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The United States has a fragmented mental health care system, which lags behind medical care with respect to continuity of care 

when treating children and adolescents with mental health symptoms. Often, the four main levels of care (from most severe to least 

severe) are inpatient hospitalization (24/7 care), partial-hospitalization (at least 6 hours per day), IOP (3 hours per day at least 3 days 

per week) and lastly outpatient care (once or twice weekly appointments and then tapered as child improves). It is difficult to find any 

health care system in which the transition from higher to lower levels of care is arranged seamlessly. Recidivism rates for inpatient, 

child psychiatric care remain high, and data to guide clinicians on best treatment practices when outpatient care is not effective are 

lacking. Commercially available, manualized IOP designs with guides for implementation and outcome results are non- existent.  In an 

effort to improve quality-of-care for patients and study the implementation of a manualized, evidence-based IOP for youth aged 12-17, 

we implemented an IOP in conjunction with our outpatient clinic, with the goal of improving mental health outcomes for children and 

adolescents transitioning to either lower or higher levels of care. 

Background 

Objective 

To report on adding an Intensive Outpatient Program (IOP) to an already established, non-profit, evidence-based, multi-disciplinary, 

child mental health clinic. 

A not-for-profit agency in the San Francisco Bay Area, delivering evidence-based outpatient care in a multi-disciplinary setting since 

2007, previously reported on during an AACAP conference, expanded to provide more intensive services for new and continuing 

clients with severe mental health issues impairing their functioning, such that weekly outpatient care was neither effective nor 

appropriate. In Santa Clara County, California, there are currently no inpatient hospital facilities, nor partial hospitalization programs 

for children in need of intensive levels of care; this then requires that they be transported outside of the county, placing extra burden 

and hardship on their families. Although there are other IOPs’ in the county, they do not provide continued outpatient follow-up, thus 

decreasing successful outcomes for youth with ongoing mental health issues.  In an effort to fill this need, the Bay Area Children’s 

Association (BACA) opened an IOP for youth aged 12-17 in April of 2013. Given the lack of any manualized IOPs’ for this age group 

that have been studied, we developed a new program, comprised of evidence-based individual and group therapies, along with 

physician visits and direct continuity into an already established outpatient clinic. Daily ratings on mood and functioning were collected 

from both patients and their parents. The IOP operates 3 days a week for 3 hours a day. Based mainly on Cognitive-Behavioral 

Therapy (CBT) principles as well as Parent - Training (PT) and Family Therapy (FT), initial evidence-based models of individual and 

group treatment included in the program consists of Group CBT, Individual CBT, Mindfulness, Relaxation Therapy, Exercise and 

Individualized Family Therapy.  In addition, Art Therapy and Mentalization-Based Therapy (MBT) protocols were manualized and are 

being studied as practical treatment modalities. Parental involvement is a large component of the IOP including multi-group parent 

training, and individual sessions. Regular goal-review meetings ensure that treatment plans are being followed and patients are 

making progress.  The IOP is interactive at the school level in order to assist families with the appropriate accommodations for the 

patients (i.e. Individualized Education Programs and California 504 Plans) that were just released from the hospital. The IOP is unique 

with respect to the fact that once the patient successfully completes the IOP, they continue on with their current individual and family 

therapist to the outpatient setting. This will improve the continuity of care and likely decrease the chances of relapse back into a higher 

intensity care setting.  
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The BACA IOP was started in April, 2013 and was quickly filled to capacity. The IOP was added in addition to the established 

outpatient clinic in order to meet the demand of services for the community. Seamless transition to an outpatient setting in an 

established clinic should (and so far has) decreased recidivism back into higher levels of care. Patient data/outcomes is collected 

on a daily basis to rate the level of progress being made in the program. The evolving specific manualized treatment for the IOP 

as well as the continuity of care and study of outcomes data should help guide other child psychiatrists in regards to the best 

evidence-based practices for IOP care.  
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Daily data collected via 

electronic entry from 

both parent and teen 

(likert-scale “slider” to 

rate each category) 

assesses mood, stress, 

sleep, appetite, behavior 

and home routines. 

Having an integrated, multi-disciplinary team 

of mid-level practitioners, allied health 

professionals and physicians involved in care 

with regular team meetings has kept provider 

morale high.  Teens knowing that they will be 

able to keep their current providers as they 

transition to less intensive levels of care has 

decreased the stress for the youth and 

parents and increased therapeutic alliance. 

 

The IOP officially started on April 1st, 2013, reached 

half-capacity by week 6 and full capacity by week 11.  

All potential IOP patients received a comprehensive 

intake, aided by the completion of multiple evidence-

based, well-validated questionnaires. A generous 

financial-aid policy (families earning up to 500% of the 

U.S. poverty level receive discounted services) was 

significant in reducing the cost barrier to care. Plans 

to open an IOP for behavioral problems in latency age 

children have been finalized.  Parent and community 

feedback indicate that the intensive family 

requirements (both parents required to attend the IOP 

for two of the treatment days) is an aspect of the 

program with great appeal.   
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As of October 14th, 2013 none of the nine 

patients who have completed the IOP have 

had to return to a higher level of care.  All 

patients are still receiving outpatient care. 

IOP Schedule 
Monday (Day 1) Monday (Day 1) Wednesday (Day 2) Wednesday (Day 2) Thursday (Day 3) Thursday (Day 3) 

3:00pm – 3:15pm  

Check-in 

 Behavior 

 Sleep 

 Appetite 

  

  3:00pm – 3:15pm  

Check-in 

 Behavior 

 Sleep 

 Appetite 

  

3:00pm – 4:15pm  

 MD Visit 

 Parent Session 

Q2 

  

3:00pm – 3:45pm 

 Individual 

Therapy 

 Homework 

Planning 

 Process Group 

  

3:00pm – 3:45pm 

 MD Visit 

 Parent Session Q2 

3:15pm – 4:15pm 

 CBT Group 

  

  3:15pm – 4:15pm 

 Art Therapy 

  

       3:45pm – 4:30pm 

 Individual 

Therapy 

 Homework 

Planning 

 Process Group 

  

3:45pm – 4:30pm 

 MD Visit 

 Parent Session Q2 

  

4:15pm – 4:30pm 

 Snack 

  

  

  

  

4:15pm – 4:30pm  

 Snack 

  

4:15pm – 4:30pm  

 MD Visit 

 Parent Session 

Q2 

  

     4:30pm – 6:00pm 

 Multi-Family 

Group 

  

  

  

4:30pm – 5:45pm 

 MBT Group 

  

   4:30pm – 5:45pm 

 Parent-Training 

Group 

  

4:30pm – 5:45pm 

 Exercise Activity 

  

  

  

  

  

    

  


