with antisocial personality disorder typically 
see the world as having the problems, and therefore rarely seek treatment. If progress 
is made, it is typically over an extended period of time. 
 
Step 8B: Borderline Personality Disorder: 
 
People with Borderline Personality Disorder (BPD) suffer from a disorder of emotion 
regulation. They are often unstable in their moods and in their relationships with other 
people and often have a poor self-image. While less well known than schizophrenia or 
bipolar disorder, BPD is more common, affecting 2 percent of adults, mostly young 
women.  
 
There is a high rate of self-injury without suicide intent, as well as a significant rate of 
suicide attempts and completed suicide in severe cases. Patients often need extensive 
mental health services, and account for 20 percent of psychiatric hospitalizations. Yet, 
with help, many improve over time and are eventually able to lead productive lives.  
 
A person with BPD may experience intense bouts of anger, depression, and anxiety that 
may last only hours, or at most a day. These may be associated with episodes of 
impulsive aggression, self-injury, and drug or alcohol abuse. Distortions in cognition and 
sense of self can lead to frequent changes in long-term goals, career plans, jobs, 
friendships, gender identity, and values.  
 
The diagnostic criteria as detailed in the DSM - 5 for this disorder are as follows: 
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o “a pervasive pattern of instability of interpersonal relationships, self-image, and 
affects and marked impulsivity beginning by early adulthood and present in a 
variety of contexts, as indicated by five or more of the following: 

 frantic efforts to avoid real or imagined abandonment 

 a pattern of unstable and intense interpersonal relationships characterized by 
alternating between extremes of idealizations and devaluation 

 identity disturbance: markedly and persistently unstable self-image or sense 
of self 

 impulsivity in a least two areas that are potentially self-damaging e.g. 
spending, sex, substance abuse, reckless driving, binge eating 

 recurrent suicidal behavior, gestures, or threats, or self-mutilating behavior 

 affective instability due to a marked reactivity of mood e.g. intense episodic 
dysphoria, irritability, or anxiety usually lasting a few hours and only rarely 
more than a few days 

 chronic feelings of emptiness 

 inappropriate, intense anger or difficulty controlling anger e.g. frequent 
displays of temper, constant anger, recurrent physical fights 

 transient, stress-related paranoid ideation or severe dissociative symptoms” 
 

There is a higher occurrence of this disorder in women than in men. Provide the 
following quote from the Merck Manual Home Edition (2003): “People with borderline 
personality often were neglected or abused as children. Consequently, they feel empty, 
angry, and deserving of nurturing. They have far more dramatic and intense 
interpersonal relationships than people with [other] personality disorders.  

 
Behavior Indicators: 

- Person may exhibit  feeling of loneliness which manifests by their constant calling 
you to inform you of their situation 

- They can be very compliant one minute and hostile the next without provocation  
- They may go from place to place with no direction 
- Always looking for another relationship to fulfill their emptiness 
- Difficulty concentrating on any tasks 
- Difficulty remembering what they need to do 
- They cannot make decisions, even about minor things 

 
When they feel cared for, they appear lonely and waiflike, often needing help for past 
mistreatment, depression, substance abuse, and eating disorders. However, when they 
fear being abandoned by a caring person, their mood shifts dramatically and is 
frequently expressed as inappropriate and intense anger. This shift in mood is 
accompanied by extreme changes in their view of the world, themselves, and others – 
things are black or white, good or evil, but never neutral.”   
 
Ensure participants’ understanding of the diagnostic criteria and then read a passage 
from the Book: (Girl Interrupted). 
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Trainer Note: Provide some background information about Susana Kaysen and the 
events that led up to this particular passage and then read the passage beginning at the 
bottom of page 101 and continuing on through page 104. If time allows, also read page 
105 which are the actual progress notes which relate the clinical aspect of the passage. 

 
Direct participants to jot down any specific behaviors or ideations that they feel relate to 
Borderline Personality Disorder while the passage is being read. Upon completion, 
facilitate a large group discussion to solicit initial reaction to the passage, and then 
continue the discussion by asking participants what they felt corresponded to Borderline 
Personality Disorder. If time allows and the trainer reads the progress notes, trainer 
should also incorporate that information into the discussion. 
  
When participants have exhausted their list of behaviors and/or ideations, ask how 
these characteristics, and the others associated with Borderline Personality Disorder 
may impact a caregiver’s abilities to ensure child safety, permanence, and well-being.  
 
Treatment: 
 
Treatment for this disorder is long term in nature since the symptoms have been 
present for an extended time and interfere with many aspects of the person's life. Insight 
oriented therapy can be helpful but research is showing an increased support for a 
cognitive-behavioral approach. In other words, the individual's thoughts and actions are 
monitored both by self and therapist and specific behaviors are counted and a plan is 
made to gradually reduce those thoughts and behaviors that are seen as negative. A 
combined approach may be best, but either way requires intensive time and effort. 
 
Talk Therapy 
The most successful and effective psychotherapeutic approach to date has been 
Marsha Linehan's Dialectical Behavior Therapy. Research conducted on this treatment 
have shown it to be more effective than most other psychotherapeutic and medical 
approaches in helping a person to better cope with this disorder. It seeks to teach the 
client how to learn to better take control of their lives, their emotions, and themselves 
through self-knowledge, emotion regulation, and cognitive restructuring. It is a 
comprehensive approach that is most often conducted within a group setting. Because 
the skill set learned is new and complex, it is not an appropriate therapy for those who 
may have difficulty learning new concepts. 
 
Medicines 
Antidepressant and anti-anxiety agents may be appropriate during particular times in 
the patient's treatment.  
 
For example, if a client presents with severe suicidal ideation and intent, the clinician 
may want to seriously consider the prescription of an appropriate antidepressant 
medication to help combat the ideation. Medication of this type should be avoided for 
long-term use, though, since most anxiety and depression is directly related to short-
term, situational factors that will quickly come and go in the individual's life. 
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Summarize this section by iterating that a person with a personality disorder often views 
their behavior as normal and natural. For this reason, it is very likely that Child Welfare 
Professionals may be working with a caregiver who may have an undiagnosed 
personality disorders. Emphasize, however, that the role of the Child Welfare 
Professional is not to make a diagnosis of a personality disorder, but rather to recognize 
the characteristics that make up an individual’s personality. Moreover, it is important to 
determine how those characteristics translate into behaviors that impact children’s 
safety rather than the diagnosis itself.  
 
Step 9: Schizophrenia Spectrum and Other Psychotic Disorders 
 
Schizophrenia is one of several psychotic disorders. Schizophrenia is a chronic, severe, 
and disabling brain disorder. It affects about 1 percent of people all over the world 
(including 3.2 million Americans). People with schizophrenia may hear voices other 
people don't hear or believe that others are reading their minds, controlling their 
thoughts, or plotting to harm them. These experiences are terrifying and can cause 
fearfulness, withdrawal, or extreme agitation. People with schizophrenia may not make 
sense when they talk, may sit for hours without moving or talking much, or can seem 
perfectly fine until they talk about what they are really thinking. Since many people with 
schizophrenia have difficulty holding a job or caring for themselves, the burden on their 
families and society is significant as well. (NIMH, 2001) 
 

Note that, according to the DSM-5, to be diagnosed with Schizophrenia, one must 
present with the following diagnostic criteria: 
 

 Two or more of the following characteristic symptoms, having a significant 
presence for a month or more: 

o Delusions 
o Hallucinations 
o Disorganized speech 
o Grossly disorganized or catatonic behavior 
o Negative symptoms 

 Disturbance in functioning: social, occupational, self-care 
 Symptoms persist for at least six months 
 Schizoaffective disorder and depressive disorder or bipolar disorder with 

psychotic features have been excluded 
 Substance/general medical condition exclusion 

 
Note that psychotic symptoms (such as hallucinations and delusions) usually emerge in 
men in their late teens and early twenties and in women in their mid-twenties to early 
thirties. They seldom occur after age 45 and only rarely before puberty. (NIMH, 2001)   
 
Impart that the symptoms of schizophrenia fall into three broad categories: Positive, 
Negative and Cognitive. 
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 Positive symptoms are unusual thoughts or perceptions that include hallucinations, 

delusions, thought disorder, and disorders of movement. 
 
 Hallucinations. A hallucination is something a person sees, hears, smells, or feels 

that no one else can see, hear, smell, or feel.  
 
Delusions. Delusions are false personal beliefs that are not part of the person's 
culture and do not change, even when other people present proof that the beliefs are 
not true or logical.  
 
Thought Disorder. People with schizophrenia often have unusual thought 
processes; disorganized or bizarre thoughts e.g. delusions of grandeur, persecution, 
influence, reference, control, somatic sensations, or infidelity; thought blocking; 
highly illogical form of thought/speech e.g. loose association of ideas in speech, 
incoherence, illogical thinking, vague, abstract, or repetitive speech, neologisms, 
perseverations, clanging.  
 
Disorders of Movement. People with schizophrenia can be clumsy and 
uncoordinated, move involuntarily, grimace, have unusual mannerisms, or even be 
catatonic. They also experience persistent psychomotor abnormalities e.g. marked 
decrease in reactivity to environment; various catatonic patterns such as stupor, 
rigidity, excitement, posturing, or negativism; unusual mannerisms or grimacing. 
 

 Negative symptoms represent a loss or a decrease in the ability to initiate plans, 

speak, express emotion, or find pleasure in everyday life. These symptoms are 
harder to recognize as part of the disorder and can be mistaken for laziness or 
depression.  

 
The term "negative symptoms" refers to reductions in normal emotional and 
behavioral states. These include: 
 Flat affect (immobile facial expression, monotonous voice),  
 Lack of pleasure in everyday life,  
 Greatly diminished volition (inadequate interest, drive or ability to follow a 

course of action to its logical conclusion;  
 Pronounced ambivalence or cessation of goal-directed activity. 
 Substantial relationship withdrawal (withdrawal from involvement with the 

external world and preoccupation with egocentric ideas and fantasies, 
alienation). 

 Less-intensive treatments are unsafe or have been unsuccessful. 
 Diminished ability to initiate and sustain planned activity  
 Speaking infrequently, even when forced to interact, 
 Neglecting basic hygiene and needing help with everyday living activities.  

 
 Cognitive symptoms (or cognitive deficits) are problems with attention, certain 

types of memory, and the executive functions that allow us to plan and organize. 
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Cognitive deficits can also be difficult to recognize as part of the disorder but are the 
most disabling in terms of leading a normal life.  

 
Cognitive symptoms are subtle and are often detected only when 
neuropsychological tests are performed. They include: 
 poor executive functioning (the ability to absorb and interpret information and 

make decisions based on that information),  
 inability to sustain attention, and  
 problems with working memory (the ability to keep recently learned information 

in mind and use it right away).  
 
Highlight that there are several different subtypes of Schizophrenia. They are: 
 

 Paranoid – e.g. preoccupation with one or more delusions or frequent auditory 
hallucinations; devoid of disorganized speech, disorganized or catatonic 
behavior, or flat affect 

 Disorganized – e.g. disorganized speech, disorganized or catatonic behavior and 
flat affect are all present 

 Catatonic – e.g. two of the following: motor immobility; excessive motor activity; 
extreme negativism or mutism; posturing, stereotyped movements, prominent 
mannerism, or prominent grimacing; echolalia or echopraxia  

 Undifferentiated – e.g. those with Delusions, Hallucinations, Disorganized 
speech, Grossly disorganized or catatonic behavior, Negative symptoms but the 
criteria are not met for the Paranoid, Disorganized and Catatonic types 

 Residual – e.g. delusions, hallucinations, disorganized speech, disorganized or 
catatonic behaviors are not prominent although still present 

 
Schizophrenia Application Activity 
 
Distribute Handout #7 (Making Connections), and explain to participants that they will 
be watching a nineteen minute clip from the movie A Beautiful Mind. The questions that 
participants should respond to are: 
 
 Identify the behavioral indicators that you feel create the most concern for child 

safety?  
 

 Identify the behavioral indicators that you feel create the most concern for future risk 
of harm? 
 

 What Protective Capacities within the family could be used to mitigate any Safety 
Threats or risks? 
 

 What support systems/services are available for individuals or families dealing with 
schizophrenia? 
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 How does a child’s age increase (or decrease) the levels of risk and safety for the 
child 

o preschoolers (birth to 5 years),  
 

o school aged child (6-12 years),  
 

o young teens (13-15 years),  
 

o older teens (16-18 years) 
 
Following the clip, give individual participants five minutes to complete their handouts 
and then direct them to share their responses with their tablemates. Conduct a large 
group discussion soliciting answers to the following questions on the handout.  
 
Participants should be able to identify that the main character, John Nash, is actively 
experiencing paranoid delusions. He is unable to separate to between his delusions and 
reality and, without intervention from his wife, presents an immediate danger to their 
young child.  
 
Participants should also pick up on the cessation of medication and John’s concern 
about being unable to provide for his family since he can’t work, or to help take care of 
his child, or be intimate with his wife.  
 
This family has also isolated themselves from friends, previous co-workers, and there is 
no mention of family. This isolation adds additional stressors to both caregivers and 
increases the risk to the child. 
 
Talking with a person who has paranoid schizophrenia can be challenging. Ask 
participants for examples of the characters in the clip who attempted to communicate 
with John. Were they successful? Why or Why Not. Then ask participants if they have 
had personal/professional experience trying to communicate with a person who has 
schizophrenia. What worked? What was challenging? How might one explain the 
concepts of child safety, permanency or well-being? 
 
Step 10: Somatic Symptom and Related Disorders (Factitious Disorders) 
 
The last set of disorders to be discussed is Factitious Disorders. Once a separate 
category, they now fall into the category of Somatic Symptom and Related Disorders in 
the DSM-5.There are two types of factitious disorder- factitious disorder imposed on self 
and factitious disorder imposed on another (formerly called factitious disorder by proxy). 
A person with Factitious Disorder imposed on self voluntarily feigns symptoms of illness 
or disease; however, there is no good reason to produce those symptoms aside from 
increased attention. A similar phenomenon is malingering, by which a person feigns 
symptoms; however, they do so for some personal gain.   
 
Provide the following DSM-5 Diagnostic Criteria for Factitious Disorder imposed on self: 
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 Intentional production or feigning of physical or psychological signs or 

symptoms, associated with deception 
 The motivation for the behavior is to assume the sick role and the individual 

presents himself to others this way 
 External incentives for the behavior e.g. economic gain, avoiding legal 

responsibilities, or improving physical well-being and Malingering are absent 
 
Continue the lecture that in some severe instances, a person with Factitious Disorder 
may transfer their attentions to family members, usually vulnerable children. In these 
instances, there is a deliberate production or feigning of physical or psychological signs 
or symptoms in another person who is under the individuals care. This disorder is called 
Factitious Disorder imposed on another. The individual with Factitious Disorder imposed 
on another often seeks the attention and empathy of other family members and, 
moreover, medical personnel. Play the clip from the DVD: The Sixth Sense, ask 
participants to pay close attention to the caregiver behaviors in the clip. Following the 
clip, ask participants to reflect on what they saw and then provide them with specific 
information about the diagnostic criteria. 
 
Participants should identify that the mother in the movie clip was deliberately poisoning 
her eldest daughter for attention, both while she was sick and after she passed away. 
They may also identify that she was beginning to repeat the same process with the 
second daughter. Trainer should acknowledge that this is a very brief clip and then 
proceed to offer more information about the behavioral indicators of the disorder. 
 
As per the DSM-5, Factitious Disorder imposed on another is characterized by: 
 

 Intentional production or feigning of physical or psychological signs or symptoms 
in another person who is under the individual's care 

 The motivation for the perpetrator's behavior is to present another as ill or 
injured. 

 External incentives for the behavior, such as economic gain, avoiding legal 
responsibility, or improving physical well being, are absent. 

 
Note that a person with Factitious Disorder imposed on another poses a real and 
serious threat to the safety and well-being of their children. This disorder usually 
impacts children aged 15 months to 6 years who are more vulnerable than older 
children. Further note that there are several warning signs to look for: 
 

 Illness is multi-system, prolonged, unusual or rare 
 Symptoms are incongruent 
 Patient has multiple allergies 
 Symptoms disappear when parent or caregiver is absent 
 One caregiver, usually father, is absent during hospitalization 
 History of sudden infant death in sibling 
 Caregiver is overly attached to patient 
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 Patient has poor tolerance of treatment 
 General health of patient clashes with results of laboratory tests 
 Patient shows inordinate concern for feelings of the medical staff 
 Seizure activity is unresponsive to anticonvulsants and is witnessed only by 

caregiver 
 

Additionally, there are several characteristics typically associated with Factitious 
Disorder imposed on another: 
 

 Bleeding from poisoning 
 Seizures 
 Poisoning with phenothiazines 
 Apnea via sinus pressure or suffocation 
 CNS depression drugs 
 Diarrhea and vomiting secondary to ipecac or laxatives 
 Fever via falsification of charts, records or actual temperature 
 Rash from drug poisoning, scratching or skin painting 

 
Diagnosing a person with Factitious Disorder imposed on another may prove to be 
difficult. They may seek treatment from several different medical professionals or the 
diagnosis itself may not be given consideration by a physician as it is so extreme. 
Further, the cause of this disorder is not entirely clear. Theories have been made that 
indicate that the caregiver was abused either physically or sexually as a child, or that 
their family dynamic was such that the caregiver only received attention as a child if 
they were ill.  
 
Diagnosis of Factitious Disorder imposed on another may also place the child at an 
even greater risk of harm, as the caregiver may be even more resolved to ”prove” that 
their child is ill. To treat this disorder, it is essential that the caregiver acknowledge their 
actions and seek help. Since this disorder is based on denials and false pretenses, 
without the caregiver admitting that something is wrong, psychotherapy can have little 
or no benefit. If a caregiver does not receive treatment, the outcome for the child with a 
caregiver with this disorder is poor.   
 
At the very minimum the child may be physically impaired, might become brain 
damaged or blind or even die as a result of their “illness.” Further, the child may develop 
the belief that they must be ill to receive attention and thereby may become predisposed 
to developing Factitious Disorder themselves. 
 
It is very difficult to treat this disorder, because the motivation is not always clear, but 
most research suggests that this disorder be treated aggressively first by confronting 
the behavior and then seeking other resources. In the case of Factitious Disorder 
imposed on another removal of the child is the first course of treatment, and then 
followed by talk therapy. 
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Medical Care: Provide medical care as needed to treat co-morbid conditions and 
complications arising from induced illness.  
 
Psychiatric care 

 Patients with Factitious Disorder must be evaluated fully and assessed for co-
morbid axis I and axis II diagnoses. By treating axis I disorders, improvement, or 
resolution of factitious behavior may also occur. 

 Pharmacotherapy must be monitored carefully to prevent patients from 
perpetuating self-destructive behavior. Medications to treat the symptoms of 
personality disorders, such as Selective Serotonin Reuptake Inhibitors (SSRIs) to 
reduce impulsivity, may be of benefit. 

 Psychotherapy should focus on establishing and maintaining a relationship with 
the patient. Supportive psychotherapy may help contain the symptoms of 
Factitious Disorder. 

 Family therapy may help families to better understand patients and their need for 
attention. 

 Cognitive-behavioral therapy may prove difficult when patients are unable to form 
a collaborative team with the treatment provider; patients with co-morbid 
antisocial personality disorder may be especially difficult.(emedicine) 

 
Step 11: 
 
Acknowledge that participants received a lot of information related to different types of 
mental health disorders. Conduct a brief review of the broad classifications of disorders 
to check for comprehension. Participants should be reminded that they are not expected 
to remember each nuance of each specific diagnosis, but rather be able to use their 
general understanding to help guide them when engaging families. 
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Section V: Dual Diagnosis & Co-Morbidity 
 
Estimated Length of Time: 
 
45 minutes 
 
Key Concepts:  
 

 Individuals can be diagnosed with multiple mental health disorders or in combination 
with other issues like substance abuse. 

 
Methods of Presentation: 
 
Lecture, large group discussion, small group activity, DVD 
 
Materials Needed: 
 
Markers 
Flipchart paper/stand 
Tape 
Overhead Projector/Screen 
TV/DVD Player 
Handout #8: Questions for the Sweden Family 
PowerPoint Slide #31: Definition of Dual Diagnosis 
PowerPoint Slide #32: Statistics on Dual Diagnosis 
PowerPoint Slide #33: Co-Morbidity 
PowerPoint Slides #34-35: Co-Morbidity and Mental Illness 
DVD: Meet the Sweden’s 
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Section V: Dual Diagnosis & Co-Morbidity 
 
Step 1: Defining Dual Diagnosis 
 
Begin the discussion of dual diagnosis and co-morbidity by explaining that we have 
spent a significant amount of time looking at different mental health disorders. While we 
looked at each diagnosis individually, it is very common for individuals with mental 
health concerns to have multiple diagnoses. 
 
Ask participants what dual diagnosis means to them. Participants may reply with several 
responses, however, the trainer should underscore, using PowerPoint Slide #31 
(Definition of Dual Diagnosis) that the term dual diagnosis means: A person who has 
both an alcohol or drug problem and an emotional/psychiatric problem.  
 
Step 2: Prevalence of Dual Diagnoses 
 
Ask participants how common they think dual diagnosis is. Following participant 
response, explain that dual diagnosis is more common than one might imagine. 
According to a report published by the Journal of the American Medical Association 
(http://www.nami.org/Template.cfm?Section=By_Illness&Template=/TaggedPage/Tagg
edPageDisplay.cfm&TPLID=54&ContentID=23049):  
 

 Thirty-seven percent of alcohol abusers and fifty-three percent of drug abusers 
also have at least one serious mental illness  

 Of all people diagnosed as mentally ill, 29 percent abuse either alcohol or drugs 
 There is also a percentage of adults with mental health problems who are also 

mentally challenged 
 
Persons with pervasive developmental disabilities have suffered in silence for a long 
time because the psychological effects of mental disorders are sometimes hard to 
delineate. Also some of the behavior indicators of mental health disorders are similar to 
problems associated with developmental disability. 
 
Depression and anxiety are among the more common emotional issues experienced by 
people with developmental disabilities. They can also experience any of the other 
mental health issues faced by others in the community including personality disorders, 
Conduct Disorders, Schizophrenia, Sexual Disorders, Mania, and Alzheimer’s.  
 
Using PowerPoint Slide #32 (Statistics on Dual Diagnosis), review the following 
statistics with participants indicating that a person with the mental health disorder on the 
left has higher percentage of being addicted to a substance than an average person. 
 

Psychiatric Disorder 
Increased Risk For Substance 
Abuse 

Antisocial Personality Disorder 15.5% 
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Mania 14.5 

Schizophrenia 10.1 

Panic Disorder 4.3 

Depression 4.1 

Obsessive-Compulsive Disorder 3.4 

Phobias 2.4 

 
Step 3: Explaining Dual Diagnosis to Caregivers 
 
Continue the discussion by asking participants why knowing about dual diagnosis would 
be important when working with a caregiver. Instruct participants to work with their 
tablemates and identify a list of reasons why it is important to know if a person has a 
dual problem. Then facilitate a large group discussion where each group shares their 
list, in a round robin fashion. Record responses on flipchart paper. 
 
Some answers might be: 

 That their drug and alcohol use could interfere with medications being taken for 
the mental disorder 

 That the use of drugs or alcohol would mask the symptoms of the mental 
disorder 

 That the drug or alcohol use could cause medication side effects 

 That the added issues of drug and alcohol use could cause safety and risk issues 

 Synergistic effects- alcohol mixed with the psychotropic medications could be 
dangerous for the adult 

 
Step 4: Defining Co-Morbidity 
 
Shift the focus of the discussion to co-morbidity. Using PowerPoint Slide #33 (Co-
Morbidity), explain that co-morbidity is the presence of more than one mental disorder 
occurring in an individual at the same time. It can also be a physical ailment or 
substance abuse co-occurring with the mental disorder. Using PowerPoint Slides #34-
35 (Co-Morbidity and Mental Illness), review the following content. Research 
indicates that 45 percent of those with one mental disorder meet criteria for two or more 
disorders (Kessler et al as cited in http://www.nimh.nih.gov/health/publications/the-
numbers-count-mental-disorders-in-america/index.shtml). Major Depressive Disorder is 
a very common co-morbid disorder. Personality disorders are often criticized because 
their comorbidity rates are excessively high, approaching 60% 
(http://en.wikipedia.org/wiki/Comorbidity#Mental_health). Comorbidity is also found to 
be high in drug addicts, both physiologically and psychologically. 
 
Obsessive Compulsive Disorder is sometimes accompanied by depression, eating 
disorders, substance abuse, and other anxiety disorders. Moreover, 2-4 Symptoms of 
OCD can also coexist and may even be part of a spectrum of other brain disorders, 
such as Tourette’s syndrome.  
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OCD and Schizophrenia have been seen together as the OCD seems to be a coping 
mechanism that helps the person with schizophrenia feel protected.  
 
Step 5: Understanding Co-Morbidity and Dual Diagnosis 
 
Summarize the concept of co-morbidity by underscoring that there are many conditions 
that co-exist together. As a child welfare professional in the field it is important to listen 
to your caregivers and even if they always seem to have an issue, do not discount their 
reports of symptoms. It is important to assist them in getting to a medical and 
psychological provider to have them evaluated. These are a few of the most prevalent 
co-existing disorders but there are many more. 
 
With dual diagnosis it is imperative that you as a Child Welfare Professional see the 
whole picture of mental health and substance abuse. Don’t be afraid to question the 
behavior of a client with another professional. You may be seeing side effects of 
medication interaction or a substance abuse problem mixed with mental health issues 
or a second mental health disorder manifesting. It is important to be in contact with the 
various systems involved with the family so you can assist the family in functioning to 
their highest potential.  
 
When there is a dual diagnosis, it is important for a caseworker to understand all of the 
symptoms the caregiver is experiencing so that they can determine both the safety and 
risk of the child and needed services. Participants should be reaffirmed that the 
information learned in previous trainings is not only applicable, but essential for this 
task. 
 
Step 6: Treating Dually Diagnosed Individuals 
 
Continue the discussion by asking the following question: How does treatment change 
for dually diagnosed individuals? A common question in treating persons with dual 
diagnosis is which should be treated first the mental health disorder or the substance 
abuse problem? Treatment for dually diagnosed individuals is similar to that of 
treatment for an individual with either mental health issues, or drug and alcohol issues, 
the difficulty is treating both simultaneously. The first step is to help the individual get 
detoxed. The process to detoxification is much easier today especially if they are in a 
hospital setting where medication can be used to ease the withdrawal symptoms. The 
next step to treatment is rehabilitation for the drug and alcohol issues and treatment for 
the mental health problem. (NIMH) This is where there tends to be a rub for the patient 
and the treatment facility. Accessing comprehensive services for the dually diagnosed is 
difficult.  
 
Research indicates that the underlying barriers to successful treatment are the same 
nationally. They include: 

1. Divided bureaucracies across discrete disorders, mental illness, drug addiction 
and alcoholism and segregated admissions criteria, treatment programs, 
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services, and reimbursement. (i.e. many drug and alcohol programs allow no 
medication to be used either prescribed or not) 

2. Providers are educated and trained to deliver services for singular disorders, and 
are not prepared to provide services for unfamiliar symptoms (Ridgely, 
Goldman,& Willenbring,1990) 

3. Treatment approaches across these discrete disorders are different in method 
and philosophy and are in direct contrast and incompatible (Sciacca,1991) 

4. Caregivers realization that whether they go for dual treatment or single issue 
treatment they are going to be separated from their child and if their child ends 
up in placement they fear losing them permanently 

 
The more impermeable issues are the contrasting treatment methods used by providers 
in the different fields. Traditional treatment methods for drug addiction and alcoholism 
are usually intense and confrontational. They are designed to break down the patient's 
denial or resistance of his or her addictive disorder. This confrontational approach can 
be hazardous to a person with mental health issues as they use their defense 
mechanisms to survive. Admissions criteria to substance abuse programs usually 
require abstinence from all illicit substances. Potential patients are expected to be 
aware of the problems caused by substance abuse, and motivated to receive treatment. 
On the other hand, treatment methods used for serious mental illness are supportive, 
benign, and non-threatening. They are designed to maintain the patient's defenses 
which are often fragile to begin with. Criteria for admission into mental health services 
rarely require that patients are aware of their substance abuse problems and motivated 
to accept substance abuse treatment. Patients entering the mental health system are 
generally not seeking treatment for their substance abuse problems. 
 
The unfortunate reality is, there are few programs available to take a dually diagnosed 
person and even fewer that have the treatment team who is trained to treat both 
problems simultaneously.  
 
Step 7: Application Activity 
 
We are now going to take the opportunity to put all of the pieces together using a case 
scenario/video. Explain that we will be watching a twenty minute video about the 
Sweden family. Distribute Handout #8 (Questions for the Sweden Family), and 
instruct participants to watch the video, making sure to take notes related to the 
following questions:  
 

 Why the family is involved with the Child Welfare Agency (brief)? 
 Who is in the family or living with the diagnosed caregiver? 
 What are the ages of the children? 
 What are the presenting behavior indicators indicative to this diagnosis that are 

presenting? 
 What are the most critical safety and risk concerns that need to be explored? 
 What interventions, actions, and/or casework decisions need to be made 

regarding the children and caregivers in this family? 
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Show the entire twenty minutes of the DVD: Meet the Sweden’s.  
Following the conclusion of the video, ask participants to first work individually and 
respond to all of the questions on Handout #8 (Questions for the Sweden Family) 
and then share their responses with their tablemates. Each group should select a 
recorder to list their information on flip chart paper. Each group should then present 
their information. Ask probing/clarifying questions as necessary.  
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Section VI: Engaging Families  
 
Estimated Length of Time: 
 
1 hour 30 minutes 
 
Key Concepts:  
 

 It is important for child welfare professionals to successfully interact with and engage 
caregivers and help avoid future risk of harm 

 Stigmas related to mental illness are pervasive and are usually triggered by fear, 
mistrust, lack of knowledge, bias, and stereotyping 

 Eco-mapping is a strategy that can be used to identify supports for a caregivers 
dealing with mental illness 

 Understanding how a person copes with their mental illness provides insight into a 
caregivers Protective Capacity 

 The existence of Safety Threats may result in the placement of a child 
 
Methods of Presentation: 
 
Lecture, large group discussion, individual and small group activity 
 
Materials Needed: 
 
Tape 
Markers 
Flipchart Paper/Stand 
Overhead Projector/Screen 
Overhead Markers 
Blank Paper 
Handout #9: Blank Eco-Maps 
Handout #10: Velasquez Family Case Study 
PowerPoint Slide#36: Saleeby Quote 
PowerPoint Slide#37: Blank Eco-Map 
PowerPoint Slide #20: Types of Protective Capacities (revisited) 
PowerPoint Slides #18-19: Definition of Safety Threat and Threshold (revisited) 
PowerPoint Slides #38-39: Safety Decisions 
Ice Breaker Posters (revisited) 
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Section VI: Engaging Families  
 
Step 1: Exploring Stigmas and Engaging Families 
 
Throughout our exploration of each of the mental health disorders we discussed how 
the behavioral indicators of the disorders impact the safety and well-being of the child. 
We also discussed how those same behavioral indicators may impact the caregiver’s 
capacity to protect. We also know that “obtaining clients’ early cooperation and 
involvement in a plan to reduce the likelihood of child maltreatment is predictive of 
better outcomes and is critically important in child welfare given the short time frames 
and high stakes for families and children.” (Dawson and Berry, 2002) 
 
Explore with participants what they think engagement means. Participants may respond 
with answers such as: compliance with the caseworker requests, agreement with CYS 
involvement, etc. Provide the following: Engagement means “positive involvement in the 
helping process.” (Yatchmenoff, 2001) In order to increase positive involvement and 
engage caregivers who have mental health concerns it is important to explore what their 
values and beliefs are about mental illness as a whole and how they express their 
symptoms, their style of coping, acceptable behaviors, their family/community supports, 
and their willingness to seek treatment. It is also important to be aware of our own 
culture and the cultures of the clinician and the service system since ultimately our 
personal beliefs may impact decision making and influence diagnosis, treatment, and 
service delivery.  
 

Trainer Note: If time allows, trainer may reflect back on the ice breaker activity where 
participants were asked to make a judgment about a persons’ mental health solely on 
how they look. In order to complete this activity participants had to draw from what they 
already knew about mental health and their own personal values and beliefs. If 
participants are willing, ask them to share the basis for their decisions e.g. work 
experience, life experience, cultural perspective, etc. 

 
The unfortunate reality is there are often negative perceptions and attitudes related to 
mental health diagnoses. These negative attitudes often lead to the formation of 
stigmas. Define a stigma as a mark of social disgrace. Stigmas related to mental illness 
are pervasive and is usually triggered by fear, mistrust, lack of knowledge, bias, and 
stereotyping. In essence, there are two types of stigmas, those stigmas that others 
perceive about us and those that we perceive about ourselves.  
 
Stigmas surrounding mental illness often discourage major segments of the population 
from seeking assistance for mental health issues. Even the act of obtaining a diagnosis 
for mental illness can trigger stigma. People may internalize public opinion about mental 
illness causing individuals who experience mental health issues to become so 
embarrassed or ashamed that they often ignore their own mental illness and refuse 
treatment. What is more concerning is that the denial of the mental illness and refusal of 
treatment can lead to the worsening of a person’s mental illness as feelings of 
depression, anxiety and the desire for isolation may be exacerbated. The Surgeon 



 

The Pennsylvania Child Welfare Resource Center 308 Adult Mental Health Issues: 
 An Introduction for Child Welfare Professionals 

 Page 67 of 93 

General expressed that the stigmas associated with mental illness are the “most 
formidable obstacle to future progress in the arena of mental illness and health” (DHHS, 
1999). 
 
In addition to the stigmas surrounding mental health services, the leading barriers that 
deter minorities from seeking out mental health treatment include the clinicians’ lack of 
awareness of cultural issues, biases, or inability to speak the client’s language. While 
pervasive throughout all cultural groups, negative attitudes about mental illness held by 
minorities are unfavorable, or even more unfavorable, than attitudes held by other 
groups. The concerns of the minority populations are reinforced by evidence, both direct 
and indirect, of clinician bias and stereotyping; although, the extent to which clinician 
bias and stereotyping explain disparities in mental health services is not known 
(Surgeon General’s Report on Mental Health: Culture, Race and Ethnicity, 2001). For 
instance, in some Asian cultures, the stigma of mental illness is so extreme that mental 
illness is thought to reflect poorly on family lineage, thereby diminishing marriage and 
economic prospects for other family members as well (Sue & Morishima, 1982; Ng, 
1997). The low utilization of mental health services for many Asian families can be 
attributed to this stigma and shame over accessing such services. In addition, ideals 
associated with health and treatment, divergence from Western mental health services, 
cultural inappropriateness of services (e.g., lack of providers who speak the same 
languages), and the use of alternative resources within this population might impact 
their willingness to access services.  
 

Trainer Note: Share that if participants are interested in learning more about the impact 
of culture, and specifically about mental health concerns unique to a variety of different 
cultures they should refer to Appendix 3 of the DSM-5 which has a glossary of Cultural 
Concepts of Distress. 

 
In addition to ethnic and racial diversities, there are various spiritual diversities 
associated with people’s perceptions of mental health and mental illness. While some 
people believe seeing and/or speaking to people who have previously passed away are 
welcome spiritual experiences, others might perceive these incidences as visual and 
auditory hallucinations—signs of mental illness. It is necessary to gain insight about 
people’s spiritual perceptions of such experiences as well as other spiritual connections.  
 
Some people choose to pray or seek out spiritual guidance when faced with struggles in 
their life as opposed to seeking out psychological or other forms of treatment. For some, 
gaining further spiritual enlightenment or connection guides one to greater health and 
well-being. It will be necessary to inquire about a client’s spiritual beliefs regarding 
mental health and mental illness when assessing behavioral indicators as well as when 
discussing supportive resources available. For example, there is a clear connection to 
spirituality in the twelve step programs such as Alcoholics Anonymous, to which some 
individuals may not be receptive. 
 
Cultural, spiritual, and familial perceptions and attitudes about mental illness need to be 
discussed with the family by child welfare professionals to better assess for, refer to, 
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and treat child/adolescent mental health issues. Child welfare professionals should 
consider suggestions of alternate interventions offered up by the family, in order to 
assure that mental health services are culturally sensitive and culturally appropriate.   
 
Activity: In a large group discussion format, have participants identify possible stigmas 
experienced by individuals with a mental health disorder. Record their responses on 
flipchart paper. Once participants have exhausted their list, divide participants into pairs 
and assign each pair a stigma. 
 

Trainer Note: The number of stigmas assigned to each pair may differ depending on 
the amount identified by the large group. Trainer should ensure that each pair has at 
least one stigma to work with and assign additional stigmas to pairs as needed. 

 
If it hasn’t already been identified by participants, share the following two prevalent 
stigmas: 
 

 Families with mental health concerns are “unable” to care for themselves or for 
their children.  
Unfortunately the impact of this stigma is seen in research. Studies have shown 
that there is a 70 – 80% increase in likelihood that a child may be removed from 
the care of caregivers with mental illness (Nicholson et al, 2001).  

 
 Adults with mental health disorders are more violent ergo more abusive towards 

their children and families, making them unfit to be caregivers.  
This was evidenced in research by Phelan et al. which indicated that “people with 
mental illness, especially those with psychosis, are perceived to be more 
violent…” (1997). Therefore, many individuals view the public’s perception that 
people with mental concerns are likely to be dangerous as a primary cause of 
stigma. 

 
Direct each participant pair to discuss their assigned stigma(s) making sure to explore 
their perceptions of where the stigma originated e.g. cultural belief, media, historical, 
etc. Pairs should then identify how they would determine if the caregivers they are 
working with are experiencing this stigma; how that stigma may impact the safety, 
permanency, and well-being of the child; and what impact that stigma may have on the 
collaborative partnership with the child welfare professional; and strategies to use to 
engage the caregiver. Have each pair report out to the large group. 
 
As the small groups are reporting out, record all of the suggested strategies on flipchart 
paper. Make sure that participants respond with the following strategies to use with 
caregivers to support the collaborative partnership: 

 Use Interactional skills to create a collaborative partnership 

 Use of strength-based practices such as Solution Focused Interviewing  

 Recognize their own personal values and beliefs to determine how they might 
influence their work with families 
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 Provide clear communication about the assessment and service planning 
process, to include court decisions and timelines, and expectations for change. 
(Yatchmenoff, 2001) 

 Take time to gain family perspective/insight on decisions 

 Explore caregivers views on their own mental health 

 Explore with the family their strengths, resources and supports 

 Inclusion of family members in planning, to include identifying goals, objectives, 
and services that the family views as relevant and helpful 

 Being clear and specific about expectations 

 Provide resources that the family identifies as a need 
 
Step 2: Exploring Coping Skills 
 
Caregivers with mental health diagnoses are dealing with the stigma of mental illness 
(perceived or real), the behavioral characteristics of their disorders, and the reason they 
are involved with children and youth – not to mention other day to day stressors that 
may be present in their lives. A critical step in engaging the caregiver is to explore and 
understand how they are coping. A caregiver’s ability to cope provides a child welfare 
professional with a springboard of strengths to build off of. 
 
Using PowerPoint Slide #36 (Saleeby Quote), share the following: 
 

At the very least, the strengths perspective obligates workers to understand that; 
however downtrodden or sick, individuals have survived (and in some cases even 
thrived). They have taken steps, summoned up resources, and coped. We need to 
know what they have done, how they have done it, what they have learned from 
doing it, what resources (inner and outer) were available in their struggle to 
surmount their troubles. (Saleeby, 1992) 

 
Coping is the process of dealing with internal or external demands/stressors, physical, 
cognitive, and psychological, that are perceived to be threatening or overwhelming. 
Share with participants that everyone copes. It might be as simple as finding another 
route to work if there is an accident or as complex as finding a way to deal with the 
hallucinations or delusions associated with schizophrenia. One’s ability or inability to 
cope with stressors directly impacts on that person’s ability to function which we know 
from our definition of mental health is the primary difference between mental health and 
mental illness. 
 
When working with caregivers with adult mental health concerns, it is also extremely 
important to understand how that caregiver copes because it directly impacts that 
person’s ability to provide for their child’s safety and well-being e.g. capacity to protect. 
Exploring coping strategies with caregivers gives the child welfare professional insight 
into existing protective strategies and/or understanding of what Protective Capacities 
may need to be enhanced through family service planning. If necessary, redisplay 
PowerPoint Slide #20 (Protective Capacities) (revisited) and remind participants on 
the connection between Protective Capacities and child safety. If, for example, a person 
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copes with a hallucination by running away and hiding and leaves a child alone, that 
child may be in immediate danger and outside interventions must be put into place to 
assure safety. If, on the other hand, that same person copes by calling a trusted support 
to protect her and her children she is displaying a behavioral Protective Capacity. The 
result in that instance is that the child may still be at risk but he is not in immediate 
danger. 
 
Activity: Provide participants with blank paper. Direct participants to create a list of at 
least five things that cause them stress. Once they have identified their personal 
stressors, ask participants to identify how they respond to those stressors. Then ask 
participants to determine whether or not their coping response is effective, e.g. does it 
eliminate the stressor without causing adverse reactions. Then ask participants to 
reflect if they would like to cope with their identified stressors differently and if so, how. 
For those individuals who want to make a change, can they identify an alternative 
coping response that they would like to try? Is this a feasible response? How will you 
implement it? 
 
Begin a large group discussion by sharing with participants one of your own stressors 
and how you cope with it. Further share how you identified this coping skill. Then ask 
participants if there is anyone who is willing to share one of their stressors and their 
coping strategy.  
 
Reinforce that how each person learns to cope is unique to that individual. Inform 
participants that not all coping techniques are positive. During the individual activity we 
recognized that even some of our own coping strategies could be improved upon. 
Remind participants of what we learned earlier in the training on dual diagnosis. We 
now know that many individuals try to cope with mental health disorders by self-
medicating through the use of alcohol and other drugs. Is this a positive coping skill? 
Absolutely not. Further, some coping skills may be positive in some situations and 
detrimental in others depending on the specific diagnosis. For example, if a person was 
diagnosed with an eating disorder, that person shouldn’t be encouraged to exercise to 
reduce stress because it could contribute to that person’s already distorted view of their 
body; whereas someone who is depressed may be encouraged to exercise because it 
increases endorphins and helps to lift a person’s mood. 
 
Divide participants into small groups. Assign each group one of the categories of mental 
health disorders that was previously discussed. Direct each small group to consider 
what they currently know about the behaviors of their assigned category. Then direct 
each group to identify coping strategies that, if used, could protect the child from 
danger. Have each group record their responses on flipchart paper, listing the category 
of disorder on top of the flipchart, the identified behavioral indicators in a column on the 
left of the flipchart and the identified coping strategies on the right. For instance: 
 

Depressive Disorder 

Hypersomnia Exercise 
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Trainer Note: Since there are numerous disorders, trainer may opt to have more small 
groups and assign specific disorders for each group to work on e.g. one group be 
assigned PTSD and OCD and another be assigned GAD, and Panic Disorder, etc. 

 
Once the small groups have completed their discussions, have them post their flipchart 
paper where all of the groups can see them. Review each suggested coping skills with 
the large group and ask the large group if 1) this is a positive coping skill e.g. one that 
won’t cause further harm to the caregiver or others and 2) could the coping skill be used 
to protect the child from harm. Continue the large group discussion until all of the 
suggested coping skills have been reviewed.  
 
Then ask the large group how they would determine what the caregiver is doing to 
cope. Participants may respond back with making observations and asking questions 
during an interview with the caregiver, others in the family, or through discussions with 
collaterals. Reinforce the use of Solution-Focused questioning. Solution-Focused 
interviewing techniques, specifically coping questions can provide insight into how a 
caregiver with mental health concerns and their families cope. Remind participants that 
they learned about Solution-Focused Interviewing throughout Charting the Course. 
Participants should be able to identify that there are several different types of Solution-
Focused questions: Exception Finding, Scaling, Miracle, etc. State that Solution-
Focused questions related to coping “attempt to draw clients’ attention away from the 
fear, loneliness, and misery of life’s ugly and horrific events and refocus it on what the 
clients are doing to survive their pain and circumstances. Coping questions are a form 
of solution talk that has been tailored to make sense to clients who are feeling 
overwhelmed. (Jong and Berg, 2008).  
 
Remind participants that we have identified several examples of possible coping 
strategies for each of the mental health disorders. Using a large group format, ask 
participants to identify a sample Solution-Focused question based on one of those 
identified coping strategies. For example: 
 

 What have you found helpful so far? What about that is helpful? 

 On a scale of 0 to 10, where 10 means you are coping with your situation as well 
as you can imagine anyone could, and 0 means you are not coping at all, how well 
would you say you are coping right now? 

 Okay, you say you are coping at a 4. What is the most important thing for you to 
remember to do to keep things at a 4? What’s the next most important thing for you 
to remember to keep doing? What will it take to change that number to a 5? (Jong 
and Berg, 2008) 

  
Summarize by stating that coping questions can be used with anyone, from someone in 
a crisis situation all the way to exploring normal day to day functioning. In relation to 
families involved in the child welfare system, coping questions help to understand 
situations and actions that posed a Safety Threat to the child. They also help to explore 
the Protective Capacities of the caregivers and help to guide both immediate safety 
interventions and service planning.  
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Step 3: Understanding Family Supports/Eco-maps 
 
In addition to encouraging the use of internal coping strategies, child welfare 
professionals should also explore external resources that could help the caregiver cope. 
Refer participants back to the list they developed on their current engagement practices. 
Highlight the item: Explore with the family their strengths, resources and supports. 
Stress that when working with families dealing with adult mental illness, it is important to 
gain an understanding of how the family functions and what supports/resources are 
available. Ask participants why they think this might be true. It: 

 Identifies available supports to the caregiver with a mental illness 

 Identifies available supports to other caregivers in the home, and 

 Identifies available supports for the children in the home 

 Identifies how caregivers and other family members cope with stress 
 
Ask participants why it is important to identify supports for the other family members in 
the home and not just the caregiver with adult mental health concerns? Participants 
should respond that in many instances the other caregivers in the home may shoulder 
the responsibilities of caring for the children in the home as well as the caregiver with 
the mental health concerns. Participants should also respond that children of caregivers 
with adult mental health concerns may not understand what is happening to their 
parents; may be fearful that they will get a mental illness just like their caregiver; or may 
feel compelled to take over caregiver responsibilities for their parent or their siblings. 
 
State that now that we know why supports are so important, we need to know what the 
supports are that are available to the child, adult caregiver with mental health concerns, 
and other caregivers/family members. There are many strategies to use with family 
members to help identify supports. In some instances, if family members are fully 
functioning they may simply be able to identify their supports off the top of their heads. 
Other individuals may respond better to visual aides. One strategy that may prove 
useful is eco-mapping. Eco-mapping will not only provide the family member with a 
concrete idea of who they can look to for support, it will also provide the child welfare 
professional with potential safety plan or placement resources if they become 
necessary.  
 
Using PowerPoint Slide #37 (Blank Eco-Map), illustrate for participants the type of 
support/resource information that may be collected. Stress that it is important to note 
that many family systems include people who are not related biologically to the 
caregiver/family. Support for someone with a mental disorder can come from family, a 
professional residential or day program caregiver, shelter operators, friends or 
roommates, professional case managers, or anyone else in their community or place of 
worship that is concerned for their welfare. 
 
Distribute Handout #9 (Blank Eco-Maps) to each participant. Ask participants to reflect 
upon their own families and resources. Allow five minutes for participants to complete 
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their eco-map. Facilitate a large group discussion on the participant’s experiences of 
completing the eco-map. Ask the following questions:  

 Was it easy to do? Hard?  

 Did they identify individuals that they feel would help them in a crisis? For long-
term support?  

 Would they feel comfortable potentially having those individuals supervise their 
children, or for those individuals who don’t have children – a loved one?  

 Would they be able to choose who to turn to first, or explain to a stranger who to 
go to first for help if you were unable to do so yourself? 

 

Trainer Note: Trainer may elect to provide an example of what an individual map might 
look like using themselves or a person they are familiar with and describe all of the 
supports/resources that are available to them to make sure that participants understand 
the importance of determining what resources are available to the adults they are 
working with and how that might help them to engage caregivers more effectively. 

 
Conduct a large group discussion asking participants if they have ever used an eco-
map with a family before. If they did, ask: 

 How did they present this concept to the caregivers?  

 How did they help caregivers identify all of the family’s supports? 

 Did the family identify supports specific to the child, caregiver with a mental 
illness, other caregivers, etc? 

 How did they use this information when developing a safety, family service, or 
permanency plan? 

 
Step 4: Making a Decision for Safety 
 
By engaging caregivers and family members we are better able to understand how that 
family functions, what supports are available, how people cope, and most importantly 
how those coping mechanisms may or may not translate into Protective Capacities. This 
information ultimately informs the safety assessment and leads to making the Safety 
Decision. Using PowerPoint Slides #38-39 (Safety Decisions), explain that depending 
on the Safety Decision made will determine whether or not a child can remain in the 
home. 
 
While efforts are always made to try to keep the family intact, the literature suggests 
caregivers with mental illness are quite vulnerable to losing custody of their children, 
with custody loss rates in some studies as high as 70% to 80% (Joseph et al., 1999). 
Rates of custody loss may vary by diagnosis; women with affective disorder diagnoses 
are more likely to be primary caregivers than women with psychotic disorder diagnoses. 
Children of women with schizophrenia are more likely to be raised by someone else. 
Even though caregivers are vulnerable to losing custody of their child, it is important that 
the reason for removing a child from the home is based on the threat to the child’s 
safety and not just the fact that the caregiver has a mental health disorder. 
Remind participants that in terms of safety, a child welfare professional needs to decide 
if there are active Safety Threats occurring in the home and if there are specific 
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interventions that can be put in place for the child to remain in the home or if placement 
is necessary. Remember, to be considered an active Safety Threat the threat must 
meet the Safety Threshold. Redisplay PowerPoint Slides #18-19 (Definition of Safety 
Threat and Safety Threshold) (revisited), and remind participants that the Safety 
Threshold is comprised of all of the following five criteria: 
 

 Have potential to cause Serious harm to a child 
 Be specific and Observable 
 Be Out of control 
 Affect a Vulnerable child 
 Be Imminent 

 
Once a Safety Threat has been identified, a child welfare professional must determine if 
there are caregivers in the home or interventions that could be put into place 
immediately in the home to assure safety. If that is not the case, the child welfare 
professional must determine if there are informal placement caregivers available or if it 
will be necessary to petition the court and obtain custody of the child. This represents 
the three Safety Decisions in the Pennsylvania Safety Assessment and Management 
Process: Safe, Safe with a Comprehensive Safety Plan, and Unsafe. Participants 
should be reminded that child welfare professionals must also take into consideration 
any enhanced Protective Capacities when analyzing safety information prior to making 
a Safety Decision.  
 
Continue this discussion by acknowledging that child welfare professionals are 
constantly evaluating child safety to determine if the child can remain in their current 
living arrangement, adjustments need to be made to the Safety Plan, or if the child can 
return home. The ability to assess for and assure safety is particularly important in a 
crisis situation, especially if that crisis is as a result of the caregiver’s mental health. 
 
Step 5: Activity - Putting the Pieces Together 
 
Distribute Handout #10: (Velasquez Family Case Study), and explain that this activity 
will give participants an opportunity to put all of the pieces we have learned so far 
together. Direct participants to first individually read the case study and respond to the 
questions on the handout.  
 
Participants should be asked to respond to the following questions: 
 

 What are the current risk concerns in this family? 

 Are there any existing Safety Threats? 

 Are there any existing Protective Capacities? 

 Are there any resources available to the family? What are they? 

 What Safety Decision would you make? Safe, Safe with a Comprehensive Safety 
Plan, Unsafe. Why? 

 Based on your Safety Decision, develop a safety plan. 
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 What services would you explore with the Velasquez family to include on their 
Family Service Plan? 

 
Allow five minutes for individual work, and then facilitate a large group discussion to 
identify what risk factors, Safety Threats, Protective Capacities, and/or resources were 
identified. 
 
Participants should identify that the Velasquez children are in Impending Danger of 
being harmed. The family is under increasing stress due not only to the mothers’ 
depression, but the danger of the father losing the families sole income while valiantly 
trying to take care of his wife and children. The paternal grandmother is an active 
resource to the family; however, she cannot assure safety the entire time that the father 
is at work. Additional resources are available to the family through the church. 
 
Then ask the large group what their Safety Decision for this situation would be. 
Participants should identify Safe with a Comprehensive Safety Plan. Then ask the 
groups how they reached this decision – emphasizing the existence of Safety Threats 
and lack of Protective Capacity (of the mother) and/or family resources (other 
obligations, etc.).  
 

Trainer Note: Be prepared to discuss the other two Safety Decisions. Some 
participants may select Safe. This would only be an appropriate decision if the family 
were able to plan for and implement an effective safety plan on their own. While they 
were able to do this to an extent, the stressors to the family are increasing and their 
inability to successfully implement a plan has been demonstrated by the fact that the 
children were found unsupervised. On the opposite side of the spectrum, if participants 
select Unsafe, you will need to remind them that there are resources that can be 
deployed in the home to prevent removal. 

 
Then ask the large group to identify what safety interventions should be included on the 
Safety Plan.  
 
Participants should at a minimum identify the paternal grandmother as one responsible 
person on the Safety Plan to provide supervision to the three Velasquez children. The 
other two church members would need to be assessed to determine if they too could act 
as responsible persons for the times when the paternal grandmother is not able to 
watch the children. 
 

Trainer Note: The responses that the small groups identify for long term services 
should not be discussed at this point. It will be referred to in the next section. 
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Section VII: Services for Families Dealing with Adult Mental Health 
 
Estimated Length of Time: 
 
1 hour 15 minutes 
 
Key Concepts:  
 

 A Family Service Plan should be developed with the family to identify specific goals 
and objectives 

 Comprehensive and thorough evaluation leads to appropriate recommendations 
for treatment interventions 

 Multiple systems partners and families must work together to provide services to 
adults with mental health concerns 

 There are a variety of treatment options available for adults with mental health 
concerns 

 Placement of a child or hospitalization of a caregiver may impact the caregivers’ 
mental health 

 A plan for separation should be developed to include visitation to reduce the impact 
of the separation on both the child and the caregiver 

 
Methods of Presentation: 
 
Lecture, Large Group Discussion, Small Group Activity 
 
Materials Needed: 
Markers 
Tape 
Flipchart Stand/Paper 
Overhead Projector/Screen 
Handout #11: Parenting Domains 
Handout #12: Psychological Evaluations 
Handout #13: Sample Psychological Evaluation 
Handout #14: A Critical Look 
PowerPoint Slide #40: 6 Stages of Change 
PowerPoint Slide #41: Parenting Domains 
PowerPoint Slides #42-44: Psychological Evaluations 
PowerPoint Slides #45-46: Components to a Psychological Evaluation 
PowerPoint Slide #47: Past Year of Treatment 
PowerPoint Slide #48: Type of Treatment 
PowerPoint Slide #49: Reasons for Not Receiving Treatment  
PowerPoint Slide #50: When a Caregiver Needs Hospitalization 
Pre-Work #1: Pre-Work Instructions 
Pre-Work #2: Psychological Evaluation 
Table Resource: Mental Health Advanced Directives
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Section VII: Services for Families Dealing with Adult Mental Health 
 
Step 1: Importance of Change 
 
Families become involved in child welfare because of specific incidences or behaviors 
that pose a Safety Threat or risk of harm to the child or children in that family. 
Ultimately, regardless of who the perpetrator of the abuse or neglect is, it is the 
responsibility of the parents/caregivers to assure their child’s safety. It is often 
necessary for parents/caregivers to make critical changes in their attitudes, beliefs and 
behaviors in order to be able to assure the safety and well-being of their child. Change 
and maintaining change is often difficult, regardless of whom you are; however, for 
caregivers with mental health concerns change can prove even more difficult.  
 
Part of the engagement process is to explore ways to communicate with the caregivers 
to get them to understand the impact that their current behavior has on their child and to 
help to understand the need for change. Further, it is important for child welfare 
professionals to keep in mind that change is a gradual process – just because you have 
identified the need for change does not mean that the parent/caregiver is able to make 
the change immediately and, if the parent/caregiver seems reluctant to change, this 
should not be perceived as noncompliance.  
 
Ask participants if they are familiar with Carlo C. DiClementes’ and J. O. Prochaskas’ 6 
Stages of Change Model. Using PowerPoint Slide #40 (6 Stages of Change), state 
that the 6 Stages in this model are: 
 

 precontemplation – unaware, uninterested or unwilling to make a change e.g. 
denial 

 contemplation – considering the change e.g. on the fence 
 determination – deciding and planning to change 
 action – making the change 
 maintenance – keeping the change going, includes relapse 
 termination – permanent change 

 
As you are working with the family to identify needed change and what actions or tasks 
will be needed to accomplish this change, it is important to keep these 6 stages in mind. 
It is easy to become frustrated with caregivers who are perceived to not be “doing 
anything” who may still not be able to internalize the need for change. It may be 
necessary to take a step back and help (or find someone else who can help) guide the 
caregiver through the stages of change so that progress can be made. This is especially 
true for someone dealing with a mental illness. Ask participants why they feel this is 
true. Participants may respond that individuals may not even realize they have a mental 
illness; may not see a need for change; may feel their behavior is “normal;” and may not 
fully understand the impact that their illness has on children ergo not understand the 
need for change to happen. 
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Step 2: Family Service Planning 
 
The Family Service Plan (FSP) is a big part of the change process as it details goals, 
objectives, and tasks that must be accomplished in order to make the needed changes 
to assure child safety, permanency, and well-being. The goals, objectives, and tasks 
need to be identified by the family so that they are receptive and bought-in to the 
change process. Further we know that we must address all safety and risk issues as 
well as identify ways to increase a caregiver’s ability to cope and to enhance their 
Protective Capacities. 
 
Refer back to the Velasquez case study exercise from the previous section. Ask 
participants: 

 What services did you identify to include on the Family Service Plan? 

 How would the services you identified build Protective Capacity? 

 How would you adapt or alter the services you identified to reflect the caregivers 
stage of change? 

 
At a minimum, participants should identify the need for a psychological evaluation for 
the mother and therapy with the hope that the mother will be able to resume her 
caregiving role. 
 
Intervention programs and supports for families identified in the family service plan need 
to be comprehensive, addressing the needs of the whole family. Services should also 
be long-term, supporting the family until their primary needs are addressed. In order to 
promote resilience in children and provide them with the opportunity to not develop their 
own mental health issues the number of risk factors must be outweighed by the 
Protective Capacities present in the home environment. Therefore, services for families 
and children should include opportunities to reduce risk and enhance resiliency. 
 
Express that part of the pre-work was to review previously developed family service 
plans from your caseload. Direct participants to reflect back on the family service plan 
they reviewed and the cases that they are currently working on. What goals, objectives, 
tasks are listed on that Family Service Plan? How were those goals, objectives, and 
tasks impacted by the caregivers’ mental illness? Have participants provide examples to 
the large group. Does the large group agree that the objectives and tasks are specific 
and measurable? How do those same objectives and tasks relate to the mental health 
of the adult caregiver and the specific behaviors related to the mental health disorder? 
What services are currently listed on the Family Service Plan? Review the identified 
services with participants, exploring whether or not the services that were identified 
work to build Protective Capacity. 
 
Step 3: Parenting Skills 

 
One of the most common services typically found on an FSP is parenting classes. In 
many instances, this service would be beneficial to caregiver’s with mental health 
concerns IF the service could be adaptable to meet the specific needs of that caregiver. 
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Numerous studies suggest that parenting behavior is affected by the presence of mental 
illness, and that parenting has a strong influence on child outcomes. Research indicates 
that mothers with mental illness show a range of difficulty with parenting, and that these 
difficulties may differ somewhat as a function of diagnosis. Mothers with schizophrenia 
and affective disorder diagnoses both show decreased verbal and emotional 
responsiveness compared to well caregivers (Goodman & Brumley, 1990). This may 
cause their children to withdraw and suffer from depression, low self image, and even 
Reactive Attachment Disorder if it is prolonged and untreated. Mothers with 
schizophrenia appear to express less anger and hostility than either well mothers or 
mothers with depression (Goodman & Brumley, 1990), while mothers with depression 
have been found to express greater levels of hostility than well mothers (Goodman & 
Gotlib, 1999). In addition, mothers with depression exhibit latent, less contingent 
responses, increased expression of sadness, and irritability, and less expression of 
positive emotions. These parenting characteristics in turn, have been shown to be 
associated with poorer attachment and developmental delays in language, attention, 
and social competence among infants and toddlers (Goodman & Brumley, 1990). 
Additional work with depressed mothers has indicated that they tend to withdraw from 
confrontation and conflict with children, rather than engage in negotiation and that 
depressed affect in mothers may influence decreased expressions of anger by other 
family members including children. Such parenting styles may influence the 
development of maladaptive coping styles and interpersonal skills associated with 
depression and anxiety in children (Goodman & Gotlib, 1999). 
 
Further note that research by Daly and Hendrick in Parental Mental Illness (2000) has 
shown that there are six focus areas or domains that should be explored when 
engaging caregivers with mental health concerns. Distribute Handout #11 (Parenting 
Domains) and review the parenting domains using PowerPoint Slide #41 (Parenting 
Domains) to explore when there are mental health concerns. Exploring these domains 
helps to uncover potential or existing Safety Threats, the existence or need for 
Protective Capacities, and provides specific focus and need for parenting 
classes/services. Being able to specifically identify what education caregivers’ need 
helps to select the appropriate service but also provides the baseline to measure 
progress. Further, these domains should be explored to determine if the parenting 
classes available in your county are appropriate for the caregivers you are working with. 
If the parenting classes would not be able to meet the caregivers needs, other services 
should be explored that might be more effective. It is important to remember, if you, as a 
child welfare professional, are listing parenting classes as part of the family service 
plan, that the service provider is able to meet the specific needs of the caregiver. 
 
Step 4: Mental Health Evaluations 
 
Another common component of the Family Service Plan is for the caregiver and/or child 
to submit to a psychological evaluation. Unless court ordered, adult caregivers are not 
mandated to participate in a psychological evaluation. Efforts may need to be made to 
communicate with the caregiver about the purpose for the evaluation and to explain how 
the information obtained via the psychological evaluation would be used. Ask 
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participants if they have had any experience talking to caregivers about going for a 
psychological evaluation. If there are participants who have had this experience ask 
them: 

 What worked for them? What didn’t? 

 How would you potentially change your approach to this type of conversation 
based on what you now know about the mental health disorders; the caregivers 
existing coping skills, the 6 Stages of Change? 

 
Another critical component to obtaining a mental health evaluation is the referral itself. 
Refer to pre-work where participants were asked to review their counties policies and 
procedures. Ask for volunteers to share their county policies and procedures related to 
referrals. Conduct a large group discussion to highlight the similarities and differences 
between each county’s policies and procedures. Upon conclusion of the large group 
discussion, state that while each county may have different policies and procedures on 
how to obtain a mental health evaluation, every referral should include information 
related to your concerns and observations. Remind participants that when we were 
learning about anxiety disorders, one of the components we explored was what 
information should be contained in a referral and how to ensure that the information is 
specific to frequency, intensity, and duration. In addition to that information it is 
important to be specific about the reason for referral in an effort to ensure that the 
information received from the evaluation is pertinent to casework decision-making. 
 
Ask participants to reflect on the psychological evaluation they reviewed for pre-work. 
Did they know what was contained in the referral? Using PowerPoint Slides #42-44 
(Psychological Evaluation) and Handout #12 (Psychological Evaluations), review 
the following information about psychological evaluations. 
 
Psychological evaluations are intended to provide a structured, organized, and succinct 
description of current psychological functioning including cognitive abilities and 
emotional experience. Psychological evaluation offers insight as to the severity of a 
particular disturbance and of the capacity for adequate functioning. It is a formal and 
structured way of gathering objective information about a person for the purpose of 
making decisions and sorting out questions about the particular adult. In addition, a 
psychological evaluation may be used to confirm or modify the impressions formed by 
referring therapists or social workers through less structured interactions. A 
comprehensive evaluation can identify needs in therapy, highlight issues that may come 
up in treatment, recommend particular forms of intervention, and offer guidance about 
potential outcomes of treatment 
 
A comprehensive psychological evaluation begins with a clinical interview, and then 
includes any number of psychological tests depending on the nature of the questions 
posed about the client. Testing generally takes several hours to complete and usually 
requires separate appointments. Psychological tests can include assessments of 
personality styles; tests of emotional well-being, intellectual (or IQ) tests, tests of 
academic achievement, tests for possible neurological damage, and tests for specific 
psychological disturbances and their severity. The evaluation may also include 
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interviews with significant others (such as caregivers, spouses, or social worker), as 
well as a review of past records and relevant documents.  
 
Depending on the psychologist, psychological evaluations can be comprised of multiple 
different components/sections of information. A comprehensive listing of those 
components can be found on PowerPoint Slides #45-46 (Components of a 
Psychological Evaluation). 
 
Then reference the pre-work. Participants were asked to review a psychological 
assessment completed for one of their cases or one of their co-workers cases. Ask 
participants by a show of hands, how many of you actually found a psychological 
evaluation to look at? Distribute Handout #13 (Sample Psychological Evaluation), for 
those individuals who were not able to find a psychological evaluation.  
 
Participants needing the handout should briefly read over it. Ask the other participants 
how many of them were able to check off all of the boxes contained on the pre-work 
handout? Then distribute Handout # 14 (A Critical Look). Ask participants to 
individually review the questions contained on the handout. Conduct a large group 
discussion to determine if participants feel the psychological evaluation they reviewed 
(either from their caseload or from Handout #13 (Sample Psychological Evaluation) 
contained enough information to inform case work decision making or if there was 
information missing. Is there an established process to communicate and collaborate 
with the evaluator if you have questions or concerns? 
 
Step 5: Treatment and Barriers 
 
Continue the large group discussion by asking participants what happens once they 
receive the psychological evaluation? Are the recommendations always followed? Who 
has responsibilities to implement the recommendations? How is the information used? 
Remind participants that, unless the adult is a danger to themselves or others, 
treatment is voluntary. Display the PowerPoint Slide #47 (Past Year of Treatment) 
and #48 (Type of Treatment). Conduct a large group discussion about the reasons 
participants feel the majority of individuals need treatment.  
 
Then display PowerPoint Slide #49 (Reasons for Not Receiving Treatment). The 
biggest reason for not receiving treatment relates to treatment cost. Because of this, it is 
important for child welfare professionals to have an understanding of Managed Care 
and HIPAA to help caregivers find ways to pay for treatment. Ask the large group if 
anyone is familiar with the terms managed care and HIPAA. Allow time for participants 
to tell you what they know about these terms. Ask the group how these two items affect 
mental health and the casework process. Make a collective list and post making sure 
that the following is covered: 
Managed Care: 

- Managed care is a synonym for PPO (Preferred Provider Organization), HMO 
(Health Maintenance Organization), MCO (Managed Care in Indemnity Insurance 
Plans), and POS (Point of Service.) 
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- Managed care is based on an effort to control escalating health care costs by the 
health insurance industry, which supposedly defines a reasonable maximum fee 
which health care providers may charge for any given service.  

- Providers are ostensibly bound to accept these maximum fees if they wish to be 
listed in directories of specific insurance companies, which are provided to their 
policy holders as referral directories of "approved" physicians. 

 
HIPAA: 

- Health Insurance Portability and Accountability Act 
- Title I of HIPAA protects health insurance coverage for workers and their families 

when they change or lose their jobs. 
- Title II of HIPAA, the Administrative Simplification (AS) provisions, requires the 

establishment of national standards for electronic health care transactions and 
national identifiers for providers, health insurance plans, and employers. 

- The AS provisions also address the security and privacy of health data. The 
standards are meant to improve the efficiency and effectiveness of the nation's 
health care system by encouraging the widespread use of electronic data 
interchange in the US health care system. 

 
The HIPAA Privacy provision took effect on April 14, 2003. 
 
Key privacy provisions include: 

- Individuals must be able to access their record and request correction of errors  
- Individuals must be informed of how their personal information will be used.  
- Individuals’ "Protected Health Information" (or "PHI") cannot be used for 

marketing purposes without the explicit consent of the involved individuals.  
- Individuals can ask covered entities which maintain PHI about them to take 

reasonable steps to ensure that their communications with the individual are 
confidential. For instance, an individual can ask to be called at his or her work 
number, instead of home or cell phone number.  

- Individuals can file formal privacy-related complaints to the Department of Health 
and Human Services (HHS), Office for Civil Rights.  

- Covered entities must document their privacy procedures, but they have 
discretion on what to include in their privacy procedure.  

- Covered entities must designate a privacy officer and train their employees.  
- Covered entities may use an individual's information without the individual's 

consent for the purposes of providing treatment, obtaining payment for services 
and performing the non-treatment operational tasks of the provider's business.  

 
Ensure that participants understand that this information may be helpful when working 
with their families in trying to access information and services for their families. The act 
was meant to help us but it does tie medical office staff with red tape and therefore you 
need to support families in gaining access to their information when they need it. 
 
Re-display PowerPoint Slide #49 (Reasons for Not Receiving Treatment). A large 
portion of the remaining reasons relate back to stigma. We have already learned that 
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caregivers with mental illness are 70 – 80% more likely to lose custody of their children 
compared to a caregiver without mental illness. We also know that there are many life 
stressors such as poverty that individuals with mental illnesses need to cope with. We 
further know that either, children are not receiving the care that they need or caregivers 
are putting their own mental health second to the needs of their children e.g. making 
sure their children are getting their medications but the caregivers are not getting their 
own. The question that remains is what we, as child welfare professionals, can do to 
help encourage caregivers to receive the treatment that they need. In many instances 
the answer to this question goes back to being able to engage the caregiver and family. 
Are we able to talk to caregivers about the need for treatment? Are we able to describe 
the impact on children and explain the concept of Safety Threats to parents? Are we 
able to support the recommendations found in the psychological evaluation? 
 
In some instances the recommendation of the psychological evaluation might be to 
hospitalize the caregiver. When this occurs, it is important to help the caregiver facilitate 
a conversation, whenever possible, with the child to help explain what is happening and 
attempt to reduce the negative impact on the child. Using PowerPoint Slide #50 (When 
a Caregiver Needs Hospitalization) conduct a large group discussion around the 
following questions:  
 

1. How do you help the caregiver with the mental health needs tell the child about 
their caregiver’s illness and need for hospitalization? 

2. How might the caregiver feel? 
3. What might be some concerns of the caregiver? 
4. What do you tell the child about how long they will be separated from their 

caregiver and who will be caring for the child? 
5. What do you tell the child about when they will see their caregiver again? 
6. What other information do they need? 

 
The following can be added as needed during the large group discussion: 

- Separations may undermine caregivers' recoveries.  
- Mothers with mental illness describe themselves as needing help getting their 

children returned to them, and needing help in dealing with sadness about being 
apart from their children (Joseph et al., 1999). Their decomposition is a normal 
part of being separated from their child. They need to be able to see their child 
and be involved in their child’s care as much as possible. 

- It is important to keep the child and caregiver connected during a caregiver’s 
hospitalization. It will help the caregiver to stay focused and gives the child a 
connection they need to make the transition into care. 

- Caregivers should be encouraged to develop a wellness plan with their mental 
health worker 

- Caregiver and child should be involved in the scheduling of visits so both know 
when they are going to happen and during visits caregivers should be coached 
on what activities to bring to engage their child or what they should expect from 
the child due to their age and the separation the child is facing. 
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- How separation affects children must also be considered. Children separated 
from a caregiver may feel abandoned, seeing their caregiver only occasionally or 
not at all. In some cases there are no provisions for child visitation.  

- When children do visit mental health facilities, there are usually restrictions on 
where visits can take place and for how long. Cheerful and safe areas should be 
provided in all mental health facilities for family visitation. For many children this 
may be the only avenue to seeing and knowing their caregivers. 

 
Step 6: Treatment Plan Progress and Permanency Planning 
 
Take a few minutes and talk to participants about the progress reports they may receive 
from service providers.  
 
Ask the group what do the reports they receive look like? What information is given? 
Remind participants that their mental health professionals are bound by their own set of 
confidentiality laws, which are strict. Reinforce that the more productive relationship 
everyone has the more openly information can be shared. The best information will be 
obtained in the face to face meetings you have with agency personnel and the 
caregiver. What is written for you will most often be vague and nondescript. The more 
you work collectively with other agencies the better information you will have to help 
make permanency decisions for the child. 
 
Conduct a brief large group discussion about how the information gained from progress 
reports may inform permanency planning. What impact could mental health treatment 
have on permanency planning? Due to the sometimes irregular course of mental illness 
and difficulty in obtaining services, the time frame dictated by the Juvenile Act may be 
difficult for some caregivers with mental illness to meet.  
 
Pose the following question: Does this mean that parental rights must be terminated? 
Participants should respond with a No answer. To compensate for the permanency 
timelines, it is important to consider the exceptions. The exceptions to filing TPR are 
when one of the following exists: 
 

 The child is being cared for by a relative best suited to the physical, 
mental and moral welfare of the child.  

 Filing to terminate parental rights would not suite the needs and welfare of 
the child. 

 The child’s family has not been provided with necessary services to 
achieve the safe return to the child’s parent, guardian, or custodian within 
the time frames set forth in the child’s permanency plan. 

 
Pose the following question: Could a parent’s efforts toward recovery be a compelling 
reason against filing a petition for Termination of Parental Rights (TPR)? Participants 
may respond in several ways e.g. yes or no or even possibly. Ask participants under 
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what circumstances would there be compelling reasons against filing for a TPR. Record 
those responses on flip chart paper. 
One compelling reason may stem from the array of services available.  
 

The agency needs to show the efforts made to prevent placement as well as efforts 
made to achieve the child permanency goal. The reality is that some times mental 
health treatment is hard to obtain. Ask participants what types of barriers may exist 
in obtaining mental health treatment. Answers could include waiting lists, insurance 
limitations, and limited service array. Another difficulty with services is that not very 
often is mental health treatment family focused. Being a parent is part of the 
caregiver’s life and his parenting abilities should also be addressed as part of his 
mental health treatment. Additionally, the child welfare professional needs to be 
aware of the cyclical nature of mental health disorder and include relapse as part of 
concurrent and permanency planning process.  

 
Caregivers with mental health disorders may need extra help in meeting children’s basic 
needs, improving parenting skills and improving coping skills.  
 

Because of the role heredity plays in some mental health disorders, caregivers with 
a mental health disorder may have more parenting demands. Parenting a child with 
a mental health disorder could be all the more daunting to a parent dealing with their 
own mental health disorder. Also, the caregiver’s mental health disorder may cause 
the caregiver to be less engaged with the child thereby increasing risk of behavior 
issues for the child. Side effects from medications could impact the parent child 
relationship. For example, anti psychotic medications can reduce a person’s 
spontaneity and facial expressions which could be viewed by the child as the parent 
no longer loves the child or that the child has done something wrong. 

 
Share that some helpful services that can aid in a child achieving permanency include: 
 

Psychoeducation for child and other family members 
Early Intervention services 
Psychosocial rehabilitative services for the caregiver 

 Skills training to enhance tasks and activities 

 Environmental modification to increase supports and reduce barriers 

 Should include an assessment of parenting skills 
Groups similar to Alateen 

 
Ask participants if they have had success with a particular service in their county.  
 
Step 7: Collaboration 
 
The information and recommendations provided in a psychological evaluation helps to 
guide service provision and planning, however, it may also present challenges to the 
caregivers as they will then be required to navigate through two or more systems. One 
of the key concerns to address is communication between the two systems.  
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Pose these two questions to the large group and write the answers on flip chart paper.  
1)  What areas of difficulty do you think people with mental health issues have in 

dealing with the two systems?  
Some possible answers to Question 1 may be: 

 Child welfare agencies are there to make sure the children are safe whereas 
mental health is there to make sure the adult is functioning to their ability 

 Child Welfare Agencies can access services for children quickly but don’t 
have as much to offer adults (as fast). The mental health agency is all about 
helping the adult.  

 The jargon is different between the agencies and if professionals are not 
careful, the caregiver can be left not fully understanding what is expected. 

 Concerns of confidentiality 
 

2) What could make the caregiver’s interface with the two agencies easier? 
Some possible answers to Question 2 may be: 

 The two agencies would work together as much as possible with the family. 
 The workers from each agency would provide information that the caregiver 

could understand given their diagnosis. 
 Make sure that each system representatives understand the constraints of 

confidentiality. 
 
Share that research has proven that when agencies work collectively the length of 
service time diminishes which for us that means that permanency can be reached more 
quickly.  
 
Step 8: Advocating for Caregivers 
 
When a caregiver returns from inpatient treatment they are typically stabilized due in 
part to appropriate medications and the therapy received during their inpatient stay. This 
is a good opportunity for the Child Welfare Professional to re-engage that caregiver and 
re-involve them with planning and decision making for their child. It is especially 
important to develop a plan with the caregiver in case a future need for inpatient 
hospitalization is necessary.  
 
Further, it is a good opportunity for Child Welfare Professionals to encourage caregivers 
to work with a Mental Health Service Provider and/or Advocate. Mental Health 
Professionals can work with the caregiver to ensure that their wants and needs in 
regards to treatment planning are met. Share that the Department of Public Welfare has 
a resource entitled “Mental Health Advance Directives for Pennsylvanians” that is a 
good tool to be familiar with. Refer to Table Resource: (Mental Health Advanced 
Directives) and explain that this resource can also be found at the Pennsylvania 
Department of Public Welfare’s website at the following link: 
http://www.dpw.state.pa.us/ucmprd/groups/webcontent/documents/manual/s_002548.p
df. 

http://www.dpw.state.pa.us/ucmprd/groups/webcontent/documents/manual/s_002548.pdf
http://www.dpw.state.pa.us/ucmprd/groups/webcontent/documents/manual/s_002548.pdf
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 An advance directive is a tool that “focuses on wellness and recovery planning, 
promoting planning ahead for mental health services and supports that an individual 
might want to receive during a crisis if they are unable to make decisions.” Note that the 
concept of a Mental Health advance directive is similar to the concurrent planning done 
in Child Welfare. 

Trainer Note: Trainer may elect to write the following advocacy groups on Flipchart 
paper: 
Pennsylvania Mental Health Consumers’ Association; 1-800-88PMHCA; 

pmhca@pmhca.org 
Pennsylvania Protection & Advocacy/ Disabilities Law Project; 1-800-692-7443 
Mental Health Association in Pennsylvania; 1-866-578-3659; info@mhapa.org  
 
These organizations can help adults with a mental health disorder complete the Mental 
Health Advance Directive. 

 

mailto:pmhca@pmhca.org
mailto:info@mhapa.org
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Section VIII: Wrap-Up and Evaluations 
 

Estimated Length of Time: 
30 minutes 
 
Key Concepts: 

 None 
 
Method of Presentation: 
Lecture, individual activity 
 
Materials Needed: 
 
WIIFM Poster 
Handout #15: My Training Goals 
Handout #16: References  
PowerPoint Slide #51: Transfer of Learning 
Evaluation Forms 
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Section VIII: Wrap-Up and Evaluations 
 
Step 1: Training Summation and Evaluation 
 
Refer back to the WIIFM flip chart and identify all of the participant needs from the list 
which were met throughout the training. Facilitate a group discussion to identify new 
learning that occurred and acknowledge any learning/experience that was reinforced. 
 
Step 2: 
 
Briefly summarize key learning points from Day One and Day Two. You may choose to 
display the agenda or review the WIIFM charts to help people recall the information. 
Respond to any outstanding questions as needed. 
 
Step 3: 
 
As a review, instruct participants that we are going to play the alphabet game. As you 
go around the room ask participants to come up with something from the content that 
begins with the letter they are given. If you have a large group you can use the whole 
alphabet if it is a smaller group pick a string of letters and have them use them. (Like 
use from letter L-W or any other string of letters you want) 
 

Trainer Note: This is a fast moving activity which should help in reviewing both days.  

 
Step 4: 
 
Display PowerPoint Slide #51 (Transfer of Learning) and distribute Handout #15 (My 
Training Goals).  Have the participants complete the worksheet. 
One thing I learned new in the last two days is… 
One area of training that was reinforced for me was… 
One new idea I am going to try with a family is… 
One topic of reinforcement I want to develop further is… 
 
Step 5: 
 
Distribute Handout #16 (References) and then distribute the training evaluations. 
Thank the participants for coming and encourage them as they leave the training.  
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