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Characteristics of Children and Adolescents
Admitted to a Residential Treatment Center
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and Ronald J. Steingard, M.D.!

Studies of youths in residential treatment that utilize systematic assessments and
validated measures are rare. We examined psychopathology, family characteris-
tics, occurrence of physical or sexual abuse, types of aggressive behavior, hyper-
activelimpulsive behavior, medical and neurological problems, and self-reported
drug and alcohol use in 397 youth who were assessed using reliable measures
and consecutively treated in a residential treatment center. Results indicate high
rates of internalizing and externalizing psychopathology, aggressive behavior, and
consistent gender differences, with girls having higher levels of internalizing and
externalizing psychopathology and aggressive behavior. The sample was charac-
terized by high rates of medical problems including asthma, seizures, and obesity,
aswell as evidence of extensive family dysfunction, including high rates of parental
alcohol use, violence, and physical or sexual abuse. Residential treatment needs
to progress beyond the one size fits all approach and develop more specific and
empirically proven treatments for the specific needs of this population.
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Although the movement towards community-based treatment of children
and adolescents with serious emotional disturbance has led to a de-emphasis on
residential treatment, a substantial number of youths are placed in residential
treatment each year. Since 1980, the number of children and adolescents admitted
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to residential treatment has increased substantially (Gilliland & Judd, 1986; Public
Health Service, 1992; Spencer, Shelton, & Frank, 1997). Analyses suggest that
the growth in residential treatment has been accompanied by decreased access to
inpatient treatment and that residential treatment centers increasingly serve as an
alternative to inpatient psychiatric care for many seriously emotionally disturbed
children and adolescents. This trend has accelerated as public sector mental health
and child welfare agencies increasingly adopt managed behavioral health care
models with mandates to reduce the cost of child psychiatric hospitalization (Frank
& Dewa, 1992; Lyons et al., 1998).

Despite the multiple descriptions of youngsters in residential treatment (Burns
& Freidman, 1990; Costello, Angold, Burns, Erkanli, Stangl, & Tweed, 1996;
Greenbaum, Dedrick, Friedman, Kutash, Brown, Lardieri, & Pugh, 1998; LeCroy
& Ashford, 1992; Reddy, 2001; Wells & Whittington, 1993), several critical areas
remain neglected in the study of this population. The first area concerns a need
to more specifically describe aggression. Most studies of children with behavior
problems in residential treatment describe them as having conduct, antisocial,
delinquent, or behavioral problems (Greenbaum et al., 1998). However, little is
known about more specific characteristics of aggressive behavior in children who
are placed in residential treatment (see Connor, Melloni, & Harrison, 1998 for an
exception). For example, in psychiatric settings the category of aggression (e.g.,
verbal threats, physical assault, property destruction, self-harm), frequency, and
intensity of individual aggressive behavior is important to know for treatment plan-
ning and safety considerations (Yudofsky, Silver, Jackson, Endicott & Williams,
1986). In addition, maladaptive aggression can be categorized as proactive, reac-
tive, or pervasive (Dodge & Coie, 1987; Dodge, 1991). Proactive aggression is
determined by reward contingencies. Reactive aggression is a defensive response
to perceived threat (Connor, 2002; Dodge, Lochman, Harnish, Bates, & Pettit,
1997). Pervasively aggressive children are both reactive and proactive in their ag-
gressive behaviors. This distinction is important because reactive aggression may
be more treatment responsive than proactive aggression (Connor, 2002). Studies of
youths in residential treatment have not examined these more fine-grained aspects
of aggressive behavior. Such investigation may help identify which aggressive
youths respond best to residential treatment.

Another important issue relates to possible gender differences in this popu-
lation. There is little research on girls who are placed in residential treatment, but
it is possible that girls who are placed in residential treatment programs may have
higher levels of psychological disturbance than boys in the same program (Hussey
& Guo, 2002). However, few studies have used empirical methods to describe the
characteristics of girls in residential treatment.

While most studies of youth placed in residential treatment characterize do-
mains including behavior, service needs, academic functioning, family function-
ing, and outcome (Connor, Miller, Cunningham, & Melloni, 2002; Curry, 1991;
Reddy, 2001; Wells & Whittington, 1993), little research has assessed the medical
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needs of children and adolescents in residential treatment. Thus, there exists a
need for systematically collected data on medical and neurological problems in
these youngsters to guide treatment planning.

The purpose of our study is to begin to address these issues by describing
a carefully and systematically evaluated sample of children and adolescents who
were consecutively treated in a large, single-site, residential treatment center. A
focus of this study is to examine various measures of youth functioning and
family characteristics and problems. Our study (1) describes characteristics of
aggressive behavior, using reliable and valid rating scales, (2) examines possible
gender differences in psychopathology and behavioral problems, and (3) describes
medical problems encountered in these children and adolescents.

METHOD
Subjects

The sample consisted of 397 consecutive admissions to a single residential
treatment center between 1994 and 2001. A few youngsters referred to the program
were not included in the sample (N = 26; 6%) because they left the residential
treatment center before the assessment was completed (e.g., ran away, premature
discharge). The mean age of the subjects was 13.44 years (SD = 2.64) and 80%
(N =317) were male. In terms of ethnic background, 64% of subjects were
Caucasian, 17% African American, 15% Hispanic, 1% Asian American, and 3%
mixed ethnic background.

Data Collection Procedures

Children were systematically assessed when admitted to the residential treat-
ment center and all data were obtained as part of this standard clinical assessment.
Data were collected in such a way as to protect the subjects’ confidentiality and the
procedure was reviewed and approved by the University of Massachusetts Medical
School’s Institutional Review Board. Independent written informed consent was
obtained from all parents and guardians for the review of the clinical data.

A board-certified or board-eligible child psychiatrist evaluated all children.
Psychiatric diagnoses were obtained by clinical interview of the child with cor-
roborating information from caregivers and the clinical record. All psychiatric
diagnoses were based on DSM-IV criteria (American Psychiatric Association,
1994). Medical and neurological diagnoses were obtained from the admission
physical examination conducted by consulting pediatricians.

Clinical staff completed rating scales within 4 weeks of admission to the
residential treatment center. Information about family history and other clinical
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variables were obtained by interviewing the child and the parent or guardian, and
by reviewing the child’s medical record.

Measures
Psychopathology

The Devereux Scales of Mental Disorders (DSMD) is a well-validated 110-
item behavior rating scale designed to evaluate psychopathology in young children
and adolescents consisting of 3 broad band and 6 narrow band scales (Naglieri,
LeBuffe, & Pfeiffer, 1994). The total score indicates the overall level of psy-
chopathology. Classroom teachers completed the DSMD on all children.

Hyperactive/lmpulsive Behavior

Classroom teachers assessed child hyperactive and impulsive behaviors using
the 10-item Conners Teacher Rating Questionnaire (CTQ) (Conners, 2001).

Self-Reported Alcohol and Substance Use

Children were asked to report whether they used alcohol or other drugs.
Youth self-reports of substance use may be valid in highly structured psychi-
atric treatment settings where honest reporting is encouraged (Crowley, Mikulich,
Ehlers, Whitmore, & MacDonald, 2001; Weiss, Najavits, Greenfield, Soto, Shaw,
& Wyner, 1998).

Intelligence

For youths 16 years and older, IQ was assessed by the Wechsler Adult
Intelligence Scale (Wechsler, 1981). For younger children, IQ was determined by
the Wechsler Intelligence Scale for Children (Wechsler, 1991).

Aggression

The Modified Overt Aggression Scale (MOAS) (Sorgi, Ratey, Knoedler,
Mardert, & Reichmann, 1991; Yudofsky, Silver, Jackson, Endicott, & Williams,
1986) is a 20-item scale that assessed the frequency and severity of aggression
during the previous month. The MOAS was completed by residential staff. The
MOAS assesses four categories of aggression including Verbal Aggression (threats
of harm to others), Objective Aggression (impulsive property destruction), Self-
Aggression (self-injurious behaviors), and Other Aggression (physical assault).
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Proactive and reactive aggression were assessed using the Proactive/Reactive
Aggression rating scale completed by residential staff (Dodge, Lochman, Harnish,
Bates, & Pettit, 1997). This scale consists of 3 questions assessing reactive ag-
gression and 3 questions assessing proactive aggression. The Proactive/Reactive
Aggression scale demonstrates adequate reliability and validity in children (Coie,
Dodge, Terry, & Wright, 1991; Dodge & Coie, 1987; Dodge et al., 1997).

The Buss Durkee Hostility Inventory was used to assess self-reported hostile
attributions. This scale yields an Expressed Hostility factor and an Experienced
Hostility factor. The convergent and discriminant validity of this scale is well
established (Buss, Durkee, & Baer, 1956; Treiber et al., 1989).

Family History

The current primary caregiver, any history of parental violence, arrest, or
substance use, number of placements, and age at first placement were obtained by
directly interviewing the child and coded if corroborating evidence was found in
the medical record.

Physical and Sexual Abuse

Physical or sexual abuse history was identified only if the written medi-
cal record supported a documented legal charge against a caregiver because of
suspected abuse, court appearance because of abuse charges, or a supported pro-
tective services evaluation of abuse as mandated by state child protective service
law. This represents a more conservative coding strategy than studies that use
only self-report data to ascertain abuse history and has been used in previously
published research (Connor et al., 1998). Age at first reported abuse and type of
perpetrator were coded from the medical record.

Reliability of Diagnoses and Coding of Variables
Inter-rater reliability between a board-certified child psychiatrist and board-

eligible psychiatrist was calculated using the Kappa statistic for 40 (10%) subjects.
The mean Kappa was .84 for all diagnostic, historical, and chart review variables.

RESULTS
Psychiatric and Medical Diagnoses

The primary psychiatric diagnoses were disruptive behavioral disorders (e.g.,
conduct disorder, ADHD) (49%), affective and anxiety disorders (31%), psychotic
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disorders (12%), and other disorders (e.g., developmental, tic, personality disor-
ders) (8%). Almost all children (92%) received more than one psychiatric diagnosis
(M = 2.68; SD = 0.93). Regarding the frequency of multiple diagnoses, 39% of
the children had two psychiatric diagnoses, 32% had three diagnoses, 20% had
four diagnoses, and 1% had five diagnoses.

There was a significant gender difference in primary diagnosis, x*(7) =
39.1, p < .001. Girls were more likely to have a primary diagnosis of affective
and anxiety disorder and boys were more likely to have a primary diagnosis of
disruptive behavior disorder.

A large number of subjects (40%) also were diagnosed with a medical prob-
lem. These included pulmonary (primarily asthma) (17%), cardiovascular (3%),
endocrine (2%), hematological (1%), and other (primarily obesity) (18%) condi-
tions. In addition, 20% of the subjects were diagnosed with neurological disorders.
These disorders included seizure disorders (5%), abnormal EEG without active
seizures (6%), other neurological conditions involving the central nervous system
(8%), and other neurological conditions that did not involve the central nervous
system (2%).

Psychopathology and Behavioral Problems

DSMD Scales

For the entire sample, the mean score on the DSMD Scales ranged from
55 to 60 (See Table I). Although the mean scores for the DSMD scales indicate
borderline levels of psychopathology for the entire sample, significant percentages
of subjects scored in the clinical range (i.e., scores of 60 or greater) on each subscale
(See Table II).

There were significant gender differences on the Conduct (#(101.4) = 2.85,
p < .05), Anxiety (#(388) = 2.91, p < .005), and Depression (¢(101.0) = 2.55,

Table I. Means and Standard Deviations for Devereux Scales of Mental Development

Scale Entire sample Females Males t test
Conduct 58.12 (10.8) 61.7 (13.2) 57.2(9.9) (101.4) = 2.85*
Delinquency/Attention 52.9 (10.0) 54.2 (10.2) 52.6 (9.9) (388) = 1.30
Anxiety 59.9 (13.1) 63.7 (15.0) 58.9 (12.4) (388) =2.91*
Depression 58.2(12.2) 61.9 (15.0) 57.3(11.2) (101.0) = 2.55*
Autism 55.6 (13.1) 58.4 (15.8) 54.9 (12.2) (102.9) = 1.81
Acute Problems 55.1(11.4) 57.0 (11.0) 54.6 (11.4) (388) = 1.63
Externalizing 55.6 (10.2) 58.2 (11.5) 55.0(9.7) (387) =2.51*
Internalizing 59.7 (12.9) 63.8 (15.3) 58.7 (12.0) (101.7) =3.17*
Critical Pathology 55.7 (12.2) 58.0 (13.1) 55.1(12.0) (387) = 1.86
Total Score 57.6 (11.7) 60.77 (13.2)  56.78 (11.2) (107.8) = 2.47*

Note. Adjusted degrees of freedom are reported when Levene’s test for equality of variances indicated
statistically significant group differences (p < .05) in variances.
*p < .05.
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Table II. Percentages of Children with Devereux Scales of Mental Development

Scores >60
DSMD Scale Entire sample Females Males
Conduct 46% 51% 42%
Delinquency/Attention 26% 26% 24%
Anxiety 46% 48% 38%
Depression 42% 47% 37%
Autism 29% 29% 27%
Acute Problems 24% 27% 21%
Externalizing 35% 42% 31%
Internalizing 46% 52% 41%
Critical Pathology 29% 33% 25%
Total 40% 47% 35%

p < .005) subscales. Girls scored higher than boys on all three subscales. For
the composite scales, girls scored significantly higher than boys on both the
Internalizing (#(101.7) = 3.17, p < .01) and Externalizing (¢(387) = 2.51, p <
.05) scales. A similar pattern was obtained for the Total score (#(107.80) = 2.45,
p < .05). Once again, girls had higher overall levels of psychopathology than
boys.

Impulsive Behavior and Substance Use

The mean score on the Conners Teacher Questionnaire for the entire sam-
ple was 12.71 (SD = 8.18). Scores for girls (M = 11.58, SD = 8.63) and boys
(M = 12.99; SD = 8.05) were not significantly different, 1(392) = —1.39. Many
subjects reported using alcohol (25%) or drugs (28%). With regard to alcohol, girls
(38%) were significantly more likely than boys (22%) to use alcohol, x2(1) = 8.35,
p < .001. A similar pattern was found for drug use, Xz(l) =6.02, p < .05;
girls (39%) were again more likely than boys (25%) to report that they used
drugs.

Intelligence. For the entire sample, the mean Verbal IQ was 83.2 (SD = 16.8)
and the mean Performance Scale 1Q was 84.4 (SD = 18.6). The mean Full Scale
1Q was 82.3 (SD = 17.7). There were no statistically significant gender differences
in Verbal 1Q, (¢#(390) = 0.75), Performance 1Q, ((390) = 1.14), or Full Scale I1Q,
(1(394) = 1.28).

Aggression

Mean scores for the aggression scales are presented in Table III. Scores
on the MOAS indicate a high frequency of aggressive behavior. Based on their
scores on the Proactive/Reactive Aggression scale, children were classified into
reactively aggressive, proactively aggressive, pervasively aggressive (i.e., high in
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Table III. Means and Standard Deviations of Aggression Scales

Measure Entire sample Females Males t test
Reactive 3.1(1.4) 3.1(L.1) 3.1(1.4) (395) =—-0.29
Proactive 2.1(1.4) 2.2(1.1) 2.0(1.4) (395) = 1.01
Verbal 13.2 (12.0) 16.3 (15.1) 12.4 (10.9) (101.1) = 2.19%
Object 590.2) 7.6 (11.4) 5.4(8.4) (102.2) = 1.60
Self 4709.3) 8.1(13.3) 3.8(7.8) (93.5) =2.76*
Other 5.8(9.9) 8.6 (13.7) 5.1(8.5) (94.9) =2.19*
Total 29.5(32.1) 40.6 (43.1) 26.7 (28.1) (96.8) =2.75*
Expressed Hostility 4.5(1.7) 4.8(1.6) 4.5(1.8) (384) =137
Perceived Hostility 3.51.2) 4.1(0.9) 33(1.2) (155.1) = 6.35*
Total Hostility 8.0(2.4) 8.9(1.9) 7.8 (2.4) (147.9) = 4.30*

Note. Adjusted degrees of freedom are reported when Levene’s test for equality of variances indicated
statistically significant group differences (p < .05) in variances.
*p < .05.

both reactive and proactive aggression), and nonaggressive groups. Most children
(58%) in the sample were classified as aggressive. Reactively aggressive children
comprised 37% of the sample and pervasively aggressive children comprised
another 21% of the sample. Only one child (0.3%) was classified as proactively
aggressive.

There were significant gender differences on the MOAS. Compared to boys,
girls had significantly higher scores in three categories of aggressive behavior:
Verbal Aggression, #(1001.1) = 2.19, p < .05, Self-Aggression, 1(94.9) = 2.19,
p < .05, and Other Aggression, (93.5) = 2.76, p < .01. Girls also had signifi-
cantly higher scores on the MOAS Total scale, #(96.48) = 2.74, p < .01. Girls
also scored significantly higher on the Perceived Hostility scale, #(155.1) = 6.35,
p < .001, indicating that girls view the environment as more hostile than do
boys. For the Total Hostility score, girls again had significantly higher scores
than boys, #(147.9) = 4.30, p < .001. There were no significant gender dif-
ferences in the proactive/reactive classification of aggressive behavior, x2(3) =
4.63.

Family Characteristics

With regard to living arrangements prior to admission, 57% of the subjects
were living with a biological parent, 43% with others, and 23% were in the custody
of state protective services.

For 65% of subjects, a parent or primary caretaker abused alcohol. There were
significant gender differences in parental alcohol abuse, x%(1) = 5.44, p < .05.
Parental alcohol abuse was more common in the families of girls (76%) than
boys (62%). There were no significant gender differences in history of parental
violence, x2(1) = 1.75. There were no significant gender differences in the rates
of parental arrest, x>(1) = 0.87.
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Placement History

For 7% of the subjects, the current admission to the residential treatment
center was the first out-of-home placement. Nine percent of subjects had one prior
out-of-home placement, 39% had 2—5 placements, 26% had 6—10 placements, and
19% had more than 10 out-of-home placements. Thus, 84% of the study youth
had two or more out-of-home placements prior to the placement in the current
setting. There were significant gender differences in the number of out-of-home
placements, x2(4) = 16.00, p < .005. Compared to boys (40%), girls (65%) were
more likely to have more than five prior out-of-home placements. Six percent of
subjects were younger than 2 years old at the time of their first out-of-home
placement. Another 19% were between 2 and 5 years old when they were first
placed outside the home and 43% were 612 years old when they were placed
outside the home. Twenty-seven percent of subjects were teenagers at the time of
their first out-of-home placement.

Physical and Sexual Abuse

Almost half (47%) of the subjects had been physically abused. Girls (60%)
were more likely to experience physical abuse than boys (43%), x2(2) = 7.38, p <
.01. Many subjects (33%) had been sexually abused. Girls (64%) were more likely
to be sexually abused than boys (27%), x(1) = 41.74, p < .001. Twenty-four
percent of subjects were subjected to both physical and sexual abuse. Girls (46%)
were significantly more likely to experience both physical and sexual abuse than
boys (18%), x*(3) = 41.92, p < .001. There were significant gender differences
in the nature of the perpetrators of physical or sexual abuse, x2(2) = 23.77,
p < .001. When physical and sexual abuse were considered together, 59% of girls
and 43% of boys were abused by a parent or caregiver. For 19% of girls and 7%
of boys, the perpetrator was someone other than a parent or caregiver.

DISCUSSION

Our study differs from most previous reports of youngsters in residential care
in that a systematic and comprehensive assessment was conducted for each child
that included reliable and valid measures.

Rates of psychiatric disorders in this sample far exceed population prevalence
rates in the community. For example, ADHD is found in 3% to 12% of the
population (Cantwell, 1996), conduct disorder in 6% to 16% (Connor, 2002),
depression in up to 8% of teenagers (Birmaher et al., 1996), and anxiety disorders
in up to 4% of adolescents (Bernstein et al., 1996). In this sample, 49% of the
youth were diagnosed with disruptive behavior disorders (mostly ADHD and
conduct disorder), and another 31% were diagnosed with affective or anxiety
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disorders. In young adults, the population base rate of schizophrenia is between
0.5% and 1.5% (American Psychiatric Association, 2002). In this study, the rate
of psychotic disorders (12%) exceeds this, although not all psychotic disorders
were schizophrenia; some included schizophreniform and atypical psychosis.

Asthma is a common pulmonary disease in children, with a childhood popu-
lation prevalence estimated to be between 5% and 10%. In this study, 17% of the
children were being treated for asthma. This is higher than the population base
rate. One possible explanation is the well-known finding that asthma is influenced
by emotion, stress, and other psychological factors. Since the youths in this study
experienced overwhelming stress during their development, those vulnerable to
asthma may have expressed the disease at higher rates than nonreferred children
(Behrman, Vaughn, & Nelson, 1987).

In the population, between 0.2% and 0.6% of children and adolescents have
an active seizure disorder such as epilepsy (Behrman et al., 1987). In this study,
5% were in active treatment for a seizure disorder. A higher rate of seizure dis-
orders may occur in this population because of increased rates of head injury
in psychiatrically disturbed youths, violence resulting in head injury, congenital
anomalies, or heritable factors known to be important in epilepsy.

These children exhibited very high levels of aggressive behavior. Findings for
the Modified Overt Aggression Scale (Yudofsky et al., 1986), indicates that these
children exhibited a wide range of aggressive behavior on a frequent basis. Verbal
aggression (threats to harm others) was the most frequent form of aggressive
behavior, but the frequency of physical assault, impulsive property destruction,
and self-injurious behavior was noteworthy. Without a comparison group, it is
difficult to precisely interpret our MOAS scores. We only report MOAS scores
here to establish a comparison against which future studies can compare MOAS
scores from different samples of children and adolescents.

The reactive/proactive typology of Dodge et al. (1997) was used to further
assess aggression in this study. Using this method of classification, most children
(58%) in this sample were classified as aggressive. Of those classified as aggres-
sive, the majority were reactive aggressors. Reactive aggression is characterized
by rage, hostility, and anger that occurs in response to perceived threat or provoca-
tion. About 20% of the children were classified as pervasively aggressive, having
characteristics of both reactive and proactive aggression. These youths were ag-
gressive in response to perceived threat or provocation, and saw positive outcomes
from aggressive responding as an accepted means of conflict resolution or as a
way to obtain resources from the environment. Proactively aggressive behavior by
itself was rare in this sample.

Hyperactive-impulsive behavior was more prevalent than in nonclinical popu-
lations. For example, in nonreferred community samples, males have a mean score
on the Conners Teacher Rating Hyperactivity Rating Index between4.1 (SD = 5.6)
for 6- to 8-year olds and 1.6 (SD = 3.2) for 15- to 17-year olds. For females the
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corresponding scores range between 1.6 (SD = 3.5) and 0.3 (SD = 0.6) (Conners,
2001). In this study the scores for boys were 12.99 and for girls 11.6 across all
ages. These findings suggest that impulse dyscontrol is a serious and significant
problem for children of both genders in residential treatment.

Significant gender differences also emerged for several measures of psy-
chopathology and behavior problems. Similar to epidemiological studies and
reports of clinically referred samples that include adolescents, girls were more
likely to be diagnosed with affective and anxiety disorders (Kovacs et al., 1989;
Lewinsohn et al., 1994). Similar to other studies of externalizing behavior disor-
ders, boys in this study were more likely to be diagnosed with disruptive behav-
ior disorder (ADHD, conduct disorder, oppositional defiant disorder) (Cantwell,
1996).

When gender differences were obtained, girls consistently exhibited higher
levels of psychopathology. Girls in our sample had more significant family psy-
chopathology and higher rates of multiple out of home placements than boys, and
this may contribute to girls’ increased rates of psychopathology. Moreover, girls
were significantly more likely than boys to self-report use of alcohol and drugs.
Compared to boys, girls exhibited higher levels of verbal aggression, physical
assault, and self-injurious behavior. Furthermore, girls had higher scores on the
Perceived Hostility scale, indicating that they view the world as more hostile than
do boys.

Overall, these findings are consistent with Hussey and Guo (2002) in in-
dicating that girls who are placed in residential treatment are likely to present
with particularly high levels of psychopathology and behavioral problems. It may
be the case that females in our sample need to have more psychopathology and
behavioral problems than males to be considered by authorities for placement.

The findings concerning family characteristics and placement history under-
score the extensive dysfunction in the children’s families. Problems with parental
alcohol abuse, parental violence, and parental arrest characterized a large number
of families.

Some evidence suggests that family dysfunction, including parental alcohol
abuse and violence, contribute to the occurrence of physical and sexual abuse
(e.g. Azar & Wolfe, 1998; Briere, 1992; Chassin, Barrera, & Montgomery, 1997)
and there was a high rate of child abuse in this sample. The finding that ap-
proximately 25% of the children had been subjected to both physical and sex-
ual abuse is consistent with other research in indicating a substantial overlap
in these different forms of abuse (Cohen et al., 1996; Green, Russo, Navratil,
& Loeber, 1999; Meyerson, Long, Miranda, & Marx, 2002; Naar-King, Silvern,
Ryan, & Sebring, 2002). In most instances, youths were abused by a parent or care-
giver. In is important to note that using our conservative coding methodology, the
present findings may underestimate the rates of physical and sexual abuse in our
sample.
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When interpreting the findings for the present study, it is important to rec-
ognize that the sample was obtained from a single residential treatment center.
Because residential programs vary widely in size, treatment models, and popula-
tions served, the present findings may not generalize to youth who are treated in
other kinds of programs. The study is descriptive and cross-sectional in design;
hence, causality cannot be inferred from the present findings. No comparison
group was available. On some measures such as the MOAS, lack of a comparison
group diminishes precise understanding of the meaning of aggression scores.

Overall, these findings suggest that it will be important to go beyond the one-
size-fits-all approach to treatment that is common in residential programs (Lyons
et al., 1998). Treatment needs to be tailored to the needs of the child. Further-
more, specific and targeted interventions that are evidence-based and evaluated
in populations of seriously emotionally disturbed youths are needed. It cannot
be assumed that treatments that are effective in less impaired youngsters, such as
those referred to ambulatory care clinics, will also be effective with seriously emo-
tionally disturbed children and adolescents in residential treatment. In particular,
these findings suggest that it is necessary to develop evidence-based interventions
in several specific areas, including (1) anxiety and affective psychopathology,
(2) disruptive behavioral disorders, (3) impulse dyscontrol, (4) reactive aggres-
sion and mixed proactive/reactive aggression, (5) trauma-related psychopathology,
(6) early onset alcohol and drug problems, and (7) interventions with significantly
impaired families. Moreover, these interventions must be adapted for children who
often present with below average intelligence. Finally, additional research on the
specific treatment needs of girls in residential settings is needed.

ACKNOWLEDGMENTS

Dr. Leonard Doerfler was supported by a sabbatical leave from Assumption
College. Dr. Russell Barkley provided valuable feedback on an earlier version
of this paper. The authors would like to thank the staff of the Devereux School,
Rutland, MA for support of this project.

REFERENCES

American Psychiatric Association. (1994). Diagnostic and statistical manual of mental disorders (4th
ed.). Washington, DC: Author.

Azar, S. T., & Wolfe, D. A. (1998) Child physical abuse and neglect. In E. J. Mash & R. A. Barkley
(Eds.), Treatment of childhood disorders (2nd ed., pp. 501-544). New York: Guilford.

Behrman, R. E., Vaughan, V. C., & Nelson, W. E. (1987). Nelson textbook of pediatrics (13th ed.).
Philadelphia, PA: W. B. Saunders.

Bernstein, G. A., Borchardt, C. M., & Perwien, A. R. (1996). Anxiety disorders in children and
adolescents: A review of the past 10 years. Journal of the American Academy of Child and
Adolescent Psychiatry, 35, 1110-1119.



Residential Treatment 509

Birmaher, B., Ryan, N. D., Williamson, E., Brent, D. A., Kaufman, J., Dahl, et al. (1996). Childhood
and adolescent depression: A review of the past 10 years. Part 1. Journal of the American Academy
of Child and Adolescent Psychiatry, 35, 1427-1439.

Briere, J. (1992). Methodological issues in the study of sexual abuse effects. Journal of Consulting
and Clinical Psychology, 60, 196-203.

Burns, B. J., & Friedman, R. M. (1990). Examining the research base for child mental health services
and policy. Journal of Mental Health Administration, 17, 87-98.

Buss, A. H., Durkee, A., & Baer, M. B. (1956). The measurement of hostility in clinical situations.
Journal of Abnormal and Social Psychology, 52, 84-86.

Cantwell, D. P. (1996). Attention deficit disorder: A review of the 10 past years. Journal of the American
Academy of Child and Adolescent Psychiatry, 35, 978-987.

Chassin, L., Barrera, M., & Montgomery, H. (1997). Parental alcoholism as a risk factor. In S. Wolchik
& 1. Sandler (Eds.), Handbook of children’s coping: Linking theory and intervention (pp. 101—
129). New York: Plenum.

Cohen, Y., Spirito, A., Sterling, C., Donaldson, D., Seifer, R., Plummer, B., et al. (1996). Physical and
sexual abuse and their relation to psychiatric disorder and suicidal behavior among adolescents
who are psychiatrically hospitalized. Journal of Child Psychology and Psychiatry, 37, 989—
993.

Coie, J. D., Dodge, K. A., Terry, R., & Wright, V. (1991). The role of aggression in peer relations: An
analysis of aggression episodes in boys’ play groups. Child Development, 62, 812—-826.

Conners, C. K. (2001). Manual for Conners’ Rating Scales—revised. North Tonawanda, NY: Multi-
Health Systems.

Connor, D. F. (2002). Aggression and antisocial behavior in children and adolescents: Research and
treatment. New York: Guilford Press.

Connor, D. F, Melloni, R. H., & Harrison, R. J. (1998). Overt categorical aggression in referred
children and adolescents. Journal of the American Academy of Child and Adolescent Psychiatry,
37, 66-73.

Connor, D. F,, Miller, K., Cunningham, J. A., & Melloni, Jr., R. H. (2002). What does getting better
mean? Variables associated with child improvement and measurement of outcome in residential
treatment. American Journal of Orthopsychiatry, 72, 110-117.

Costello, E. J., Angold, A., Burns, B. J., Erkanli, A., Stangl, D. K., & Tweed, D. L. (1996). The
Great Smokey Mountains youth study: Functional impairment and serious emotional disturbance.
Archives of General Psychiatry, 53, 1137-1143.

Crowley, T. J., Mikulich, S. K., Ehlers, K. M., Whitmore, E. A., & MacDonald, M. J. (2001). Validity
of structured clinical evaluations in adolescents with conduct and substance abuse problems.
Journal of the American Academy of Child and Adolescent Psychiatry, 40, 265-273.

Curry, J. F. (1991). Outcome research on residential treatment: Implications and suggested directions.
American Journal of Orthopsychiatry, 61, 348-357.

Dodge, K. A. The structure and function of reactive and proactive aggression. In D. J. Pepler & K. H.
Rubin (Eds.), The development and treatment of childhood aggression (pp. 201-218). Hillsdale,
NJ: Erlbaum.

Dodge, K. A., & Coie, J. D. (1987). Social-information processing factors in reactive and proactive
aggression in children’s peer groups. Journal of Personality and Social Psychology, 53, 1146—
1158.

Dodge, K. A., Lochman, J. E., Harnish, J. D., Bates, J. E., & Pettit, G. S. (1997). Reactive and proactive
aggression in school children and psychiatrically impaired chronically assaultive youth. Journal
of Abnormal Psychology, 106, 37-51.

Frank, R. G., & Dewa, C. S. (1992). Insurance, system structure, and the use of mental health services
by children and adolescents. Clinical Psychology Review, 12, 829-840.

Gilliland-Mallo, D., & Judd, P. (1986). The effectiveness of residential care facilities for adolescent
boys. Adolescence, 21, 311-321.

Green, S. M., Russo, M. F., Navratil, J. L., & Loeber, R. (1999). Sexual and physical abuse among
adolescent girls with disruptive behavior problems. Journal of Child and Family Studies, 8,
151-168.

Greenbaum, P. E., Dedrick, R. F., Friedman, R. M., Kutash, K., Brown, E. C., Lardieri, S. P., et al.
(1998). National adolescent and child treatment study (NACTS): Outcomes for children with
serious emotional and behavioral disturbance. In M. H. Epstein, K. Kutash, & A. Duchnowski



510 Connor, Doerfler, Toscano, Volungis, and Steingard

(Eds.), Outcomes for children and youth with behavioral and emotional disorders and their
families (pp. 21-54). Austin, TX: Pro-Ed.

Hussey, D. L., & Guo, S. (2002). Profile characteristics and behavioral change trajectories of young
residential children. Journal of Child and Family Studies, 11,401-411.

Kovacs, M., Gatsonis, C., Paulauskas, S., & Richards, C. (1989). Depressive disorders in childhood:
IV. A longitudinal study of comorbidity with and risk for anxiety disorders. Archives of General
Psychiatry, 46, 776-782.

LeCroy, C. W., & Ashford, J. B. (1992). Children’s mental health: Current findings and research
directions. Social Work Research and Abstracts, 28, 13-20.

Lewinsohn, P. M., Clarke, G. N., Seeley, J. R., & Rodhe, P. (1994). Major depression in community
adolescents: Age at onset, episode duration, and time to recurrence. Journal of the American
Academy of Child and Adolescent Psychiatry, 33, 809-818.

Lyons, J. S., Libman-Mintzer, L. N., Kisiel, C. L., & Shallcross, H. (1998). Understanding the men-
tal health needs of children and adolescents in residential treatment. Professional Psychology:
Research and Practice, 29, 582-587.

Meyerson, L. A., Long, P. J., Miranda, R., & Marx, R. P. (2002). The influence of childhood sex-
ual abuse, physical abuse, family environment, and gender on the psychological adjustment of
adolescents. Child Abuse and Neglect, 26, 387-405.

Naar-King, S., Silvern, L., Ryan, V., & Sebring, D. (2002). Type and severity of abuse as predictors of
psychiatric symptoms in adolescence. Journal of Family Violence, 17, 133—149.

Naglieri, J. A., LeBuffe, P. A., & Pfeiffer, S. 1. (1994). Devereux Scales of Mental Disorders. San
Antonio, TX: The Psychological Corporation.

Public Health Service. (1992). Healthy people 2000 (PHS Publication No. 017-001-00474-0).
Washington, DC: U.S. Government Printing Office.

Reddy, L. A. (2001). Serious emotional disturbance in children and adolescents: Current status and
future directions. Behavior Therapy, 32, 667-691.

Sorgi, P, Ratey, J., Knoedler, D. W., Mardert, R. J., & Reichmann, M. (1991). Rating aggression in the
clinical setting: A retrospective adaptation of the overt aggression scale. Journal of Neuropsychi-
atry and Clinical Neurosciences, 3, S52-S56.

Spencer, C. S., Shelton, D., & Frank, R. G. (1997). The market for residential and day schools for
children with serious emotional disturbance. Journal of Mental Health Administration, 24,72-81.

Treiber, F. A., Musante, L., Riley, W., Mabe, P. A., Carr, T., & Levy, M. (1989). The relationship
between hostility and blood pressure in children. Behavioral Medicine, 15, 173-178.

Wechsler, D. (1981). Manual for the Wechsler adult intelligence scale—revised (Rev. ed.). San Antonio,
TX: The Psychological Corporation.

Wechsler, D. (1991). Wechsler intelligence scale for children (3rd ed.). San Antonio, TX: The Psycho-
logical Corporation.

Weiss, R. D., Najavits, L. M., Greenfield, S. F,, Soto, J. A., Shaw, S. R., & Wyner, D. (1998). Validity
of substance use self-reports in dually diagnosed outpatients. American Journal of Psychiatry,
155, 127-128.

Wells, K., & Whittington, D. (1993). Characteristics of youths referred to residential treatment: Impli-
cations for program design. Children and Youth Services Review, 15, 195-217.

Yudofsky, S. C., Silver, J. M., Jackson, W., Endicott, J., & Williams, D. (1986). The overt aggression
scale for the objective rating of verbal and physical aggression. American Journal of Psychiatry,
143, 35-39.




