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Dear Friend of KidsPeace,
Pick up any newspaper, turn on the news: it’s no secret that America is facing a
dramatic upswing in addiction to opioids – whether street drugs like heroin, or
the wide range of opioid-class prescription painkillers. In this issue of Healing
Magazine, we take a look at this epidemic and the challenges it poses in terms
of mental and behavioral health treatment:
Will Isemann,
KidsPeace President
and CEO

• In our lead article, Dr. Kara Bagot of the University of California (San Diego)
notes that eight out of ten adolescents being treated for substance abuse also
suffer from an underlying psychiatric illness, and she outlines what clinical
personnel need to understand in order to treat these children effectively.
• We also look at how the epidemic is affecting outpatient and community-based
programs, as well as its impact on providers of therapeutic foster care.
• And we examine a new comprehensive approach to the treatment of substance
abuse disorders that could provide communities a path to better outcomes.

Admissions
KidsPeace
800-8KID-123
admissions@kidspeace.org

We also address addictive and destructive behavior in other contexts – including
the dangers in the supposedly “safe” alternative of electronic cigarettes, recommendations to parents on addressing overuse of social media among teens, and
the motivations of kids who become fire-starters. We also present the first of
a two-part interview with Dr. Steven Marans, whose work in treating kids for
trauma has helped shape the response to traumatic events - like mass shootings in communities around the U.S.

Websites
www.kidspeace.org
www.fostercare.com
www.TeenCentral.Net
www.ParentCentral.Net
www.healingmagazine.org
Social Media
www.facebook.com/KidsPeace.org
Twitter@KidsPeace
Locations
Georgia
Indiana
Maine
Maryland
New York
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Pennsylvania
Virginia

Finally, we look at the emerging generation known as “millennials,” and learn
how understanding their motivations can help address an organization’s staffing
and retention issues. That’s coupled with a recent graduate’s first-person account of clinical psychiatry instruction for physician assistants.
Addressing a range of issues that are important to those who care about helping
others reach their potential - that’s what we strive to do in every issue of Healing
Magazine. We’d welcome your comments on the magazine and its contents, as
well as ideas for future stories. Remember that you can get digital versions of
this issue and all back issues of the magazine at healingmagazine.org.
As always, thank you for your interest in KidsPeace and Healing Magazine.
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Guiding How
Society Can
Respond to
Traumatic
Events:

A Conversation
with Dr. Steven
Marans
By Susan Worley

“It is perhaps most essential
for a community to be aware
of the significant impact such
horrific events can have on
systems of care.”

Q:

Steven Marans, MSW, Ph.D., is the Harris
Professor of Child Psychiatry and Professor
of Psychiatry at the Child Study Center
and Department of Psychiatry at the Yale
University School of Medicine. Dr. Marans
has worked with Federal, state and local governments for
the past 25 years on developing more effective ways for
communities to respond to traumatic events of varying
types - from the attacks of 9/11 to Hurricanes Katrina and
Rita to mass shootings like the Sandy Hook Elementary
School massacre. He discussed that work with Healing
Magazine contributor Susan Worley. (First of two parts)

The Yale Child Study Center (YCSC) played a significant role in attending to the needs of children and families in the
aftermath of the shootings at Sandy Hook Elementary School in Newtown, Connecticut. Could you talk a little bit about the
center’s response to this horrific event?

A: Under the co-leadership of

Carrie Epstein, Steve Southwick and
myself, the Yale School of Medicine
(YCSC and the Yale Department of Psychiatry) were involved from the first day
of the tragic shootings in the coordination of a number of important activities.
Although the state of Connecticut had
mobilized various mental health care
providers to engage in essential tasks,
many of these providers had little or no
trauma-related training; because of our
decades of experience, we were able to
provide some much-needed consultation.
We began by advising mental health
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care providers on collaborating with
state police and clergy to provide
formal death notifications. Next, we
met with state leaders to discuss and
help develop immediate responses to
the school and broader community. For
example, we provided on-site training and direct clinical consultation to
local mental health professionals who
staffed a community drop-in center for
those impacted by the tragic events, as
most of these very generous providers had little if any previous experience
responding to the immediate impact of
such a tragic, mass casualty situation.
We met with the FBI, with local agencies

and town leaders, with child guidance
clinics, and with staff at the Danbury
Hospital (the hospital that received the
victims) to help them coordinate efforts
and begin to operate in a unified way
in terms of addressing and identifying
needs of their town. Most of the information we provided was based on protocols
that we have developed over many years,
as well as materials developed by the
National Child Traumatic Stress Network. Throughout our involvement, our
aim was to help build the capacity of
the local community to respond to this
traumatic event.
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In addition to aiding in
coordination of response efforts, did
you also provide treatment for children
and adults affected by the shootings?

A: Yes, in the weeks and months

that followed the event, we provided
direct clinical care to many of the
children and families here in our childhood violent trauma center, using CFTSI
(see sidebar, Page 8) and also provided
longer-term treatment using TraumaFocused Cognitive Behavioral Therapy,
for those kids having more difficulty
moving beyond the peritraumatic phase.
For example, one of our faculty members, Megan Goslin, was placed in the
classroom of first graders who had been
directly next door to the classroom of
children who were murdered. In the
seven to eight months she was there,
Megan was enormously successful in
working directly with the teachers and
children to help them gain better control
of posttraumatic reactions, and informing teachers about what they could do
to help children who might have high
levels of reactivity–for example, to
sounds that they heard in the hallways,
or sounds over the PA system–and a
wide range of posttraumatic symptoms.

Q: With the growing number of

mass casualty events in recent years,
communities are (or should be) preparing their response. Do you have advice about how they might prepare?

A: It is perhaps most essential for
a state or community to be aware of the
significant impact such horrific events
can have on systems of care. Understandably, mass casualty events can be very
disconcerting for all responders, including officials, agencies, and members
of local and state leadership, so some
degree of anticipation and preparation
is necessary. It’s essential to recognize
that there are behavioral healthcare
implications associated with the way that
information is handled and conveyed,
and also that law enforcement and other
first responders must be not only supported, but included in the discussions
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from the earliest moments to followup, to effectively aid a community in
recovery. I don’t think there are many
communities in our country that are
adequately prepared along those lines.
One of the centerpieces of preparation
involves recognition that there are phases
of reactions. There is the acute phase,
which takes place within moments of an
event, which has its own set of phenomena. There is the peritraumatic or early
phase, which occurs during the days and
weeks following an event, which has its
own set of phenomena. And then there is
the longer-term phase in which one can
begin to look at failures of recovery that
may require more detailed responses.
During all these phases, there should be
a focus on what children need to recover,
which is support from parents or caregivers, as well as an increased capacity
to contain and control the symptoms
that often accompany traumatic dysregulation. That means it is necessary
to address the reactions of adults and
help them appreciate their children’s
reactions, as well as what their children
may not be revealing to them about the
levels of distress they are experiencing.
As a community begins the process
of gaining knowledge regarding the
preparation for and response to terrorism and disaster, I recommend a review
of The National Advisory Committee on
Children and Terrorism: Recommendations to the Secretary (2003), a report
that brought together experts around
the county, who carefully considered
the best ways to be prepared for and
to respond to mass casualty events.

Q:

You are frequently contacted
by the media for comment in the wake
of mass casualty events. What kind
of advice do you typically provide?

A: I often use an analogy to help

explain what I think people need most
in these situations: Imagine having a
serious physical illness, when feeling
unwell is compounded by the heightened
anxiety that can occur when we do not
understand what ails us. We all know

that at these times, there is a big difference between receiving from health care
providers very abbreviated treatment
recommendations only, and being helped
by them to understand the nature and
course of the illness and the reasoning
behind the planned intervention. In this
latter approach, gaining a better understanding may not always be reassuring,
but can be very grounding. Such information can provide a frame of reference
to help all of us think in a more realistic
way about our experience of being ill.
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Q:

Similarly, when our team is approached
by the media about potentially traumatic events, our primary goal is to
provide information that can help the
audience to make sense of their own
personal reactions as well as those of
others in the affected community.

Q:

Many people across the country, and even around the world, were
shaken up by the Newtown shootings,
so there must be quite a range of responses—for example, among television
viewers– in the wake of a horrific event.

A: That is exactly right. Re-

sponses to these horrific events actually occur along a continuum. Typically
there are a wide range of responses and
different degrees of response depending on the details and immediacy of the
individual and group experiences – from
truly traumatic dysregulation to shared,
community-wide upset and distress.
It is important to remember that the extent to which one is able to identify with
the individuals who are most directly
impacted has a huge impact on the extent
or degree of our reactions. So, if you
hear about shootings that happened in an
inner city neighborhood in Chicago, if
you don’t live in that neighborhood you
may be able to turn more of an emotional
blind eye to the event, because it’s hard
to imagine it happening close to your
own doorstep. However, when a horrific event occurs, and particularly when
there are mass casualties, it may more
readily tap into the shared fears that we
all have as human beings: fears of one’s
own death or that of someone we love;
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damage to our bodies; and loss of control of our impulses, thoughts,
and feelings.

THE YALE CHILD STUDY
CENTER

When external forces of violence, destruction and terror—both natural
and human – cause the touchstones and routines of daily life to collapse, individuals may respond in ways that are somewhat predictable.
It is common, for example, to seek a single culprit or enemy, meaning one answer that is going to solve the overwhelming problem that
has created so much distress. People also may engage in a range of
behaviors that, while understandable, are not helpful to the process of
stabilization and recovery.

Founded in 1911, the Yale School of Medicine’s Yale
Child Study Center (YCSC) seeks to further the understanding of the problems of children and families
by bringing together multiple disciplines, such as child
psychiatry, pediatrics, genetics, neurobiology, epidemiology, psychology, nursing, social work, and social
policy. The YCSC offers comprehensive, multi‐disciplinary evaluations and treatment for children with a
wide range of emotional and psychological needs.

Q: So one goal in providing information to the media is to help

people understand their own responses to trauma?

A: That’s right. We try to give information about typical re-

sponses that both adults and kids may have, as well as a list of things
that they can do in response. For example, let’s take a common behavior that occurs particularly when events affect the nation or an entire
community. Under these circumstances, people tend to tune in to the
media in a way that is at some unconscious level an attempt to get
more information to master what is unbelievable. The problem is that
actually too often that doesn’t help, and in fact tends to only heighten
the reactivity and levels of arousal that individuals experience in the
wake of a horrific event. Moreover, the attempt to get more information often is not successful, because the media is often repeating the
same information over and over, and in many cases prematurely. So
rather than satisfying the consumer’s attempt to gain mastery over the
situation, compulsive television viewing may actually do the reverse.
Community and national leadership can help to ease this pitfall by
regularizing the timing of press updates and stating clearly when there
is nothing new to report. However, the public may be better able to
put the breaks on their own compulsive viewing when they are aware
of the costs paid for a counter-productive, media-driven search for
mastery of reactions to highly distressing events. Alternatively, turning
to each other and articulating shared concerns, while hard, can be most
effective in beginning to turn the volume down on our most intense
reactions when our worst nightmares come true.
It is the same with the disruption of routines. Time and time again
we have seen that in the wake of a traumatic event both children and
adults, depending on degree of impact they experience, can veer away
from routines to a considerable degree. However, in the wake of potentially traumatic, tragic and frightening events–the unanticipated, unpredictable convergence between real life and our worst nightmares– it
is essential that in moving toward recovery, one is able to return to
routines, no matter how difficult that might be.|
(Watch for Part Two of our conversation with Dr. Marans in the
Spring/Summer 2017 edition of Healing Magazine.)
Susan Worley is a freelance medical writer who resides in
Bryn Mawr, Pennsylvania. In recent years, she has written
cover stories on hospice (for Managed Care magazine),
Alzheimer’s disease, lung cancer, multiple sclerosis, and
pain management (for Pharmacy and Therapeutics) and
on trauma (for Penn Medicine).
Email: sworley12@outlook.com
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In 1991, in partnership with officials in New Haven,
CT, YCSC launched the Child Development‐Community Policing (CDCP) Program, a unique partnership
of mental health and law enforcement professionals
who provide collaborative responses to children and
families exposed to community violence. Lessons
learned from this work have been applied in the Yale
team’s response to school shootings, the terrorist attacks of 9/11, Hurricanes Katrina and Rita, and other
catastrophic events.
In 1999, YCSC’s Trauma Section was designated by the
White House and Department of Justice as the National
Center for Children Exposed to Violence. In 2001 the
section began receiving federal funding from SAMSHA as the Childhood Violent Trauma Center, and was
tasked with the development and dissemination of early
interventions and collaborative responses to childhood
trauma.
For more information, visit
http://childstudycenter.yale.edu
THE CHILD AND FAMILY
TRAUMATIC STRESS INTERVENTION (CFTSI):

The Child and Family Traumatic Stress Intervention
(CFTSI) is an evidence-based 5-8 session, early mental
health treatment for children and adolescents and their
caregivers. Implemented soon after a potentially traumatic event or formal disclosure of physical or sexual
abuse (such as in a forensic interview), CFTSI focuses
on increasing family support for the child, enhancing communication about the child’s symptoms, and
providing skills to help children and families cope with
and master trauma reactions. CFTSI has proven effective in reducing post-traumatic symptoms, interrupting
the development and continuation of longer-term posttraumatic disorders. It also offers a seamless introduction to longer-term treatment and other mental health
interventions when needed. CFTSI can help children
and adolescents who have been exposed to many different types of potentially traumatic events—whether
exposure is a single event or chronic—including sexual
abuse, physical abuse, domestic violence, community
violence, rape, assault, motor vehicle accidents or other
accidental injuries.

healingmagazine.org

Therapists Corner

Youth
By Don
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outh firesetting behavior is
a largely misunderstood and
a poorly documented segment of the fire problem in the United
States. While youth-set fires draw the
operational attention of uniformed fire
service personnel (and sometimes law
enforcement and juvenile justice), it
is more often considered a criminal or
delinquency issue, rather than a societal problem that requires a deliberate
approach to addressing the underlying
behavioral motivations driving the act.

Causes for Youth Firesetting

Interest in fire is an innate human
characteristic. Most people, beginning in childhood, have some curiosity
in fire - an interest encouraged by the
many ritualistic and celebratory elements of our society that showcase fire:
those with candles (weddings, birthdays, religious services, holidays, etc.);
fireworks used to celebrate our nation’s
birth or other major occasions; or the
beautiful fireplaces that are built into
homes for comfort and aesthetics.
However, firesetting behavior, especially
among youth, is not normal. It is a
learned behavior that is driven most often
by the surrounding environment. This
environment is most often controlled by
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An Introduction for Helping Professionals

caregivers who fail to realize the power
of their example of misusing fire. Lack
of supervision and access to ignition
devices (matches and lighters primarily) are common factors in youth-set
fires, as are the lack of understanding
of the power of fire and access to media
misrepresentations of fire behavior.
Youth firesetting behavior is often driven
by their needs. The needs can range from
a lack of knowledge or understanding of
appropriate fire use (often driven by caregiver example), to deep-seated pathology.
Other motivations may be connected
to physical health, mental health, and
behavioral health. Only a thorough and
comprehensive evaluation will determine what the youth needs in order to
return to a safe and productive lifestyle.

Screening and Assessment
Considerations

A variety of instruments are available to
determine the depth of the fire involvement that youth experience and their
risk level for repeating the behavior.
Many of these are standard instruments
used by the mental health community;
however, general mental health assessments may not ask about fire at all,
which limits the opportunity to put
this behavior into a treatment plan.

Meanwhile, the fire service has had assessment/screening tools available since
the mid 1970s. But due to their level
of training (which is very different than
that of mental health professionals), fire
service specialists working with youth
firesetting behaviors use a more basic
tool that should not be confused with
a mental health assessment. The fire
service tools are intended to ask a variety
of questions to gather responses from
the youth and caregiver, and blend that
information with the physical facts of the
fire incident (whether provided by the
caregiver, witnesses, or an official fire
response report). Through this process,
warning signs in behavior or responses
are scored to help establish a disposition for the youth and their behavior.
Fire service tools characterize the
disposition as “risk.” High risk categories require a referral to a mental
health professional. Low risk categories
may only require fire safety education.
Risk categories used to be connected
to chronological age, but this type of
categorization may fail to take into
account neurological or intellectual disabilities possessed by the youth. Care
must also be taken when communicating
these categorizations to professionals in
other disciplines (mental health, juvenile
(Continued on page 10)
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justice, child welfare, law enforcement,
burn treatment, etc.) in order to avoid
a misinterpretation of the firesetting
profile. It is important for mental health
professionals to understand that fire
service screenings are very different than
complete mental health assessments.
It should be noted that all fire use, no
matter how legitimate, carries risk.
Many more fires are carelessly started
by adults across the United States every
year than by youth. With firesetting
behavior, it can be more productive
to focus on the needs of the youth:
• For example, a youth engaged in using
a lighter, and has ignited household
items such as candles or incense, may
be imitating the behavior of a caregiver
or sibling. Because it looks easy and
negative consequences are few, the
youth believes they can replicate the
behavior safely. This may be inappropriate and indicates a need for education about appropriate fire use and
fire science. Caregivers and siblings
must be included in this education in
order to effect a change. Therefore
the “need” is education rather than
the associated “risk” of the behavior.
• In another example, a youth may be
the subject of physical abuse. If they
find that firesetting distracts the abuser
or disrupts the family dynamic enough
to cause the abuse to stop, they may
continue to set fires as a result. In
this case, the “need” is a safe environment away from the abuser. The
“risk” might be high or low, depending on the course the situation takes
but if the youth’s needs are met, the
likelihood of the firesetting behavior
abating are good. An associated need
may be education and mental health
support. A comprehensive intervention, including all the necessary
disciplines, will determine the child’s
needs and how they can best be met.

“An effective structured
intervention program
will need the support of
all associated community
services.”
10 2016

Intervention and
Treatment Strategies

Youth firesetting behavior is not only
a fire service problem; it is a community problem. An effective structured
intervention program will need the
support of all associated community
services - including the fire service,
law enforcement, mental health, juvenile justice, burn treatment, and child
welfare (depending on the community,
this list can be longer or shorter). Each
discipline brings a different treatment
strategy to the table and to avoid overlap,
those services should be coordinated.
(In some programs, for example, a case
manager can play this coordination role.)
Open communication is important
since youth can enter a system from
any of the professional gateways. For
example, a youth with a history of
firesetting may be known by the fire
department, but unless the question
is asked of the youth/family, a mental
health provider working with them may
have no idea firesetting has occurred.
The point is, the collection of services and professional relationships
that constitute a successful youth fire
intervention program must be established prior to a youth entering the
program in order to serve their needs
with efficiency and effectiveness.
Additional information can be found on
the YFIRES web site at www.YFIRES.
com. This web site offers a comprehensive array of information on youth
firesetting behavior and intervention.
Many communities also have intervention programs, many of which are
housed with the fire service. However,
not all fire agencies provide this service. Youth firesetting intervention can
only be provided by specialists trained
on this specific issue; most fire service
personnel do not receive this training.

Don Porth is a fire and
life safety consultant,
having retired from 31
years in the uniformed
fire service. He spent 27
years with Portland (OR)
Fire & Rescue, specializing
in youth firesetting behavior and public
education/outreach. Other involvements
include heading the non-profit “SOS FIRES:
Youth Intervention Programs,” providing
over one hundred trainings to professionals across the United States and Canada.
He serves as a principal staff member for
the Youth Firesetting Intervention Repository & Evaluation System (YFIRES),
a national data and case management
system specifically designed for youth
firesetting intervention programming.
Jerrod Brown, MA, MS,
MS, MS, is the Treatment
Director for Pathways
Counseling Center, Inc.,
which provides programs
and services benefiting
individuals impacted by
mental illness and addictions. Jerrod is
also the founder and CEO of the American
Institute for the Advancement of Forensic
Studies (AIAFS), and the Editor-in-Chief of
Forensic Scholars Today (FST). He is in the
dissertation phase of a doctorate degree
program in psychology. Among other
specialties, Jerrod is certified as a Youth
Firesetter Prevention/Intervention Specialist.
Kathi Osmonson is Deputy
State Fire Marshal for Minnesota, and coordinates
the state’s Youth Fire Intervention Team (YFIT). YFIT
partners with law enforcement, mental health, justice and social agencies to sustain a network
of professionals who collaborate to provide
intervention. Her career includes volunteer
and career firefighting with specialties in fire
prevention education and youth firesetting
intervention. She is an adjunct instructor
for the FEMA National Fire Academy and
a stakeholder in YFIRES, and presents at
national and international conferences.

Conclusion

Youth firesetting behavior is a complex, community-based challenge. Solutions are
more likely to be successful when a structured intervention program has participation
from all of the necessary professional disciplines. When working together, all of
these disciplines can begin to exchange effective dialogue and communication about
the needs of each youth/family. This can lead to a reduction in recidivist firesetting
behavior and a safer community.|
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Special Focus

Opiate Use Among Youth With Psychiatric Illness:

By Kara S. Bagot, M.D.

TACKLING TREATMENT CHALLENGES
INTRODUCTION
dolescence is a vulnerable time
with high rates of substance use
and emergence of psychopathology, both of which are associated with
substantial morbidity. Opiate use in
particular is a growing problem, especially among youth with co-morbid
psychiatric symptomatology. Indeed, it
has been shown that up to 83% of adolescents entering treatment for an Opiate
Use Disorder (OUD) have at least one
comorbid psychiatric illness, with greater
than 50% having two or more psychiatric
diagnoses.

A

High rates of ADHD and mania have
been found in adolescent nonmedical
prescription opiate (NMPO) users (those
who use opiates at doses and/or frequencies higher than prescribed or without
a prescription) and high rates of major
depressive episode (MDE) in heroin
users, with both NMPO and heroin users
demonstrating high rates of Conduct
Disorder (53%), MDE (40%), Generalized Anxiety Disorder (40%), ADHD
(33%) and other mental health disorders
(15–26%). Psychiatric symptoms may
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precede, exacerbate or follow substance
use; in particular, it is likely that MDE
precedes OUD by about three years.
Among adolescents, opiates are second
in illicit drug abuse to marijuana. Of
growing concern, in addition to recent
increases in heroin use, is use of nonmedical prescription pain medications
(i.e. hydrocodone [Lorco, Vicodin,
Norco]; oxycodone [Oxycontin]). Over
four million Americans 12 years of age
and older report current use of NMPO
- approximately 500,000 of whom are
between 12 and 17 years of age, and 1
million between 18 to 25 years of age.
Alarmingly, since 2000 there has been
a four-to-five-fold increase in mortality and substance treatment admissions
related to NMPO use.
In the United States, 18- to 25-year-olds
demonstrate the highest rates of heroin
use. The risk of initiating heroin use is
13 times higher in adolescents and young
adults with previous NMPO use, with
peak age of heroin initiation being 17-18
years of age. Those who initiate NMPO
use between 10-12 years of age are near-

ly 18 times more likely to transition to
heroin use. Those who begin NMPO use
at 13-15 or 8-9 years of age have about a
15 times greater risk of transitioning to
heroin use. Adolescents and young adults
often transition from NMPO to heroin
due to the high cost, reformulation,
decreasing availability, and increasing
restrictions on pain medications. Progression from NMPO to heroin is associated
with more rapid development of dependence, which is further associated with
lower probability of treatment success.
The rates of prescribing opiates for
adolescents and young adults have
doubled in the past 20 years. In addition
to obtaining a prescription, teens may
also access these medications through
diversion from friends, peers and/or
family. Further, pain pills may be perceived by youth as safer than other illicit
drugs because they are used for medical
disorders and prescribed by physicians.
The usual trajectory of experimentation
to dependence is as follows: use with
friends socially to relax, then with experience of euphoria and mood-elevating
effect, teens may progress to daily use,
with eventual tolerance and physiologi-
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cal dependence. This is especially true
for adolescents with a mood disorder or
depressive or anxious symptomatology.
SEVEN CHALLENGES FOR
TREATMENT PROVIDERS

1. Identifying Youth and Counseling
Parents:

Once screened for use, speaking to
parents about storing/securing medications in the home, as well as other homes
which the adolescent frequents (e.g.,
grandparents), and other ways to reduce
risk of using must be addressed by clinicians. Further, once youth are identified,
referring them to treatment may be difficult due to limited availability and high
cost of trained clinicians and dual diagnosis programs for adolescents, along
with reluctance on the part of parents.

2. Polysubstance Use:
Adolescents with OUD are likely to have
other Substance Use Disorders (SUDs).
Research shows that adolescents with
NMPO-OUD (as compared to heroinOUD) are more likely to have concurrent
cannabis, alcohol, sedative and/or
stimulant use disorders, three or more
SUD diagnoses (which is associated with
poorer treatment outcome), and early age
of opiate and criminal activity initiation.
Multiple SUDs makes identifying a
pharmacotherapeutic target challenging.
Further, many clinicians are hesitant
to initiate psychiatric medications in
youth given the potential for drug-drug
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3. Approved Pharmacotherapy for
Opiate Use in Youth:

Despite evidence of efficacy of methadone (full opioid agonist) detoxification
and maintenance in youth, few practitioners are licensed to prescribe and
monitor methadone in adolescents. The
threshold for methadone maintenance
in youth with OUD is two documented
failures of drug-free detoxification. Many

youth who have transitioned to regular
heroin use meet this threshold, but often
are not offered this treatment option.
Buprenorphine (partial opioid agonist) is
approved for use in youth 16 years of age
and older; however, it is prescribed infrequently in adolescents despite promising
outcome data for buprenorphine detoxification (greater treatment retention and
higher rates of abstinence). There are
training and licensing requirements for
prescribers of buprenorphine as well.
Naltrexone (opioid antagonist) maintenance has also been shown to increase
treatment retention, reduce use, and
lead to psychosocial improvements. An
additional benefit of naltrexone is that it
comes in a long-acting injectable form
administered monthly (Vivitrol), which
improves compliance and decreases risk
of relapse as patients are not able to impulsively stop meds and use opiates for a
high. However, this form of naltrexone is
not covered by insurance, so cost may be
prohibitive. A combination of buprenorphine/naloxone short term maintenance
(9-week maintenance + 3-week taper)
has shown promise in regards to greater
treatment retention and engagement,
reduction of opiate use and use of other
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While some clinical characteristics have
been shown to differ for those youth
using NMPOs (more likely to have
polysubstance use, ADHD, prior psychiatric treatment, being mandated to drug
treatment, and a history of selling drugs)
versus those using heroin (more likely
to be opioid dependent, an injection
drug user and high school drop-out), it is
incumbent upon the clinician to identify
those who are at high risk of initial use
(late-adolescence, Caucasian, suburban,
psychiatric comorbidity) and transition
from NMPO to heroin and other substances. Being familiar with the literature
to date, and having a high level of suspicion, is of great import.

interactions and side effects despite good
medications that target psychopathology
and co-occurring SUDs. However,
co-occurring psychopathology should
be treated, as this has been shown to
result in improved mental health and
substance use outcomes. Despite the
risk of stimulant abuse among NMPO
users with co-morbid ADHD, the ADHD
diagnosis should also be addressed.
Treaters may choose a non-stimulant
medication, guanfacine, clonidine,
atomoxetine, or a stimulant with a mode
of delivery with low abuse potential
(i.e. Daytrana patch). Finally, effective
evidence-based behavioral therapies
for disorders such as anxiety subtypes may be tried before initiating
pharmacotherapy.

“The mental health
provider should assemble
a multidisciplinary team including a psychiatrist, mental
health therapist, substance
abuse clinician, pediatrician,
and caseworker - to address
the issues of a teen with comorbid psychiatric illness and
substance abuse.”
2016 13
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substances, and decreased risk of relapse,
especially among those with active or
greater numbers of medical and/or psychiatric illness, particularly depression
and anxiety.

from IV drug use (i.e. HIV, Hepatitis C),
psychosocial issues (i.e. school dropout,
juvenile justice system involvement,
Department of Child & Family Services
involvement) and skills training.

While these pharmacologic options are
available to older adolescents, the challenge for clinicians working with youth
is identifying physicians and/or programs
licensed to prescribe and monitor these
agonist/antagonist medications and willing to work closely with youth and their
families, convincing parents that these
medications may be of utility, and having
families commit to frequent medication
retrieval and monitoring visits. Due to
the infancy of the field of pharmacologic
treatments for OUD in youth, duration
of treatment for maximum effectiveness
remains understudied. However, severe
or multiple psychiatric co-morbidities
may indicate the need for longer OUD
pharmacotherapy.

5. Assessment and minimization of

4. Lack of access/availability of

evidence-based programs/residential
facilities:
There are few dual diagnosis programs
for adolescent substance users with
psychiatric co-morbidity. Those that do
exist may be remote in location, and/or
costly. Further, programs that are available while providing behavioral intervention may not have treaters available
for medication management, or may not
offer evidence-based treatment. In either
case, the mental health provider should
assemble a multi-disciplinary team of
providers – including a psychiatrist,
mental health therapist, substance abuse
clinician, pediatrician, and caseworker
– to address the multitude of issues that
may arise with a teen with co-morbid
psychiatric illness and SUD. These issues
can include medication adherence, medical issues due to polypharmacy (side effects, drug-drug-interactions) or resulting

HIV/Hepatitis C risk:

This is of particular concern for injection
heroin users. Providers should complete
a risk assessment upon evaluation that
includes needle use and sexual practices
(i.e. sharing v. using clean needles, multiple partners/unprotected sex). Further,
the clinician should be able to provide
resources for obtaining clean needles,
sterile injection supplies and condoms,
and continual monitoring of use of resources and engagement in safe drug use
and sexual practices. Clinicians also need
to provide a safe, trusting environment
where adolescents feel comfortable
divulging periods of drug use, as access
to aforementioned resources during
periods of lapse/relapse is essential.
Finally, collaboration with adolescents’
pediatricians for ongoing lab work, birth
control and vaccinations is key.

6. Peer/Community Use:
Initiation of substance use in adolescence
generally occurs in a social context that
is peer-driven. As such, encouraging
teens to engage with clean/non-using
peers and participate in alternative activities where drug use hinders success is
important, as is helping teens establish
and use skills that allow them to say “no”
when in environments where drugs are
available, and build feelings of competence and self-resilience. Adolescents
may find this especially difficult, as peer
acceptance/approval and autonomy are
core features of adolescence.
Additionally, a prescription medication
sub-culture exists among many subur-

ban communities. In such communities,
adolescents are more likely to use pills
such as NMPO and stimulants as they
are associated with lower perception of
harm. Changing perceptions and consequences of use may be difficult if the
treater is seen as lecturing, or attempting
to undermine the teen’s independence.
Thus, providing a safe and open environment to discuss such issues is important.
Again, speaking with parents about
access to prescription medications and
consequences of use is of great import.
Heroin users are at increased risk of
dropping out of high school. If the adolescent and their family are not engaged
in treatment prior to dropping out, it
may be difficult to locate and re-engage
the teen in treatment. Lack of school
attendance is also linked to extended
poverty and criminality, which may result
in need for further psychosocial and legal
services. Clinicians should obtain permission from parents to contact school
officials and collaborate with schoolbased clinicians and teachers throughout
the course of treatment. This provides
greater oversight over teens’ compliance
with treatment and school attendance,
allows for greater intensity of support
in a naturalistic setting, and provides
the youth with more potential agents of
change.

7. Accidental overdose:
The risk of overdose among those with
OUD is high. There are increasing efforts to supply naloxone (nasal spray
and auto-injector) to adults with OUD
for overdose reversal, however research
and clinical practice in this area lags in
adolescent populations. Pharmacies in
some states can provide naloxone without a prescription from a physician. For
non-M.D. providers, providing teens with
these resources and training for use of
naloxone is invaluable. Additionally, the

“Adolescents and young adults often transition from nonmedical
prescription opiates to heroin due to the high cost,
reformulation, decreasing availability, and increasing
restrictions on pain medications.”
14 2016
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CONCLUSION
Primary prevention in early childhood
to prevent use of NMPO, and secondary
prevention in early adolescence to prevent transition from NMPO to heroin, is
essential. Further, as depressive and anxiety symptoms and disorders appear to be
a risk factor for OUD, early identification
and treatment of psychiatric symptoms
in children and adolescents may prevent
later initiation of substance use. In those
opiate-using adolescents with psychiatric
comorbidity, an integrated, multidisciplinary treatment approach is necessary
to address concomitantly substance use
and psychopathology. Dual diagnosis
interventions combining behavioral, psychosocial, familial and pharmacologic
modalities are of great import given the
complex interaction between psychiatric,
substance use and possible pain/medical
disorders. Treatments that focus primarily on psychiatric illness without concurrent substance use intervention may
actually exacerbate mood and anxiety
symptoms due to withdrawal, and if present, worsen pain/medical symptoms.
Clinicians should provide an atmosphere
of constancy and consistency in a stable,
supportive clinic environment with nonjudgmental staff where patients receive
integrated pharmacologic intervention
for medical, psychiatric and substance
use disorders, extensive individual and
group counseling, family work, and assistance with reintegration into school.|
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“As depressive and anxiety
symptoms and disorders
appear to be a risk factor
for opioid use disorder, early
identification and treatment
of psychiatric symptoms in
children and adolescents may
prevent later substance abuse.”
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Opioid Use Changing the
Foster Care Landscape
By Jared Soto

Special Focus

T

he rapid growth in opioid use and
addiction over the past several years
affects many individuals and their
families. But it also has had a significant
impact on systems in our communities
that support our well-being - including
the foster care system and its traditional
focus on reunification of foster children
with their parents whenever possible.
The Center for Disease Control and
Prevention (CDC) recently reported that
the number of infants born with neonatal
abstinence syndrome (NAS) in the U.S.
rose 300% from 1999 to 2013. (NAS is
a postnatal drug withdrawal syndrome
primarily caused by in-utero exposure
to opioids.) At the same time, the Pew
Charitable Trust reported that foster
care placements increased in 2013 after
having declined steadily since 2010, as
a result of a greater emphasis on placing
children in kinship care (with a family
member) as compared to foster care outside of the natural family. In the state of
Vermont, for example, foster care placements rose 33% between 2014 and 2015.
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Ken Olsen, executive director of
KidsPeace Maine Services, said those
trends reflect that people are substituting
heroin for prescription opioids, either
because of cost or inability to get a doctor’s prescription. Olsen acknowledges
data that shows more children being born
addicted to opioids, but he believes there
is more to the story.
“Some children are born with drugs
in their system, but most of the reports
are based upon the neglect of the child
because the parent is using drugs,” Olsen
said. “Parents with opiate addiction are
often younger and going through their
own emotional development, and many
would benefit from learning stress management techniques.”
During incidences where children are
born drug-addicted, neglected or a
combination of the two, local agencies
are called on to offer support to families
to assure the safety of their children, link
parents to community resources and provide expectations and guidelines promoting healthy parenting. In Carbon County,

Pennsylvania, for example, Children and
Youth Services Supervisor Marianne
Grabaritis said drug use is affecting her
agency’s effectiveness in working with
families towards permanency solutions.
“There has been an increase in foster
care placement over the past two years.
Heroin, methadone and suboxone (used
to treat opiate addiction) are the most
frequent drugs babies are born addicted
to. The drug use leads to other problematic behaviors among parents, such as
stealing for money to buy drugs in order
to support their habit,” she added.
As of August 2016, Carbon County
(population 65,000) had 29 children in
placement through foster care and kinship care; of those cases, eight involve
drug use and all except one of those children are residing with a family member.
Grabaritis added, “Children and Youth
Services is not waiting as long to move
children to kinship care, based upon the
needs of the situation. If everyone is in
agreement, we try to make that happen as
soon as we can.”
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“Parents are required to provide basic
care for reunification to occur,” she
added. “The child welfare system is
encouraged to work towards reunification, but when the circumstances impact
the child’s life, the permanency goal
is typically changed. Most systems
are sensitive towards parents working
through recovery and will act in favor of
the parent through using the permanency
rule liberally, as long as progress can be
charted. However, we have to be realistic
with how many chances to give parents
before the goal is changed.”
The Pew report points out that there has
been progress made towards a more unified and diverse approach to tackling this
issue.
• Ohio has a pilot program helping
pregnant women with opiate addiction
get proper care in the early stages of the
child’s development.
• Maine is doing targeted recruitment for
foster parents trained to parent drugaffected babies and infants.
• There are more recovery programs,
such as peer specialists which offer
peer-to-peer support and communitybased treatment centers which focus on
life wellness.
• So-called “drug courts” allow for more
regular permanency court hearings,
holding them as frequently as every
two weeks instead of the current threemonth requirement.

Surgeon General Vivek Murthy issued
new recommendations for prescribing
opioids; practitioners now are urged to
assess level of pain, potential risk factors
and available alternative therapies before
prescribing the medications, and are encouraged to develop treatment goals that
work towards discontinuing the opioid
when it is no longer needed.
In September 2016 Pennsylvania Governor Tom Wolf, calling the opioid epidemic “a plague,” announced the state would
open an additional 25 opioid addiction
Centers of Excellence by January 2017,
building off of the 20 already in place.
The Centers of Excellence will assist in
coordinating mental health and physical
health services for those with an opioid
abuse disorder - reducing wait times and
making more services available for those
living in rural counties where there is no
public transportation system.
Lunney noted that funding streams
starting from the Federal level down to
counties influence decisions child welfare agencies have to make in order to
continue to try to reunite families while
staying within their budgets. “Visitation
requirements for parents overcoming addiction are increased in order to support
quicker reunification efforts, but these
efforts can be costly when they involve
trips where children can travel up to 50
miles in some rural counties, 2-3 times
a week to see their parents in the home
setting. This is taxing for a child for having to travel that much during the week,
especially during the school year.”

“An influx of children into the system
directly impacts the budget and puts a
strain on resources available - which
limits the opportunities for funding other
supplemental supports (staffing/training/
additional support agencies),” Lunney
added.|
Jared Soto is an outpatient
therapist for adults and
children at The RedCo
Group in Lehighton, Pennsylvania, and previously
worked for Carbon County
(PA) Children and Youth
Services. He holds a bachelor’s degree in
psychology from Penn State and a master’s
degree from Grand Canyon University.
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Elizabeth Lunney, LSW, is Pennsylvania
state manager of KidsPeace Foster Care
and Community Programs, and she has
seen the challenges in reunifying families amid the spike in opioid use, especially in cases of groups of younger-aged
siblings. “Groups of siblings often need
to be separated from each other when
placed outside of the home, because it
can be difficult for certain foster families
to accommodate more than one child.”
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”Some children are born with drugs in their
system, but most reports are based on neglect
of the child because the parent is using drugs,”
Olsen said.”

• In some locations, professional drug
and alcohol counselors are accompanying Children and Youth workers on
reports of abuse and neglect where drug
use is reported.
• Finally, there is more emphasis on
prescribing guidelines on the federal
and state levels. In August 2016, U.S.
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A New Challenge
for Community Health
Care Professionals
and Organizations

I

By Sarah McInerney
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magine you are a 35 year old man working as a manager on a
factory floor. You are happily married, have two children, and
make good money. Your biggest concerns are conflicts with your
boss and arguments with your wife over raising the children. One
day you get into an accident on the floor with a fork lift resulting in
a spinal injury and nerve damage. Both are irreversible and result
in chronic pain.
The chronic pain is so severe you can no longer work. After about
six months of seeing doctors and specialists you realize there are
no surgeries or procedures to alleviate your pain. You become depressed and start having frequent panic attacks. You feel shameful
about your situation and retreat from your relationships. Your wife
leaves you, and you rarely leave the house.
As a therapist I have heard many versions of this story. The link
between chronic pain and depression is well documented, with
about a third of people who experience chronic pain developing
clinical depression (more research is needed in this area to understand this link). Medical experts agree that pain management,
through the use of prescription opiate pain relievers, is a necessary part of treatment for many people with chronic pain because it relieves suffering. However, as a result, a major health
crisis has developed: widespread addiction to opioids.

Opioid
Addiction:

Opioids include drugs made and distributed illegally such
as heroin, considered the most addictive substance on earth,
and prescription opiate medications made in laboratories
and prescribed by doctors to treat pain - drugs such as
morphine, methadone, oxycodone, hydrocodone, fentanyl,
hydromorphone, codeine, and buprenorphine.
An estimated 2.1 million people in the United States now
suffer from addiction related to prescription opiate pain
relievers, with another 467,000 addicted to heroin. Overdoses are overwhelming hospitals and first responders across
the country, and the consequences are devastating: in 2014,
approximately 28,000 deaths occurred as a result of opioid overdose – more than nine times the number of people killed in the 9/11
attacks.
One factor leading to widespread abuse of opioids stems from the
fact that America has an aging population, and many older individuals suffer from chronic pain. This means numerous household
across the country essentially have a legal form of heroin sitting in
their bathroom medicine cabinet. Most first-time abusers of opiates
obtain them from a friend or relative; it’s easier and cheaper than
obtaining drugs on the street.
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Addiction has a new face and many
doctors and medical professionals have
not been trained on how to deal with it.
Additionally, many community-based
organizations are not prepared to adequately address this crisis for the same
reason. It is important that communities
and workplaces that both directly and indirectly serve these individuals undergo
trainings so they:

of opioid addiction much like drug and
alcohol addiction.
Addiction to opioids starts in different
ways, but typically begins with prescribed opiate painkillers. At first the
drug makes them feel high, but as time
goes on they need the drug in order to
feel normal. The user becomes preoccupied with obtaining the drug to maintain
the addiction and may start “doctor
shopping”. As the addiction progresses
the user may switch to heroin because it
is cheaper and easier to get, especially
if their doctor will no longer prescribe a
legal form of opiate.
Opioid addiction will begin to take over
their life. Their priority becomes obtaining the drug by any means possible.
They will have trouble maintaining employment and relationships, as their sole
focus becomes feeding their cravings.
Typically their presentation and mood
will change and they may become jittery,
unable to sit still, and guarded. They
may develop a bad temper, and have
mood swings. Physically their appearance and grooming may begin to deteriorate. A person who is actively abusing
opiates will have constricted pupils, and
will look tired and drowsy.

2. Can help clients to understand the risk.

If you assess your client
has developed an opioid
addiction, refer them to
appropriate treatment
immediately. They
may refuse or deny
they have an addiction, but explain
the risks to them.
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3. Can assess who is prone to opioid
addiction and who is not.

4. Shift the paradigm from criminalization and shame to treating a medical condition caused by genetic and
psychiatric vulnerabilities.

There is still much conflict over effective
treatments for opioid addiction. Some
schools of thought believe that access
and exposure to the drug create addiction, and thus by limiting access and
exposure you will reduce the addiction.
Another school of thought is that exposure does not create addiction, because
genetic and psychiatric vulnerabilities
are required for an addiction to develop.
This school of thought focuses on
treatments that address the individual’s
emotional and psychiatric needs.
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1. Can detect the signs and symptoms

Opioids are extremely easy to overdose
on because they are central nervous
system depressants, and they significantly slow the user’s breathing and heart
rate - possibly slowing them to the point
that they simply stop, which is why it
can be fatal to mix opioids with another
depressant. In addition, tolerance of the
drug is greatly reduced after a period of
abstinence – meaning a lower dose can
be fatal for someone who was able to tolerate it previously. Heroin is extremely
easy to overdose on anyway - a dose just
5 times higher than that required to get
high can be fatal.

No matter which side of the argument
you fall under, it has never been proven
that shaming addicts and criminalizing
addiction is effective in the drug war.
Community agencies and those serving
this population would help them best by
understanding the illness is a disease,
and removing blame. Effective treatment
requires medication-assisted interventions in addition to counseling/therapy.

It is important for community mental
health and drug agencies to understand
that sometimes opiates are a very low
risk option. If someone is over the age
of 30, and has no history of addiction or
psychiatric disorders, it is very unlikely
they will develop an addiction. Keep in
mind they may develop physiological
dependence on the medication, which
means they will experience withdrawal
symptoms when they discontinue the
drug.
However, if someone has a history of
addiction and certain mental health complications, then they are already at risk
of addiction. Mood disorders, anxiety
disorders and personality disorders all
can contribute to addiction. Additionally, if someone is going through a rough
time such as recently being laid off or
going through a divorce, this would also
put them at risk.

The federal government agency
SAMHSA (Substance Abuse and
Mental Health Services Administration)
provides information, resources, and
evidence based practices to prevent and
treat prescription drug abuse. Resources
can be accessed from their website
http://www.samhsa.gov/.|

Sarah McInerney is a
Licensed Social Worker
currently working as a
Therapist at KidsPeace Orchard
Behavioral Health. She is
passionate about mental
health related issues
and tries to spread
a message of selfacceptance and
hospitals
non-judgment.

“Overdoses are overwhelming
and first responders across the country, and
the consequences are devastating: in 2014,
approximately 28,000 deaths occurred as
a result of overdose - more than nine times
the number killed in the 9/11 attacks.”
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By William Stauffer

MOVING TOWARDS A MORE EFFECTIVE TREATMENT
MODEL FOR SUBSTANCE USE DISORDERS

W

e are in the midst of the largest opiate epidemic in the history of our nation. According
to the Centers for Disease Control, drug
overdose deaths are now the leading
cause of death from injury in the United
States, and each day almost 7,000 people
are treated in emergency departments for
using drugs in a manner other than as directed. Costs associated with substance
use disorders (SUDs) total upwards of
$200 billion a year.
It is worth noting substance use disorders are a medical condition, and just
like with any other medical condition,
delayed care or services provided in
a compromised way will significantly
diminish the effectiveness of treatment,
and exacerbates the mistaken public perception that treatment does not work.

It does.
For recovery to take hold, it is imperative
for a person to get the proper intensity
and duration of care provided in a comprehensive and timely manner. This is
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what we would want for anybody seeking help for any condition that is likely
to result in death if untreated. Nothing
should be different because the condition
we are talking about is a substance use
disorder. Failure to provide the proper
elements of care can lead to a return
to active drug use for the client, and
all of the devastating issues associated
with substance use disorders, up to and
including loss of life.

As an analogy, what we do with substance use treatment is like treating an
infection that would require a 10-day
course of antibiotics with a three-day
dose and hoping for a positive outcome,
often at a later stage of the condition.
While this has worked for many, we
can and should do far better. There is
significant room for improvement in the
manner, intensity and duration of care.

According to the National Institutes on
Drug Abuse, for residential or outpatient
treatment, participation for less than
90 days is of limited effectiveness, and
treatment lasting significantly longer is
recommended for maintaining positive outcomes. People often receive far
less than that, and we typically engage
people in care at a late stage of the condition. Early intervention is particularly
important with Substance Use Disorders,
but we have a long way to go before
such services become widespread and
easily accessible at an early stage in the
United States.

In comparison to services available to
the general population, when a physician, airline pilot, pharmacist or nurse
experiences a substance use disorder,
they are typically placed in impaired
professional programs. These programs
provide services of greater intensity and
duration than those offered the general
public. Additionally, they offer longterm case management components and
random urine testing for years after the
sentinel event in order to ensure that
they are getting better. Services typically last between three and five years
and are monitored very closely over

Impaired professional programs
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the years of engagement – much like a
cancer patient gets regular checkups for
up to five years in order to ensure that
they are still in remission. A number of
studies have been done on these kinds
of programs, and they show an efficacy
rate for long term success of around 75%
to 80% - markedly higher than the short
term, lower intensity programs offered
within nearly all healthcare plans.

Medication Assisted
Therapy (MAT)
Medications, such as methadone, vivitrol
and buprenorphine can be important and
lifesaving elements in the treatment and
recovery process for many people. Like
any medication, there are risks, and like
with most medical conditions, medications must be combined with therapeutic
interventions to be effective. There is
some growing concern that we are not
ensuring that therapy is being combined
with the medications in order to have an
effective intervention. We know that the
research has shown that failure to combine these pharmaceutical interventions
with therapy greatly reduces the efficacy
of the intervention. We need to make sure
that medications are used with a comprehensive service plan in order to realize
their full benefits.

Engagement techniques
When considering the effectiveness of
treatment, central to effective treatment
is the therapeutic alliance - the bond
between the client and the therapist or
helping professional. It is the means by
which a therapist and a client work to
engage with each other and effect beneficial change in the client. The emerging picture suggests that the quality of
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• A critical ingredient of a therapeutic
alliance includes empathy, or the ability to identify with the feelings of the
client.
• Another element of this alliance is
expertise; the client must sense that the
therapist possesses the skills to help.
• Hope is also an important ingredient,
as there must be an underlying belief
that change will happen.
• Finally, effective therapeutic alliances
are strength-based; they emphasize
the internal and external resources of
the client within the treatment over any
barriers that they face.

Comprehensive services
and supports
Services that augment traditional therapy
can greatly assist the person in coming
to terms with their substance dependence
and rebuilding their lives; these can
include medical, psychiatric, nutritional, peer, familial and family services.
Comprehensive care plans holistically
address the impact of the use on the life
of that person and those around him or
her, while assisting the person in developing new coping skills and resources.
Close case management and consistent
follow-up are critically important for
sustained recovery, particularly as the
person transitions between levels of
care or faces new challenges in the early
recovery process.

Changing the environment of
recovery in our communities
Beyond the traditional treatment system,
an emerging trend is the rise of community-based organizations developed for
and by people in recovery. Called Recovery Community Organizations (RCOs),
these organizations provide anchor points
within our communities. There
is growing recognition

that such centers have an important place
in assisting persons to develop and sustain recovery in their own communities.
For our younger people, recovery high
schools and collegiate recovery programs
are being opened around the country, so
they can go to school and socialize with
people in their age groups. The goal of
these services is to provide an environment to nurture the recovery process and
forge the recovery life pathway. We know
that when we can assist young people
early on in sustaining recovery, the more
likely they will stay in recovery for life.

The use of peer services

Special Focus

Another way to look at this is to that the
short term programs typically offered
through insurance bears little relationship
between the longer-term programming
that the research shows is most effective. The “gold standard” programs such
as those provided to impaired professionals are simply not available to the
general public. Can we think of any other
medical condition in which the kinds of
services that are most likely to succeed
are not offered to most people?

the client–therapist alliance is a reliable
predictor of positive clinical outcome,
independent of psychotherapy approach
or outcome measures. This powerful
finding suggests that strengthening of
skill sets around client engagement can
be a very effective way to improve client
outcomes:

We have also seen the emergence of peer
services which are non-clinical and provided by people with lived experience,
often through peer providers, RCOs,
treatment agencies, and the faith community. Recovery support services restore
hope and help people enter into and
navigate systems of care, remove barriers
to recovery, stay engaged in the recovery
process, and live full lives.

Conclusion
Substance Use Disorders impact one in
four U.S. families, and every one of us is
affected by the impact of untreated substance use disorders. The good news is
that today more than 23 million Americans are in long term recovery, and we
can expand this number, which will pay
dividends in saved lives, resources and
healthier communities. We know what
works, and we need increased awareness and coordinated advocacy efforts to
move our systems in this direction.|
William Stauffer, LSW is
the Executive Director
of the Pennsylvania
Recovery Organizations
Alliance, the statewide
recovery organization of
Pennsylvania, and has over
25 years’ clinical experience working with
substance use disorders and is an advocate
for persons impacted by SUDs both
statewide and nationally.
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Tackling the Technology Question

for Children and Teens
By Jodi S.W. Whitcomb

D
Parenting

uring the development of the
DSM 5 the idea of addiction
to internet gaming and/or
the internet in general was closely
examined. Is an addiction to the
internet a distinct illness deserving of its own diagnostic criteria
and description, or is it simply one
possible symptom of other underlying disorders or co-morbid social
issues? Is our dependence on media
and the internet an addiction at
all? At this time the DSM 5 does
not identify internet addiction as
a separate mental disorder; however, it does list Internet Gaming
Disorder as a condition that should
be researched further.

 Keep in mind that screen
media is just another environment in which children interact.
They will do the same things
in the media environment that
they do in everyday life (play,
talk, have fun, compete, etc.).
 Play with kids. Co-engage
with children as you are playing
with them (both media and nonmedia play), and use opportunities
to teach appropriate social skills.
 Be a good role model. Set
limits on your own use of
technology regarding time,
content, etc. Take time to talk
face-to-face with children.

But beyond clinical diagnoses, how can a parent or teacher tell
when a child or teen has crossed over a line when it comes to
media/internet/gaming use? Some general warning signs:

 Monitor and choose content
wisely. Think about HOW your child is spending time with
media and WHAT content they are viewing/using, rather than
only monitoring a time limit.

 Declining academic performance.
 Unhealthy sleeping and eating habits, connected to excessive
gaming

 Don’t abandon traditional unstructured playtime. Prioritize daily unplugged playtime, especially for the very young.

 Declines in overall physical health.

 Set limits and follow up. Focus less on amount of time spent
and more on integrating the use of technology in meaningful
ways that do not interfere with daily activities and important
relationships.

 Isolation and intentional social withdrawal (While it’s
normal for teens to develop peer relationships online, it’s not
normal to see them completely detach from all in-person social
relationships.)

 Understand the importance of online relationships. The
use of social media is a major tool of adolescents to foster peer
relationships in today’s world. Teach teens how to navigate potential pitfalls of social media rather than avoid it all together.

If you notice these warning signs in your child’s life, you
should reach out for help from school professionals, a doctor
or therapist, a trusted religious leader or someone in a position
that could provide you and the child with support.

The most important thing that caring adults can do to help prevent overuse of media is to foster a life of balance for children.
Even though media and the internet are here to stay as part of
our culture and must be understood and used by children, we
all can still benefit from a balanced life.|

 Intense emotional responses to not being able to game or
access the internet.

Tips on managing your child’s
“Screen Time”
There are strategies that parents, teachers and other caring
adults can use to manage media use for children. Last year the
American Academy of Pediatrics changed its guidelines for
children’s media use to reflect the reality that screen technology
is a fully integrated aspect of American life.
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J odi S. W. Whitcomb, MS, is Director of
Organizational Development and Training
for KidsPeace and leader of its Critical
Incident Response Team. Read more of Jodi’s
advice and find a list of resources to help
you manage your child’s online/on-screen
experience, on our blog at kidspeace.org.
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Clearing the Air

By Vivek Anand, M.D. and Catherine A. Martin, M.D.

E

ENDS devices can be disposable or reusable. In the beginning, they resembled
conventional tobacco cigarettes, but
currently are also available as vaping
pens, tank systems or Advanced Personal
Vaporizers (“APVs” or “Mods”), e- pipes
and e- hookahs.5 There are over 400
brands of e-cigarettes and thousands of
different flavors, besides do-it-yourself
(DIY) options.6
Electronic cigarette use is climbing
exponentially, probably attributable to
aggressive marketing, tempting flavors,
seemingly higher acceptability within the
community and untested claims of safety.
The e-cigarette promotion strategies
often project them as “healthier” alternatives or smoking-cessation aids. These
advertisements are frequently endorsed
by celebrities who are often influential
role models for children and adolescents.

As a result, more and more children and
teens are experimenting with e- cigarettes; in fact, since 2014 more middle
school and high school students use
e-cigarettes than traditional tobacco
cigarettes.7
The nationally representative ”Monitoring the Future” study (MTF, 2015)
reported continued decline in cigarette
smoking among teens in 8th, 10th and
12th grades, as well as historic low levels
of cigarette smoking over last 41 years.8
Though encouraging, these findings
overlap with a rise in use of alternative
tobacco products like e- cigarettes.9,10,11,12
While e-cigarette use is increasingly
prominent among high school and middle school students, it also is beginning
to appear among students in the later
elementary school grades.7, 13 More than
3 million middle and high school stu-

Parenting

lectronic cigarettes, or electronic
nicotine delivery systems (ENDS),
are battery-powered handheld
devices that heat a solution containing
nicotine, propylene glycol or glycerin,
flavorings, and other chemicals – turning it into an aerosol that is inhaled. The
solution (commonly known as vaping
liquid or e- juice) is available in a variety
of flavors and varied and unregulated nicotine concentration. E-cigarette solutions
have also been found to contain numerous carcinogens and harmful chemicals
like aldehydes, nitrosamines, metals and
polycyclic aromatic hydrocarbons, along
with nicotine.1,2 Nicotine, as we know, is
highly addictive and has neurotoxic effects on the developing brain. 3 In animal
model and in-vitro studies, the electronic
cigarette solution has been found to
impair lung growth and be cytotoxic to
human embryonic stem cells.4

about E-Cigarettes
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dents reported being current e-cigarette
users in 2015.7, 12 In the last five years,
e- cigarette use consistently increased
significantly from among high school
students - from 1.5% in 2011 to 16% in
2015; a similarly significant and linear
increase has been observed for middle
school students (0.6% to 5.3%).7 The
use seems to be relatively higher among
older students; around 17% of high
school seniors reported current e- cigarette use, compared to 14% who reported
smoking tobacco cigarettes.9 The MTF
(2015) reported that a considerable subset of adolescents use e- cigarettes due to
curiosity, novelty-seeking and appealing
flavorings. Other important reasons for
e- cigarette use were: aid to quit tobacco
cigarettes, trendy looks, to relax or feel
good, and permissibility of use in settings which usually prohibit combustible
tobacco use.8
Besides the obvious exposure to the active user, the e- cigarettes can also lead
to secondhand and third-hand exposure
to nicotine, toxic chemicals and carcinogens that have been found in the
aerosol emissions.14, 15 E- cigarettes also
seem to be an entry point into nicotine
use for some adolescents. Around 7% of
adolescents who never smoked tobacco
reported using e- cigarettes in the prior
30 days.9 This prevalence of nicotine
initiation via electronic cigarettes seems
to vary between the national sample and
those adolescents who reside in tobaccogrowing areas; In North Carolina, for
example, as many as a quarter of the
e- cigarette users had never used any
other forms of tobacco.16 E-cigarettes
are usually perceived as less harmful in
comparison to tobacco cigarettes and
are frequently associated with concurrent dual tobacco product use or tobacco
smoking.16,17 Studies have shown that
using e-cigarette devices often goes hand
in hand with use of traditional tobacco or
other drugs, and their use has been found
to correlate with higher odds of other
tobacco use initiation, tobacco smoking,
and lower odds of quitting.18,19 While
ENDS are commonly used to inhale nicotine, young people have also been using
them for smoking hash oil, cannabis and
other illegal substances.20
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Public health and tobacco control advocates are concerned about ENDS devices
for several reasons. First, adolescents
who have never used tobacco before
are now starting out with e-cigarettes.
Additionally, little is known about how
e-cigarettes affect the young developing
lungs and other organ systems over time.
Besides the risks of nicotine dependence,
toxicity and the potential to act as a gateway to other tobacco product and drug
use, recent evidence suggests a remarkable increase in electronic cigarette-related exposures among young children. The
National Poison Data System (NPDS),
maintained by the American Association
of Poison Control Centers, suggests an
almost 1,500% increase in the number of
e- cigarette related exposures from 2012
through 2015 among children younger
than six years of age - with the median
age of exposure to electronic cigarette
being two years old. Furthermore, children who were exposed to electronic cigarettes were five times more likely to get
admitted in a healthcare facility. Though
most clinical effects reported were transient and usually did not last more than
a day, they ranged from heart rhythm
abnormalities, pallor, nausea, vomiting,
irritability, lethargy, tremors, vertigo, eye
irritation, cough, and increased sweating
to seizures, coma and death.21 (There has
been one nicotine exposure-related death
which involved a one-year-old child.22)
Such adverse effects from nicotine
device-related exposures highlight the
importance of parental education, public
awareness along with proper storage
and appropriate disposal of ENDS and
associated paraphernalia in e-cigaretteusing households. More specifically, the
nicotine toxicity and poisoning related
data are clear indicators that electronic
cigarettes should be inaccessible to
children and be stored out of their reach
or sight.
To help with the tobacco prevention and
cessation efforts, the American Academy of Child and Adolescent Psychiatry
(AACAP) and the American Academy
of Pediatrics (AAP) have issued policy
statements which advocate restricting
youth access to e-cigarettes - including

prevention of unintentional exposures,
educational efforts, early identification of
e- cigarette use, utilization of evidencebased treatment for tobacco cessation
and support for U.S. FDA regulatory policies to protect children and adolescents
from nicotine exposure.23, 24,25 Additionally for further preventative measures, the
e- cigarette-using parent/ care provider
may also benefit by knowing that their
e-cigarette use increases their child’s
odds of e-cigarette use.16 If appropriate,
depending on their motivation to change
and dependence, parents and caregivers
may also benefit from approved tobacco
cessation treatments. Keeping in mind
the public health concerns and potential
of e-cigarettes to re-normalize smoking
behaviors, the U.S. FDA recently ruled to
extend authority to cover electronic nicotine devices. This rule, which went into
effect in August 2016, will regulate manufacturing, importation, labeling, packaging, promotion, distribution, advertising and sales of electronic cigarettes.26
In summation, the full effects associated
with electronic cigarettes will unfold
only with time; however, as parents,
care providers and informed community members, it is essential for us to
recognize this new route of nicotine use
and identify ways to educate and spread
awareness to prevent ever-increasing
nicotine exposure from use of emerging
tobacco products.|
Dr. Anand is clinical assistant professor, Division
of Child and Adolescent
Psychiatry, Department of
Psychiatry and Behavioral
Medicine, Brody School of
Medicine at East Carolina
University. He is a member of AACAP Substance Use Committee. He may be reached
at anandv@ecu.edu.
Dr. Martin is professor and
Dr. Laurie L. Humphries
Endowed Chair in Child
Psychiatry, and Child
Division director at the
University Of Kentucky
College Of Medicine. She
is a co-chair of AACAP Substance Use Committee. She may be reached at catherine.
martin@uky.edu.
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KidsPeace now offers TRICARE adolescent
hospital and residential treatment programs
on our Orchard Hills Campus in Pennsylvania.
TRICARE certification allows us to provide a
complete continuum of care for our clients
whose families are in the military.
Client services
• 24-hour residential care
• Individual therapy with a Master’slevel clinician
• Individual weekly check-ins with a
childcare counselor
• Group/recreation therapy
• Group psycho-education
• Family therapy
• Psychiatric services
• Psychological services
• Case management
• Nursing services
• Life Space Crisis Intervention (LSCI)
• Therapeutic activities
• Positive Youth Environment (PYE)

26. http://www.fda.gov/TobaccoProducts/
Labeling/ucm388395.htm Accessed August 4,
2016.

13. http://www.edweek.org/ew/articles/2014/0
7/29/37ecigarettes.h33.html Accessed August
4, 2016.

“While e-cigarette use is increasingly prominent among high
school and middle school students, it is also beginning to appear
among students in the later elementary school grades.”
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MILLENNIALS:

Education

HIRING (AND KEEPING) THE
NEXT GREAT GENERATION

Y

ears ago, the world faced an
energy crisis, forcing us to look
at how we’ve always done things
and consider alternatives: How does
one harness the wind? How do we turn
sunlight into energy we can use? How
do we become less dependent on our old
ways and be courageous enough to try
something new?

of the work force; by 2020, millennials
will be nearly half of all workers (Forbes,
2013). But beyond their sheer numbers,
millennials can bring significant advantages to organizations:

Today, we in the mental and behavioral
health field face a different crisis – a
human resource crisis, with the solutions
involving recruitment, engagement and
retention of a new generation, known as
millennials.

 They’re experts at multitasking

The generation born between 1980 and
2000 right now makes up roughly 36%
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By Julie Dees

 They contribute to efficiency through
familiarity with technology

Millennials are the most technologically advanced, most educated, and most
diverse generation to ever enter the
workforce, and they have the power to
make an amazing impact on your organization - IF you can recruit, engage and
retain them.

 They are “big picture” thinkers and
creative problem-solvers

RECRUITING MILLENNIALS

 On the whole, they’re socially conscious - with a “Greener & Cleaner”
philosophy
 And they aren’t complacent – they’re
change agents and opportunity makers,
who are willing to find new ways to get
things done, out of a desire to improve
themselves and the world.

LinkedIn, Indeed, Facebook, and Glassdoor are being utilized by more than
85% of millennials on a weekly basis,
and they are looking for more than just a
description of job duties, responsibilities,
qualifications, and benefits. They want
to be linked to your website (which had
better offer a mobile view!). They want
to read about your company’s commitment to social and environmental causes.

healingmagazine.org

They want to know your mission and
value statements. They want to see a
passion for the work you do and picture
themselves as part of that mission. And
they want to know what other people
think of your company.
So how can an organization get across
their mission and purpose and use this as
a recruiting tool? The best way to convey
this, according to millennials, is through
video - for example, videos of employees
talking about what it is like to work at
this company, featuring staff who have
been promoted through the ranks, talking
about the opportunities within the company to be recognized and promoted.

Top considerations for millennials are
flexibility in where and when they do
their work, meaningfulness of the work,
and the opportunity to be coached and
trained toward career advancement.
Look at the structure of your organization; there should be mini-promotions
available within a year or so, with a clear
outline of how to get there. Millennials
have been labeled as job-hoppers with
no loyalty; I prefer to describe them as
opportunity seekers. I believe (and have
seen) millennials stay at an organization
and work their way up when the path to
get there was clear, continual feedback
was given on their progress, and the promotion was delivered as promised.

ENGAGING MILLENNIALS
Engagement means getting your staff to
emotionally and behaviorally connect
to their work; employees who are not
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Millennials WILL connect, however, to
an organization that values their strengths
and their contributions. Rather than
focusing on how to improve their weaknesses, millennials want to continually
develop their strengths. As clinicians, we
understand the value of a strengths-based
approach in treatment and see how it encourages engagement in the therapeutic
process; therefore, it should come as no
surprise that the same approach will yield
positive engagement results with staff.
In general, millennials value a healthy
work/life balance. But even more importantly, millennials desire to have their
work seamlessly align with their own values and beliefs. To have full engagement,
they need to see how this new position
can be integrated into their life in such a
way that it enhances, not restricts, what
they do outside of working hours.

RETAINING MILLENNIALS
More than half of millennials believe
staying at a job for less than one year is
completely acceptable. But if a company
can figure out what motivates, incentivizes, and makes this generation feel valued,
they will stay. To retain them, you need
to help them see how they fit into the big
picture. This is a generation that spent
their influential years sharing everything
on social media, so transparency is in
their nature. Daily tasks, special projects, and added responsibility need to be
explained and given a context so there is
a sense of purpose to everything they do.
Millennial staff almost always will
choose a “coach/mentor” relationship
over the traditional “subordinate employee/employer” relationship. They thrive
in a more egalitarian environment and,
when it is created for them, they will stay
and invest themselves. But take away
their belief that they make a difference,
are valued, and contribute in a meaningful way to the mission of the agency,
and they will look for a place that does
provide that reinforcement.

Finally, an informal survey to millennials both at my organization as well as on
Facebook showed that feedback was a
vital component to staff feeling valued,
appreciated, and invested. Their seemingly constant desire for feedback, reviews, suggestions, and validation speaks
to their eagerness to improve, develop,
grow, and advance in their personal and
professional development. If you’re a supervisor who struggles to hear feedback
from your younger staff, you’re going
to have a real problem retaining this resource. The first step toward motivating
millennials is to listen to them. Suggestion: form a millennial task force. Pull
together a group within your company
and put this resource to work; have them
answer questions about motivation; and
then implement their findings!
Millennial workers have a lot to offer
your organization. You can capture those
benefits - and ease your staffing crisis – if
you understand their motivations and use
that understanding to engage them fully.|

“Millennials are the most
technologically advanced,
most educated, and most
diverse generation to ever
enter the workforce…”

Education

If they apply and come in for an interview, you need to know what will entice
them to accept an offer. Let your excitement for your company shine, discuss the
positive impact it has on the community,
and explain the mission and values held
by your agency. Create a picture for
them in which they can see themselves
making a meaningful contribution.
Money matters, but not the way it did
for Boomers and Generation X’ers. Jim
Clifton, chairman and CEO of Gallup,
says, “Boomers didn’t necessarily need
meaning in jobs. For millennials, compensation is important and must be fair,
but it’s no longer the driver.”

engaged under-produce, call-out, and ultimately leave. But a recent Gallup poll
showed millennials are the least engaged
age group in the workplace, with only
28.9% considered “engaged.”
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behavioral health services for LGBTQI (Lesbian, Gay, Bisexual, Transgender, Questioning and Intersex) clients. Julie also is a member of the Schuylkill Dragon Boating Team
in Philadelphia, an RRCA Certified Running
Coach and owner of Rave Run, LLC.

2016 27

A Student’s

View
By Kaley Miller

“I not only became more proficient
in the diagnosis and treatment of
psychiatric illnesses, but I also learned
to be a better listener - a skill that is too
often undervalued in medicine today.”

Education

Editor’s Note:
KidsPeace is a
clinical training
site for DeSales University’s
Physician Assistant and Nurse
Practitioner degree programs; its medical staff serves as clinical faculty for
these health-related programs, guiding
and mentoring students in actual training
“in the field.” We asked new graduate
Kaley Miller for her thoughts on this
clinical educational experience:
uthor and businessman Tony
Robbins has stated, “to effectively communicate, we must
realize that we are all different in the way
that we perceive the world and use this
understanding as a guide to our communication with others.” It was during my
rotation through the inpatient adolescent
psychiatric unit at KidsPeace that I realized the vast importance of communication in practicing medicine – especially
in psychiatry. Unlike other medical
specialties, psychiatry requires that you
break away from reliance upon objective data like vital signs, lab values, and
imaging results, and instead focus on the
individual and his or her feelings, experiences, and perception of the world.
At the start of my rotation, I was apprehensive that I would be unable to
relate to the adolescents, as many have
been through difficult or emotionally
challenging experiences. However, by
understanding how each person’s experiences shape his or her perception of the
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world, I realized
that I could relate
to these teens and
better understand
their situations in
order to initiate a plan
of care. I enjoyed daily
rounding on patients and found a new
appreciation for having time to converse
with patients and assess their progress.
Through my experiences at KidsPeace,
I not only became more proficient in the
diagnosis and treatment of psychiatric
illnesses, but I also learned to be a better
listener, a skill that is too often undervalued in medicine today.
Furthermore, my experiences at
KidsPeace emphasized the importance
of teamwork in the comprehensive care
of patients in an inpatient psychiatric
setting. From daily rounding to
formulating and adjusting care plans,
the cooperation of nurses, aides, social
workers, and medical providers was
essential in providing the greatest care
to each patient. With each member of
the team performing his or her distinct
role, the team was efficiently able to
create an atmosphere in which patients
felt comfortable, safe, and open in
discussing any personal concerns.
I learned and practiced numerous
skills during my rotation at KidsPeace
that have made me a better overall
clinician, and I was able to utilize
these skills in the practice of medicine

in all specialties. I was able to more
effectively relate to and interact with my
patients by understanding that it is the
personal experiences of each individual
that shapes his or her perception of the
world. I began to better appreciate the
differences that make all people unique,
and I was truly grateful for the rewarding
opportunity I was given to help make a
difference in the lives of the adolescents
who I worked with.
To incoming students: I would encourage you to have an open mind concerning the psychiatric field, and to take
advantage of the opportunity of rotating
in adolescent psychiatry to become a
better listener, team member, and communicator. Psychiatry requires you to
develop an understanding of the patients’
experiences and relate to them in a nonjudgmental manner, rather than focusing
primarily on objective data, as is essential to the practice of many other medical
specialties. While it is important to learn
as much clinical knowledge as possible
concerning psychiatric diagnoses and
pharmacotherapeutics while on rotation,
this experience provides a perspective on
medicine that cannot be acquired while
sitting in a classroom.|
Kaley Miller
Physician Assistant,
Allentown, PA
DeSales University, Class
of 2016
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TRICARE:

A Residential Treatment
Center Success Story

A

t times, successes can be masked by the emotions and behaviors of a youth. For those not trained to recognize and
acknowledge growth, these golden nuggets of opportunity
to build rapport and empower a youth can go unnoticed - little
things, such as a youth taking one round of medication that day,
or a child saying “thank you” or attending a therapeutic group
for the first time. These are all successes to be recognized and
celebrated. And when an adolescent comes along and makes
progress by leaps and bounds through our treatment program, it
means the world to us.
At the start of this year, our treatment team was challenged by
a TRICARE youth displaying severe self-injurious behaviors.
These behaviors resulted in her being placed immediately on a “level one” protocol, requiring her to
be within arms length of staff at all times. Due
to her presentation and severity of behaviors,
this young lady would not speak with others and was unable to go to school.
It was at this time that a “Red Flag” meeting was called, which included residence
staff members, behavior analysts, a psychiatrist and a nurse, clinicians, educators, and therapeutic recreation personnel.
The result was a multiple step-by-step plan
detailing an implementation and treatment
process in order to keep her safe and moving
forward in the program.

Attending school in our educational setting was an important
first step. A residence staff person went to school with her
in order to provide support if needed. When it was deemed
safe, residence staff support in the school environment was
phased out. In addition to going to school by herself, she also
progressed to “level two” precautions, meaning moving from
within arms length of a staff person to remaining in a staff’s
eyesight at all times. When at school or on the residence, she
was beginning to recognize when she should take timeouts, or
seek out staff to talk.
This process, from the initial “Red Flag” meeting to “level
two” protocols, took about two months, and at that point she
sought to be off all safety protocols. Staff members were
initially hesitant, but following a weekly medication review
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the full treatment team made the decision to remove the “level
two” precautions. Team members rushed back to the residence
to tell her: she had made it off all protocols! All smiles, and
jumping up and down, she had other residents and staff clapping and congratulating her.
As months went on, our young lady continued to grow - making friends, building a stronger relationship with her mother,
and trying new things. About a month before her discharge,
she was chosen to help the Creative Therapist experiment with
a new group. This was not only new, but it was off grounds
AND working with animals: our young lady was off horseback
riding! She did so well with the group that upon discharge her
clinician and mother got her involved in outside volunteer work, working with horses.
Time never stops, and the day had finally
come: our young lady was being discharged
home. She was ready with goals and
plans, she was excited, and she was safe.
We told her jokingly, “We never want to
see you again! But we mean it in a good
way.” She left with a huge smile on her
face – moving on to bigger and better
things.
Whenever a youth gets discharged from a
program, it’s a success story not just for them, but
for our staff as well. As our young lady met each challenge and made treatment gains, we were all there with her,
encouraging her every step of the way. And her story will only
continue to motivate our staff in everything they do.|

Resources

As the plan was implemented, the staff began to notice little
successes: she began utilizing coping skills, talking to staff,
and best of all, smiling. Soon it was time to transition to other
environments.

For several years now KidsPeace has been
TRICARE-certified for both adolescent residential
treatment and psychiatric inpatient hospitalization
services. Sometimes the treatment accomplishment
of a youth in our TRICARE program is too wonderful not to share …
By Shannon Vanderlip

Shannon Vanderlip is Manager of Wright House,
a residential treatment facility for adolescent
females at KidsPeace’s Orchard Hills Campus in
Orefield, Pennsylvania.

With both a TRICARE certified Residential Treatment Center
and Psychiatric Hospital at Orchard Hills, KidsPeace provides a full, intensive continuum of care while maintaining the
continuity of care providers within the same campus setting.
Our Residential Treatment Program offers two houses designated for TRICARE youth, the Wright House for females and
the Edison House for males; both serve adolescents ages 13-21
years old. The KidsPeace Psychiatric Hospital serves males
and females, ages 6-20 years old. If you would like to find out
more about our TRICARE-certified services, please contact
KidsPeace Admissions at 800-8KID-123 (800-854-3123).
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Bestof the
Blogs

“Best of the Blogs” is a sampling of blog posts from kidspeace.org and fostercare.com.
Here are two recently posted stories of inspiration.
Margie’s Story

Never Be Alone Again

Resources

… I came from an upperclass yet dysfunctional
family. My father was
abusive. My mother had
untreated psychological issues. I also realized at around 12
that I was gay. These circumstances fostered a severe depression in me as a young teenager, which grew as I did. By 13,
I was suicidal and hell-bent on ending what I perceived to be
my sad existence. I’d been in several hospitals and placements before KidsPeace and had trouble acclimating to the
structure and therapeutic environment…

Nick and Kelly Kohler are
business owners, operating a large day care center,
who became foster parents
in 2015. Kelly remembers the simple conversation that would
forever shape their lives…

Being in a place that you don’t want to be can cause all sorts
of issues: testing the limits, bending the rules, trying to work
over the system. At the time, all of this seemed much more
reasonable than sitting and trying to get to the roots of my
torment and trouble… The thing that made me realize the
importance of what this place does for children was knowing
how it affected my life. I am still alive. Had it not been for
KidsPeace, I doubt that I would be…

I told her that was something that Nick and I had always
wanted to do – and then I rambled off all of the preconceived
notions why adoption not from foster care would probably
be the safer way to go for us. She shrugged her shoulders,
cocked her head, smiled and said, “Foster children need
families, too…”

A few months ago I took one of my best friends on a drive
up to KidsPeace. She wanted to see the infamous place that
I always spoke of and shared stories about. As I drove up the
hill, I fell silent. I pulled in the parking lot and parked, and I
began to cry. My friend asked me if I was crying because it
brought up so many memories or brought up a lot of pain for
me.
It took me a minute to answer her, but when I did, I told her,
“No.” I explained to her that I was crying because it felt like
home… I was crying because the compassionate, loving,
empathetic human being I had become was a result of being
here and the things I learned about others, about life and
about the resilience of the human spirit and heart…
Read more of Margie’s story at www.kidspeace.org/news

It was about three years ago when our hearts were opened
towards foster care. Nick and I had just started our own day
care business and I was giving a tour to a future client when
she told me that she worked with children in foster care, and
explained a little bit about KidsPeace.

… Right after completing our foster care training, we got the
call: “There is a baby. A medically fragile baby.” I stepped
out of the room and asked Nick to take the call. I had anticipated each time the phone rang that our call could come …
and then one came that had never crossed my mind. (There
was a baby in need of a family …We were ready! … and
medically fragile? Were we ready? Could I do that?) Nick
took the call and came back in. We were ready, we are willing, we know how to bond and we can learn his needs.
One year, countless doctors’ appointments, specialist visits,
and several long hospital stays later… we are so blessed to
be family to the sweetest little boy. In the midst of running
our day care center, juggling our busy family, then expanding our family by two more, we were given the strength that
we needed, and the baby we met when he was alone in the
hospital will never be alone again…
Our hands are full, but we believe that just like your heart,
your hands can never be too full.
Read Nick and Kelly’s full story and more at
http://fostercare.com/blog
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“Tapping In” by Laurel Parnell, Ph.D.
By Michelle Baldwin-Friendy

Anxiety, anyone? If you say
“yes” to that question, than
Laurel Parnell, Ph.D., can
help you decrease anxiety
with a very simple technique
called “bilateral stimulation,”
which she explores in her
book Tapping In (Sounds
True Publishing, 2008). Dr.
Parnell’s book is for anyone
interested in understanding
how some simple tapping and
imagination could take you
from an emotional “fight-orflight” response to a calm and
peaceful state within minutes, through techniques based on
how our brain responds to stress.
While Laurel Parnell is a researcher, first and foremost she
is a clinician with more than twenty years’ experience in
the field of trauma and mental health. She utilizes tapping

recipes to help people with anxiety, along with very simple
techniques such as safe place, managing anxiety, trauma first
aid, preparing and handling medical and dental procedures,
resources for comfort, love resources, and resources for
peace and calm. She utilizes the concept of modern psychospiritual methods with Tibetan hypnotherapy, and positive
imagery. This may sound scary, but the techniques are
simple and easy as well as effective.
Dr. Parnell points out that this book is not just for clinicians
or mental health professionals; the information she provides
is accessible for any person struggling with anxiety. And
mental health professionals will find their clients who are
feeling anxiety or stress can benefit in doing this type of
relaxation of the brain at the end of sessions.
The book can be life-changing for you or your practice, if
you choose to say “yes” to tapping in.
Michelle Baldwin-Friendy, LCSW, MSW, is a therapist in
private practice in Schnecksville, PA.

Resources

Since 1882, KidsPeace
has been giving hope,
help and healing to
children, families and
communities.

www.kidspeace.org/donate
healingmagazine.org

In this issue of Healing Magazine, we are
publishing reviews of some of our favorite
books. At Healing, we’re always looking for
new resources and information that would
be useful to those who care for, treat and
teach kids. If you have a suggestion, please
send it to:
Mail: Healing Magazine
c/o KidsPeace
4085 Independence Drive
Schnecksville, PA 18078-2574
Email: healing@kidspeace.org
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