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Delivery of child mental health services continues in a crisis state, with few 

intensive options available for children suffering from mental illness. In fact, 

intensive mental health services for children under 11 years old are acutely 

deficient. While there are limited intensive services available for adolescents 

in the San Francisco Bay Area, there are no intensive services such as 

partial-hospitalization (30 hours per week) or intensive outpatient programs 

(at least 9 hours per week) for children ages 7 to 11 years. After 

hospitalization, youth under age 12 are routinely discharged with limited 

follow-up services, and even when follow-up care is provided, it is often into 

an outpatient clinic which is likely an inappropriate level of care for children 

needing intensive follow up services. This cycle increases recidivism back 

into inpatient settings. After introducing a successful adolescent IOP, the 

idea of starting an IOP for latency-aged children was explored. After 

receiving feedback from the community and local medical providers 

including pediatricians, child and adolescent psychiatrists and inpatient 

hospital staff that there is a lack of intensive services for children ages 7 to 

11, an IOP program was designed based on best-practice care models. 

Based on the successful implementation of an adolescent IOP in 2013 and 

apparent overwhelming demand from the community, it was predicted that 

the latency IOP would fill an important need in the Bay Area, reach capacity 

quickly and hopefully decrease hospital recidivism rates for  

pre-adolescents.  

Background 

Objective 

To report on adding a latency-aged Intensive Outpatient Program (IOP) to an already established community, 

non-profit, multi-disciplinary mental health clinic that provides outpatient as well as adolescent IOP services. 

 

 

The study was conducted at a multi-disciplinary, evidence-based, non-profit mental health care facility in San 

Jose that presented research on the design and implementation of an adolescent IOP at a previous AACAP 

conference. This facility expanded services to offer a latency-aged IOP to fulfill the needs of the community. 

In an effort to provide documentation on the development and implementation of the IOP, manuals were 

created for all aspects of the IOP. Using evidence-based practices, the IOP curriculum consisted of a life 

skills group, an interactive social skills group using Minecraft™, art therapy, physical activity groups, parent 

skills groups, physician visits, individual parent training and multi-family groups. Individual therapy for 

patients were not included in the curriculum as evidence-based protocols concede that parental invention 

including parent-skills groups and parent training sessions with a clinician have better outcomes than 

individual therapy with a young child. The intensive, closed group operated for nine hours per week for eight 

weeks. The IOP intervened at the school level as necessary to create accommodated plans for the 

patient. Most often this consisted of aiding parents with individualized education programs (IEPs) and 

California 504 plans. As there were no other latency-aged IOPs in the area, the Bay Area Children’s 

Association (BACA) modeled the development of the latency IOP from the established adolescent IOP. All 

patients were guaranteed spots in an outpatient clinic connected with the agency to reduce the risk of 

recidivism into intensive services.   
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The Bay Area Children’s Association latency IOP was started in January 2014. The latency IOP was added in 

addition to a well-established outpatient clinic and adolescent IOP. Despite the high need for services and 

sound evidence-base for specific individual treatments for latency-aged children with mental health issues, 

the integration of these treatments into an IOP proved challenging. In response to the pilot group it was 

concluded that there was a need for better screening methods, higher staff levels, more consistent 

diagnoses, parental involvement and screening for the patients’ literary ability before the next iteration of the 

program. The wide range of diagnoses made it difficult for staff to address each child’s individual needs. 

Increased staff, including allied health professionals, master’s level clinicians and a full-time child and 

adolescent psychiatrist were brought into the group to give one-on-one support. While thorough assessments 

were completed on all the patients, issues arose when the patients were in the group setting. To estimate the 

ability to complete the necessary homework and therapeutic activities, patients should undergo a proper 

academic assessment regarding their ability to read and write in order to achieve the greatest benefit from the 

therapeutic activity. While it was apparent that most of the children that participated in the program were more 

appropriate for a partial hospital program (PHP) level of care, the lack of this service in the San Francisco 

Bay Area compelled us to accept them into our IOP. The manualization and continued study of this program 

by other child psychiatric clinics or mental health agencies will be invaluable in refining the IOP.  Early 

intervention for mental-health issues in children leads to the greatest benefit and best chances for them to 

develop into confident adults. Intensive interventions for serious mental illness in latency-aged youth are 

necessary but severely lacking. 

The authors have no conflicts of interest to disclose 

Poster  

#5.36 

Cook MN, Crisostomo PS, Simpson TS, Williams JD, Wamboldt MZ.  Effectiveness of an Intensive Outpatient Program for Disruptive Children: Initial Findings.  Community Mental Health Journal. 2013 Jan 9. 

 

Horwitz S, Demeter C, Hayden M, Storfer-Isser A, Frazier TW, Fristad MA, Arnold LE, Youngstrom EA, Birmaher B, Axelson D, Findling RL.  Parents' perceptions of benefit of children's mental health treatment and continued use of services. 

Psychiatric Services. 2012 Aug;63(8):793-801. 

Monday  Tuesday  Wednesday 

2:30pm - 3:15pm  

Check-in 

Behavioral & Academic 

Success Group 

(Children) 

  

2:30pm - 3:15pm  

Check-in 

Behavioral & Academic 

Success Group 

 (Children) 

2:30pm - 3:15pm  

Check-in 

Behavioral & Academic 

Success Group 

 (Children) 

3:15pm - 3:30pm 

Break/Snack 

 

3:15pm - 3:30pm 

Break/Snack 

3:15pm - 3:30pm 

Break/ Snack 

  

  

 

 

3:30pm - 5:30pm 

Social Skills Group  

Media Based 

(Children) 

 

3:30pm - 4:30pm 

Art Therapy 

(Children) 

3:30pm - 4:00pm 

Physical Activity (Children) 

 

4:30pm -4:45pm 

Break 

4:00pm - 5:30pm  

Parent Skills 

Group  

(Parents only)  

4:00pm - 5:30pm 

Multi-family group  

(Children & Parents) 

  

4:45pm - 5:30pm 

Physical activity  

(Children) 

  

Week Topic 

1 

  
Communication / Feelings 

2 

  
Positive Parenting 

3 

  
Structure/ Routine/ Schedule 

4 

  
Relax / Staying Calm / Removing 

Emotional Content (EC) 

5 

  
Compromise/ Sportsmanship 

6 

  
Setting Limits / Screen Time 

7 

  
Exercise / Activities / Nutrition 

8 

  
Review & Graduation 

Total Facilities 28 

Total Beds 648 

Total Counties With Child/Adol 11 

Total Counties Without Child/Adol 47 

 

Acute Care Inpatient Psychiatric Bed Distribution 

unties with Child/Adolescent Inpatient Beds 
 
 
 

 
Note: Child & adolescent beds are not inter- 

changeable. A hospital may have a dozen 

adolescent beds, but zero child beds. There is no 

state definition regarding age ranges for child vs. 

adolescent beds. The definitions are hospital-

specific, i.e., one facility may consider “adolescent” 

to mean ages 11 to 17, 

while another may consider it to be 12 - 17.  

However, because child & adolescent together are a  

single license category, OSHPD data does not reflect 

the difference between them. 
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Total Facilities: 28 

Total Beds: 648 

Total Counties w/ Child/Adolescent: 11 

Total Counties w/out Child/Adolescent: 47 

Source: OSHPD 2012 Data 


