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About APSAC

Since being established in 1986, APSAC has served the field of child maltreatment as an
interdisciplinary professional society. APSAC’s Mission “is to improve society’s response to the abuse
and neglect of its children” APSAC’s Vision is a world where all children and their families have access
to the highest level of professional commitment and services to prevent and address child maltreatment.
APSAC pursues its mission through expert training and educational activities, policy leadership, the
production and dissemination of public education materials, collaboration, and consultation that
emphasize theoretically sound research and evidence-based principles. APSAC’s members are attorneys,
social workers, law enforcement personnel, forensic interviewers, educators, researchers, and medical
and behavioral health clinicians, and professionals from allied disciplines.

About the New York Foundling

The New York Foundling trusts in the power and potential of people and deliberately invests in proven
practices. From bold beginnings in 1869, this New York-based nonprofit has supported hundreds of
thousands of its neighbors on their own paths to stability, strength, and independence.

The New York Foundling’s internationally-recognized set of social services are both proven and
practical. The Foundling helps children and families navigate through and beyond foster care, helps
families struggling with conflict and poverty grow strong, helps individuals with developmental
disabilities live their best lives, and helps children and families access quality health and mental health
services—core to building lifelong resilience and wellbeing.

Register for the APSAC & Foundling Online Course

Child maltreatment work is by nature multidisciplinary; we all share the same goal of ensuring health,
safety, and justice for children and families. APSAC and the New York Foundling have developed a
comprehensive, multidisciplinary online course for professionals to help expand their perspective and
knowledge base to support effective practice in any child welfare setting. Learn from leading experts
in child maltreatment and enhance your understanding of the multiple systems, professionals, and
interventions that comprise our field!

Psychology CEs available. Group pricing available upon request.

Learn More

To see an up-to-date list of all training opportunities, please visit the APSAC website.
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Maternal Employment Patterns and the Risk for
Child Maltreatment: Evidence from the Future of
Families and Child Wellbeing Study

Jeehae Kang, MSW; William Schneider, PhD;
Megan Feely, PhD; Olivia Al-Shayeb

Abstract

Researchers, policymakers, and practitioners have increasingly come to recognize the role of poverty in child
maltreatment, and child neglect in particular. Over the last several decades a number of studies have shown
links between individual-level poverty and child maltreatment (e.g., Berger, 2004). More recently, researchers
have leveraged changes in social welfare policies and macro-economic events—such as the Great Recession, the
Earned Income Tax Credit, and Medicaid expansion, among others—to examine the effect of poverty on child
maltreatment and child welfare system involvement. In general, this work indicates that more robust social
welfare supports reduce child maltreatment, particularly child neglect. However, little research has examined the
role of maternal employment patterns in the risk for child maltreatment, even though caregivers need both time
and money to provide safe and consistent care for children (SCC).

This study examines the relationship between maternal employment patterns (e.g., hours worked per week,
weeks worked per year, type/job duration, and shift work) and four indicators of the risk for child maltreatment:
exposure neglect, physical neglect, physical aggression, and psychological aggression. Using data from the Future
of Families and Child Wellbeing Study (Reichman et al., 2001), we found that both too much and not enough
paid employment are linked to a higher risk of child maltreatment, particularly neglect. The findings suggest that
making eligibility for social welfare programs dependent on employment could be harmful to families as they try
to balance the need for both time and money—the two factors essential for preventing child maltreatment. They
also indicate that more paid work may not be sufficient to prevent maltreatment. To develop effective policies

to support families, policymakers must realistically consider the impact of required employment on children

and child maltreatment rates. In working directly with families, practitioners should consider how to support
families by balancing the need for income with the time demands of employment, the needs of children, and the
health of parents.

Keywords: maltreatment, neglect, parenting

Introduction 2020). Yet, child neglect is the most common form
of child maltreatment, making up about 75 percent
Child maltreatment is a prevalent and persistent of total child maltreatment cases (USDHHS, 2021).
public health crisis in the United States. It In the United States, child protective services (CPS)
encompasses both abuse, which is frequently defined agencies received referrals for allegations of child
as a nonaccidental act that inflicts harm upon a maltreatment involving around 7.9 million children
child; and neglect, a failure to act that results in in 2019. Of these 7.9 million children, 656,000 were
harm or places a child at risk for harm (USDHHS, found to be victims (USDHHS, 2021).

2022). This distinction is important because to stop
abuse, the abusive action must be stopped and often
replaced with an alternative. However, to stop child
neglect parents must provide safe and consistent
care (SCC) for children all of the time (Feely et al.,

A range of factors influence the likelihood of child
maltreatment. In the past, parental psychopathology,
such as difficulties managing anger, mental health
problems, or substance misuse, was believed to be
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Maternal Employment Patterns

the main issue that caused both child abuse and
neglect, and the causes of each type of maltreatment
were not meaningfully distinguished. However,
while these conditions are often present in parents
reported for maltreatment, many other parents do
not suffer from these problems to any great degree.
As we try to understand what else might be leading
to child maltreatment, and therefore how to prevent
it, a growing body of research indicates that poverty
may actually cause child maltreatment and child
neglect in particular (Feely et al., 2020). Therefore,
researchers sought to identify policies that might
increase economic well-being and consequently
decrease neglect. Social welfare programs that
promote economic stability, including earned
income tax credit (EITC) policies (Kovski et al.,
2021), Medicaid expansion (McGinty et al., 2021),
and increases in the minimum wage (Schneider,
Bullinger, & Raissian, 2021) have been linked with

a decrease in child maltreatment. This research also
suggests that while some of the causes of abuse are
the same as those for neglect, factors like income
may have a stronger impact on neglect than abuse.

Notably, social welfare programs in the US have
shifted toward paid employment as a condition of
benefits since welfare reform in 1997, as observed

in work requirements of SNAP, Medicaid, and

TANF programs, and the expansion of EITC, which
provides tax credits only to employees. Combined
with the rise in unstable and variable work (Peck,
2001), paid employment is likely to challenge parents
to balance time and economic resources for SCC
which would lead to child maltreatment.

Separately from income, maternal employment
patterns and job stability have been found to be
significant factors determining the quality of
parenting, the health of both the child and mother,
and the social-emotional development of the child
(Bianchi & Milkie, 2010; Hsueh & Yoshikawa, 2007;
Kalil & Dunifon, 2007). For instance, when maternal
employment is more consistent within each week
and stable across time, mothers have more positive
interactions with their children, the children are
healthier, and more children have stable and on-time
development of social-emotional skills (Ananat et

al., 2022; Carrillo et al., 2017; Schneider & Harknett,
2022). However, these previous studies have focused
on the general population, and little is known about
the employment of parents involved in the child
welfare system or who maltreat their children.

Financially supporting one’s children, as well

as dedicating time to fulfill parental duties, are
dependent on the wages earned and the demands of
one’s job. Longer working hours may result in higher
pay, which, if sufficiently high, can supplement

a parent’s ability to provide resources for their
children. At the same time, longer working hours
limit a parent’s availability, taking away from quality
time dedicated to spending with their children. Much
of the time, extensive hours do not provide adequate
financial resources to offset the time costs; this is
especially true for lower-wage workers. Here, there is
a clear trade-off between time and money. This study
aimed to examine the risks for child maltreatment
associated with maternal employment patterns.

We propose that parents need both time and money
to provide SCC for their children. To provide SCC,
families must reach a balance between acquiring
enough money to provide necessary resources (such
as housing, food, medicine, and transportation),

and having the time with, and to care for, their
children (i.e., to complete such tasks as grocery
shopping, showing up for medical appointments, and
transporting children to and from daycare or school)
(Feely et al., 2020).

The purpose of this study was to explore the
relationship between maternal employment patterns
and the risk of child maltreatment. We hypothesized
that a mother’s employment, when it is not full-time
and full year (i.e., it is non-standard), may represent
an increased risk for child maltreatment, and child
neglect in particular.

Methods

The study drew on data from families surveyed by
the Future of Families and Child Wellbeing Study
(FFCWS), a longitudinal birth cohort study of
approximately 5,000 mostly low-income families
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in 20 U.S. cities across 16 states, with an oversample of nonmarital births. Parents were interviewed soon after
the birth of their child, with the baseline data collected between 1998 and 2000. The data used came from the
baseline survey and from follow-up surveys when children were 3, 5, and 9 years old (Reichman et al., 2001).

Data was also drawn from in-home observations of mothers and their children.

The project used questions from the FFCWS to assess child maltreatment independent of any report to child
welfare services. Table 1 presents the types of maltreatment measured and information about how each was
assessed. Note that three variables are proxy measures of child abuse and neglect, and one directly measures risk
of maltreatment.

Table 1: Types of Maltreatment Measured

Type of Proxy or
Definition Example question ) Source of info
maltreatment peq Risk
a caregiver’s failure
to provide their How often in the last
Exposure children with adequate year was the child left Mother’s
. . Proxy
neglect protection from alone without adult responses
exposure to harmful supervision?
situations
a categlvers failure tO. Were you unable Mother’s
: provide for the material .
Physical . to provide needed : responses/
needs of her child (e.g., : Risk
neglect . : medical care for In-home
nutrition, housing, ] .
. child? observation
hygiene)
Physical hit, shaken, spanked, Last anth, h'ow Mother’s
aceression slapped, or pinched many times did you Proxy responses
88 their child slap your child?
yelling, screaming, Last month. how
Psychological insulting, or cursing at L Mother’s
. . . many times did you Proxy
aggression the child, threatening to . responses
. call your child names?
physically
Finally, data from the survey that assess maternal (4) when in the week they worked at their primary
employment patterns were used. Four aspects of jobs (weekdays, in the evenings, on nights, or on
employment were assessed based on research: (1) weekends).

how many hours mothers usually were employed per
week, (2) how many weeks mothers were employed at
their jobs in the past year, (3) employment type and
duration (categorized into full-time and full year, full-
time and part year, part-time, and not employed), and

We examined the associations between maternal
employment patterns over the prior year and the
risk for child maltreatment at three different ages.
To do so, we calculated odds ratios from logistic
regressions. All models controlled for a robust set
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of sociodemographic characteristics so we could
see the influence of the employment separate from
other characteristics of the mother or family. These
characteristics included mothers’ race and ethnicity,
age, education, and marital status, as well as the
number of children in the household at the baseline
survey, child’s sex and age, whether the child had

a low birth weight, and city-level unemployment
rate. This analysis enabled us to produce graphs that
more clearly showed the relationship between the
employment factor and the chance of maltreatment.

Results

Overall, approximately 52% of the sample was Black,
22% White, and 23% Hispanic. Most (61%) had a
high school degree or less and approximately 23%
were married. At a child’s age of five, 12% of mothers
had not been employed in the past year. Fewer than
half of mothers were employed full-time/full-year
and 46% worked a weekend shift. Physical neglect
was the most common form of maltreatment; at

age three, about 69% of unemployed and 65% of
employed mothers reported child neglect indicators,
compared to 11% and 10% for exposure neglect, 38%
and 33% for physical aggression, and 39% and 40%
for psychological aggression.

Figure 1. Predicted probability of exposure
neglect given maternal hours worked
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The graphs in Figures 1 and 2 show the estimates of
the risk of exposure neglect by different numbers of
hours worked per week and the risk of physical neglect
by the number of weeks employed in the last year.
Each figure includes the probability of neglect at three
different age points: when the child was age three, age
five, and age nine. Figure 1 shows us that the chance
of exposure neglect is highest both when mothers
work very few hours (far left of each graph), and very
many hours (far right of each graph), compared to

a standard full-time work week (approximately the
middle). As you can see in the Figure 2 graphs, the
risk of maltreatment is lowest when maternal weeks
worked are close to or at a full year. All of the graphs
reflect that employment other than full-time and
tull-year result in higher chances for neglect—in both
exposure and physical forms. Our results also suggest
that there is a greater association between maternal
employment patterns and neglect when children are
younger, ages three and five, compared to when they
are older (results are not presented in the figures).
These results starkly represent the experiences of
low-income mothers. After a certain point, more time
spent on paid employment does not appear to offset
its cost to providing SCC, and increased working
hours were associated with an increased probability of
exposure neglect.

Figure 2. Predicted probability of physical
neglect given maternal weeks worked
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William Schneider, et al. Maternal Employment Patterns and the Risk for Child Maltreatment. Social Service Review 2024 98:34-92.
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When examining the impact of mother’s work shifts,
we found that working outside of regular weekday
hours was linked to an increased likelihood of child
neglect. Specifically, children were more likely to
experience exposure neglect when mothers worked
on weekend, while children were more likely to
experience physical neglect when mothers worked
evening shifts, particularly when their children were
five years old. These mothers may face challenges in
securing childcare outside of typical weekday hours.
Additionally, non-weekday shifts often come with
poor job conditions, such as low wages, unstable
working hours, and unpredictable schedules. These
factors can contribute to economic instability in the
household, making it harder to provide consistent
and safe childcare.

The study also explored what mediating factors
could help explain the relationship between maternal
work schedules and risk of child maltreatment.

We tested three categories of potential mediating
factors: (a) time and money, which included
household income, participation in social welfare
programs (e.g., TANE SNAP, EITC), time-related
stress, and instrumental social support (e.g., if
mothers could count on someone for childcare);

(b) psychological factors (depression and parenting
stress); and (c) partner’s employment status. While
the associations of these factors with maltreatment
were sometimes statistically significant, these factors
did not fully explain the relationship between
maternal employment patterns and the risk for child
maltreatment. In other words, maternal employment
patterns still had a significant impact on the risk

of child maltreatment, independent of these other
factors.

Discussion

These results demonstrate the relationship between
non-traditional maternal employment patterns and
the risk for child maltreatment. The findings reflect
that when mothers are employed much less or much
more than a standard schedule, they are more likely
to report proxy neglect behaviors or neglect risk
when compared with a standard work schedule.

Notably, the findings indicate a relationship between
non-standard work and the risk for child neglect, but
generally not for the risk for abuse.

Many of the models in our analyses yielded a
U-shaped slope, with the odds of maltreatment
(vertical y-axis) highest when maternal employment
(horizontal x-axis) was very low or very high, in
contrast to the lower odds we saw for more standard
employment. One way to think about this is to
consider time (non-employment time) as the other
side of the seesaw from money. When the time
available is high because a mother is not employed

or employed very little, the money side is low. If
employment increases to make the money side go up,
the time available for caring for children, a household,
and oneself will go down. Finding the balance in the
middle is the best option, but it may not be feasible
for many families.

Time and childcare. Excessive time spent in paid
employment is a significant factor determining a
mother’s ability to provide safe and consistent care
for her children. This time-scarcity may result in
insufficient time to take care of themselves and their
children. Nonstandard working schedules were
common in this population (e.g., 45% of mothers
worked weekends). Childcare is already expensive
and often difficult to find, but any nonstandard
schedule makes finding and paying for childcare
difficult or impossible. This places mothers in a
position where they may have to leave children with
people they feel are unsafe.

Money. Economic insufficiency and instability

pose the risks of child maltreatment, and economic
stability usually depends on employment.
Importantly, approximately one-third of mothers

in our sample were unemployed at any given point
in time, that is, not earning income from their own
employment. Although social welfare programs and
policies are intended to support low-income families
with children, they typically require employment

to receive forms of aid that may assist in family
support. For instance, the receipt of earned income
tax credit is dependent on employment. As a result,
these employment-based programs are frequently
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inaccessible for the large number of non-working
mothers, increasing the risk of child neglect.

These findings support the concept that time and
money are not entirely interchangeable. While the
absence of paid employment is highly likely to be
associated with insufficient monetary resources,
excessive work hours may not generate enough
income to compensate for the time spent away,
especially for low-wage workers. Therefore, our
findings suggest that both time and money must be
at a minimally sufficient threshold, and that with
adequate resources, mothers can make choices that
align with their own goals and benefit the well-being
of their children.

While this study examines the relationship between
maternal employment and child maltreatment, we
do not claim that employment is the sole factor
contributing to maltreatment risk. Rather, we present
maternal employment as one potential factor that
has been underexplored in previous research. The
mechanisms by which parental employment affects
child maltreatment require further study, and many
other factors should be considered in future research.
Although we emphasize time and money as key
factors in this relationship, alternative explanations
are certainly possible.

For instance, psychological factors such as depression
and parenting stress are strongly linked to increased
risks of child maltreatment. This is consistent with
previous research and with additional analysis from
our study that we have not presented here. While

our study cannot confirm the causal direction, it is
possible that working too little or too much could
worsen a mother’s mental health, which could then
affect her ability to be stably employed. Additionally,
exposure neglect in our study was measured by
asking whether the child had been exposed to
parental substance abuse or domestic violence, both
of which can disrupt stable employment. Therefore,
the link between maternal employment and exposure
neglect that we found may reflect how substance
abuse and domestic violence impact employment
patterns as well as caregiving.

Several limitations of the dataset should be
considered. The dataset comes from a small number
of urban cities and primarily includes unmarried
births, which may not represent the experiences

of all mothers. Additionally, the data waves are 15
years old, potentially missing more recent changes in
employment patterns and policies. The lack of direct
measures of child maltreatment is another limitation,
as we relied on proxy indicators, which may not
tully capture the complexity of maltreatment.
Self-reported data on employment, income, and
parenting behaviors also introduce the risk of recall
or reporting bias.

Based on our findings, we argue that the relationship
between maternal employment and child
maltreatment is complex. Our understanding of
this relationship needs to be more nuanced than
simply considering whether a parent is employed or
not. The tradeoft between time and money, as well
as how different types of maltreatment are affected,
needs further research to determine which concepts
are most important. Still, these findings highlight
that both time and money play crucial roles in the
connection between economic hardship and child
maltreatment.

Implications

Our findings have implications for practitioners,
agencies, and state and federal policies.

For practitioners, it is crucial to consider how they
approach the role of parental employment when
working with families. Employment can offer

many benefits, but it is important to recognize the
tradeoffs. Practitioners can play a key role in helping
parents identify and access the supports needed

to make maternal employment safe for children

and reduce struggles around time and money. This
involves helping parents connect with local childcare
options, particularly for those who work longer
hours or outside regular weekdays. Practitioners

can also ensure parents know about available
subsidies, help identify after-school programs and
safe backup childcare, and assist them in navigating
transportation challenges. Practitioners can also
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connect parents to community resources, such as after school and
youth recreation programs, which provide additional supervision or
support while parents are at work or seeking employment. Agencies
can train their staff to provide these supports, and link with other
agencies that can help families manage these tradeoffs.

On a broader level, policy changes are needed to enhance both the
time and financial resources available to families. The childcare
development fund should be expanded to cover more low-income
families in need of childcare subsidies, with work requirements
reduced to accommodate parents between jobs or in training
programs. Nationwide implementation of predictive scheduling
laws would provide parents with consistent work hours and income,
facilitating better childcare planning. Expanding the child tax credit
to provide monthly payments and exploring targeted or universal
basic income programs could also support parents, particularly
those who are unemployed intermittently or long-term. These
initiatives would help ensure that children receive the care and
attention they need without families experiencing pressures from
unstable employment.

10

Conclusion

As researchers, policymakers,

and practitioners consider how to
incorporate new findings about

the role of poverty in child neglect,
findings from this study highlight
that paid employment alone may
not be sufficient to reduce the risk
for child neglect among low-income
families. Indeed, our findings suggest
that extensive working hours may
allow for greater earnings, but less
time with children. And, too few
working hours may allow for more
time spent with children, but less
income. These results demonstrate
the importance of identifying a
balance between time and money in
order to provide safe and consistent
care for children.

In addition, this study emphasizes
the potential shortfall of modern
social welfare policies and programs.
With many of these policies being
predicated on work, mothers

who work nonstandard hours or

are unemployed face additional
challenges in balancing time and
money and providing their children
with necessities that require money
(e.g., food, clothing, and shelter).
The gaps in social welfare policy
may ultimately perpetuate a cycle of
economic struggle that heightens the
risk for child maltreatment in the
form of neglect.

It is essential that we begin to
consider the connections between
maternal work patterns and child
welfare. Recognizing the importance
of both adequate financial income
and time spent with children will aid
in prioritizing the wellbeing of all
families.
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Abstract

Children from birth to age three accounted for one-
quarter of all substantiated cases of maltreatment.
The youngest victims, those under twelve months,
were the least likely to be reunified with their
parents, had the longest stays in foster care, and
re-entered foster care at higher rates. In addition,
infants and toddlers fared worse than children aged
four to seventeen years, suffering from high rates of
developmental delays and not receiving the necessary
intervention services. Despite a call for action to
address the needs of infants and toddlers in the child
welfare system, they continue to be overrepresented
in allegations of abuse and neglect, substantiated
cases of maltreatment, and entry into foster care.
Given the ongoing unique needs for infants and
toddlers involved with child protective services, the
rising proportion of this age group with substantiated
reports, and the importance of this developmental
period, practitioners involved with maltreatment
prevention and promotion of child and family well-
being are in an important position to provide the
necessary support for infants, toddlers, and families
in need. Therefore, the goals of this article are
twofold: first, to provide the necessary background
information to understand the developmental impact
of maltreatment on infants and toddlers; and second,
to provide information on available resources and
practice recommendations that practitioners can use
to support infants, toddlers, and their families.

Keywords: infants and toddlers, early intervention,
Early Head Start, child development, early
childhood maltreatment
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Two decades ago, Wulczyn and colleagues (2002)
called the nation’ attention to the large proportion
of infants and toddlers in child welfare, documenting
that children from birth to age three accounted

for one-quarter of all substantiated cases of
maltreatment. The authors found that the youngest
victims, those under twelve months, were the least
likely to be reunified with their parents, had the
longest stays in foster care, and re-entered foster care
at higher rates. In addition, they showed that infants
and toddlers fared worse than children aged four to
seventeen years. Moreover, that same year, Leslie and
colleagues (2002) reported that maltreated infants
were suffering from high rates of developmental
delays and not receiving the necessary intervention
services.

Despite Wulczyn and colleagues’ findings and call for
action, infants and toddlers remain overrepresented

in allegations of abuse and neglect, substantiated
cases of maltreatment, and entry into foster care.
Figure 1 shows that although the total number of
child victims declined from 2002 through 2022, the
total number of infant/toddler victims remained
stable, and their proportion relative to children
four years and above increased (U.S. Department
of Health & Human Services Administration for
Children and Families, 2002-2022). For example,
infants and toddlers made up 28.2% of substantiated
victims in 2002 but made up 33.3% in 2022.
Additionally, foster care entry rates grew faster for
infants relative to older children between 2011 and
2018 (Crouse et al., 2021). This may be attributable
to state policies that define prenatal exposure to
substances as child abuse, subsequently followed by
increased awareness and surveillance on this issue
(Atkins & Durrance, 2021).

Figure 1. Infant/toddler maltreatment victims as a proportion of the total victim count from

2002 to 2022.
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In the years that followed, important research

was published from the National Survey of Child
and Adolescent Well-Being (NSCAW), a national
longitudinal study of children and families involved
with Child Protective Services (CPS). These studies
documented the developmental, behavioral, and
mental health needs of infants and toddlers in the
child welfare system. For example, infants and
toddlers reported to CPS had a high prevalence rate
of developmental delays (Casanueva et al., 2008),
but only about one-third of the children received
services for these delays (Zimmer & Panko, 2006).
Such disparities in service receipt are shown to result
in continued cognitive and special education needs
at school entry (Ringeisen et al., 2009). Further,
more than one-quarter of toddlers and preschoolers
referred to CPS exhibited behavior problems
(Stahmer et al.,, 2009). Unfortunately, findings from
NSCAW showed that the parenting services offered
to most parents are not evidence-based or of high
enough intensity to change parenting behavior
(Barth et al., 2005; Beckmann et al., 2010; Horowitz
et al., 2014), which could bufter the poor outcomes
seen among children reported to CPS. Poor
developmental outcomes associated with reports

of maltreatment are due in part to the rapid nature
of child development and the disproportionate role
that the environment plays on brain development
of infants and toddlers compared to other
developmental periods. One critical event that can
affect development for this population is separation
from a parent, in a developmental period in which
attachment is forming,

Given the ongoing unique needs for infants and
toddlers involved with CPS, the rising proportion
of this age group with substantiated reports, and
the importance of this developmental period,
practitioners involved with maltreatment prevention
and promotion of child and family well-being are
in an important position to provide the necessary
support for infants, toddlers, and families in need.
Therefore, the goals of this article are twofold: first,
to provide the necessary background information
to understand the developmental impact of
maltreatment on infants and toddlers; and second,
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to provide information on available resources and
practice recommendations that practitioners can use
to support infants, toddlers, and their families.

Child development and early childhood
maltreatment

The prenatal period and the three years following
birth are marked by rapid brain and body
development that rely heavily on experience-driven
plasticity, a term which refers to the developing
brain’s responsiveness to its environment (National
Academies of Science, Engineering, and Medicine,
2019). In these early years, the environment shapes
gene expression and enables the body to adapt to

its environment (Marsit, 2015). Decades of research
show that responsive caregiving supports brain
development, which underlies learning, adapting

to new situations, and regulating emotions and
behavior. Specifically, warmth, firm nurturing
touch, responsive back and forth with others, and
predictability are important components of early
development and positive relationships (Landry et
al., 1997; National Scientific Council, 2004; Shonkoft
& Phillips, 2000; Shonkoft, 2003; Wade et al., 2019).
While the brain keeps some plasticity (the ability for
change) over time, the early years (particularly birth
through age 3) are critical years in neurodevelopment
and can establish a child’s future trajectory.

Unfortunately, early experiences of adversities such
as abuse, neglect, and separation from a parent

are traumatic events that can “get under the skin,”
causing increases in stress hormones, such as
cortisol, that can damage the brain and increase

the risk for developmental and socioemotional
challenges (Asok et al., 2013; Frost et al., 2017). For
example, evidence of negative long-term impacts
on memory, emotion regulation, and planning skills
for infants and toddlers are seen in young children
placed in out-of-home care, which includes foster,
group, and institutional care (National Academies of
Science, 2019).

Given the large proportion of infants and toddlers
encountering the child welfare system, front-
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line professionals are best situated to provide the
necessary information and support services for
families to mitigate the negative consequences of
maltreatment. Child welfare professionals are keenly
aware of the adversity experienced by families and
children, particularly in lower socioeconomic areas
and its impact on children’s development and well-
being. However, the likelihood that caseworkers
provide information and referrals for parenting and
supportive interventions to promote socioemotional
well-being is often low (Edwards & Panlilio, 2023).
It is therefore important for child welfare agencies
to use research evidence in decision-making to help
achieve better outcomes for children and families
(Wulczyn et al, 2015). Although the Child Abuse
Prevention and Treatment Act (CAPTA 2003) and
states early intervention systems (funded under the
Individuals with Disabilities Education Act, Part C)
require child welfare caseworkers to refer all infants
and toddlers with substantiated maltreatment for
screening or assessment, fewer than half of the
families referred receive these services (Casanueva et
al., 2020).

Responding to the developmental
needs of infants and toddlers

Children with disabilities are more likely than
other children to be victims of maltreatment,

and children who experience maltreatment are

at greater risk than other children for developing
delays or disabilities because of their maltreatment
experiences (Panlilio & Corr, 2020). Even though
young children who are involved with the child
welfare system are at greater risk for delays, it is
unclear whether they are consistently referred to
or provided early intervention services (Allen et
al., 2012) that are necessary to mitigate long-term
problems. The following are only a portion of the
possible obstacles to receiving early intervention
services: lack of a consistent caregiver who can
monitor development over time for potential delays,
lack of training among child welfare professionals
and others to identify potential delays, lack of
understanding about the availability and benefits

of early intervention, parental refusal to participate
in the early intervention process such as evaluation
for eligibility and services, differing policies across
agencies that impact information-sharing, and
availability of services.

Early prevention and intervention services, especially
at the onset of child welfare system involvement, can
help young children and families. For example, a
systematic review by Murphy and colleagues (2017)
suggests that individualized and comprehensive
services are critical for family reunification.
Furthermore, Palusci (2011) reported that infants
and toddlers who remained with their biological
parents after reunification had often received

more services of longer duration. Such research
suggests that implementation and sustainment of
early intervention services (e.g., Early Head Start
programs, home visiting programs, and cross-system
alignment) are important for infants, toddlers, and
their families.

Early intervention services

Research shows that infants investigated for
maltreatment have high rates of developmental
delays (Casanueva et al., 2008), regardless of
substantiation outcomes. Federal legislation (Child
Abuse Prevention and Treatment Act [CAPTA] 2003
reauthorization and Individuals with Disabilities
Education Improvement Act [IDEA] of 2004)
addresses the partnership between child welfare and
Part C early intervention for infants and toddlers
with disabilities. These laws require child welfare
professionals to refer potentially eligible infants

and toddlers to early intervention programs for
identification and eligibility determination. Part C
early intervention (EI) programs provide services
and supports to infants, toddlers, and their families
to address children’s developmental needs, help build
families’ capacity to meet their children’s needs, and
promote positive outcomes for young children across
all domains of development (for more information,
see https://www.childwelfare.gov/resources/
addressing-needs-young-children-child-welfare-
part-c-early-intervention-services/). The focus on
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strengthening families, in particular, can support
child welfare goals around child safety, reunification,
and stability of placements.

The Centers for Disease Control and Prevention’s
Learn the Signs, Act Early initiative (Centers for
Disease Control and Prevention, 2024) provides
resources that child welfare professionals and
families can use to monitor infants’ and toddlers’
developmental milestones, which can help them
identify when a child may need to be referred to

El services for a suspected delay (https://www.cdc.
gov/ncbddd/actearly/index.html). Child welfare
professionals should refer a child under age 3 to
the Part C EI program as soon as possible, but
within 7 days of identifying that the child may be
eligible for Part C. Children may be eligible for Part
C if they:

« have been exposed to substances prenatally,
« have a substantiated case of abuse or neglect, or

 are suspected of, or may be at risk' for,
developmental delay or disability.

To support families’ uptake of EI services, it is a best
practice to discuss the referral process with families
before making the referral to help them understand
who will be contacting them and why. Child welfare
professionals should be able to:

« explain what the Part C EI program is and how it
can help children and families,

« ensure that families are aware that someone
from the Part C program will be contacting them
with the next steps for determining the child’s
eligibility,

 follow up to ensure contact with an early

intervention provider has occurred and that
services have been initiated.

Often a referral to EI is made during the CPS
investigation. For children who are placed in out-
of-home care, a second referral may be necessary
and made by the foster care worker so that the EI
program can contact the resource parent.

Each state has its own eligibility criteria. These
include the degree to which there is a delay in a
child’s development, whether the child is diagnosed
with a condition that is likely to result in a delay, and
other factors that put the child at risk for developing
a delay or disability. The Part C program will
complete a comprehensive evaluation to determine
eligibility or may find the child eligible due to a
diagnosed condition. States have 45 days after the
referral to make the eligibility determination and
develop an Individualized Family Services Plan
(IEFSP) outlining the services and support that will
be provided to address children and family needs.
At every step of the EI process, families are provided
with written notification about the action, and the EI
program is required to obtain written consent from
the parent or legal guardian to proceed.

When children are involved in substantiated cases
of abuse or neglect parents may be hesitant to
participate and get involved with another state
agency because of past and ongoing experiences

of surveillance that put their family at risk.
Understanding families’ experiences and seeing
their hesitancy in context, rather than viewing it

as noncompliance, is important when discussing
the benefits of EI with the family. Building trust

by recognizing and communicating the child and
family strengths that support child development
and providing services that families find useful

in addressing their needs may support parents’
willingness to participate in early intervention.
Another way that caseworkers can support infant
development is to ensure that the adults who care for
them have the support they need and find it helpful
to provide sensitive and responsive care.

1 As of Nov. 2023, 6 states served children considered “at risk” NM, MA, WV, NH, CA, and FL https://www.ideainfanttoddler.org/pdf/2022-Child-

Count-Data-Charts.pdf
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Early Head Start programs

Early Head Start (EHS) are federally funded
programs present in all states and territories. EHS
programs also serve Tribes and migrant groups.

EHS programs provide a comprehensive array of
two-generation (i.e., parent and child support),
family-centered services to pregnant women, infants,
toddlers, and their families. These include child
development services, childcare, parenting education,
case management, health care referrals, and other
family support services. Both center-based care and
home visiting options are available (Xue et al., 2022).
Children in foster care and children receiving Part

C services are eligible even when their birth family
and resource family are not income eligible. EHS
participation has been shown to reduce child welfare
involvement by reducing parenting stress, improving
parent-child interactions, providing developmentally
supportive home environments, and reducing

family conflict (Green et al., 2014; Green et al., 2020;
Paschall et al., 2019). Caseworkers are encouraged

to partner with EHS programs and when possible,
help connect birth and resource parents to programs,
including visiting centers to observe classrooms

and meet the professionals who work with families.
Child welfare programs are encouraged to reach out
to EHS agencies and faculty in human development,
early childhood education, and early childhood
special education to present information about EHS
and its benefits. Information about EHS from the
Baby FACES project (Administration for Children &
Families, n.d.) can be found here: https://www.acf.
hhs.gov/opre/project/early-head-start-family-and-
child-experiences-study-baby-faces.

Home visiting programs

The Maternal, Infant, and Early Childhood Home
Visiting (MIECHV; Health Resources & Services
Administration, 2024) program (https://mchb.hrsa.
gov/programs-impact/programs/home-visiting/
maternal-infant-early-childhood-home-visiting-
miechv-program) was designed to help improve
health and well-being outcomes for pregnant
mothers, parents, and young children through
evidence-based home visiting programs. MIECHV

is funded by the U.S. Department of Health and
Human Services’ Health Resources and Services
Administration (HRSA). Home visiting programs
funded through HRSA are required to demonstrate
improvements in at least four of the following
domains:

« Prevention of child injuries, child abuse, neglect,
or maltreatment, and reduced emergency
department visits

o Improved maternal and newborn health
e Reduction in crime or domestic violence

« Improvement in school readiness and
achievement

« Improvements in family economic self-
sufficiency

« Improvements in coordination and referrals.

Models of home visiting programs can be found
here: https://homvee.acf.hhs.gov/HRSA-Models-
Eligible-MIECHV-Grantees. Home visiting program
models include, but are not limited to the following:
Nurse-Family Partnership, Attachment and
Biobehavioral Catch-up—Infant, Early Head Start
Home-based option, Family Check-Up For Children,
Healthy Families America. Information on program
effectiveness and outcomes can be found here:
https://homvee.acf.hhs.gov/outcomes. For example,
Healthy Families America has demonstrated multiple
favorable impacts, including reductions in child
maltreatment. This home visiting model has decades
of data from as early as 1979. The model is designed
specifically with goals of preventing and reducing
child maltreatment and fostering positive parent-
child interactions and child development from the
start of a child’s life (prenatally or within the first 3
months after birth) and continuing to preschool.

For families with intergenerational maltreatment
experiences, programs with more intensive infant
mental health services from a licensed therapist
may be needed. These programs are effective at
reducing harsh parenting, improving sensitive
and responsive parenting, and supporting age-
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appropriate development. Example programs include
Attachment and Biobehavioral Catch-Up, Child
First, Infant Mental Health-Home Visiting, Minding
the Baby, and Child Parent Psychotherapy (for a
review, see Stacks et al., 2023). Caseworkers should
be familiar with such evidence-based interventions
that are effective for children and families who

are involved with the child welfare systems.
Additional information on several other evidence-
based interventions to support families and young
children are listed on the California Evidence-Based
Clearinghouse for Child Welfare (https:/www.
cebcdcw.org). Many states also have infant mental
health associations that support professionals whose
work with families is based on attachment theory.
State infant mental health organizations can be
found on the Alliance for the Advancement of Infant
Mental Health Website (https://www.allianceaimh.
org/members-of-the-alliance). Child welfare agencies
are encouraged to reach out to their state’s infant
mental health organization and request presentations
at all staft meetings to understand the home visiting
and parent-infant services that are available in their
state. In most states, university faculty affiliated with
these organizations are also able to provide training

about the effectiveness and impact of these programs.

Safe Babies

Safe Babies is an evidence-based approach sponsored
by ZERO TO THREE that improves alignment and
integration across early childhood systems (https://
www.zerotothree.org/our-work/safebabies/). Safe
Babies serves as a resource program to prevent child
maltreatment and reduce the need for removal of
infants and toddlers. This is done by shifting the
focus of child welfare from a deficit perspective to

a strengths-based approach and enlisting support

of early childhood communities in strengthening
families. The Safe Babies approach also includes a
non-adversarial infant/toddler court team where
families involved in juvenile or family court receive
evidence-based interventions that meet children’s
developmental need for safe, stable, and nurturing
relationships. The jurists, attorneys, child welfare
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case workers, and other service providers collaborate
proactively. The Safe Babies approach is tailored

for specific communities to account for contextual
variability in implementation to ensure ecologically
valid support services.

There are currently more than 100 sites nationally
across 26 states. Wide-scale dissemination of the Safe
Babies approach is done through the Infant-Toddler
Court Program National Resource Center (https://
www.zerotothree.org/resource/infant-toddler-court-
program-national-resource-center/), which includes
information about the evidence-based strategies,
supports, and services needed to ensure that babies
are safe, and to strengthen the protective factors
that will promote resilience. Use of Safe Babies
court teams have resulted in increased rates of
reunification, decreased time in out-of-home care,
more timely receipt of services, decreased rates of
maltreatment recurrence, and improved parenting
and child development outcomes (Casanueva et

al, 2019; Casanueva et al., 2024; Joseph et al., 2023;
Stacks et al, 2019; Stacks et al., 2020). Safe Babies
has an annual national conference, called Safe
Babies Cross Sites, which supports improved policy,
practice, and knowledge about the needs of child
welfare involved young children and families. State
and county-level child welfare administrators and
front-line professionals should consider attending
this conference and/or requesting local training from
their state and/or community coordinators.

Understanding impact: Seeing the
big picture

The resources to help address the needs of infants,
toddlers, and their families outlined in the previous
section rely heavily on federal policies that provide
the impetus for intervention and prevention
services. However, to assess the impact of these
efforts, broader metrics are needed that incorporate
a more complete picture of young children and
their environment. One way to approach this task is
through the use of integrated data systems.
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Integrated data systems and data sharing

Data sharing and data integration can utilize

data to help address the impact of social policy

on development and child and family outcomes.
Data sharing allows partners (e.g., stakeholders) to
access data, typically administrative data, that they
would not otherwise be able to access within their
own data system. This allows partner organizations
to collaborate on data and learn from each other.
Data integration, on the other hand, is much more
complex. Data integration involves linking data
records or merging data records based on common
data fields. These data fields include unique
identifiers such as date of birth, social security
numbers, or a unique ID. Records are typically linked
at the individual level (Hawn Nelson et al., 2020).

Data integration allows for a “whole person”

view and provides a more holistic view of the life
experiences of young children, households, and
families. Integrated data allows for a longitudinal
view of an entire individual’s experiences across
many contexts (e.g., school records, health records,
social services, etc.). Data integration can look

at an entire community or population rather

than a narrower sample view. Data integration

is cost-eflective as it relies on already collected
administrative data (Hawn Nelson et al., 2020).
However, as administrative data are not collected for
research purposes, data quality may not be consistent
and important information may be excluded in these
archived records. There are often issues related to
data quality, missing data, and reliability and validity.
Many administrative agencies do not have policies
around data sharing and not all administrative
agencies use the same unique identifier, which can
make the process of obtaining access to data and
cleaning it costly and time-consuming (Hawn Nelson
et al., 2020). It is therefore important that multiple
agencies ensure uniformity in standards for data
collection. There are also risks related to data privacy,
the misinterpretation of data, and the proliferation
of structural racism (Hawn Nelson et al., 2020). Care
should therefore be exercised in protecting children
and families’ privacy, ensuring that interpretation

and use of data are done in collaboration with
stakeholders and communities to ensure accurate
representation and that equity and social justice
principles are followed.

Integrated data system and child welfare

Examples of the successful use of integrated data in
child welfare have shown positive results on child
and family outcomes. For example, policymakers

in Washington state used the integrated client
database (ICDB) to determine whether a new policy
allowing mothers to maintain Temporary Assistance
for Needy Families (TANF) benefits while their
children are in foster care help the family to later
reunite. The ICDB contains information on service
risk, history, costs, and outcomes, which are used

to support cost-benefit analysis, cost-offset analysis,
program evaluations, operational program decisions,
geographical analyses, and support research (https://
www.dshs.wa.gov/sites/default/files/rda/reports/
research-11-144.pdf). The research team was able to
access child welfare outcome data for 3,782 children
whose families were able to retain these concurrent
benefits while the children were in foster care and
779 children whose families did not retain these
benefits once children were placed in foster care.
Children of families who retained TANF benefits had
improved outcomes and reunification rates, which
were higher compared to families without concurrent
TANF benefits (39% vs. 34%). Additionally, these
reunifications happened faster and children were
significantly less likely to end up with reentry into

an out-of-home placement. Utilizing the results of
this study, policymakers were able to keep this TANF
policy in place (Annie E. Casey Foundation, n.d.;
Marshall et al., 2013).

In Wisconsin, a similar venture has shown the utility
of using integrated data systems to understand the
impact of service delivery. Specifically, the Wisconsin
Administrative Data Core (WADC) started as a joint
priority of the Department of Children and Families,
Department of Health Services, and Department of
Public Instruction, to use required administrative
data to help better understand the impact of services
on the well-being of Wisconsin children (Wisconsin
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Department of Public Instruction, n.d.). The WADC
is currently maintained by the Institute for Research
on Poverty at the University of Wisconsin-Madison.
As of 2020, the WADC integrates data from eight
state agencies and contains information on more
than 8.2 million individuals, including demographic
information and county-level information for
individuals.

Wisconsin had used integrated administrative data
to understand factors associated with the length of
time that children spend in out-of-home placements.
For example, using integrated data between the

child welfare and child support systems, Berger and
colleagues (2024) found that cost-recovery child
support orders that were paid by biological mothers
substantially increased the length of time children
spent in foster care. These effects were found to

be largest during the first twelve months of entry
into care. These findings indicate that such extra
financial demands on mothers are problematic when
attempting to improve reunification efforts. Such
information gleaned from using integrated data
systems has been useful in guiding policymakers
when making data-driven decisions about policy
impact (Annie E. Casey Foundation, n.d.; Cancian et
al,, 2016).

Although Washington and Wisconsin highlight
research that investigates policy and compensation
related to child welfare, there are many more areas of
research related to child and family well-being that
can be addressed through integrated data systems.
These include the following:

« Understanding how enrollment in home visiting
can limit child welfare involvement or increase
the likelihood of reunification.

o Exploring such cost-benefit relationships as the
link between child and family enrollment in
home visiting and saving state and federal child
welfare dollars.

« Knowing if children who are eligible for Part C
El services are more or less likely to be involved
with child welfare.
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« Elucidating developmental outcomes for children
enrolled in home visiting programs or eligible for
Part C EI services who are concurrently involved
in the child welfare system.

According to Actionable Intelligence for Social
Policy there are currently 21 state and 15 local (city
or county) integrated data-sharing efforts (https://
aisp.upenn.edu/integrated-data-systems-map/). In
addition to the need to increase support for the
development and maintenance of integrated data
systems across the country, there needs to be a focus
on both the integration and analysis of administrative
child welfare data. This is especially important in
understanding what impact policies and programs
have on decreasing the proportion of infants and
toddlers involved in child welfare.

Implications for Practice

This section of the article discusses several practical
implications not mentioned above. Child welfare
professionals can reach out to their state’s infant
mental health association to learn about parent-
infant services that are available for referrals.
Furthermore, child welfare systems can invite
representatives from infant mental health programs
and Early Head Start programs to attend staff
meetings and provide training and outreach on
services offered, including information on program
benefits and referral procedures. Practices that
caseworkers can implement in their interactions with
families include the following suggestions.

Positive conversations with infants
and toddlers

The relationship between parent/caregiver and

child, known as serve and return or back and forth
interactions, are important for building a healthy
attachment and relationship (National Scientific
Council on the Developing Child 2004). During
home visits, caseworkers can support and coach

the parents/primary caregivers by commenting
positively about responsive interactions observed
between caregivers and the infant/toddler. Extending
the conversation and interpreting the child’s
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body language can also be helpful in some cases
to help caregivers understand that infant/toddler
communication includes nonverbal cues as well as
outlined next.

“Listening” and responding to infants and
toddlers’ communication

Parent/caregivers need to remain attentive to infants
and toddlers’ body language and context. Parents/
caregivers need to understand their children’s
nonverbal expressions and know that children begin
communicating from birth, long before they can
coordinate the muscles needed for speech. During
home visits, caseworkers can highlight the importance
of these caregiver-child communications and possibly
model how to promote positive verbal and nonverbal
communications.

Offering a predictable environment

A predictable environment helps to calm the protective
(fight, flight, or freeze) nervous system of infants and
children. Caseworkers can provide caregivers with a
better understanding of child development. In both
birth homes and foster care, this can help promote
predictable environments, reduce stress, and help
improve children’s regulatory functions (Dozier et

al., 2002; Fisher et al., 1999). Referrals to appropriate
interventions that teach and guide caregivers about
child development may be necessary.

v

Conclusion

For decades, we have understood that the
youngest children are the most impacted by their
environment. Nevertheless, the proportion of
infant and toddler who are maltreated continues
to rise relative to older children. Given the
developmental sequelae of experiencing abuse

and neglect and separation from a parent during
this sensitive period of development, child

welfare professionals are an important part of a
multidisciplinary team that can help provide the
prevention and intervention services and promote
child and family well-being. Responding to the
needs of infants and toddlers require frontline
professionals to support parents in building
positive relationships with their young children,
ensure that eligible children and families make use
of Part C early intervention services, recommend
the use of high-quality early caregiving and
education such as Early Head Start, and ensure the
use of evidence-based prevention services such as
home visiting programs. Understanding the impact
of such efforts is also important. There is a need

to capitalize on existing data and ensure a more
rigorous approach to integrating data systems. This
will help provide a holistic view of the positive
impact of policies and practices on promoting the
well-being of infants, toddlers, and their families.
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Abstract

Corporal punishment (CP) is associated with a multitude of short- and long-term consequences for children
that negatively impact mental and physical health. However, many American adults continue to endorse the

use of CP in both the home and school setting. Seventeen states continue to allow CP in public schools and

the majority of states allow its use in the private school setting. Child advocacy professionals from a variety of
disciplines must ensure that parents and American society in general are fully knowledgeable about CP use,
understand its potential for negative outcomes for children, and are aware of healthy and effective alternatives

to CP. This article will explore CP by defining different types, discussing consequences, describing challenges to
eradication in the United States, and suggesting interventions by APSAC professionals to effect change to see the

end of CP use in America.

Keywords: Corporal punishment

Corporal punishment (CP) is associated with a
multitude of short- and long-term consequences for
children negatively impacting mental and physical
health. However, many American adults continue to
endorse the use of CP in both the home and school
setting. A 2019 national survey of parents found that
although the majority of American children did not
experience CP in the past year, nearly half (49%) of
children aged 0 to 9 years have experienced CP at
some point in their lives, as did roughly one-quarter
(23%) of children aged 10 to 17 years (Finkelhor et
al., 2019). In a survey of over three thousand adults,
Prevent Child Abuse America (2021) found that
87% of adults reported experiencing CP as a child
and 42% of those adults responsible for the care of

a child reported that they use CP at least monthly.
Attitudes, beliefs, and perceptions related to CP use
were also explored by Prevent Child Abuse America.
Over half (59%) of adults stated their belief that it

is a parental right to hit their child and more than
one-third (35%) believed hitting or spanking is
necessary to instill proper moral and social conduct
(Klika, Fleckman & Merrick, 2021). However, 38%
of caregivers who used CP reported not feeling good
about it. Although both surveys reflect a decline

in the use and support of CP by American parents,
clearly additional efforts are needed to eliminate
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CP use in the United States. American children

are at risk to suffer CP not only at the hands of
parents but also in the school setting. Seventeen
states continue to allow CP in public schools and
the majority of states allow its use in the private
school setting (Allison et al., 2023). Child advocacy
professionals from a variety of disciplines must
ensure that parents and American society in general
are fully knowledgeable about CP use, understand its
potential for negative outcomes for children, and are
aware of healthy and effective alternatives to CP.

Definitions

CP is defined as “the use of physical force with the
intention of causing a child to experience pain but
not injury for the purpose of correction or control
of the child’s behavior” (Straus, 2001, p.2). CP can
involve spanking (i.e., hitting a child with an open
hand on the buttocks), hitting with a hand or other
object, pinching, kicking, jerking of body parts,
pulling hair, or other painful physical acts (Pace,
Lee, Grogan-Kaylor, 2019; Straus et al., 1998). The
American Academy of Pediatrics’ 2018 policy
statement on effective discipline, adds “verbal abuse”
such as shaming, threatening, or belittling children as
a form of CP to be avoided (Sege et al., 2018).
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Harsh CP involves hitting a child with an object,
such as a paddle, belt, hairbrush, whip, stick, or
tree branch (“switch”). It can also involve pushing,
grabbing, or shoving a child (Afifi, et al., 2017a);
forcing a child to kneel on painful items, remain
in painful positions, and exercise until exhaustion.
Putting soap, hot sauce, hot pepper, or other
unpleasant substances in the child’s mouth is also
considered harsh CP and is legal if no visible injury
occurs (Afifi, et al.,, 2019). Other types of harsh CP
can include seclusion and restraint (Duarte, et al.,
2023).

School CP occurs when a teacher or school
administrator strikes a student’s buttocks with a
wooden paddle (Gershoff, 2008). A paddle used for
school CP is usually about 24 inches (61 cm) long,
and thus, meets the definition of a weapon (Gershoft,
2010). Merriam-Webster (2024) defines a weapon

as “something with which one fights or struggles
against another” The legal definition of assault and
battery varies from state to state but in general,

assault is defined as “causing someone to reasonably
fear imminent harm, and battery is intentionally
causing harm to, or offensively touching, another
person without their consent.” (Cornell Law School
Legal Information Institute, 2021). An individual
does not need to suffer visible or quantifiable injuries
for the act to meet the criteria for battery. School

CP, with or without the use of a paddle, constitutes
both assault and battery (Cornell Law School Legal
Information Institute, 2021). Ironically, this assault
and battery in schools takes place even though
teachers and school administrators are mandated
reporters for their state’s child protective services. As
of 2024, CP remains legal in private schools in every
U.S. state except New Jersey, Iowa, Maryland, and
New York and is legal in public schools in 17 states,
with some caveats. See Table 1 for details (Yeban,
2024). Notably, the United States is one of only three
developed countries where school CP is legal. The
others are Singapore and the territory of Queensland,
Australia where CP is permitted in private schools
(End Corporal Punishment, 2024a).

Table 1: Summary of State Laws Regarding Corporal Punishment in Public Schools

(from Yeban, 2024)

States where corporal
punishment in public
schools is legal but
prohibited for children

States where corporal

punishment in public
schools is legal

with disabilities
Alabama Oklahoma
Arkansas Louisiana
Florida Mississippi
Georgia Tennessee
Indiana
Missouri
South Carolina
Texas

States where corporal
punishment in public
schools is legal but not

States where corporal
punishment in public
schools is legal but banned

used at school district level
Arizona Kentucky

Kansas North Carolina
Wyoming
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The Effects of CP

CP is not an effective form of discipline in the home
or school (Hornor, et al., 2020). Although it may
achieve immediate compliance, it does not lead

to long-lasting changes in behavior (Gershoff &
Grogan-Kaylor, 2016). When children experience
CP, they experience physical and/or emotional pain.
Their bodies and brains focus on relieving that pain;
they cannot simultaneously focus on the behavioral
lessons their caregivers are trying to teach (Durrant
& Ensom, 2012; Gershoft & Grogan-Kaylor, 2016).
Children who experience CP are at increased risk of
suffering physical abuse at the hands of a frustrated,
out-of-control caretaker (Hornor et al., 2020; Lee,
Grogan-Kaylor, & Berger, 2014). CP negatively
impacts child cognitive development, with negative
effects increasing with greater CP exposure (Gershoft
& Grogan-Kaylor, 2016; Islam, 2024; Macquire-Jack,
Gromoske, & Berger, 2012). CP is also associated
with the development of externalizing problems
including aggression, delinquency, hyperactivity, and
disruptive behaviors (Anderson & Goodnight, 2023;
Barnes et al., 2013; Mackenzie et al., 2012). CP can
disrupt parent-child relationships, which lessens child
motivation to internalize parental and societal values
(Gershoff & Grogan-Kaylor, 2016). Poorer mental
health outcomes are seen in children who experience
CP, many of which extend into adulthood, including
depression, substance abuse, low self-esteem, suicidal
ideation, and suicide (Afifi et al., 2012; Cramm, Elgar,
& Pickett, 2023; Gershoff & Grogan-Kaylor, 2016).
Poorer adult physical health outcomes have also been
associated with experiencing childhood CP including
cardiovascular disease, arthritis, diabetes, cancer,

and obesity (Afifi et al., 2013). The Kaiser Adverse
Childhood Experiences (ACE) study included
spanking as an ACE and found that it was associated
with negative health outcomes (Afifi et al., 2017b).

Studies have also found that harsh CP is associated
with greater activation in multiple regions of the
medial and lateral prefrontal cortex (areas of the brain
that process threat) (Cuartas et al., 2021), as well as
reduced gray matter in the pre-frontal cortex, which
decreases the brain’s ability to process information
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(Tomada, et al, 2009). The use of harsh CP may also
increase the likelihood of emotional abuse, sexual
abuse, physical abuse, physical neglect, and emotional
neglect (Afifi, et al,, 2017a), increase the risk for drug
and alcohol abuse, and result in decreased memory
abilities (Sheu, et al., 2010).

The use of school CP has been shown to be associated
with an overall decreased learning secondary to
stress and fear experienced by the child (Visser, et

al., 2022). When the fight-or-flight response is
activated, the child cannot focus, resulting in poorer
vocabulary, decreased performance on ACT scores,
increased aggression, violent behaviors, and conduct
disorders (Cuartas, et al., 2021). According to the
U.S. Department of Education Office for Civil Rights
(2023), in the 2017-2018 school year (the most recent
data) over 69,000 children (K-12) were hit a total

of 97,000 times. The overwhelming majority (99%)
of all instances of school CP occur in 10 states——
Mississippi, Texas, Arkansas, Alabama, Oklahoma,
Georgia, Tennessee, Missouri, Florida, and Louisiana
(Sonnenberg, 2022). Seventy-five percent of all
instances of school CP occur in just four states—-
Mississippi, Texas, Arkansas, and Alabama. The CP of
children in schools is thus practiced mainly along the
Deep South (Bible Belt). The prevalence and social
acceptability of school CP have deep cultural, and
religious roots, and these influences overlap.

Data from public schools in southern U.S. states show
that demographic disparities exist, with boys being
four times more likely than girls to receive CP. Black
children were 2.3 times more likely to be hit at school
than white children, and students with a disability
accounted for 13.2% of the student body, but 16.5%
of the students who received CP (U.S. Department

of Education Office for Civil Rights, 2023). These
demographic disparities can be perceived by the
child as being bullied by a teacher, singled out, or
discriminated against. This can result in depression,
anxiety, low self-esteem, and acting out which creates
a feedback loop of internalizing end externalizing
behaviors and increased risk for injury (Afifi, et

al., 2017a; Afifi et al., 2017b; Bender, et al., 2007;
Gershof, Sattler& Holden, 2019).
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It is common for a particular school district to have

a written policy on expected student behaviors,
specifically those that would warrant a verbal
warning, physical discipline, suspension, and
ultimately, expulsion. Some examples of behaviors
that have elicited school CP include fighting with
other children, disturbing the class, poor academic
achievement, not sitting in their assigned seat
(Sonnenberg, 2022), coming late to class, not wearing
the school uniform, failure of parents to pay school
fees, not following school rules, not writing properly,
and not having the right equipment (Sonnenberg,
2022; Visser, van der Put & Assink, 2022). All
students in the entire class can also be subjected to CP
at the same time if they perform academically poorly,
or if one student disrupts the class (Visser, van der
Put & Assink, 2022).

Challenges to the Eradication of CP in
the U.S.

There are numerous challenges to efforts intended

to eradicate the use of CP in children in both the
home and in schools. The prevalence and social
acceptability of the CP of children, both in homes
and in schools, have deep cultural, historical, and
religious roots, and these influences overlap (Font

& Gershoff, 2017). For example, the cultural and
religious roots of CP in the U.S. can be traced back to
European colonialism and the forms of Christianity
these immigrants practiced. For many Christians,
particularly fundamentalist Christians, interpretations
of Biblical verses (e.g., “40 strokes of the rod, and

not exceed” (King James Bible, Deuteronomy 25:3,
2024) mandate the physical discipline of children
(Hoftmann, Ellison & Bartkowski, 2017). Historically,
the practice of physical punishment has strong
cultural roots in Britain (Gates & Marafioti, 2014).
The practice of caning (“birching”) was used there,

as was use of a ruler for school CP (Renteln, 2010).
Cultural influences such as the value of individualism
in American society (e.g., “parents should be the
ones to decide how their child is disciplined, not the
government;” or “I was hit, and I turned out fine”)
also impact the approval of CP as a method of child
discipline. The cultural, historical, and religious

perspectives on why children continue to be hit both
at home and in schools need to be taken into account
when formulating strategies to make CP socially
unacceptable as well as unlawful.

According to The Global Initiative to End All
Corporal Punishment of Children (2024a), 65
countries have laws prohibiting the use of CP in
homes, and more than 27 countries have committed
to reforming their laws to achieve a complete legal
ban. The US U.S. is not one of these countries (End
Corporal Punishment, 2024b). Additionally, Article
19 of the United Nations Convention on the Rights
of the Child gave children the right to be free from
all forms of violence, abuse, and neglect brought
about by their parents or any other adult who cares
for them. The U.S. is the only member country of
the United Nations that has signed, but not ratified
this document (United Nations, Office of the High
Commissioner for Human Rights, 2024).

What Can the APSAC Professional Do?

Parent/Caregiver Education

All children need discipline to make them feel safe
and secure in their environment. Healthy child
development requires the active engagement of adults
who have developmentally appropriate behavioral
expectations and teach children acceptable behaviors
in a developmentally appropriate manner (Sege et
al., 2018). Effective discipline helps enable children
to develop relationships (Candan & Dogan, 2023).
Children who experience effective discipline have

an increased probability that they will do better in
school and eventually the workplace, get along well
with others, be more trustworthy when it counts
most, and make better decisions (Candan & Dogan,
2023). Effective discipline helps develop cognitive,
socio-emotional, and executive skills. It also

teaches children behavior patterns that are age and
developmentally appropriate and that help regulate
behaviors and prevent harm (Juffer & Barkermans-
Kranenburg, 2018).

Effective discipline does not involve CP or harsh
emotional discipline. For parents to consistently
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choose effective discipline over CP, they must first
tully understand the potential negative consequences
of CP use. Basic understanding of developmentally
appropriate behavioral expectations of children is also
essential. All too often children experience CP at the
hands of a caregiver who lacks knowledge of what

is simply developmentally normal child behavior.
Ideally, well-child “check-up” visits can be used to
educate parents about developmentally appropriate
behaviors and primary prevention techniques for
common triggers for the use of CP (e.g., crying,
tantrums, bedwetting, refusal to eat). However, time
constraints often prohibit this.

Create a No-Hit Zone

Another important action that can be taken is to
implement a No-Hit Zone (NHZ). Originated in

2005 by Lolita McDavid, MD, MPA, a NHZ is “An
environment in which no adult shall hit another adult,
no adult shall hit a child, no child shall hit an adult,
and no child shall hit another child”. The purpose of
this policy is to create and reinforce an environment
of comfort and safety for patients, families, and staft
in a public setting. A version of this policy already
exists in all U.S. hospitals that have been accredited
by the Joint Commission on the Accreditation of
Hospitals, with signage posted prominently, but the
policy only applies to adults (Joint Commission,
2024). A NHZ can be implemented in a hospital,
clinic, private school or daycare, or any environment
in which adults wish to keep children safe from being
hit. To implement a NHZ, one can access the National
No Hit Zone website to access the toolkit, materials
and review the FAQs. (https://nohitzone.com/)

Professional Organization
Position Statements

Numerous professional organizations, including
APSACthe American Professional Society on the
Abuse of Children (APSAC), have published position
statements opposing the use of CP on children in any
context. Many professionals belong to more than one
professional organization. A positive action for the
professional would be to determine whether their
professional organization has a position statement
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opposing the use of CP, and if so, carefully read it to
ensure that it unambiguously opposes CP in both the
home and in schools. If there is no position statement
against CP, the professional can write one.

Lobby to Reform State and Federal Laws
Regarding the Use of CP in Homes
and Schools

Given the overwhelming belief in the U.S. that
parents have the right to inflict physical punishment
on their children, legal reform may well be necessary
to achieve full abolishment of CP, both at home

and in schools. A need exists for public messaging
campaigns and educational materials to address
societal attitudes and beliefs about CP which is
fundamentally necessary to result ultimately in a
change in parental behavior related to CP use. In the
U..S.., the Violence Against Women Act (VAWA)
made intimate partner violence, dating violence,
sexual assault, and stalking a federal crime. This
federal law was initially passed in 1994 and was
reauthorized in March of 2022 (Congressional
Research Service, 2022). As a result of this federal
law, violence between intimate partners is no longer
considered a “family matter;) it is a crime. It is also
now socially unacceptable. This approach is similar to
what occurred in Sweden in 1979 when the Swedish
government voted to explicitly prohibit the use of CP
of children in all settings (End Corporal Punishment,
2020). First, the government banned the practice of
CP in all settings, with the hope that this law would
provide the support that child professionals would
have to teach parents and caregivers that CP was

not legally permitted, and to teach them alternatives
to CP. This process was instrumental in decreasing
public support for CP (Durrant & Ensom, 2012).
This exemplifies the need for all professionals who
work with children to engage in public education
about the ineffectiveness of CP and its numerous
harmful effects (Burt, et al., 2021; Durrant & Ensom,
2012; Gershoff, 2013; Gershoff & Grogan-Kaylor,
2016). This may involve speaking at PTA or church
meetings. The overall goal is to teach others about
the ineffectiveness and harmful short- and long-term
consequences of CP, and that hitting children affects
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their brains. One essential component of this plan is
to stop using euphemisms for CP (e.g., “spanking’,
“paddling”, “tapping”, “popping”), which minimizes
its consequences and facilitates the cognitive
dissonance that exists when CP is minimized and not

recognized as domestic violence or assault.

Several efforts are already underway. For example,
the Southern Poverty Law Center and the Texas-
based education research and policy nonprofit
Intercultural Development Research Association are
collaborating with the coalition on a Federal School
Discipline and Climate national working group

to eliminate school CP (Sonnenberg, 2022). The
Mississippi Coalition to End Corporal Punishment
in Schools was founded in 2020 by Ellen Reddy to
pass legislation eliminating school CP throughout
Mississippi and the Southeast U..S.. This group is also
working to help get the Protecting Our Students in
Schools Act of 2021 passed.

The Protecting Our Students in Schools Act was
initially introduced in June 2021 by Senator Chris
Murphy, of Connecticut. This legislation would
require the U.S. Department of Education (2023)
to withhold federal funding from any school that
allows its staft to use CP on its students. Despite
receiving numerous endorsements from professional
organizations, such as the National Education
Association, the National Association of School
Psychologists, and the American Professional Society
on the Abuse of Children, the legislation never
made it to a vote in Congress. On May 23, 2023,
Representatives Lucy McBath (D-GA), Suzanne
Bonamici (D-OR), Gwen Moore (D-WI), and
Frederica Wilson (D-FL) and Senator Chris Murphy
(D-CT) re-introduced H.R. 3596: Protecting our
Students in Schools Act of 2023 (GovTrackUS, 2024).
This bill is in the first stage of the legislative process
and has 47 co-sponsors. Lastly, in March of 2023,
Education Secretary Miguel Cardona sent a letter to
state governors, state chief school officers, and school
district and school leaders where school CP is legal,
asking them to ban the practice (U.S. Department of
Education, 2023). No action has been taken.

Summary

CP is both harmful and ineffective. CP is an adverse
childhood experience. It has numerous negative
lifelong psychosocial and physical effects on a

child. All CP violates a child’s human rights. It is
important to educate parents, caregivers, teachers,
and society that CP is both harmful and ineftective,
and importantly, that it is not sanctioned by the
Bible. APSAC members of all disciplines can work to
ban all forms of CP, in a variety of ways, to end this
practice once and for all.
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The Family Time-Out: A Trans-Diagnostic,
Family-Level Intervention Protocol to
Reduce Harmful Conflict

Samuel |J. Fasulo, PhD; Whitney E. Waugh, PhD

Abstract

For clinicians and families alike, addressing severe family conflict in the context of adolescent mental health
treatment can be a daunting task. Most empirically supported clinical interventions aimed at reducing parent-
child conflict with younger children are not suited to adolescent applications. For example, adolescents’
increased autonomy-seeking and individuation leads naturally to reduced parental behavioral leverage over
adolescents relative to childhood, making traditional control-oriented parenting interventions less practical.

Simultaneously, some parents’ increased anxiety about even normal adolescent risk-taking can further fuel co-
escalating conflict when exacerbated by other adolescent mental health difficulties, creating a vicious cycle of
coercive communication, cognitive inflexibility, and escalating conflict in parents, adolescents and even other
family members. These issues can leave even seasoned clinicians feeling uncertain how to understand and
mitigate family conflict that, when chronically harmful enough, can play a role in exacerbating many of the
problems that are causing the conflict in the first place.

To this end, this report outlines a trans-theoretical, trans-diagnostic protocol, called the Family Time-Out (FTO),
aimed at minimizing chronically harmful patterns of parent-adolescent conflict. It can be used as either a stand-
alone treatment, or as an adjunctive protocol incorporated into existing mental health treatment plans addressing

other adolescent mental health problems.

Keywords: Family conflict, adolescence, coping, stress, family therapy, emotion regulation,

psychotherapy, child mental health

>«

Many of our field’s “gold standard” interventions
for family conflict and child behavior problems,
such as Behavioral Parent Training (Mingebach

et al., 2018) have less research support for older
youths and adolescents. In fact, a recent meta-
analysis found that, according to Southam-Gerow
and Prinstein’s (2014) treatment evaluation criteria,
the number of “well-established” treatments solely
for adolescents with disruptive behavior disorders
who are not involved in the juvenile justice

system is zero (Sheidow et al., 2022). Additionally,
intervention research for well-established treatments
for internalizing disorders in adolescents generally
exclude adolescents with psychiatric comorbidities
(see Baker et al., 2021 and Mendez et al., 2021).
Unfortunately, the presence of high family conflict
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(Cummings et al., 2015; Garcia, Medina, & Sibley,
2019) and parents with poor skills for regulating their
own emotions (Zimmer-Gembeck et al., 2022) both
strongly predict adolescent psychiatric comorbidity.
This makes it difficult to generalize any conflict-
management components from these interventions
to families with recurrent harmful conflict. While
there are promising family-based treatment options
in development for the treatment of parental physical
abuse and related sequelae (e.g., Kolko et al., 2014),
evidence suggests that family conflict is much

more emotionally and behaviorally complex than
traditional treatment protocols imply. For example,
prevalence data from over 40 years ago documented
2.5 million parents having been physically struck by
their children in the prior year (Straus et al., 1980).
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Additionally, there is increasing research evidence
demonstrating chronic, intense family conflict is
transactional, frequently co-reinforced by parents
and adolescents, which can result in negative mental
health outcomes in all family members when strong
negative emotional responses are not regulated and
managed (Fruzzetti & Worrall, 2010; Marceau et al.,
2015; Moed et al., 2015). Despite this, the authors
are not aware of any brief treatment approaches
built explicitly around the sole behavioral target of
reduction of harmful family conflict in all its myriad
forms. The current protocol is meant to serve as a
starting point for addressing this gap.

Influences in FTO Protocol
Development

This protocol integrates concepts from several
different clinical areas of child, adolescent, couples,
and family mental health treatment and research.
Clinical influences include, but are not limited to,
principles from Brief Strategic Family Therapy
(Szapocznik & Hervis, 2020); Problem-Solving
Therapy (Haley, 1987); Cognitive Behavioral
Therapy (Benjamin et al., 2010; Knowles &

Tolin, 2022); Motivational Interviewing (Miller &
Rollnick, 2013); research and academic writings on
emotional flooding, brain development, and the value
of break-taking during relational conflict (Gottman
& Levenson, 1986; Gottman, 1993; Gottman et al.,
2010; Siegel, 1999); and principles and intervention
strategies of Dialectical Behavior Therapy (Fruzzetti,
2006; Linehan, 1993; Miller et al., 2006). Additional
non-clinical influences include specific areas of
adolescent development research, such as the
relationship between parent emotion identification
and coercive parenting styles (e.g., Cuzzocrea et al.,
2015); transactional mechanisms of co-escalation
that reinforce parent-adolescent conflict (e.g.,
LoBraico, 2020; Moed et al., 2015), and the impact
of parenting styles on adolescent mental health
outcomes (e.g., Pinquart, 2017; Pinquart & Gerke,
2019).

Brief Protocol Description

This protocol is built primarily around the behavioral
target of reducing chronic and intense family
conflict through the mechanism of preventing

the most intense, harmful fights from occurring.

To achieve this goal and instead of attempting to
improve communication quality, family members are
encouraged to practice the simple yet very difficult
task of completely disengaging from intensifying
conflict before it reaches a harmful emotional apex.
To do so, the protocol structure supports family
members to call individual “Time-Outs” when they
themselves are approaching their own personal
emotional “boiling points,” or the point at which
one’s fight-or-flight response is triggered during
intense interpersonal conflict. The protocol is an
intentional integration of both family-level and
individual-level commitments. Individual family
members commit to complete disengagement

from conflict to emotionally re-regulate and avoid
the harmful and familiar relational outcomes that
typically result. The family commits to supporting
those individual actions for the good of all family
members. Procedurally, one or two initial interactive
psychoeducational sessions are conducted with
willing and relevant family members, with over-time
follow up, tracking, and troubleshooting facilitation
as needed until harmful conflict episodes have

been minimized and/or family members no longer
feel that targeting harmful conflict is necessary
therapeutically.

The protocol can be used in most family

systems with harmful conflict due to the trans-
diagnostic approach (see the section below on
Situational Factors for Clinical Rule Out of FTO
Implementation). While the protocol can involve
any combination of family members in the treatment
process, it works best with families for whom at least
one parent and one adolescent child are motivated

to reduce the conflict intensity given the typical
nature of how chronic, intense parent-adolescent
conflict usually presents. Through the process of
successful reduction of their most intensely harmful
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fights, family members must also learn a range of
mindfulness and self-regulation skills that serve as a
foundation for improved communication, relational
connection, and problem-solving both in and out of
the family system. For more relationally traumatized
family systems, this process can serve to increase

a sense of familial safety and relational trust and
reduce concrete risk of bi-directional emotional and
physical abuse.

Intervention Principles

The protocol intervention framework is built around
the following principles:

1. Family conflict is not innately harmful but
may become harmful when family members
frequently feel emotionally or physically
unsafe. When family conflict regularly triggers
sympathetic nervous system (SNS, i.e., “fight
or flight response”) activation, that conflict can
sometimes become emotionally and physically
harmful both in the moment and over time.
When not addressed, these conflict patterns
can potentiate a wide range of subsequent
psychological and behavioral challenges in
vulnerable family members.

2. Harmful conflict can lead to more harmful
conflict. Behavioral learning principles can
reinforce SNS activation. Family members often
recognize that there are unwanted outcomes
from their chronically harmful conflict, yet
they struggle to make the necessary behavioral
changes to avoid these outcomes. One reason
for this is that SNS activation is evolutionarily
designed to trump other learning processes—
in the service of present-moment safety
management—that might help family members
better recognize and adjust their behaviors to
avoid these outcomes. In turn, because chronic

SNS activation can inhibit family members’
capacity to learn or recall more adaptive (and
less threatening) ways of managing conflict and
solving problems, a vicious cycle can result

in which the family exhibits ever-decreasing
adaptive problem-solving skills and SNS
activation frequency continues to increase.

3. Most family members want to reduce harmful
family conflict. When families have repeated
negative interactions or harmful conflict they
often present to therapy with a stated or unstated
willingness to change, mitigate, or avoid this
conflict. When this is true, therapists can align
with these families around goals of reducing
the conflict to improve family safety, collective
emotion regulation, communication quality, and
family connectedness.

4. All family members can benefit from learning
how to better manage their own emotions
and relational boundary needs. The capacity
to effectively monitor and regulate oneself
emotionally, and to set clear interpersonal limits
to avoid severe behavioral dysregulation, are
two of the most important skills for healthy
personal, relational and familial functioning.
When explicitly supported to do so by treatment
providers and the family itself, individual family
members - adults, adolescents, and younger
children - can improve and learn a range of the
strategies and coping skills necessary to manage
a wide range of personal and relational problems
and challenges.

Identifying “Harmful” Conflict

There are many ways that families, family dynamics,
and family conflict can present'. As such, each
family’s unique presentation should be considered
when determining the extent to which the FTO

1 Especially in families with adolescents, significant conflict is not only normal but expected and potentially healthy considering developmental

expectations of adolescents including autonomy and independence, and parents’ process of adjusting their parenting behaviors and priorities to these

changes. Neither conflict alone, nor strong emotional expression in family dynamics, should be pathologized or judged as harmful without a full

understanding of context as well as the actual impact on involved family members.

38



The Family Time-Out

protocol is applicable.? Additionally, various types
of conflict can be “harmful.” The FTO protocol

1s meant specifically for families with chronic
patterns of parent-adolescent conflict that is explicit
and frequently escalates to emotionally intense
levels. It usually involves parental and adolescent
attempts to control each other’s behavior, decisions,
manner of communication, or functioning, and may
lead at times to highly disrespectful or derogatory
comments, physical aggression, or property
destruction.

Examples of more specific family interaction
patterns that would suggest that this level of conflict
may exist are:

»  Multiple family members regularly experience
each other’s words and actions as highly
coercive, judgmental, unfair, inaccurate, out
of control and/or confusing during intense
arguments.

* Family members’ behaviors co-escalate other
family members’ levels of distress in a turn-by-
turn manner as if under remote control.

* Family members’ conflict patterns result in
threats of physical harm to people or property,
actual such physical harm, or severe levels
of verbal disrespect, name-calling, emotional
berating, or other relational threats.

» The original topic of many arguments frequently
goes unresolved, is diverted to another topic,
or is not meaningfully resolved, such as a
family member “giving up” and perfunctorily
acquiescing, or the issue being “swept under the
rug” temporarily only to return again and again.

* Family members disclose significantly less
relational trust or closeness as a direct result of
the conflict patterns in question.

Situational Factors for Clinical Rule
Out of FTO Implementation

1. A treatment provider finds that during the
process of protocol implementation the family
conflict appears to be worsening instead of
improving, and the reason cannot be immediately
1dentified, addressed, or resolved. In this case,
use of the protocol should be stopped until a
clinical determination is made that restarting the
protocol in full or in an adapted form is clinically
indicated.

2. A treatment provider determines that a clinical
emergency is occurring. In this case, use or
didactic discussion of protocol components
should not replace calling 911, recommending
psychiatric evaluation at an emergency room,
or implementation of appropriate clinical risk
assessment and safety management procedures
if the clinician believes that an imminent safety
threat exists at a given time to a client and/
or family member. In situations for which
behavioral risk is elevated but the risk is not
yet presenting as a clinical emergency, use of
the protocol (such as facilitating break-taking
to prevent further conflict escalation, or brief
coaching of a client or family member what to
do or how to respond to another family member
during a conflict) may in fact be indicated based
on that providers’ clinical judgment.

3. A treatment provider determines that a call to
report child abuse or maltreatment is mandated.
In this case, use of the protocol does not replace
making such a call.

4. A treatment provider believes the protocol
could be helpful for a given family, but family
members disagree or have a different perspective
on the problem and are not responsive to

2 Clinicians must recognize that their own personal biases, as well as a range of potential cultural differences between the clinician and family

members, may bias the clinician to assume certain familial patterns are either less or more pathological or problematic. As always, maintaining

awareness of one’s own biases and culturally bound frames of reference is crucial to compassionate and competent clinical care.
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intervention attempts to increase motivation.
In this case, until client motivation changes,
protocol implementation should not be forced
upon families or individuals who do not see
family conflict as a problem, or in families that
want to prioritize other treatment goals.

A family in which one or more parents has
recently engaged in abusive behavior (e.g., when
the family has been referred for treatment after a
confirmed allegation of abuse). In this case, there
may be times in which this protocol would not
be indicated without that parent’s commitment.
For example, applying the protocol with a family
for which an abusive parent is unwilling to
participate may imply that the parent’s abusive
behavior does not require changing, should

be excused, and/or that other family members
bear the responsibility for change. As another
example, some parents may not be able to agree
or commit to one or more of the “intervention
principles” as described above. If these or other
examples not listed here are encountered by a
treatment provider, clinical judgment should

be used about whether and how to apply the
protocol.

General Clinical Guidelines Around
Family Member Participation and
Commitment

1.
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Optimize Functional Commitment. Seek
commitment from the most relevant family
members, and balance this with a practical
approach to family member inclusion.
Technically, family conflict can improve
somewhat even with just one person actively
working to avoid harmful conflict through their
own emotion regulation and assertive limit-
setting. However, in most cases, a minimum

of two family members who are usually
involved in chronically harmful conflict (often
a parent and an adolescent) need to be actively
committed to the FTO process and working with
the implementing clinician for progress to be
substantial and lasting. Other family members

who want to participate should be included to the
extent that they are developmentally capable.

2. Maintain a Solution-Focused Mindset. Be “on
the lookout™ for resolvable barriers to harmful
conflict avoidance, as well as for creative
solutions and opportunities to facilitate solution-
generation between family members.

3. Highlight Goal Synergy. Elicit from family
members a shared goal of reducing harmful
fights, and what would be different concretely in
their home if this goal was achieved. Highlight
other shared goals (e.g., reduced anxiety and
hopelessness, reduced behavioral aggression,
more “positive” family experiences) that may
result secondarily from meaningful reduction of
intense conflict.

4. Assertion, Not Coercion. Avoid modeling
coercive communication with family members.
Assert the reality that all family members
ultimately have (and should have) personal
space, physical, and psychological autonomy.
Reframe how respecting versus resenting others’
autonomy can increase personal self-control
that family members want in each other and
themselves.

5. Validate Difficulty. Acknowledge as liberally
as necessary that disengaging from relational
conflict is difficult when stress and anger is
high. Find opportunities to praise even small
positive changes (such as less severe property
destruction) to reinforce change motivation
in front of other family members, as well as
to model positive parenting principles when
relevant.

Securing family commitment to
treating family conflict

Families can experience significant ambivalence
about addressing chronically harmful family conflict,
due to an intuitive knowledge that the conflict
patterns are problematic, juxtaposed with a perceived
intractability of the conflict. This perception can be
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due to many factors, such as past failed attempts

to reduce the conflict intensity on their own, prior
experiences with mental health treatment being
ineffective at helping them address the conflict or
related challenges, or a belief (accurate or otherwise)
that the treatment community doesn’t understand the
difficulty of the family’s situation. Because of this,
clinicians should engage the family in a collaborative
discussion on their goals for treatment as well as
expectations of the clinician and the treatment
process. For some families this will involve a
discussion of how previous treatments went wrong,
and a validation of any negative impact this has had
on their trust of the mental health treatment system.
As part of any effective client-centered treatment
approach, any concrete concerns or needs expressed
by the family to help ameliorate their anxiety and
rebuild institutional trust may need to be addressed
as deemed clinically appropriate before FTO
implementation is initiated.

For many high-conflict families, the teen has a
long history of being the “identified patient,” while
parent(s) or other family members may not always
see their actions as relevant to the teen’s problems
and/or the family conflict patterns. However, those
parents still are highly invested in the conflict
being reduced. In these situations, sufficient buy-in
can sometimes be secured by reviewing how the
past efforts to “just fix” the teen have gone. The
answer will usually be “not very well,” and more
openness to an initial FTO session usually follows.
For other families it might be useful to explain

that while families do not have control of other
family members, through their relationships they
do influence each other. In these cases, shifts, even
small ones, in one family member can be explained
to provide opportunities for new behavioral and
emotional patterns to emerge in family systems. It
can also be helpful to remind parents that all we can
control is ourselves anyway, so starting with shifting
our behavior can help kick start others into doing
the same.

Of course, there are instances where parental buy-
in cannot be attained. In these instances, treatment
was likely already targeting goals other than the
family conflict, and that treatment plan should
continue as usual without the FTO protocol until
a) the conflict does reduce through other means
(e.g., other treatment effects, changes in the family
environment, improved maturity in the teen or other
family members), or b) family member(s) become
more motivated to re-evaluate family conflict as a
treatment goal.

Securing teen commitment to treating
family conflict

The FTO protocol can be implemented with parents
only, but adolescent engagement in the process is
much preferred. For ambivalent teens, in parallel to
what is done with parents, the therapist should tie the
FTO work to the teen’s stated goals, to increase buy-
in. Even in situations in which the teen feels coerced
to attend, most teens are motivated to do their part if
the goal is to reduce the intensity of harmful conflict.
The protocol is built on the philosophy that intense
and chronic family conflict reduces rather than
improves adolescent functioning, and it can be music
to a teen’s ears to have found a therapist that believes
and sees these impacts on the teen. Teens often

find the protocol empowering and see the benefit
from one session or even from a summary of the
purpose of the session. They also often appreciate
the validation that they are not the only “problem”

in their families, and that other members of the
family system carry responsibility to shift family
dynamics and reduce harmful conflict. When teens
are completely unwilling to engage in FTO sessions,
the protocol can be initiated just with parent(s) and
the clinician should communicate this message to
the teen, along with a standing invitation for the teen
to attend a future FTO session if they change their
mind.
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Therapeutic Tone and “Spirit”

At the broadest level, the relational “tone” during
FTO implementation should be collaborative and
confident but at times lighthearted, as if the clinician
1s someone who has heard all this before, and sees
the family’s doubts, challenges, and implementation
barriers as expected. Questions should be fielded
directly and honestly, with a combination of
compassion AND minimal implied messaging that
the family or family members are too “fragile” to
handle direct feedback. For example, expressions
of family member initial doubt, such as “You don’t
know how bad things can get in our home” can be
addressed by the clinician through statements like,
“When it’s really bad, it makes it more important

to make changes, and also harder to believe it’s
possible” or by asking the family to tell the clinician
more about how bad the situation is so they can be
sure to fully understand and address the concerns.
Such statements are highly preferable to comments
such as “Well then, I better see you guys working
hard at this” or “We’ll get [family member] in line
right away,” which imply that the clinician has
ultimate control over someone else (which is both
coercive, and simply not true).

Clinical Intentions

There is a wealth of research evidence demonstrating
the critical role that the therapeutic alliance plays
in the potentiation of therapeutic progress both in
individual adult psychotherapy (Fliickiger et al.,
2018), child and adolescent psychotherapy (Roest
et al., 2023), parent outcomes for parent-involved
psychotherapeutic treatment for youth (Roest et

al., 2023), and family therapy (Friedlander et al.,
2018). Thus, how the clinician presents themselves
interpersonally, as well as how they frame the FTO
session, will dramatically influence the protocol’s
success. To this end, the following three more
concrete “clinical intentions” are suggested:

1. Normalize family members’ experiences.
Normalization occurs when a clinician facilitates
discussion about harmful conflict details, takes
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all family members’ views seriously, and does
not balk or appear overly concerned when the
descriptions are intense or complicated. To do
this the clinician must express interest in the
family members’ experience and goals. Most
family members will not have discussed this with
others in detail, so normalization of behaviors
such as these is important for family members
to feel more “helpable.” Additionally, engaging
in a non-coercive, open, and somewhat casual
relational manner stylistically is also inherently
humanizing and reduces perceived social power
differences. This is intentionally similar to a
“Level 6” (i.e., “Radically Genuine™) validation
as described by Linehan (1997).

. Communicate non-Coercively. While concrete

behavioral strategies are a part of the FTO
protocol at times, these explicit messages must
be delivered in a non-coercive tone and manner.
Coercive communication is one of the hallmarks
of chronic, intense, and harmful family conflict,
and to extinguish it, the clinician cannot be
complicit with this pattern. Instead, the clinician
must model how to be effective and influential
interpersonally without coercion. To help with
this, various examples will be included in the
protocol details. For examples of broader
communication frameworks that utilize non-
coercive communication, see Miller & Rollnick
(2013) or Rosenberg (2015).

. Manage expectations proactively. A crucial

message for clinicians to send families is
somewhat paradoxical in that the clinician is
confident that change is possible, AND that
families will likely struggle in their newly
structured attempts to prevent harmful fights
and reduce overall conflict intensity. The
authors often tell families that learning to
prevent harmful fights might be one of the
“simplest and hardest things you will ever do
as a family.” Most families will enter the FTO
treatment protocol expecting that they will not
be capable of the change that will be encouraged,
and clinicians must resist the urge to reassure
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families that it will be easy. This is because most
families WILL struggle for some time (e.g.,
weeks or months) before lasting improvement is
achieved. If a clinician explicitly communicates
an expectation of the changes being easy, they
accidentally imply that the family should be able
to easily change behavior, thereby creating an
unrealistic clinical expectation, and setting the
family up for a quick and dramatic reduction

in effort and hope when it proves initially to

be difficult. Additionally, the clinician should
clarify that the FTO protocol is not a panacea
for all family and adolescent problems. It should
be framed as an initial step to reduce harmful
conflict and increase family cohesion, but the
clinician should emphasize that other therapeutic
work can and should be pursued alongside
ongoing work towards more permanent harmful
conflict reduction.

The following phrases are examples of ways to
manage expectations appropriately during the
FTO session. When combined over the course
of the FTO session, these messages allow

for a range of learning curves; aim to reduce
disappointment and self-judgment; and reduce
the power of the inevitable doubt that will result
when family members (themselves and/or others
in the family) struggle. The reader will note that
some of these messages have paradoxical and/or
strategic intent:

» “Learning how to avoid harmful fights may be
the simplest AND hardest thing your family will
ever do.”

*  “Given how much everyone in your family
wants to avoid harmful fights, if it was easy, your
family would have fixed this problem already.”

*  “When you come back for the next session, if
you haven’t made any meaningful progress yet,
you’ll be right on track with the typical family’s
progress at this stage.”

No specific timeline should be given on “how
long” improvement will take. However, a general

range is acceptable. A reasonable statement
would be to say, “We’ll be working to see
improvement every session, but that might not
happen. If we haven’t seen any progress after
several sessions, we will work together to learn
more about what’s getting in the way.” This
maintains a collaborative and functional, rather
than pathological, frame that works much better
to maintain motivation and effort.

4. Align the protocol with the family’s goals. It
is critical that family members feel their views,
experiences, and potential solutions are heard
and valued when utilizing the protocol. Some
family member’s goals might be directly related
to FTO protocol goals (e.g., “I want to fight
less”). Others might require clinician clarity to
make the connection to the protocol (e.g., “I
want my mom to be less of a nag” or “I want to
be able to see my friends again”). In the former,
the clinician might connect the FTO to the parent
re-regulating before repeating commands and
the teen and parent being better communicators
during fights. In the latter, the clinician might
discuss trust and how harmful fights contribute
to reductions in trust. Also, the clinician might
discuss how the FTO can help families regulate
their emotions and communicate better which
often increases family trust and can turn to teen
autonomy. If stated goals cannot be tied to the
FTO, the clinician should postpone implementing
the FTO protocol until use of the FTO protocol
better aligns with the family’s goals.

Outcome Evaluation

Evaluation of progress or success of the protocol
should ultimately be at the discretion of the
clinician. Numerous objective and well-validated
measures of family conflict exist and can be very
helpful for highlighting both change as well as the
lack of change as treatment progresses—especially
for families that may struggle with identifying or
describing improvement accurately or consistently
across family members. However, objective
measures with multiple questions averaged together
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do not always capture the family’s experience.
Below are a few additional concrete outcomes to
capture and conceptualize progress around family
conflict:

* Increased mindful awareness by family
member(s) of their own Subjective Units of
Distress (SUDS) levels during family conflict

* Decreased frequency with which family
members report having hit their “Emotional
Boiling Point (described in Waugh & Fasulo,
2024) between sessions

* Decreased reported “top-end” SUDS levels
during family disagreements and conflict

* Increasing ease with which family members
tolerate time-out requests by other family
members

* Reduced (in intensity, duration or frequency)
or eliminated disrespectful, derogatory, or
threatening verbal comments during conflict

* Reduced (in intensity, duration or frequency)
or eliminated physical aggression or property
destruction

* Reduced coercive communication between
family members

* Increased emotional authenticity or vulnerability
between family members

* Any other self-reports by family members
indicating their experience of the conflict being
less intense, unproductive, or harmful

* Increased self-efficacy in engaging in treatment,
communication, or relevant other functional
domains.
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Clinician Competencies for Optimal
FTO Implementation

» Training and experience with effectively
engaging and treating adolescents and working
with family systems

* Training and experience with providing parent
training interventions to parents of adolescents

» Training and experience with conducting
functional analyses of behavior to identify causes
of, and solutions for, maladaptive reinforced
behavior patterns

* Training and experience with assessing and
managing family conflict both inside and outside
of the therapy office

» Training and experience with therapeutic
engagement of youths and adults with relational
trauma histories

This initial article provides an outline of the purpose,
theoretical underpinning and tone of the family

time out protocol. The companion article in this
issue (Waugh & Fasulo, 2024) describes the goals,
objectives and structure of an FTO intervention.
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Goals, Objectives, and Implementation Structure
of a Family Time-Out Intervention

Samuel J. Fasulo, PhD; Whitney E. Waugh, PhD

Abstract

The Family Time-Out (FTO) is a trans-theoretical and trans-diagnostic therapeutic protocol designed to treat
intense and chronic conflict in families for whom parent-adolescent conflict plays a salient role. This article
outlines the goals, objectives, and stepwise implementation process of the FTO protocol, including the initial
FTO family session, follow-up session structure, and troubleshooting of common clinical issues that arise
during implementation. A companion article in this issue (Fasulo & Waugh, 2024) presents the FTO protocol’s
broader clinical justification, conceptual and developmental foundation, recommended intervention style and
clinical assumptions, and strategies for optimizing and managing family commitment to change.

Keywords: family conflict, adolescence, coping, stress, family therapy, emotion regulation,

psychotherapy, child mental health

The Family Time-Out (FTO) is a trans-theoretical
and trans-diagnostic therapeutic protocol designed
to treat intense and chronic conflict in families for
whom parent-adolescent conflict plays a salient
role. The authors recommend first reading a
companion article in this issue (Fasulo & Waugh,
2024) which presents the FTO protocol’s broader
clinical justification, conceptual and developmental
foundation, recommended intervention style and
clinical assumptions, and strategies for optimizing
and managing family commitment to reducing
intense family conflict as a treatment goal. This
article is meant to follow the companion article.

It outlines the goals, objectives, and stepwise
implementation process of the FTO protocol,
including the initial FTO family session, follow-up
session structure, and troubleshooting of common
clinical issues that arise during implementation.

Initial FTO Session Materials

For the initial FTO Session, it is strongly
recommended that the clinician be prepared with a
whiteboard (real or virtual) so that the most critical
psychoeducational points (detailed in objectives
below) can be graphically represented to all family
members at once. Handouts are acceptable, but not
ideal, because the authors have found that
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real-time drawing of the graphs lends credibility

to the clinician, creates an important experiential
connection between family members, and allows for
multi-sensory engagement with the information for
enhanced learning across a wider range of learning
styles.

Clinical Objectives

Below is a list of specific therapeutic objectives

for the initial FTO session, which are best pursued
within the broader context of FTO intervention
principles and clinical intentions (see Fasulo &
Waugh, 2024). The order of operations below is not
inflexible but seems to facilitate a more naturalistic
and intuitive learning process.
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Objective 1: Orient Family to Goal of
Harmful Fight Prevention

First, the clinician can briefly orient the family to

the purpose of the family time out, which should

be simple and direct. The therapist should align

the goals of the FTO to the family’s stated goals or
individual family member’s goals that the family is
open to supporting—e.g., “We are here because there
can be intense conflict in your family, which a couple
of you have reported. Julia has said it makes her feel
really afraid sometimes. The goal of this process is
to help your family avoid the most intense fights that
Julia has said make her the most scared.”

Additionally, the clinician can orient the family

to initial session length. Family time out sessions
typically take between 45 and 60 minutes for a
therapist comfortable with both the content and
managing family dynamics therapeutically. It may
take longer for a clinician new to the FTO structure
and content. While it is ideal to complete the initial
FTO framework in a single session, an additional
session can and should be used, if needed, and the

family can be informed ahead of time that this may
happen and is normal.!

Objective 2: Psychoeducation About the
Concept of an “Emotional Boiling Point”

Psychoeducational points to make regarding the
concept of an “Emotional Boiling Point are as
follows:

1. Mindful awareness of one’s own level of
emotional distress is necessary for avoiding
harmful fights, and objective scales such as
Subjective Units of Distress (“SUDS” levels;
Wolpe, 1969; 1990) typically make developing
this awareness easier.

2. Family member behavior patterns become less
volitional as their SUDS levels increase.

3. Family interactions when at least one family
members has reached their “Emotional Boiling
Point” are virtually never productive, and may
be emotionally, relationally, and/or physically
harmful.

1 As the clinician becomes aware that a second session may be needed, we advise the clinician to get through Objectives 1-4, and then stop. This is

because Objectives 1-4 are oriented towards psychoeducation, while Objectives 5-6 are meant to optimize FTO troubleshooting, plan commitment

and motivation—all issues that will continue to require work in future sessions. Between sessions, the clinician may invite family members to

be mindful of family conflict patterns between sessions that look like the descriptions presented to them from Objectives 1-4, without attempting

to make any changes. The therapist can plan with the family to incorporate this data in the second family session to help with the specific barrier

troubleshooting and review of psychoeducation and FTO in-home planning that was already going to occur in that second session. This approach can

also be used for families that show reticence or lack of commitment to the idea of FTO implementation partway through the initial FTO session.
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Drawing the following visual graph to represent
these three points while also describing it verbally
can dramatically increase both information
processing and shared understanding in family
members. The steps are as follows:

1.

Draw an x- and y-axis. Put a 0 to 100 scale

on the y-axis and label it something such as
“Stress Level” or “SUDS.” Orient the family
to the range by saying something such as “Zero
is absolutely no stress in your body and mind;
100 is the absolute most you can ever imagine
having.” Put “Time” on the x-axis and draw a
left to right arrow to signify it (see Figure 1).

Describe the typical pattern of emotional
escalation and de-escalation. This is done
visually by drawing a line on the graph that
trends upwards after triggers, representing an
example of SUDS escalation, and downward
indicating hypothetically effective coping. This
line will eventually “shoot up” at a higher slope
to the “Emotional Boiling Point” line, a concept
that will be described next (see Figure 1).

3.

ii.

Figure 1: Stress Levels and Emotional Boiling Point

100

Describe and discuss with family members the
concept of an “Emotional Boiling Point” as
detailed below.

“Emotional Boiling Point” is the point at which
negative emotions (most often anger, though
other emotions can be present) at least partially
take over our behavioral and cognitive control.
At this emotional level, one often says and does
things they do not intend. It is here that families
experience harmful fights.

Ask family members what SUDS number they
believe their emotional boiling point typically
is. The clinician should draw a line on the graph
from left to right in parallel to the x-axis at
each family members’ SUDS level (65 in this
example), and label it as the emotional boiling
point (see Figure 1). Clinicians can model this
with their own boiling point as needed.

Throwing objects

Threats of physical violence
Screaming

Name calling

Cursing

2

65 I

Emotional Boiling Point

Stress Level
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Trigger
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1il.

The question can then be asked, “What happens
when you hit your emotional boiling point during
a family conflict?” This allows the clinician to
learn more about this specific family’s emotional
and physical environment when in conflict and
can be an opportunity to establish goals with the
patients about alternative responses.

» Answers will vary but will be almost
universally negative. Positive answers are
rare, and likely will be one of the following:
1) Our family is nicer to each other for a
while afterwards—people hug and apologize,
etc.; 2) Someone gets out of having to do
something; or 3) Someone feels relief after
“coming down” from the boiling point. In
these cases, the clinician can suggest that
these “benefits” are not consequences from
hitting one’s emotional boiling point OR the
resulting harmful fight, but primarily driven
by the relief that the fight is over, and they
have returned below their emotional boiling
point. This is a crucial clinical point, because
it allows the clinician to invite the family to
recognize that working to maintain our own
emotional regulation—and supporting others
to do the same—would avoid the harmful
fight altogether and make the need for relief-
seeking behavior moot. Additionally, the
clinician should emphasize the practical
value of the family being more likely to
resolve conflict when family members
manage their emotionality in the first place.

iv. Once the family has determined that, in fact,

there is virtually nothing helpful to the family
from Emotional Boiling Points being hit, it is
helpful to highlight this in a manner that both
emphasizes it as a general truth, while also
acknowledging that it is still difficult to avoid.
For example, the authors like to draw “skull and
crossbones” or similar image above the boiling
point to highlight the “avoid at all costs” level of
urgency? (see Figure 1).

The clinician should emphasize that, heading
into most arguments, most family members’
SUDS levels are already elevated. This is

either from other daily hassles, and/or through
“cues” triggered by anything that has become
behaviorally associated with the harmful family
conflict—such as seeing the person with whom
conflict regularly occurs entering a room in
which conflict happens, or hearing a word stated
in a way that reminds them of past conflict. As an
in vivo teaching tool, the clinician can ask family
members for their current SUDS level—both for
practice at mindful identification of this number,
and to gather a reasonable experiential example
of the point from which SUDS levels may

start for that family member during escalating
conflict. If the person reports a highly elevated
SUDS level the clinician might pause the session
and provide in vivo coaching to reduce that level
before proceeding.

2 At this point, some parents will point out something their child does that DOES warrant ignoring their boiling point and trying to prevent or ensure
at all costs. For example, a parent might say, “Well, what if he just won’t do his homework? I’m just supposed to let him fail?” Typically, when a
clinician counters this type of question with something such as “Is what you’re doing now ensuring that his homework is regularly completed?” the
parent acknowledges that, in fact, the homework is most certainly NOT being regularly completed, and this is what leads to the conflict pattern in the
first place. At this point, the clinician can gently encourage the parent to continue prioritizing boiling point avoidance given that the parent’s current
behavioral attempts are not solving (and may prove to be exacerbating) the very problem they are trying to solve. Finally, in the rarer case that the
harmful conflict may in fact be resulting in improved homework completion, the clinician can emphasize that eliminating harmful fights is more
important than homework completion, both because reducing them may lead to more intrinsic homework motivation, and because eventually a teen
needs to learn how to complete homework without a harmful fight as a prerequisite.
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« After a brief discussion about possible “starting values,” the clinician can erase/adjust the line graph’s
SUDS starting point from zero to the chosen SUDS “starting point” (note the authors used 20 in this

example; see Figure 2)

Figure 2: Emotional Range Restriction
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Objective 3: Psychoeducation About the
Concept of Emotional Range Restriction

Psychoeducational points to make regarding the
concept of “Emotional Range Restriction” are
below. The clinician is invited to refer liberally to
Figure 2 throughout this objective to connect verbal
and visual content. The clinician is also invited to
“build” each point in a manner that leads naturally
to an understanding about why Emotional Range
Restriction makes the escalating process of family
conflict feel inevitable and uncomfortable:

1. Extremes Are Rare: Despite the entire SUDS
range being from 0-100, rarely do family
members experience the entire range, even
when dysregulation is severe (i.e., people rarely
actually “go from 0-100 instantly™).
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. “Floor” Constraint: If a family member enters a

disagreement at a SUDS level of 20 (our starting
point for Figure 2), they have 20 SUDS units
fewer to go before they hit their boiling point
than if they started at a 0.

. “Ceiling” Constraint: Most individuals,

including adolescents, intuitively understand

that they have a much lower emotional boiling
point than their SUDS range maximum of 100
(the example boiling point is 65 in Figure 2). The
consequence of this is that, as their SUDS levels
rise, they have fewer SUDS units “left to go”
than others may assume before they reach their
emotional boiling point. For example, the person
in our example has 45 units (rather than 100 units
or 65 units) to realize that they need to cope (and
then actually figure out a way to do so) before
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the boiling point is hit, and this range continues
to decrease as conflict (and their corresponding
SUDS level) escalates. Additionally, to the
extent that a given family member feels “forced”
to remain in the argument, their options become
more and more limited.

4. Emotional Range Restriction: This ever-
narrowing window of emotionally “safe” levels
of distress as described in points 1-3 above
lead to what the authors refer to as Emotional
Range Restriction®. The clinician should point
out on the graph in a visual manner that an
individual in this situation is being increasingly
“squeezed” between the “rising floor” of their
increasing SUDS level, and the “ceiling” of
their own personal emotional boiling point. A
brief query by the clinician about the extent to
which family members resonate with this term or
experience usually results in affirming responses
and can lead to a brief discussion about what
this experience feels like for individual family
members. Some may describe their experience
of trying to emotionally remain in that narrowing
window as “white knuckling” through the
situation. Other examples from family members
may be statements like “I wake up at a 40/100
already!” or ‘It’s like I’'m hanging on for dear life
to not lose it.” Parents also sometimes say things
like, “I never believed my son when he’d tell me
he’s about to lose it if I don’t stop, but now I get
it.” The point of this discussion is to facilitate a
shared discovery that most other family members
are also struggling at times to avoid their boiling
points, which can help increase shared family
collaboration toward the goal of harmful conflict
elimination.

Objective 4: Psychoeducation on the Timing
of Personal Time Outs

Psychoeducational points to make regarding the
concept of “Timing of Personal Time Outs” are as
follows:

1. It is more effective to call a personal “Time
Out” before your stress level hits your emotional
boiling point.

2. Mindful awareness of your current stress level is
a prerequisite to doing this successfully.

3. Family members must understand that at first,
this may seem strange or unnecessary.

The clinician’s broader message underlying the

three points above should be that a family member’s
ability to control their behavior and regulate their
emotions is much less once their boiling point is
reached. Because of this, the clinician is invited

to highlight that the objective is to call our own
personal “time out” lower than the boiling point to
allow for a successful avoidance of it (i.e., we need

a stress-level “buffer zone” before the boiling point).
To highlight this, the clinician is invited to draw

a line parallel to the x-axis and approximately 10
SUDS points lower than the emotional boiling point
line on the y-axis, which can be called something
like the “Detour Line” (the detour line is drawn at 55
in our example; see Figure 3). The clinician can also
comment about how needing a detour line further
constrains one’s emotional range as discussed earlier.

It can also be helpful to remind family members that
it may feel strange to ask for a time-out before the
boiling point is reached. It can be both difficult and
unfamiliar to disengage when one has a strong urge

3 See Siegel (1999) for the concept of a “Window of Tolerance,” from which the concept of Emotional Range Restriction was extrapolated.
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to correct or fix a perceived problem, and other family members may feel like the other person is just trying

to “get out of” the situation. A helpful clinical response here (especially if the frustrated person is a parent)

can be to validate the frustration being experienced while also reiterating that the person is prioritizing the
agreed-upon goal of preventing a harmful fight. The clinician can also highlight that one suggested family-
wide “commitment” is that the issue be revisited once family members are calm enough to reconvene and try to
discuss the issue again (See Objective 5 below).

Figure 3: Detour Line. Time Out and Boiling Point Avoidance
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Objective 5: FTO Plan Commitment * Family members commit to respecting the

request, even if they don’t need it* (Parents
can coach younger kids to ask for the break,
but parents are advised to coach younger kids
towards the goal of self-management).

Now a family plan for reducing harmful fights
can be generated. The plan is made up of a list of
“commitments.” The family should be consulted
to ensure their specific goals and unique needs
are addressed. A list of “core” commitments is * Family members commit to using the break to
recommended as follows: engage in proactive self-soothing and/or re-
regulation activities. Specific activities can be
individualized and listed for each family member
to the extent that this feels practical and helpful
to them.

* Family members take responsibility for learning
about their own emotional boiling point and
doing their best to “call their own time out”
before hitting it (a phrase or signal to request a
time out may be useful).

4 Family complaints when this commitment is not heeded often involve behavioral descriptions such as “my mom followed me down the hallway
and wouldn’t let me take a break,” or “my son kept banging on the door of my bedroom for 20 minutes and I almost lost it.” See “Issues” section
near end of protocol for suggested troubleshooting solutions.
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» Breaks are recommended to be at least 30 minutes
to allow sufficient time for family members’
SUDS levels to reduce enough to re-engage in the
discussion. Individual and situational variability
is expected, however, and should be respected.

+ Family members agree to reconvene when calm
enough to discuss (i.e., do not use breaks to push
an important issue “under the rug”).

* Family members recognize that multiple breaks
may be needed to address an important issue, and
that avoiding harmful fights will continue to take
priority over anything other than acute physical
danger or life-threatening behavior. Family
members agree to call 911 and/or seek other
emergency help if conflict escalates to
life threatening behavior, for the purposes
of maintaining physical safety for all
family members.

Objective 6: Model Investment in the Goal by
Establishing a Clear Follow-up Plan for FTO
Family Sessions, and Reiterating Strategic
Messaging to Manage Family Expectations

The final objective is important but can be brief.
Although the initial FTO session usually feels
empowering, intuitive, and positive to family
members, it is also informationally dense. The end, or
“wrap-up” portion of the session, should include the
following:

* A clear commitment to a follow-up FTO session
involving all original family members, the
scheduling of which the clinician should be
responsible for ensuring (except in cases where
the teen or parent committed to only one session).
The clinician should remind the family that there
will be opportunities to solve problems, review
materials, or integrate further family specific
goals in follow up appointments.

* Specific, labeled praise for the entire family
and/or specific family members for any salient
commitment, distress-tolerance, healthy
communication, and/or other skills demonstrated
during the process of the session.

* Areminder and normalization of how difficult
the reduction of harmful fights is expected to
be, including that if the family feels like they’ve
made little to no behavioral progress by the next
session, this is normal and expected.

+ Finally, a printout or other written summary of
the list of FTO commitments can be helpful and
provided to the family as appropriate.

Follow-up Sessions: FTO
Troubleshooting

Follow-up assessment and continued troubleshooting
is crucial to FTO implementation success, as the
intervention is an active therapeutic process, with the
initial session(s) being the start of the protocol and
not the end. The goal of preventing harmful fights
can be the sole focus of a given follow up session,

or just one agenda item within a session addressing
multiple goals. To optimize troubleshooting success,
the authors strongly recommend using a behavioral
assessment framework such as behavioral chain
analysis (Linehan, 1993; Rizvi, 2019) or functional
behavioral assessment (O’Neill et al., 2014), or other
interventions to guide the process of discovering
when, where, and how the protocol implementation
broke down and potential solutions. This process
should gather as much detail on the setting, thoughts,
behaviors and emotional responses of all involved.
Details are critical to determining where support

and further interventions are needed. And that

detail, combined with praise-based reinforcement of
identified changes as well as alliance and motivation-
maintenance interventions with family members, will
take up the majority of FTO follow-up sessions.

For at least the first few follow-up sessions in
which family conflict is on the agenda, much of
the session should focus on gathering behavioral
assessment data of any intense family conflict to
gather more information on precipitating events

or situations, salient behaviors during the conflict
escalation-de-escalation process, and possible
reinforcers of behaviors. This process should also
look for minor improvements as well as barriers to
further improvement. Praise should be provided as
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appropriate for any changes, even reported changes
in mindful awareness that did not translate into
behavioral change. During these sessions the data-
gathering process with family members should

be collaborative, and the tone unconditionally
accepting. The clinician should ensure to track any
of the family’s individualized conflict-reduction
goals whenever possible.

As part of the behavioral assessment process, the
clinician should be working to elicit other family-
specific barriers that are playing a unique role in
inhibiting progress. For example, implementing
self-soothing and re-regulation skills can be difficult
when families live in smaller spaces with more
limited opportunities for physical separation. These
situations, like any other clinical issue, should be
taken seriously and problem-solved creatively. The
clinician is encouraged not to search for a “perfect”
solution, but simply for the best “initial attempt”

at resolving any barriers, with future refinement

as needed during follow-up sessions. This is
consistent with the broader message that the FTO
protocol implementation is a process that unfolds
over time and expects that, as with all other clinical
work, barriers will arise that will require active
collaborative resolution.

As some improvement is seen, harmful family
conflict should move from one of the primary issues
to address, to a check-in item, to eventually being
removed from the session agenda (i.e., a non-

issue, or as-needed agenda item). The goal should
be to move the family and/or individual family
members towards other mental health treatment
goals as the reduced harmful conflict patterns make
this more feasible. Still, the clinician should be
prepared to revisit both psychoeducation and barrier
troubleshooting periodically as appropriate.

Finally, there are several “standard issues”
challenges and barriers that arise during follow-up
FTO sessions. They are listed below, with suggested
responses and/or resolution options.

56

Issue 1: Families Engage or Re-Engage in a
Harmful Fight in Session

This is an opportunity to get help breaking the
harmful conflict cycle. Ask family members to

rate their current SUDS level to encourage mindful
awareness. Assuming one or more family members
are approaching their boiling point, the clinician
should consider interventions that serve behavioral
inhibition, cognitive reframing, and/or self-soothing,
including: inviting all family members to stop
speaking for a short period of time (the “stop making
it worse” option); inviting the family to engage in

a group level mindfulness or relaxation exercise
(coping options); or as appropriate from alliance-
management and safety standpoints, invite aroused
family members to go for a walk and return to
session within a given timeframe (5-10 minutes;
another coping option). It should be noted that any
in vivo interventions should be as brief as possible,
with a return to future FTO problem-solving. Should
imminent harm be present, the clinician should
follow the safety protocols of their clinics which
might include calling a code or 911.

Issue 2: Family Members Complain that
No Behavioral Improvement Occurred and
Confflict is Unchanged.

Solution 1: Remind the family that this was
predicted during the initial FTO session, and
therefore, the family is on track for change. The
clinician will gather more details about family
members’ experiences and behaviors, and work to
troubleshoot. Some families might not have tried the
protocol, others might have tried but gotten pulled
into the argument, and some might not have seen

or valued the small shifts that occur. In any case,
remind the family about how the protocol aligns with
their specific stated goals, and highlight any changes
that have occurred.
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Solution 2: If the family forgot to try the protocol

or notice their SUDS level work to secure
commitment from family member(s) to track their
SUDS levels randomly throughout the day (i.e.,
unrelated to conflict escalation). This increases
mindful awareness of SUDS levels during calmer
moments, which is easier and a prerequisite to SUDS
awareness during escalated conflict.

Solution 3: If some intention and/or improved
mindful awareness about the goal of behavior
change was experienced during or after the conflict,
provide broader psychoeducation to family members
that new behavior cannot happen without new
intentions. Reassure them that many people “think”
about taking a time-out or engaging in another
healthier behavior many times before acting, because
they first need to become more comfortable with the
idea. Explore what the smallest next step might be
for that person. Additionally, share that sometimes
insight doesn’t come until after the conflict (as an
“oops! I should have....”) and that moving this
insight closer and closer to the start of the conflict
and then to a point before the fight even occurs is a
long-term goal of the FTO.

Issue 3: Parent(s) Complain that Avoiding
Harmful Fights is Keeping Them from
Imposing Appropriate Parenting Limits or
Behavioral Consequences.

Solution 1: Clarify that avoiding harmful fights
means avoiding escalating conflict coercively to
“emotional boiling point” levels in real time. It
does not mean avoiding appropriate parenting
behaviors to avoid emotionally escalated responses
in the teen. Parenting that protects children from
experiencing negative emotions at the expense

of limits and consequences decreases rather than
increases children’s emotional resilience. Parenting
interventions that include limits and appropriate

consequences should be imposed, and intense
emotional reactions from the teen should not be
judged, avoided, assumed as inevitable, or deemed
parent’s responsibility, as emotions are intrinsically
valid and specific to everyone. Any potentially harmful
conflict should then be managed according to the
FTO protocol. Punishments should not be removed to
help teens re-regulate—they should be coached and
assisted as appropriate to improve their own skills to
do so, even when they experience them in response to
natural parenting interventions. There may be cases
where punishment implementation should be delayed
to ensure safety. Additionally, considering positive
behavior management tools rather than consequences
is also recommended.

Solution 2: The parent may be feeling an urge to
impulsively punish their teen to regain a sense of
control. If so, emphasize to parents that it is difficult
but more effective to avoid meting out punishments
because of their own escalating anger. Note that
strong urges to do this usually indicate that the parent
is approaching his/her boiling point, and a personal
time out is likely indicated. For these parents,
predetermined consequences might be helpful as
mentioned above.

Solution 3: Sometimes parents think that the only
parenting options they have is their own emotional
escalation, rather than empathic emotional expression,
various positive reinforcement interventions,

effective communication of limits and behavioral
expectations, and/or temporary privilege removal or
other related aversive consequences. In this case, the
clinician should clarify for parents that a) any of the
interventions above can be done without expressing
extreme emotional dysregulation, and that b) parental
disapproval as a deterrent is usually more effective in
moderation than in excess. Some parents might need
individual coaching on emotion coping to achieve this
solution.
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Issue 4: Family Members Identify Practical
Barriers to FTO Implementation, Such as
Minimal Physical Space to Calm Down

by Oneself, or Difficulty With one Family
Member Being Unwilling or Unable to
Disengage From the Fight.

Solution: The family should be actively guided to
problem solve the issue together and encouraged to
consider creative solutions. The goal is to ultimately
try something new over finding a “perfect” solution
and to try imperfect solutions if necessary. When a
family member is unable to behaviorally disengage,
specific troubleshooting that helps increase mindful
SUDS awareness during non-conflictual periods,
combined with an in-session commitment to let the
other family member take space, is usually sufficient
but may take time and many trials.

Issue 5: Family Members Complain That
Change Isn’t Happening Fast Enough.

Solution 1: Remind family members that even the
smallest imaginable changes are meaningful and
suggestive of an “improving trendline.” Look for
these and highlight them, such as a tantrum lasting a
shorter amount of time, someone engaging in slightly
less severe property destruction than usual or offering
later to fix the wall they just broke. Shaping behavior
requires stepwise improvement and often must be
repeated multiple times. For this to feel validating

to the family the clinician might consider explicitly
tying incremental changes to the family’s stated
larger goal as these connections are often unclear.

Solution 2: Encourage family members to avoid
“concluding” whether meaningful progress was
made or not, and instead, to simply note behaviors
and report them to the clinician. This can increase
the likelihood that behavioral reporting will be more
accurate, allowing incremental changes to be easier
to identify and can reduce feelings of being a failure.

Issue 6: Family Members Consistently Avoid
an Important Topic After Calming Down.

Solution 1: A useful analogy is that of a sports “time
out,” with each family member representing its own
“team.” Using this analogy allows the clinician

to emphasize that a sports team calls a time out

for itself (not for the other team), and the time out
never results in the game ending (i.e., both teams
eventually restart the game). One can juxtapose this
with the consequence-based “time out” used in early
childhood and emphasize that this is not the type of
time out used here. This analogy may also be helpful
when harmful fights have repeatedly resulted in
avoidance of consequences or hard topics as families
will need to re-learn how to “get back into the game.”

Solution 2: Explore the actual reason that the family
member(s) are avoiding reconvening. It is sometimes
unnecessary functionally (i.e., a teen eventually
complied with a request to stop video games during
an escalated argument about the current episode of
gaming) or may not make sense to address for other
practical reasons. When reconvening IS necessary,
then a gentle reminder to the avoidant individual
about the natural consequences that will occur if the
issue is unresolved is warranted. When this is done
calmly but the individual is still avoidant, then the
individual is likely concerned about the consequences
of reconvening, and these anticipated consequences
should be explored.’

5 One typical cause of this issue is that a parent wants to address an issue before a teen’s SUDS level is sufficiently low, and the teen knows this. In

this case, praise of the teen’s intuition that restarting the discussion will lead to further conflict can help offset a parent’s strong desire to re-initiate an

ill-fated argument.
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Conclusion

The Family Time Out protocol is a simple framework for both the treatment of chronic, harmful conflict itself,
as well as for optimizing therapeutic progress towards other adolescent and/or family treatment goals both
directly and indirectly. The authors hope that this protocol stimulates further efforts to produce novel treatments
for behaviorally complex families and acknowledge the importance of future research support of this protocol’s
efficacy.
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Stormer, B., Chandler-Ofuya, N., Baker, A. J., Balin, T., Brassard, M. R., Kagan, J., & Rosenzweig,
J. E (2024). Caregiver psychological maltreatment behaviors toward children on TikTok.
Child Maltreatment, 29(4) 587-600. https://doi.org/10.1177/10775595231211616

This study examinesd psychological maltreatment
(PM) in videos of their children that some parents
post on social media. Examples include videos of
parents shaming or belittling their children, playing
cruel pranks on them, or encouraging their antisocial
behavior (e.g., sexualized dancing). In addition to
psychologically abusing their own children, parents
who share such videos are influencing other parents
to do so as well. This study explored whether parents
posting PM behavior videos increased audience
engagement, thereby increasing the likelihood that
parents post more content containing PM behaviors
in the future. The researchers identified 35 Tiktok
creators who had posted at least one PM video, and
measured engagement (i.e., views, likes, comments,

saves, and shares) with 355 TikTok videos they

had created. TikTok users’ engagement with the
creators increased after the creators posted their first
PM video, with median views increasing 396%.
Engagement was higher for PM videos than for
non-PM videos. Creators posted more videos with
children in them after they posted their first PM
video, suggesting that attention from TikTok users
reinforced “sharenting” in general. The authors
discuss the limitations of child protective services to
deal with this PM, and state that it is imperative that
TikTok and other social media sites improve content
moderation. The authors also stress the importance
of parental education on the dangers of sharenting
and the harm of posting PM.

Lee, J. Y., Steelesmith, D. L., Chaiyachati, B. H., Kirsch, J., Rao, S., & Fontanella, C. A. (2023).
Child welfare system-level factors associated with all-cause mortality among children in
foster care in the United States, 2009-2018. Child Maltreatment, 29(4), 684-699. https://

doi-org.proxy?2.library.illinois.edu/10.1177/10775595231177313

The authors looked at what factors predicted child
deaths in foster care in a sample of 85 counties
across the United States. Among other findings,
they found that the percentage of younger children
in congregate care (residential treatment and group
homes), the percentage of children of color in foster
care, and the percentage of boys in foster care,
were all positively associated with a higher child
death rate. Having a class action lawsuit and court
supervision of child welfare were associated with
a lower rate. The percentage of families receiving
foster care payments was associated with a lower
rate of deaths. The authors analyzed data from the
Adoption and Foster Care Analysis and Reporting
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System (AFCARS), a federal data set compiled
from reports from every state. Overall, mortality
was not associated with any foster care performance
measures, such as rates of foster care placement,
kinship care, long-term care, congregate care, out-
of-state placements, reunification, and foster care
payments, and nor with a measure of placement
instability. However, when the analysis excluded
infants, the percentage of younger children (ages
1-12 years) in congregate care was associated
with higher risk of mortality. Mortality was lower
when counties currently had a class action lawsuit
and were under a consent decree in which a court
oversaw child welfare services.
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Capaldi, M., Schatz, J., & Kavenagh, M. (2024). Child sexual abuse/exploitation and
LGBTQI+ children: Context, links, vulnerabilities, gaps, challenges and priorities. Child
Protection and Practice, 1, 100001. https://www.sciencedirect.com/science/article/pii/

S2950193824000019

This article reviews literature on the myriad ways
that LGBTQI+ children and youth are at greater
risk for child sexual exploitation and abuse (CSEA),
both in the United States and around the world.
LGBTQI+ young people are more likely to have
numerous risk factors for sexual exploitation,
including homelessness, poly-victimization and
barriers to accessing shelters and other protections.
Sexual minority children are highly likely to
experience sexual harassment. Intolerance and
conflict in their family contributes to LGBTQI+
youth’s vulnerability to child maltreatment, in

part through its contribution to LGBTQI+ youth’s
increased risk for homelessness. LGBTQI+ youth
are disproportionately targeted for gender-based
violence, particularly when they have intersecting
inequalities. Transgender youth are at especially
high risk for negative experiences, and the stigma
and social isolation they experience place them

at greater risk for sexual exploitation. Reduced
employment opportunity for transgender youth
places them at greater risk for engaging in sex work.
Myths and false narratives fuel sexual victimization
of LGBTQI+ youth and are sometimes internalized
by these youth themselves. LGBTQI+ youth raised
in religious settings can experience alienation
because of harmful religious doctrines, and some
cultural practices target LGBTQI+ youth for
exploitation. The authors state “the vulnerability of
LGBTQI+ children to CSEA must be understood and
researched within the wider context of gender-based
violence and disempowering conceptualisations of
heteronormative sexuality and gender” (p. 5). The
authors recommend that programming prioritize
building resilience among LGBTQI+ youth. They
maintain that lack of funding and attention is holding
back the development of knowledge to help these
youth, particularly in non-Western contexts.

Lima, E, Taplin, S., Maclean, M., Octoman, O., Grose, M., & O’Donnell, M. (2024).
Child protection and developmental trajectories of children who entered care as
infants. Child Abuse Review, 33(5), €2900. https://doi.org/10.1002/car.2900

This article examineds the pathways over time
(“developmental trajectories”) of children who
entered out-of-home carecare in the child welfare
system in Australia as infants. The authors conducted
three waves of in-person interviews with caregivers
over a five-year period (2011-2016), collecting data
using the Age and Stages Questionnaire, the Brief
Infant Toddler Social Emotional Assessment, and
the Child Behaviour Checklist. Over 4/5four-fifths
of children (81%) remained in out-of-=home care
after four years. About two-thirds (67%) of these
children were found to be at risk of having a delay in

their physical and cognitive development after their
first year in out-of-home care, but that diminished
to 36% four years later. One-fifth of the sample
(20%) had increased risk for social and emotional
problems over time. Boys and children in traditional
versus kinship care were more likely to be in this
group. Only 18% of children received help for
developmental needs at Wave 1, but this increased
to 35% at Wave 2 and 45% at Wave 3, four years
from baseline. The authors stressed the importance
of these children receiving needed services early in
their development.
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