March 16, 2U19 Stapies High school
WESTPORT BOARD OF EDUCATION
*AGENDA
{Agenda Subject to Madification in Accordance with Law)

PUBLIC CALL TO ORDER: 6:00 p.m., Staples High School, Principal's Conference Room
ANTICIPATED EXECUTIVE SESSION: Strategies for Negotiations

RESUME PUBLIC SESSION

PLEDGE OF ALLEGIANCE: 7:30 p.m., Staples High School, Cafeteria B (Room 301)
ANNOUNCEMENTS FROM BOARD AND ADMINISTRATION

PUBLIC QUESTIONS/COMMENTS ON NON-AGENDA ITEMS (15 MINUTES)
MINUTES: March 9, 2015

DISCUSSION:

Review with Lockton Companies, LLC {Encl.) Mr. Longo
Health and Medical Insurance Projected
Insurance-Related Revenues and Expenses for
2014-15 and 2015-16; Projected Year-End Balance in
Health Reserve Account for 2014-15 and 2015-16

PRESENTATION:
1. Dialectical Behavior Therapy (Encl.) Mr. Rizzo
' Dr. Babich

Dr. Dadd

DISCUSSION/ACTION:

1. Adoption: Student and Faculty Calendar: 2016-17 School Year (Encl) Dr. Landon

2. Capital Expenditure Request: BMS Gymnasium Ftoor (Encl.) Dr. Landon
Mr. Longo

3. Approval of School Transportation Contract Provisions: 2015-2020  (Encl.) Mr. Longo

Ms. Evangelista

INFORMATION:
1. Report: School Bus Arrival and Departure Times (Encl.) Ms. Evangelista

ADJOURNMENT

*A 273 vote is required to go to executive session, to add a topic to the agenda of a regular meeting, or to start a new topic after 10:30 p.m.
The meeting can also be viewed on cable TV on channel 78; AT&T channel 92 and by video stream @www.wesiport.k12.ct.us

PUBLIC PARTICIPATION WELCOME USING THE FOLLOWING GUIDELINES:

« Comment on non-agenda topics will occur during the first 15 minutes except when staff or guest presentations are scheduled.

« Board will not engage in dialogue on non-agenda items.

» Public may speak as agenda fopics come up for discussion or information.

« Speakers on non-agenda items are limited to 2 minutes each, except by prior arrangerment with chair.

« Speakers on agenda items are limited to 3 minutes each, except by prior arrangement with chair.

» Speakers must give name and use micraphone,

« Responses to questions may be deferred if answers not immediately available.

» Public comment is normally not invited for topics listed for action after having been publicly discussed at one or more meetings.




WESTPORT PUBLIC SCHOOLS

ELLIOTT LANDON 110 MYRTLE AVENUE
‘Superintendent of Schools WESTPORT, CONNECTICUT 0688(
TELEPHONE: (203) 341-101¢

FAX: (203)341-102¢

To: Members of the Board of Education
From: Elliott LLandon

Subject: Review with Lockton Companies, L.I.C
Date: March 16, 2015

Among the many items included for discussion and approval by the Board of Education during the
current school year, is the following:

Review with Lockton Companies, LL.C Health and Medical Insurance Consultant
Projected Insurance-Related Revenues and Expenses for 2014-15 and 2015-16 and
Projected Year-End Balance in Tlealth Reserve Account for 2014-15 and 2015-16.

This review is scheduled for our public meeting of March 16.
In advance of that meeting, Elio has submitted for your perusal:

Westport Board of Education 2015 Projection

7/1/2014-6/30/205 Claim Projection (Project Current Experience to End of Year)
7/1/2015-6/30/2016 Claim Projections

Lockton Prescription Drug Pricing Terms (7/1/2014-7/1/2017)

Lockton 2015 Stop Loss Evaluation

Lockton Individual Stop Loss (ISL) Analysis

Bridge-to-Lockton Net Board of Education Cost Projections

Medical Health Insurance Fund FY 14-15 & FY 15-16 Projections with Claims
Cash Draw Data as of February 28, 2015
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QAP HDHP Dental
Claims Ewmps, Claims Emps, Claims Emps,
Jan-13 [,425,126 872 0 0 100,409 E,008
Feb-13 1,309,440 874 0 0 91,234 1,005
Mar-13 1,286,344 870 0 0 82,320 997
Apr-11 1,309,817 867 [} 0 114,541 1,000
May-13 1,240,257 869 1] 0 74,476 905
Jun-13 1,145,976 859 0 0 76,400 996
Jul-13 1,074,012 868 0 0 111,686 %96
Aug-13 [,382,014 866 0 0 102,545 996
Sep-13 1,00E,686 376 55,429 456 73,154 1,009
Oet-13 650,719 373 £97,930 456 77,713 1,019
Nov-13 571,634 72 197,389 456 75,435 994
Dee-13 567,020 373 263,958 457 71,619 082
Jan-14 608,659 367 510,110 456 62,167 979
Feb-14 494,952 357 346,493 4344 82,333 973
Mar-14 655,820 366 455,423 452 91,158 472
Apr-14 614,029 363 628,783 453 92,043 970
May-14 337,307 366 796,000 453 75,854 968
Jun-14 527,594 367 823,048 453 61,773 966
Jul-14 391,172 365 325,536 452 El4,510 963
Aug-14 1,059,102 164 823,484 452 165,531 983
Sep-14 367,420 125 408,430 678 93,994 954
Oct-14 248,397 122 407,016 679 75,114 961
Nov-14 163,290 120 495,624 684 69,277 957
Dec-14 316,040 1i9 621,671 682 78,990 959
Jan-15 152,677 120 960,634 678 81,523 959
Feb-15 229152 £20 674,550 681 79,885 959
Latest 12 55,467,009 3,166 $7,510,249 6,570 $1,019,652 11,569
PEPM Paid Claims 51,727 $1,143 588
Trend Factor 1.0591 1.0526 1.0331
Proj. Paid PEPM 372015 - 6/2015 £1,829 51,203 3
Beneflt Plan Adjustinents 0.8200
Total Paid Projection HDHP PEFM $1,500 Blended $1,303
Tatal Paid Projection 7/14-6/15 $4,010,122 £8,341,419 51,048,004
Experience Period: 3172014 - 242812015 8/30/2014
Prajected period: 3172815 - 6/30/2015 473072015
Trend period: 3.0
QAP HDHP Dentat
Tread % 9.00% 3.00% 5.00%
Renewal
Projected /12014 Projected
EXPENSES Employees Monthiy Fees Antual Cost
Medical/Bx Admin Fees 798 541.88 $401,043
Network Access Fee 798 $16,71 $160,015
Dental Admin Fees 259 $4.65 $53,512
Stop-Loss Premiums 798 $69.30 $663,617
PCORI Fee 798 50.17 51,628
ACA Reinsurance Fee $128.205 'TRF due foe 2014
FSA Administration $2,931
Consulting Fee $45,000
Medical Waivers $38,000
Total Expenses $1,493,951
Total Expected Claims Linbility $ 13,399,635
Tatal Expected Claims Liability with Expenses § 14,893,585
BOE Contributions to HSA 1,155,000
Employee Contributions 2,416,297
COBRA Premitnns T 18,446
Retiree Premiums 365,701
Total BOE Health Cost 13,252,142
Life Prennium 227,004
LTD Premium 18,792
Total BOE Cost 13,497,938

No clalm margin built in expected cost

NUTINE Darva D



QAP HDHP Dental
Claims Emps Claims Emps, Claims Emps.
Jan-13 1,425,126 872 4 0 100,409 1,008
Feh-13 1,309,440 874 0 Q 91,234 1,005
Mar-13 1,286,344 870 0 0 82,320 997
Apr-13 1,309,817 847 ] 0 114,54 1,000
May-13 1,240,257 869 ¢ g 74,476 995
Jun-13 £,145,976 869 0 0 76,400 996
Jul-13 1,074,012 868 0 0 111,684 %6
Aug-13 1,382,014 866 0 0 102,545 996
Sep-13 1,001,686 376 55,429 456 73,154 1,009
Qet13 650,719 373 197,930 456 71,733 1,019
Nov-13 377,636 372 197,389 456 75455 994
Dee-£3 597,020 173 263,998 457 71,619 982
Jan-14 608,659 367 510,110 456 62,167 979
Feb-14 494,952 367 346493 454 82,333 973
Mar-14 655,829 366 455,423 452 91,158 972
Apr-14 614,029 363 628,783 453 92,043 L)
May-14 537,307 366 796,000 453 75,854 - 968
Jun-14 527,594 367 823,048 453 61,773 566
Jul-14 391,172 365 325,536 432 114,510 92035
Aug-14 1,059,102 364 823,484 452 105,531 965
Sep-14 567,420 125 408,430 678 93,994 934
Oct-14 248,397 122 497,016 679 75,114 961
Nov-14 163,290 120 495,624 684 69,277 957
Dee-14 316,040 119 621,674 682 78,590 959
Jan-15 157,677 120 960,634 678 81,523 559
Feb-15 229,152 120 674,550 681 79,885 959
Latest 12 5,467,000 3,166 $7,510,249 6,570 51,019,652 11,569
PEPM Paid Claims $1,727 $1,143 $88
Trend Factor 1.1218 1.1081 1.0672
Proj. Paid PEPM 7/2015 - 6/2016 $1,937 851,267 £94
Benefit Plan Adjustments 0.5200
Tatal Paid Projection HDHP PEPM $1,588 Blended $1,375
Total Paid Projection 7/15-6/16 $1,789,352 511,237,698 $1,082,451
Experience Period; 3172014 - 2/28/2015 8/30/2014
Projected period: 712015 - £/30/2014 12/30/2015
Trend peziod: 16.0
OAP HDHP Dental
Trend % 9.00% 8.00% 5.00%
Renewal
Projected 71172015 Projected
EXPENSES Employees Monthly Fees Annual Cost
Medical/Rx Admin Fees 861 343,99 $422,832
Metwork Access Fee 8al $17.06 $143,981
Dental Admin Fees 959 $4.77 $54,850
Stop-Loss Premiums . 801 $80.38 $772,613
PCORI Fee 801 $9.17 §1,666
ACA Reinsurance Fee 589,540 TRF due for 2015
FSA Administration $2,931
Consulting Fee 545,000
Medical Waivers $38,000
Total Expenscs $1,591,412
Total Expected Claims Liability $ 15,109,502
Toilal Expected Clainis Liability with Expenses 5 16,700,914
BOE Contributions to HSA 1,159,000
Employee Contributions 2,672,011
COBRA Premiums 18,100
Retiree Premiums 355,701
Total Health Cost 14,304,101
Lifc Premium 231,544
LTD Premium 19,168
Total BOE Cost 15,054,813

No claim margin bullt in expected cost

AT N
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BRIDGE-TO-LOCKTON
NET BOE COST PROJECTIONS

FY 2014-2015

3/12/15 Projection

Lockton's Net BOE COST S 13,497,938
Adjustments:

Life & LTD Premium S (245,796)

Other Fund Contributions S (85,000)

Retirees (TRB) Contributions S (160,000}

Ee Life Insurance Contributions ) (25,000)

Retirees over 65 Contributions S (421,847)

Medical Waivers ' $ {38,000)

Retirees over 65 Premium S 688,985

3 (286,658)

NET BOE COST (Adjusted) $ 13,211,280

S 14,501,700

ACCT 210 APPROPRIATION

-OPERATING SURPLUS(DEFICIT) S 1,290,420




Medical Health Insurance Fund
FY 14-15 & FY 15-16 Projectlons
with Clalms Cash Draw Data as of February 28, 2015

N Fri15 Prefectlons FYLB Prelections
Aug-14 Jan-35 Mar-15 fan-15§ Mar15
Cash receipts
General Fund Budget from line 210 $§ 14,501,700 & 14,300,700 14,503,700 15,226,785 14,049,493
Othes Fund Contributions 85,000 85,000 85,000 85,000 85,060
Employee Coniributions {Active} 2,433,811 2,416,297 2,418,257 2,672,011 2,672,011
Flax Spending Accounts R - - - - -
Cobra Participants 25,008 18,446 18,446 18,100 18,100
Retfraes under 65 365,701 365,701 365,701 365,701 365,701
State Teachers Retfrement {TRA) 146,824 160,000 160,000 16C,000 160,600
[ifeInsuranca Premiums 25,000 25,000 25,000 25,000 25,000
Retireas over 65 421,847 421,847 424,847 442,933 442,839
Other Contributions (FMLA, Retiree Life, eic.} - - - - -
Total cash recelpts 18,005,892 17,993,851 17,093,858 13,995,536 17,828,244
Cash disbursaments
Mediczl 16,751,572 10,558,130 10,581,036 11,638,199 11,914,594
Prescription 1,988,318 1,837,958 1,776,513 2,118,246 2,112,056
Dantal 1,007,255 1,052,170 1,048,094 1,055,782 1,062,451
FlexSpending Actounts - - - - -
Centcibution to HSA 1,325,000 1,158,000 1,159,006 1,159,000 1,159,000
Madical Adminsitrative - 478,224 467,143 401,043 476,822 422,832
Hetwotk Access Fea 164,426 160,617 160,015 164,632 163,881 ——
Indhvidual Stop-loss . £81,912 £66,112 663,617 766,028 772,613
Dentai Adminsitrative 53,003 53401 53,512 54,964 54,850
FSA Administrative 2,931 - 2,931 2,931 2,931 2,931
Capsulting Fee . 45000 45,000 45,000 43,000 43,600
ACA Reiated Fees 132,258 128,205 138,205 89,540 89,540
PCORIFee - 1,534 1,628 1,686 1,686
Ratiraes over 65 675,000 688,385 688,985 723,435 723,435
Taotal cash disbursaments 17,289,429 16,821,286 16,703,571 18,318,245 18,545,345
€hange In cask balance . 716,062 1,272,745 1,250,420 677,252 {727,105)
BOE appraval to reduce Acct 210 requast - - - (672,292) -
Insurance Fund Draw Down - - - - 500,000
changeIn cash balance {Net} 716,062 1,172,705 1,250,420 [0)] [227,105)
Beginging cash halence 53G,839 536,819 530,832
Endlag cash Bafance{deficlt)-projection 1,646,901 2,103,544 3,231,250
tess: Incurzed but not teparted <falms [camylng FY14) {008,233} {980,000} {980,000}
Nat Fasltlon(Deficit) end of year-projectlon 733,668 1,123,544 1,341,25%
1,603,544 3,725,259 12.8% {with a $500k FY16 draw dawn)
{220,000} {980,000} -7.3%
623,544 741,259 5.5%
Clalms Cash Draw Agalnst Insurgnce Fund Account Ave. Monthly Clzims
Medicalfin Dentaf Flax ther Tatal (Med/RxfDeantal} Varlance
Jul 2014 5 940,672 H 24171 8 g4z 8 - ] 1,041,262 & 1,034,843
Aug 2014 13 1,551,384 $ 3,150 H 9% 5 - H 1644930 § 1,339,682 $ 304,846
Sept 2014 5 1,237,176 $ 110,586 $ 6,693 & 113 § T L3as452 5 1,342,380 3 2,601
0ct 2014 $ 680,045 § 58,680 $ 7.696 3 1,158 ] 757581 & 1,193,967 $ [148,413}
Nev 2014 H 698,892 5 71,691 H 7137 $ - ] e § 1,109,290 $ 84,677}
Dec2034 $ 884,181 $ 85,533 $ 9,540 $ - 5 983,25¢ § 1,086,594 H {22,536)
Jan 2015 $ 1,145,696 H 73,529 3 11,182 5 - 5 1,230,407 $ 1,105,627 $ 18,933
Feh 2015 5 814,601 E 63053 & 607§ - $ s33,728  § 1,089,630 § [15,997)
Mar2015 H - :
Apr2015 H -
May 2015 H -
Jun 2015 5 -
$ 8,032,650 $ 664,393 S 55,136 5 1,275 5 8,773,454
YTD/Estimate 65,2% 63.4% nfa nfa
Theeratical ¥TO Spend Rate 66.7% 66,73 nfa nfa
varignca % -1.5% -3.3%
variance 3§ {185,828} $ {34,686)
FY15 Projection {March-15): 5 12,351,541 1,048,094
YTD Expenze: & (8,052,650) s {664,393}
s Balan_cl: available to June 30: & 4,288,831 3 383,701
Avarage ramalilag monthiy allowance: $ 1,074,723 + 8 95,525 = § 1170642



DEPARTMENT OF PUPIL SERVICES

WESTPORT PUBLIC SCHOOLS
72 North Avenue
Westport, Connecticut 06880-2721
MICHAEL RIZZO {203) 341-1253
DIRECTOR OF PUPIL SERVICES FAX (203) 341-1295
TO: Dr. Elliott Landon
FROM: Mike Rizzo, Dr. Valerie Babich, Alycia Dadd
SUBJECT: Dialectical Behavioral Therapy
DATE: March 16, 2015

Westport Public Schools has long been committed to meeting the social and emotional needs
of our students. Our school psychologists, social workers, and guidance counselors employ a
range of methodologies within the school setting for the purpose of helping students access
their education. Over the past year, under the leadership of Dr. Babich, we have engaged our
K-12 psycholagists, guidance counselors, and social workers in professional development in
the methodology of Dialectical Behavior Therapy (DBT) and how to implement this within a
school setting. This empirically supported treatment methodology is at the leading edge of
school-based mental health interventions for students and will allow our pupll services staff fo
continue to meet the needs of our students.

DBT is an intervention used with students experiencing emotional dysregulation (e.g. anxiety,
school refusal), impulsivity (e.g. substance abuse, suicidal threats or actions, eating disorders),
interpersonal problems, and parent-student dilemmas (e.g rigid thinking and poor problem
solving). These are issues that affect our students and which interfere with their ability to
access their education. By providing our pupil services staff training in DBT, we are directly
empowering them to work with our students and address these issues in the school setting.

During the 2014-15 school year our psychologists, guidance counselors, and social workers
have had 3 fult days of training in which they learned the principles of DBT. Planning for the
2015-16 school year is currently underway to identify apportunities to teach DBT skills fo
Staples High School students. Our work next year will include bi-weekly consultation and
supervision with Cognitive & Behavioral Consultants of Westchester and Manhattan, LLP,
founded by Dr. Alec Miller, a leader in the field of DBT training and implementation, to provide
ongoing fraining, help our staff implement DBT, and meet the needs of our students with

fidelity.

Our presentation tonight will provide an ovetview of DBT and how it can be successfully used in
a school setting.
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Valerie Babich, Psy.D.
Alycia Dadd, Ed.M.

¢ Initially developed by Dr. Marsha Linehan for
individuals with Borderline Personality
Disorder (1993)

e Emerged from unsuccessful attempts using
Cognitive Behavioral Therapy to help
suicidal and self -injurious clients
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e Modified for clinical use with adolescents by
Dr. Alec Miller and Dr. Jill Rathus, along with
Dr. Linehan (1995)

e Now being adapted for the school setting

A synthesis of
o Behaviorism
o Mindfulness
o Dialectics
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e An effective treatment for people who have
difficulty coping with their emotions and
behaviors

e Addresses the relationship between the
individual and his/her environment

e Aims to replace problem behav1ors with -
skillful behaviors

DBT helps people create
“a life worth living”




3/11/2015

e Balance between promoting change and acceptance.

e There is always more than one way to think about a
situation.

e A life worth living has both positive and negative
aspects and all of these are necessary and valuable.

e Recognizing that people are doing the best they can
and they can can do better; these two beliefs are not
mutually exclusive

e There is no absolute truth; everyone has something to
offer '

e | am doing the best | can and | can do better

e | am tough and | am gentle

| may not have caused all of my problems, but I'm

responsible for working on them

e A life worth living has happiness, sadness, anger, and
call, and all of these things are valuable and necessary
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Biological
dysfunction
in the emotion
regulation system

Pervasive emotional
T l ‘ » dysregulation
. Invalidating
Cenvironment

Characteristics:

¢ High sensitivity to emotional stimuli
e High emotional intensity

e Slow return to emotional baseline

As emotionality ﬁ ability to problem solve/think

clearly
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Characteristics:

e Pervasively negates, punishes, corrects, ignores, or
dismisses behavior independent of actual validity

¢ punishes emotional displays and reinforces emotional
escalation

o oversimplifies/minimizes problems and solutions

Invalidation occurs frequently and over a course of time,
not an isolated incident.

Reorganization of Problem Areas (BPD):
¢ Emotional Dysrequiation

» emotional lability, problems with anger
¢ [nterpersonal Dysregulation
+ Problematic relationships, fears of abandonment
¢ Self Dysrequlation
. Difficulties around sense of self, sense of emptiness
¢ Behavioral Dysregulation
+ self-harming behaviors, impulsive behaviors,
¢ Cognitive Dysreguiation

. Dissociative résponses, paranold ideation, black-and-white
thinkiren




Problems Skills

[. Confusion about [. Mindfulness
yourself [I. Distress Tolerance

Il. Impulsivity Ill. Emotion Regulation

lll. Emotional instability IV.Interpersonal

IV.Interpersonal Problems Effectiveness

V. Teenager and Family V. Walking the Middle Path
dilemmas

3/11/2015

Weekly skills with two co-facilitators
Weekly individual sessions/coaching
Parent training

Weekly DBT providers team
meeting/consultation team




31112015

An effective treatment for adolescents

DBT is skills-based and a manualized
approach

Enhancing coping skills of students can
improve academics, educational functioning
and overall functioning in life

Coaching is brief, provided as needed, and
by a variety of trained staff

Cognitive-Behavioral Treatment of Borderline Personality Disorder,
Marsha Linehan, The Guilford Press (1993).
DBT Skills Training Manual, Marsha M. Linehan, The Guilford Press.

Dilalectical Behavior Therapy with Suicidal Adolescents,Alec L. Miller,
Jill H. Rathus, Marsha M. Linehan, The Guilford Press; (2006).

DBT Skills Manual for Adolescents, Jill H. Rathus and Alec L. Miller,
The Guildford Press; {2015)




Diéiea’riea! Behavior Therapy with
Multi-Problem Adolegcents in a

By Dawn Catucc

We all have had those students who are our frequent flyers; you
know the ones whe are in consiant crisis at school, at home, and

~ with friends? They may be acting jmpulsively, failing classes,

depressed, arguing, fighting and maybe even self-harming,

_Counseling seems to always be focused on putting out the latest

12

fire, leaving little time developing new skills to prevent the next
melidown, The saddest part is that these studeats are suffering,
and as school psychologists, ve are often the first to offer coupn-
seling and support. Because these students may be resistant fo
seeking and accepting help, the gohool setting provides a way 1o
reach kids who might not seek help otherwise. These aro the stu-
dents that come up each week at our team meetings. Becanse these
stodents present with multitudo of difficulties and they are very
resistant to ireatment, teachers, administrators, guidance coun-
selors ,and school psychologists become frustrated in our maltiple
attempts to help.

A few years ago, ry colleagues and I were mulling over this very
question. We had sitended sore workshops on Dialectical
Rehavior Therapy (DBT). DBT was developed by Marsha
Linehan, and js a complex form of cognifive behavioral therapy
that teaches pro-social skills. It was originatly developed for and
used with adulfs who were diagnosed with Bordetline Personality
Disorder and were chronically suicidal, More recently DBT has
been used with individuals who are diagmosed with various men~
tal and emotional disorders (Dimeff & Linhan, 2001). After
becoming familiar with Alec Miller’s work, we learned that DBT
was being used with multi-problem adolescents. As soon as I
opened his fextbook Diglectical Behavior Thera i icid:
Adolescents (Millex, Rathus, & Linehan, 2007), I knew that these
were the skills that our students were lacking and that if this treat-
ment could be done in our school, these kids might actually begin
to, dare I say it... get better (or in DRT language, act more skill-
fully).

DBT is inherently dialectic. Simple, pro-sacial skils are teught
and practiced 1o help teens with: coping strategics and skills to
help them fo gain control of their emotions (distress tolerance and
emotion regulation gkills); teach them to be less black on white or
rigid in their thinking (walking the middie path); helping them to
communicate better with others (inierpersonal effectiveness) and
most importantly at the core of DRT, teaching them to quiet their
mind and to focus on one thing at a time (mindfuiness skilis),
(Miller, Rathus, & Linehan, 2008). While these skills seem sim-
ple as shown in the treatment manual, learning how to implement
DRBT is highly complex, hence the first dialectic,

Next we “DBAR MANNED” (s DBT acronym for an intexper-
sonal effectiveness skill of asking for whatyou want withont -
ing the relationship) our administrators to fund our training fo gain
their support in implementing this treatment in & school setting.

Cchool Qotting

We were ane of the first schools to implement & comprehensive
DBT program. Tn talking +with oor administration, we pointed out
that DBT is a research-based cognitive behavioral approach and in
alliapce wifh the Response to Intervention (RTT) initiative. At the
high school leve], the majority of our referrals io the Comumittes
on Special Bducation are for emotional and behavioral yeasons.

Also, these stndents ¢an take up an exorbitant amount of staff
resonrces as they are often in crisis, Not only are these students
seen in the gnidance offices, they are also in the Assistant

Principal’s office for disciplinary reasons. These students are also
failing and at times jnterrupting classes, missing school and even
hospitalized. n some cases, these ave the stadents who would be
gent out of district to other more resérictive environments because
pverything we tried has been to no avail, Needless to say, we have
fantastic and supportive administrators who agreed to Jet us move
forward with this treatment model for our most at xisk students.
We contacted Alee Miller, who trained our entire team and éon~
sulted with us as to how we might implement this treatment pro-
pram in our school. We came up with a plan to get one of Alec
Miller’s colleagues from Cognitive Behavioral Consultants of
Westchester to train and supervise us with this treatment model.
Qargh Steinberg has been onr advanced trainer now for the past
three years. She is highly skilled and has been an amazing
resource for us, Initially, she met with us twice per month for an
hour to teach us how to utilize this freatrent manyal, Several
months later we ran our first groups. Sacal'’s supervision contin-
ued for the next two years. This past year we had supervision sev-
era) imes throughout the year and next year, it will continue with

- intermittent supervision, We are now- going into our fourth year of

using DBT in our high schoo} and we are seeing amazing results.
Sarah js now training our middie scho ol team in DB, Other local
school districts in Westchester County have since been frained and
are utilizing DBT in their schools.. ’

The number of students that have been in our DBT is generally
very small, around a dozen or 50 per year that coraplets the pro-
gram, However small the number, the effects bave been rematk- -
able. We have found that the students who have been through
DBT have had & decrease in the mumber of diseiplinary referrals
(at Jeast 2 50% drap in our first pilot year of DBT), These at risk
students have been maintained in their home school district and
are acting more skilifally as they pavigate through their teenage
years. As clinicians, we can attest to far less crisis with these stu-
dents and that they are more skillful in their approach to the world
around them, Fot the clinicjans, DBT has changed how we work
with every student, even those not in DBT, We are more skillful in
our approach o the students, spending more time on therapeutic
commitment strategies and being mindful within each session.

Now for the next ciialer;tic, while DBT as ufilized within our
school setting has been amazing, it is an enormons undertaking in

NY Sehool Paychologlst Volime XXX, Nurber 1



" terms of {raining and applying DBT within this sefting. The
cqmmifment of fhe clinicians that is extensive. As school psy-
chologists, we are pulled in many directions; adding DBT to our
afready demanding jobs has been are very difficulf at times, In
implementing DBT we have 2 weekly DBT team meefing, week-
Iy DBT groups, individual counseling for every student in the
BT group, monthly parent training, and supervision with our
DET advanced trainer, On the other hand, the DBT skills are
petfect for a school sefting in terms of “teaching” these skills and

-having a very stuctured group, We have had to make some
accomtmodations for how DBT is utilized in a school setting that
is different from siandard DBT, while attempting to maintain the
integrity of DBT. We have found that DBT has been a wotth
while commitment and that it has helped many kids over the past
four years that were struggling and suffering in terms of how
they were living thelr life, These skills have given them a way to
cope, tolerate and cornmunicats befter with those around them,
helping them to “create a life worth llving”.

| If you are interested in learning more about Dialecticat Behavior
Therapy here are some suggestions:

1. behavioraltech.org offers training opportunities, books, videos
and training modules.

2. Read Dialectical Behavior Therapy with Suicidal Adelescents
(Miller, Rathus & Linehan, 2007)

3. Check out the Skills Training Manual for Treating Borderline
Personality Disorder (Linehan, 1993} - note that these skills
are for adults.

References
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Educating the Whole Child...

{confinued from p. 11}

are most welcome in glving us the best hope for the future of all

children, I extend a special word of thanks to Dr. Mark Barth in
the NYSED for his years of leadership in mentoring the Metro
SEL group, and for his endurance in seeing this project to its final
phase, Please visit the following web sifes, only a small taste of
what is contained in the Guidelines, and WELCOME to the advea-
ture of SEDL.,

4

Resources:

www.casel.otg (Collaborative for Social Emotional Leaming)

wivw.ishe.state.ilus/ils/social_emotional/standards.iitn (State of

Hlinois SEL Standards)

www.search-institute.org/developmental-assets {Search Institute
Developmental Assets)

www.esmational.org (Bducators for Social Responsibility)

hitp:f/smhp,psych.ucla, eduf {(JCLA Center for Mental Health in
the Schools)

www.ssl.eboard.com (Long Island Social Erotional Learning
Forum) ¥
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DBT with Adolescents

Demystifying DBT with adolescents

By Natalie Zervas, Ph.D.

One of the benefits of ';\;orldng in the

mental health field today is that the avail-
ability of evidence-based treatments has
greatly increasad in recent years, This
Increase can he a double-edged swotd,
however, With this greater varety of
effective treatments comes the need for
ncreased training on the part of providers
and increased understanding of the treat-
ments by consumers. This understanding
can be particularly difficult to achleve in
the treatment of less studied mental health
problemts faced by our children and adoles-
cents. Non-suicidal self-injury (NSSI) and
suicidality are examples of such problems,
Seen with growing frequency by schools,
familles, pediairicians, and mental health
cate providers, detailed information about
effective treatments for these presenting

Late Talking

problems has not been adequately disserni-
pated to either the professional community
treating these youth or the families who love
and care for them.

Diatectical Behavior Therapy (DBT) is
a treatment with growing empirical sup-
port that has been found to be effective in
treating NSSI and suicidality, as well other
problematic Impulsive behaviors In adults,
with promising research support in adoles-
centy as well {Groves et al., 2012; Mehlum
et al, 2014). Unfortunately, solid under-
standing of its treatment rationale and struc-
ture remaing lacking among mental health
professionals. Without the understanding
of what comprises effective DB, provid-
ers and familles are ill served as they seek
appropriate services. To address the current
See DAT with Adolescemts, page 5...

What does it mean when a child talks late?

By Staphen Camarata, Ph.0., CCC-SLP

Up to 10% of all children have not yat
begun using meaningful words by the time
they reach thelr second birthday. MNatu-
rally, when a child begins speaking late, this
can be the source of great anxdely for par-
ents. The situation has become even more
important i recent years with the imple-
mentation of early-screening identification
for autism and autlsm spectrum disorder
{ASD) as recommended by the American
Academy of Pediatrics. This {s especially
irue because one of the most salient eatly
markers for autlsm is late onset of talk-

" Ing. However, late onset of speech Is not

a specific matker for ASD, as the Jate talk-
Ing may be a symptom of not only autism,

but also intellectual disabitities (formally
known as mental retardaton), hearing loss,
speech/pronunclation difficuldes, language
disorders, or gsoclal communication disor-
der as well. In addition, for the overwhelm-
ing majority of late-tatidng children, the
delayed onset is simply a passing develop-
menial stage with no long-term adverse
consequences for communication, achleve-
ment, or Intellectual development.

The challenge for physicians and other
clinicians is providing accurate informa-
tion to parents with regard to what the late
talking can mean, it s espectaily important
to complete a comprehensive differentlal
Sea Late Talking, page 6...

Vigw this nervazlatter onkne at vilmpenGieibeary.com = 001 10.1002/ch L0228
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dent effect-size estimates for attention prob-

lerns, one for hyperactivity, and seven for
impulsivity,

There was no meta-analysis for the sole
hyperactivity study, but that study did find a
positive correlation between media use and
hyperactivity.

The meta-analysis found a moderate cor-
relation with aitention problems and media
use, and a smail but significant positive cor-
relation between Impulsivity and medla use.

Most of the studies Included did use com-
posite measures of ADHD-related -hehav-
iors, and the meta-analysis of these studies
showed a positive relationship between all
three measuzes of media use and ADHD-
refated behaviors,

Although the researchers had expected
to find an age effect, they didn't. They were
niot able, however, to directly compare effect
sizes for different age groups becawrse most of
the empitieal studies reported for a sample
that comprised a large age range.

Gaps in the literature

Funire research is needed to fill this gap
in the literature, the authors said, The meta-
analysis was limited: several analyses couid
not be conducted at all due to the low numn-
ber of available effect sizes for the three
separate ADHD-related behaviors. This also
shows that mare research is needed on this
topic. “This is important because the study
of the relationship between television and

ADHD-related hehaviors has been charac-
terized by an ephemeral research interest,’
they write, “Researchers contributed with
at most one or two studies, after which they
disappeared from the field again.’

The researchers found a positive relation-
ship between media use and ADHD-related
hehaviors but noted that future studies are
needed to address questions of cansalliy,
individual susceptibility, and the mecha-
nisms of the media use-ADHD relationship.

+e4

Nikkelen SW, Valkenburg PM, Huizinga M, Bushman
BJ. Media use and ADHD-ralated behaviors In chil-
dren and adoleseents: A metz-analysis, Dev Psychol
2014 Sep; 50{0):2228-2241. doi; 10.1037/50037318,
Epub 2014 Jui 7 E-mall: s.w.anikkeien@uvanl,

DBT with Adolescents

From page 1

need among youth and families, this article
provides a practical overview of the fun-
damentals and treaiment components of
effective DBT for adolescents (DBT-A).

DBT background

Dialectical Behavior Therapy (DBT) is
an empitically-supported treatment devel-
oped by Marsha Linehan, Ph.D., ABPR, over
20 years ago (Linehan, 1993a, 1893b). It
grew out of a need for an effective treat-
ment to help a difficult to treat population
for whom standard cognitive hehavioral
therapy (CBT) aud supportive thexapies
were not beneficial. DBT i a modification
of standard CBT that balances the change
focus of CBT (1.e, theneed to stop engaging
in NSSI) with the acceptance strategies of
other types of therapy (le., validating that
NSSI works for you temporarily). The bal-
ance between these acceptance and change
strategies in DBT forms the fundamental
“dialectie” that resulted in the treatment's
name, Inn brief, diaiectic s the existence or
action of opposing ideas or concepts.

Originally developed to treat chronically
suicidal adults also suffering from border-
line personality disorder (BPD), DBT has
since been found to be especially effective
for ndividuals with suicidality, NSSI, and
other dysfunctienal hehaviors (e.g, eating
disorders, substance abuse), with the core
probiem being extreme emotion dysregula-
tion, With these individuals, research has
shown DBT. to be effective In reducing sui-

cidal hehavioy, psychiatric hospitalization,
treatment dropout, substance abuse, anger,
and interpersonal difficulties (Linehan, et.
al, 1999). After identifying a need for an
effective treatment for suicidal and self-
injurious zdolescents, Alec Miller, Psy.D.
and Jill Rathus, Ph.D., along with Marsha
Linehan, successfully adapted the treatment
for use with adelescents (Miller, Rathus,
& Linehan, 2007). Notably, DBT has been
successfully implemented across a vatlety
of ethnie atid soeto-economic backgrounds
(Rathus & Miller, 2002, with research on
the efficacy of DBT-A being ongoing.

0BT Treatment Ovarview

Balow are some key points for provid-
ers and families to know about DBT as
they consider the appropriateness of the
treatment, Please note that the information
provided below is based on an outpatient
DBT-A program, Other types of DBT-A treat-
ment are available (e.g,, inpatient, residen-
tial, etc.) and may have different stuctures
of treatment, For a thorough overview of
DBRT-A pleaser refer to Miller, Rathus, and
Linehan {2007).

Whai problams does DBTA trent?
DET-A addresses five major problem areas
through a varlety of treatment modes and
specific skills (addressed below). These five
areas include:

1. Confusion about §eif (Identity confu-
sion, unawareness of emotions, dis-
soclation, emptiness}

2. Emotion Dysregulation (emotional
liability, angry outhursts)

3. Impulsivity (NSSL substance abuse,
aggression, suicidal threats/actions)

4, Interpersonal Problems {unstable
relationships, interpersonal conilict,
social isolation, loss)

&. Parent-Teen Dilemmas {poor prob-
lem solving, rigid thinking, poor com-
munication)

DBT-A addresses problems in a stric-
tured way. When anadolescentisin individ-
ual DBT-A, thelr life-threatening hehaviors
are addressed fitst, often utilzing behavior
chain analysis as a way to better understand
the problematic behavior (e.g., NSSI, sulcidal
ideation). From there, hehaviors that nega-
tively impact therapy {e.g, lateness, missed
sessions, limited enpagement in sessions)
are addressed, followed by behaviors that
negatively impact the adolescent’s quality
of life {e.g, depressed mood, conflict with
peers, anxiety).

DBTA Is a muiti-modal featment.
‘When DBT-A {s provided in a comprehsn-
sive, evidence-based way, it includes three
main modes of treatment:

1. Individual {and Pamily) Therapy

+ Sessions accut 1-2 Himes per week
for 45-50 minutes with the adoles-
cent’s individual therapist.

» This modality exists to help ado-
lescents build motivation to work
toward change and apply ihe skills
they learn during group sessions to
thelr daily experlences.

2., Multi-Family Skitls Group

» Sessions acewr weekly for ~2 hours.
They include parents and other ado-
lescents/parents and are run by two
leaders.

Continuved on next paga...
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Continued from previous page..

+ This modality exists to teach adoles-
cents and parents new skills to help
them move closer to achleving theix
treatment and life goals.

3. Phone Consultation

+ ‘This modality exists to promate skills
generalization by helping adoles-
cents implement skills in real-life
situations and in real-time. Adoles-
cents are encouraged to call thelr
individual therapist for skills coach-
ing when they are “in crisis” (eg,
urges arise to engage in maladap-
tive behaviors) prior to engaging in
a problematic behavior (e.g, NSSI).
Similarly, parents are encouraged to
call their assigned skills group leadér
when they are in need of coaching to
use skills leamned in group (e.g., dur-
ing a conflict with adolescent).

DBT-A 1s a team treatment. An addi-
- tional component of DBT-A exists to help
ensure therapisis are providing the best pos-
sible care for adolescents and families. This
i3 called Consultation Term and is a weeldy
meeting attended by all DBT theraplsts on
a team during which guidanee and support
is provided to all therapists by all therapisis.

DBTA utllizes a “Diary Card! An essen-
tal component of individual DBT-A 1s an
adolescent’s completion of a diary card, This
tool s a way for adolescents to self-monitor
their behavioral urges and actions, as well as
their emotions week to week, The diary card
is then shared during Individual sessions,
providing a "snap shot” ofthe week. Notably,
it is something meant to be shared between
an adolescent and their provider only, and
not shared with parents (within the general
limits of confidentiality and safety).

DBT is a principle based (reafment;
rather than a manuatized treatment. This
means that it follows general prnciples
throughout its course with flexibility to
address relevant topics within its structure,

Itis important to note that, should anado-

lescent enterinto DBT-A, the hestresource of -

information regarding the specifit structure
of thelr treatmentwill be theirprovider. More

specific Information would be provided to
the adolescent and family on each of these
topics onee the freatment began,

- Treatment Options

Finding thoroughly trained DBT-A pro-
viders can be difficult. Locating compre-
hensive DBT treatment in your atea can be
even more challenging. At present, there are
several anline resources for locating quality
treatment providers in your axea. The fol-
lowing websites provide access to providers
speclalizing in DBT (in addition to other
treatments):

+ Assoclation for Behavioral and Cogni-
tive Therapies {ABCT): hitpi//fvwwaw
.abctcentral.org/xFAT/

«+ The Linehan Institute - BehavioralTech:
https/ /behavioraltech.org/resounces/
crd.ofm _

in dectding on appropriate treatment for
an adolescent, consultation with and among
professionals is invaluable, To provide some
additional and specified guidance, included
below are some questons to onsider when
contemplating whether an adolescent might
benefit from DBT-A:

Are they chronically suicidal and/ox
engaging in NSSI?

Are they chronically emotionally
dysregulated?

Are they engaging in repeated
prohlematic, self-destriictive
irapulsive behaviors?

Do they have difficulty making or
keeping interpersonal relationships?
Have they had difficulty remaining
in other standard types of therapy?

Additionally, here are some questions
to keep In mind when choosing a providey
and/or treatment program:

+ Aretheylicensed to provide mental

health treatrnent? ;

» What type of degree do they have?
What is their DBT training {were they
intensively trained and by whom)?

Do they practice as part of a DBT Con-
sultation Team? '

What components of DBT do they offer
(individual, group, phone coaching)?

-

Chaosing effective mental health treat-
ment for adolescents remains 4 challeng-
ing and often confusing task. No formula
exists for who might benefit from a pat-
tHeular type of therapy and many factors
go into what makes a treatment ultimately
effective, While this complexity is likely to
persist, the imporfance of disseminating
accessible information about what consti-
tutes evidence-hased DBT-A and for whom
this treatment could be effective cannot be
overstated. Hopefully, an increased under-
standing by practitfoners and consumexs
will come along with this improved com-
munication, and adolescents and families
struggling with the problems addressed by
DBT-A will begin to receive more effective
and appropriate treatment,

+4+4

Natalle Zervas, PiD.. Is a ataff psychologist in
outpatient and crisls services at Bradley Hospital
specializing in tha treatmant of nonsulcidaf seff-
Tnjury and suicidality In adolescents, Sha is also
4 clinical assistant professor In the Department
of Psychiatey and Human Behavior at the Alpsrt
Medical School of Brown University.
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Late Talking

From page 1

diagnosis to determine whether the late
tatking is simply a developmental stage with

a high probability of spontaneous recovery
or whether it Is a symptom of long-lasting
developmental disabiiities such as autism,
Koy supplemental markers include non-
verbal social skills, nonverbal intellectual
abllitles, and receptive language abilty.

This means that it is essential to evaluate
whether a late-talking child interacts with
patents and others (within the broad con-
straints of their reduced or absent ability

“to produce meaningful speech); whether

they are able to solve puzzles and engage in
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Dialectical behavior therapy (DBT) is an empiricaily supporied treatment originally developed for female outpatients
diagnosed with borderline personaliy disorder (BPD; Linehan, Armstong, Suarez, Allmon, & Heard, 1981), Milier,
Rathus, Linehan, Wetder, and Leigh (1997) and Miller, Rathus, DuBose, Dexter-Mazza, and Goldklang (2007a) adapted
DET to treat suicldal adolescents (DBT-A), DBT-Ahas a growing evidence base that suggests it maybe a poweriul
treatment modalityfor a variely of adolescent problem behaviors, including self-injurfous behavior, BPD, bipolar
disorder, eating disorders, oppositional defiant disorder, and learning disabilities. As itwas designed by Miller, Rathus,
& Linehan (2007b), DBT-Ais a multimodal approach, consisting of 16 weaeks of indiMdual therapy, group skiils training,
family and indivdual phone consultation, and a therapist consultation group. Caretakers are generallyincluded in group
skilis training and some individual therapy sessions.

This paper summarizes and critiques studies that used DBT group skilfs training with adolescents without family
participation. Authors of this review explore the implications of using skills groups in school settings or in seltings
where caregiver parficipation Is unavailable, as many are unable or unwilling to participate in treatment programs, We
examine the feasibility of DBT as a freaiment that can change the behavior of the adolescant withaut having to rely on
family change. Finally, we discuss how DBT can be used for a wider variety of applications, and future research
recommendations are provided. Structure of Dislectical Behavior Therapy Muehlenkamp (2006) stated that the major
principle behind DBT Is to achieve equilibrium of behavior change and selfacceptance. DBT embraces elements of
Wastern behavior, cognitive, and clientcentered therapeutic approachss, as well as principles from Zen Buddhism. DBT
group training, as otiginally designed byLinshan (1993a), entails sesslons of learning and practicing the skills of
Mindfulness, Distress Tolerance, Emotion Regulation, and Interpersonal Effectiveness. Mindfulness teaches clients to
turn attention inward and observe themselves non-judgrmentally; Distress Tolerance focuses on teaching the client how
to befter handle distress: Emotional Regulation increases the client's coniral over his or her emotons; and
Interpersonal Effectiveness builds skills in dealing with conflict, expressing wants and needs, and increasing self-

respedt {Linehan, 1983b).

DBT-Awas dasignad to targel the affective instability and difficulty in regulating emotions that are characteristic of
sulcidal and para-suicidal adolescents, and to addrass issues that can affect suicidal adolescents, such as
depression, relationship Issues, and school problems (Miller et al,, 2007b). Skills groups with muliiple families are
preferred, as they allow parents and adolescents to leam skills with other families having similar difficulties. Single
family therapy sesslons are also commonly used to assist in generalization of skilis and to help structure the home
envronment. To date, no comprehensive review of adolescent-only DBT studies exists, and the efficacy of adolescent
DBT without parent pariicipation remains unclear.

Analysis of the Literature

. Seweral recent sludies have examined the feasibility of adolescent-only DBT. James, Taylor, Winmill and Alfeadari
{2008) implemanted an outpatient intervention utilizing the four primary skills components of DBT to address self-harm
behavior in 16 females between the ages of 15 and 18 years. All parlicipants showed symptoms associated with a
dlagnosts of Borderline Personallty Disorder (BPDY), and researchers Indicated that all would have met criteria for BPD
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had theybeen 18 years old, Treatment Included one year of weekly individual therapy sessions and weeklysksl!s group
for 1.5 hours; telephone support was also available for participants.

A the end of reatment and at 8-month followup, participants reported reductions In depression and hopelessness, and
clinicians reported decreased instances of self-harm and improved overall functioning. Notably, only half of participants
were in “normal education or employment’ (James et al,, 2008, p. 150) prelrsatment; upon compietion, 13 of 15 (one
unknown) were enrelled in school or working.

Asecond study by James, Winmill, Anderson, and Alfoadari (2011) offered outpatient DBT to 25 adolescents in the
British "looked afler care” {LAC) system, which is similar fo the foster care system in the U.S, Eighteen adolescents
completed the full course of treatment (15 females and 3 males) with a mean age of 15.5 years (range 12-18 years).
Again, all pariicipants would have met criteria for BPD had theyboen 18 years old, Treatment components were the
same as those in the previous study, except that weekly group skills sessions were 2 (rather than 1.5) hours.
Researchers also offared cansultafion for caretakers and referral agents of the LAC system and training and support for

nurses and staff,

For 18 participants whio completed treatment there was a significantreduction in selfreported depression and
hopelassneas, a reduced fraquency of self-harm, and an increase In global functioning, At the end of treaiment, 14 0f 18
participants had totally stopped sel-harming. Researchers found no significant changes in negative automatic thoughts
or quallty of life s cores, but all returned to home or independent living from a position of homelessness or
accommaodation provided by tha state.

Katz, Cox, Gunasekara, and Miller (2004) treated suicidal adolescents with 2 weeks of intenslve DBT using an inpatient
program that included the four core skills modules. Treatmentwas comprised of daily skills training groups, twice
weekly Individual psychotherapy, and a DBT milieu (with DBTtralned nursing staff) to facilitate skills generalization. The
trealment leam met regularlyfor consullaiion meeltings, and a DBT consultant was used to evaluate staff adherence.
The adolescents freated with DBT were contrasted with a group of inpalients who received treatment as usual (TAU),
which consisted of a daily psychodynamle psychotherapy group, individual psychodynamic psyshotherapy at least once
per week, and a psychodynamically-oriented milieu,

Participants in both groups of the study had made a suiclde attempt or had suicidal ideation severe enough to warrant
admission ta Inpatient treatment, as determined by a psychiatrist, Thirty members were recrulted per group and 1-year
follow-up data were available on 26 DBT patients and 27 TAU patients. Participants were assigned to groups based on
availability of beds at the ime of admission, but no significant differences in demaographic varlables ware found. Both
groups showed substantial symptomatic improvement at dischargs, with no differences on measures of depression,
hopelessness, and suicidal ideation. Both groups also demonstrated a significant reduction in the absolute number of
parasuicidal behaviors in the year following discharge. Interestingly, there was an absolute difference in the effect sizes
betwaen the DET and TAU groups on self-reporiad depression (1.67 - 1.05 = 0.62), suicidal ideation (2,12 - 1.36 =
0.786), and hopelessness (0,73 - 0,33 = 0.4). Furthermore, DBT patients had significantly fewer behavioral incidents
than the TAU patients and the DBT group had a 100percent retention rate for treatment,

Nelson-Gray and colleagues (2006) examined use of a DBT skills group for oufpatient adolescenis with diagnoses of
opposlficnal defiant disorder (ODD}. Fifty-four adolescents who met criterla for ODD were recruited and assigned to
groups with 5 to 9 members for 16 weekly, 2 hour group skills sessions ateither a clinicora public high scheol, Al core
skills modules except Mindfulness were taught, and no indiMdual reatmant was offered. Sixty-nine percent of
participants completed the fult course of treatment, and 5 Individuals opted tc do a second round of DBT.

Researchars attempted ta increase generalization of DBT skills through homework assignments and booster
sessions, and provided participants with a pizza dinner and monetary rewards for homework completion. Transportation
was provided fo groups, and telephone calls and home Visits were used fo collect data from caregivers. Nolably, tis
sample of 32 participants was more diverse than previous siudies in age (M= 12.6, range = 10-15), racial
characteristics (43percent African Amerlcan, 40percent Caucasian, and 3percent Latino), and gender composltion (27

mates, 5 females).

Al participants had diagnoses of ODD, based on parent report, For those who completed treatment, ttests revealed a
signlficantincrease in interpersonal strength and reductions in ODD symptoms and externalizing behaviors from pre-fo
postireatment. Furthermore, participant reports showed significant reductions in depressive symploms and internallzing
behaviors, and reduciions in externalizing behaviors approached significance,

The reliable change Index{RCI) was used to measure the clinical significance of change for all pre- and post-treatment
measures, The RC| seeks fo detarmine if change Is ciinically significant by taking into account the reliability of the
measure, variabilily of scores in the group, and the individual's scare change from pre- fo post-ireaiment, Of participants
who were in the clinical rangs on atleast one caregiver-completed measure at pre-reatment, 77percent changed to the
non-clinical range bythe end of freaiment. In addition, 71percent showed dlinically significantimprovement, while
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13parcent of participants showed clinically significant deterioration from pre- to post-reatment on at least one categiver-
completed measure, For measures completed by participants, 91petcent of those who were In the clinical range at pre-
testimprovad to tha non-clinlcal range at post-test.

Sunseri (2004) Implemented DBT In a residential facility with adolescent females. The sample consisted of 26
adolescents between the ages of 12-18 in treatment (M = 15.2 ysars, SD = 1.3), who were compared with a group of 42
residential patients prior to implameniation of DBT (M= 14.1 years, SD = 1.8). Apart from the differenca in age, groups
were not signlficantly different on demographic or dlinical variables. The group of clients treated with DBT had
diagnoses of disruptive behavior disorders (n = 13, 50percent), anxely disorders {n = 15, 58percent), eating disorders
(n =1, 4percent), substance abuse disordars (n = 10, 39percent), maood disorders {n = 22, 85parcent), and BPD {n =22,

8bpercent).

After DBT was intraduced, individual therapy sessions wers held at least weekly, and group skills training utiilzing the
four core modules was held twice per week for 90 minutes, After implementing DBT, there were no premature
terminations due to suicide, and the number of inpatient days was significantly reduced, as was the length of time
clienis were held in restraints or secluslton. The authors aiso described DBT patients as being less dependenton
punishment to change behavior, and noted that staff members worked more collaboratively with the cllents and their

famllies.

Critique of the Literature and Future Directions

No studies examining DBT-A (with or without parent participation) have been randomized controlied trials (RCTs);
clearly, RCTs are needed fo increase the quality of evidence for this traatment. For all studies of BBT-A, varlafions on
how treatmentwas implemented complicates the interpretation of overall efficacywith adolescents. This inconsistency
is evdentin the studies contained in this review: some researchers included only group skills training, while others
used group and individual freatment sessions. Furthermore, not alf of the treatment modules were used in all studies,
thereby making it dificult to compare results across empirical trials.

In the future, we recommend that researchers use a standardized format of treatment, perhaps with one format for
family-based treatment and another farmat for adolescent skills groups only. In addition, there are usually high
noncompliance and dropout rates in adolescent DBT programs (Miller et al., 2007b}. Euture researchers should seek to
increasse treatment adherence, as was done by Nelson-Gray et al. (2008), who used Incantives for attendance and
homework complefion. Furthermare, larger studies with more varied samples are needed, '

More studies exploring the optimal duration of DBT-Askill groups In a school emvironment are needed. Nelson-Gray et
al. (2006) employed 16 week groups, but future studies could explore If shorter treatment options could work. Although
the reatment setting was an Inpatlent facility, Katz et al. (2004} found significant improvements after onfy two weeks of
treaiment. If a 2 week skills group in a school could reduce symptoms and improve the personal skills of adolescents, It
would be an extremely costeffective and attractive freatment option, Only one published study explored using DBT-Ain a
school environment, and paricipants showed significant reductions in both internalizing and externalizing symploms,
{Nelson-Gray et al., 2006). Although the results hava notbeen published in a peerreviewad journal, Lincofn High
School in Portland, OR reported initially promising results with ongoing skills groups (Hanson, 2012). The school
developed a DBT program for course credit that included weekdy group skllls classes and individual sessions, as well
as parent training and felephone consultation for the adolescents, The freatment included the four core modules of DBT
and was offered in semesterlong or year-long oplions, The treatment team consisted of the schoal psychologist,
counselor, social worker, nurse, practicum students, and interns. Students in the five groups that have been completed
were assessed pre- and postintervention with the Behavior Assessment System for Childran, Sacond Edition (BASC-
2); results suggested that students experienced decreased anxely, depression, social siress, and anger conrol,and
demanstirafed increased school attendance and GPA. Althcugh this reatment was more comprehensive than skills-
groups afone, it offers a freatment format that can be replicated and evaluated in fulure studies.

Recommendations for Practice

Taken together, findings from the studies reviewed herein suggest that DBT skills groups that do notinclude parent
parlicipation have potential for reducing setfharm and oppositional behavior, as well as for improving symptoms of
depression and general functioning. There appears to be potential for meaningful improvements without parent
fnvalvament, which mayincrease the seitings where DBT-A can be offered, including schools,

While the aforementionad variety of treatment settings should be explorad in future research, conducting DBT groups in
schools appears to be a particularly promising way to treat a large number of adolescents. Substance Abuse and
Mental Health Senices Administration (SAMHSA, 2012) found that youth aged 12 to 17 are most likelyto receive mental
health care in ah educational setting, with 2.9 million children recelving treatment in schools in 2010, Treatmentin a
group format is cosi-effective, and school-based DBT groups can target a large number of students in the setting in
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which they are already most likely to receive counseling. Skills groups could easlilybe held during one class petiod and:
integrated into the school day, and studenis could receive course credit for particlpation, as was provided by Hanson
(2012). Furthermare, DBT-A s largely manuallzed, making standardized implementation easter, such thata variety of
professionals or interns could Implemant the programs. :

Conclusion

DBT-Als a freatment that Is well-sulied to address manyof the common concerns of adolescents, and it has shown
promise in treating psychological symptoms and disorders. However, more robust studies, in particular RCTs, are
needed to test the efficacy of the treatment, Future ressarch studies may also wish to identify which skiil modules are
mostuseful in addressing adolescent concerns, and seek fo develop the most efficient use of DBT by exploring shorter
freatment sequences, Desplte the limited number of studies available lo date, this review of empirical ifterature
suggests that DBT skills groups for adolescents may be a promising prevention and fraatment fool in school seitings.
School-based skills groups for adolescents can be administered to a large number of middle and high school
sludents, even those who are not diaghosed as having a disorder, and can be facilitated by frained school personnsl,
Taken together, findings from the exsling evidence base suggest ihat DBT skills groups in schools have the potential to
be a powerful intervention that may prevant the development of serfous disorders or even suiclde.
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Background: Dlalectical behaviour therapy (DBT) is the first empirically validated treatment for chronically
suicidal patients diagnosed with borderline personality disorder {BPD). Numerous randomised clinical trials
conducted with adults with BPD have demonstrated that DBT Is effective in reducing sulcidal and non-suicidal
self-injurious {N$S) behaviours. Other research on the use of DBT for adults has shown that the treatment is
effective In reducing a variety of problem behaviours in a range of therapeutic settings. In the last decade, a
number of studies have evaluated DBT as a promising treatment for adolescents with different psychological
disorders and behaviours, including borderline personality disorder (BPD), eating dlsorders, externallsing
disordars, and suicidal and NSS{ behavlours, This article reviews the literature on the use of DBT with ado-
lescants, Results: Overall findings indicate some empirical support for the conclusion that DBT is a promising
treatment for adolescents with BPD symptomatology, suicidal ideation and comorbld depression, bipelar
disorder, disordered eating behaviours and aggressive and impulsive behaviours, Adolescents in these studies
were also hospltalised Jess frequently when treated with DBT. Moreaver, studies conducted with these pap-
ulations suggest that DBT may be adapted for use in outpatient, inpatient, community, and residential
treatment settings. Cenclusions: The authors conclude that DET may be effectlve in treating adolescents with
additional disorders and dysfunctional behaviours not yat examined, Data from soon to be completed

randomised controlled trials need to be published.

Key Practitioner Message:

+ Dialectical behaviour therapy (DBT) is the first empiricaily validated treatment for chronically suicidal patients
diagniesed with borderline personality disorder (BPD}

» A number of studies have avajuated DBT as a promising treatment for adolescents with eating disorders,
externalising disorders; and suicidal and NSSI{ behaviours

« There is empirical support for the conclusion that DET Is a promising treatment for adolescents with a range of
psychapathology, and who recelve treatment in a varlety of settings )

o Future studies must address methodological shortcomings by increasing sample size and diversity, implementing
adherence coding and control groups, and using consistent terminology

Keywords: Dialectical behaviour therapy; adalescents; adolescent problem behaviour; suicide attempt; self-

injurious {parasulcidaly behaviour

Introduction

Dialectical behaviour therapy (DBT} is the leading
evidence-based freatment for suicidal adult women
diagnosed with Borderline Personality Disorder (BPD).
DBT is a comprehensive treatment that targets the
interpersonal and environmental factors that maintain
clients’ suicidal behaviours; it uses a number of key
principles and strategies derived from behaviour ther-
apy, dialectical philoaophy and Zen practice. Multiple
randomised controlled trials have demonstrated DBT's
superiority to treatment as usual for problems associ-
ated with BPD (Linehan et al., 1991; Linchan, Heard, &
Armstrong, 1993: Koons et al., 2001; Verheul et al.,

@ 2011 The Authors. Child and Adolescent Mental Health
© 2011 Association for Child and Adoleacent Mental Health,

2003: van den Bosch et al., 2005; Linchan et al,, 2006).
The treatment has been shown te improve treatment
adherence rates, decrease inpatient psychiatric days,
and reduce frequency and severity of suicide attempts,
non-suicidal selfinjurious behaviours, and suicidat
ideation (Linchan et al., 1991, 2006; Koons st al,, 2001;
Verheul et al., 2003; van den Bosch et al., 2005; Bohus,
Haaf, 8 Simms, 2004; Lynch et al., 2008}. A review of
his research ¢an be found in Scheel (2000), Rebins and
Chapman (2004}, and Lynch et al, {2007).

Research on DBT has been conducted with varlous
adult populations, inciuding outpatient (Linghan et al.,
1991, 1993, 2006; Verheul et al,, 2003; van den Bosch
et al,, 2005), Inpatent (Barley et al,, 1993; Linehan
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et al,, 1998; Bohus et al., 2000; Koons et al,, 2001;
Bohus et al., 2004, Simpson, Pistorello, & Begin, 1833}
and forensic populations {Evershed et al., 2003; Brad-
ley & Follingstad, 2003; Berzina & Trestmarn, 2004).
DBT has been shown to have applications for adults
with comorbid BPFD and substance abuse problems
(Linehan et al, 1999; Linehan et al., 2002; van den
Bosch et al., 2005), comorbid BED and eating disorders
(Palmer et al., 2003), as a treatment for eating disorders
{Safer, Telch, & Agras, 2001; Telch, Agras, & Linehan,
2001}, and as a treatment for geriatric depressed out-
patients with mixed personality features [Lynch et alk,
2003; Lynch, 2000}. Research on the use of DBT with
varicus adolescent populations has started to expand
and diversify, indicating that the treatment also has
applications for a number of problem behavicurs
among adolescents. The purpose of the followlng review
is to survey this area of research and to highlight con~
siderations for researchers and practitioners applying
DBT to various adolescent populations,

DART with adolescents

A total of 12 outcome studies published between 1997-
2008 are included in the current review. None of these
studies, however, are randomised controlled itials
(RCTs], atthough the last author is consultant to two
RCTs that ate currently in progreas. Lavs Mchlum is the
principal investigator of the first adolescent DBT RCT
being conducted in Oslo, Norway, while the second
adolescent DBT RCT is belng conducted in New Zealand
under the direction of Emily Cooney.

DBT was first adapted for use with suicidal adoles-
cents by Miller and colleagues {Miller et al.,, 1997).
Although the core tenets and modes of the treatment
were retained, several changes were made by the au-
thors to make Linehan's original textbook and treat-
ment manual appropriate for this younger population.
For example, treatment length was decreased from 12
months to 16 weeks, age-appropriate terminology was
incorporated; and family members were included in the
weekly skills training groups (Miller et al,, 1997; Miller,
Rathus, & Linehan, 2007). Likewise, a fifth skills
training module, ‘Walking the Middle Path’, was added
itn an effort to help adolescents and their families nav-
igate impasses by leamning validation skills, behavio-
ural principles, and dialectical thinking and acting.

DBT and suicidal, multi-problem adolescents

Two quasi-experimental studies on DBT with adoles-
cents have been conducied to date, with both indicating
that the treatment is promising in reducing several
behaviours found among suicidal, multi-problem
multiply diagnosed youth, Rathus and Miller (2002}
compared depressed and suicidal adolescents treated
with DBT {o treatment as usual (TAU) in & 12-week
autpatient program {see Table 1 for details). Despite
having more severe psychopathology at baseline {92%
of the group had a comorbid depressive disorder at the
outset of treatment), adolescents treated with DBT were
significantly more likely to complete treatment
(60% versus 38%) and had significantly fewer psychi-
atric hospitalisations (0% versus 13%). DBT was also
associated with significant reductions in depressive

symptoms and suicidal ideation. No statistically sig-
nificant differences were found between the number of
suicide attempts in the two conditions {0% versus 9%),

. yet this probably refiects the low frequency of this

behaviour during the 12-week study, Within the DBT
group at posi-treatment, adolescents reported signifi-
cant reductions in all four problem areas targeted in
DBT {i.e. confusion about self, impulsivity, emotional
dysregulation, and Interpersonal problems} as mea-
sured by the Life Froblems Inventory, a measure highly
correlated with the borderline personality disorder
subscale of the SCID-II (Rathus & Miller, 2002; Rathus,
Wagner, & Miller, 2005). Moreover, reductions in anxi-
ety, depression and suicidal ideation were found among
DBT participants at post-treatment {Rathus & Miller,
2002).

Katz and colleagues {2004) used a similer desigm
when comparing cutcomes between adolescents treated
with DBT vs, TAU for 2 weeks in an inpatient setting
{initlal n=62; see Table 1). AH participants had. been
hospitalised for recent suicide attempts or suicidal
ideation and were admitted to one of two inpatient
units; one unit vsed a DBT protocol and the other unit
relied an TAU. Those who received DBT attended indi-
vidual therapy twice weeldy and skills training groups 5
days per week, and were able to request and receive
skills coaching by milieu staff on the unit. The DBT unit
held a weeldy therapist consuliation meeting and staff
from evening shifts were able to ‘participate’ as well by
leaving and receiving notes related to consultation
gquestions or concerns they had, DBT was superior to
TAU in reducing behavioural incidents (inclading NSSI
behaviours} and increasing adherence fo treatment,
including medication compliance, during the hospital-
isation. Upon discharge, all patients in both conditions
were referred for outpatient {reatment and assessed one
year later. Both groups (DBT n=26 and TAU n=27 at
follow-up) demonstrated a significant reduction of sui-
cidal ideation, nencsuicidal self-injuricus behaviour,
and depressive symptoms. Although the effect sizes
were preater for DBT than TAU with respect to self-
report ratings of depressive symptoms and sudcidal,
ideation, differences were not statistically significant,
perhaps due to the small sample size. Additlonally, itis -
possible that the pattern of results in both of these
quasi-experimental studies was affected by the nature
of the TAU treatment delivered, which was noted to vary
in content between adolescents,

Several additional studies have examined the effec-
tiveness of DBT for adolescents with features of BPD,
including NSSI and suicidal behaviours; in general,
these studies evaluate pre- and post-treatment out-
comes in the absence of control groups and randomisa-
tion {James et al., 2008; Sunseri, 2004; Fleishhaker,

-2006; Woodberry & Popenoe, 2008). Flelschhaker and

colleagues (2006) evaluated DBT treatment outcomes for
16 older female adolescents with at least 6 months of

" ‘severe and persistent deliberate self-harm' {DSH} Of

note, the authors defined DSH after Hawton et al. (2002},
whose definition problematically does not distinguish
non-suicidal self-injurous behaviours from suicide
attempts. Adolescents were seen at a DBT clinic twice a
week, once for an hour-fong individual session and once
far a 90-minute skills training group, and received tele-
phone coaching. Overall, post-treatment assessments,

© 2011 The Authors
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conducted 8 months after treatment concluded, indi-
cated that participants completed more than 78% of
sessions and evidenced a significant increase in partici-
pants’ general functioning, aswellas amarked reduction
in self-report of depression, hopelessness, and episodes
of DSH. Importantly, it is not possible to separate out the
effects of the treaiment for non-suicidal self-injurious
hehaviour versus suicide attempis, as these two classes
of behaviours are grouped together in the definition of
DSH. Nevertheless, all of the improvements cbserved at
the end of treatment werc maintained at follow-up, sug-
gesting that DBT with multi-problem adolescents may
produce long-term effects. Linehan and colleagues
{2006) conducted a large-scale study of adult patients
over a 2-year period that demonstrated that patients
treated with DBT, as compared {o treatment by non-
behavioural experts in the community (TBE}, had lower
tates of suicide attempts, re-hospltalisation, and treat-
ment attrition, More research is needed to determine if
such findings can be replicated with an adolescent pop-
ulation.

Other studies have found similar support that DBT
improves funetoning and decreases life-threatening
behaviours amaong adolescents. In a partial replication of
the Rathus and Miller (2002) study, Fleischhaker et al.
(2006) assessed DBT treatment oulcomes in an outpa-
tient sample of 12 adolescents uaing similar inclusion
criteria as Rathus and Miller (2002), Prior to the start of
treatment, 67% of participants in the study had at least
one suicide attémpt and all had engaged in NSSI during
their lifetlmes. Post-treatment measures indicated that
deliberate self-harrn incidents and number of hospitali-
sations decreased significantly over time, as did other
indices of psychopathelogy, including depressive symp-
toms., Furthermore, there were no suicide attempts
among adolescents during the course of the study.

Similarly, Woodberry and Popence {2008} found
positive treatment outcomes in a group of suicidal and
non-suicidal selfdnjuring adolescents and their care-
givers treated In an open 15-week trial of DBT In a
community outpatient clinic. In particular, improve-
ments were seen in adolescent-reported depressive
symptoms, anger, dissociative symptoms, and indices
of NSSI and suicidal ideation, Parents reported changes
in adolescent intérnalising, externalising, and tfotal
problem behaviours {see Table 1 for specific outcome
measures]. Moreover, parents reported a considerabie
decrease in their own depressive symptoms at the
coniclusion of treatment. This finding highlights the
transactional nature of psychopathology in families and
the broad impact a comprehensive adolescent DBT
treatment prograra may have on other family members.

Sunseri (2004) adapted DBT for use in a residential
treatment facility and reported outcomes indicating
that the treatment was useful in helping the severely
impaired adolescent population, Over a period of 5
years, all 68 adolescent girls served by the treatment
facility underwent DBT. Results from this uncontrolled
open-trial indicated that DBT contributed to a reduc-
tion in number of premature terminatons, which was
defined as ‘a client who engaged in self-harm and was
admitted to a psychiatric hospital, subsequently
refusing to return to treatment’, It is not clear what ‘self-
harm' behaviour incindes; nevertheless, it was noted
that clients were typically referred for hospitalisation

' subsequent to 2 ‘parasuicidal event (L.e. cutting, bun-

ing, overdose attempts] or the exprassion of suicidal
ideation’. Significant reductions were also observed in
the number of days spent in psychiatric hospitals due
to ‘self-injurious behaviowrs’, and length of time
patients were held in restraints or seclusion. Although
this sample was more heterogeneous than the ones
cited thus far, consisting of adolescents with a variety of
diagnoses and problem behaviours, the data suggest
that DBT may be useful in preventing such muld-
problem adolescents from requiring a higher level of
care beyond thelr residential providers. Of tourse,
without a control group, it is not possible to draw any
firm conclusions about the specific effects of the treat-
ment provided. '

DBT has also been adapted for use with adolescents
diagnosed with bipolar disorder. Like BPD, bipolar
disorder is assoclated with difficulties in emotion reg-
ulation coupled with high rates of impulsive behav-
iours. Goldstein and ecolleagues (2007) conducted a
year-long open trial of DET with 10 outpatent adoles-
cents diagnosed with bipolar disorder, most of whom
had a history of at least bne suicide attempt and many
of whom had intermittent suicidat ideation. The authors
made some modifications to Miller, Rathus and Line-
han's adolescent muiti-family skills training manual
{2008}, including adding a module containing two ses-
sions of psychoedueation on bipolar disorder and
decreasing the length of the five core skills modules.
‘The study also varled from standard DBT for adeles-
cents in that pavdcipants received 24 weekly 60-minute
sessions, alternating between individual therapy and
skills training conducted within individual farafly units
rather than in a larger group setting, The continuation
phase of treatment consisted of 12 total sessions, also
aiternating between family skills training and individ-
ual therapy sessions, and tapering in frequency
through enc year, A major limitation of the study was
the absence of a therapist consultation team, as the
study's first author was the only DBT-trained olinic
staff member and provider.,

Results indicated that retention among participants
was extremely high {L.e. 90%), with one patient moving
away and the remainder completing treatment. In
addition, patients exhibited significant improvements
at post-treatment in suicidal ideation, emotion dysre-
gulation, and depressive symptoms. Although non-
suicidal selfvinjurious behaviours decreased over the
course of treatment, the change was not statistically
significant. Lastly, both patients and parents indicated
a high degree of satisfaction with the DBT approach and
the progress that the adolescents made during treat-
ment. These high acceptability and satisfaction ratings
are consistent with palient's ireatment acceptability
and sabisfaction in an adult DBT treatment study
(Linehan et al., 2006). Thus, the DBT ireatment {i.c.
individual therapy and family skills tralning} was well
tolerated by the patients and thejr families in that they
Giked’ the therapy and would refer others in need to
such a program.

DBT and externalising disorders

Many researchers have started conducting DBT treat-
ment outcome studies with adolescenis who exhihit

@ 2011 Ths Authors
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problems and symptoms other than those assoclated
with BPD and mood disorders, For example, two studies
found some support for the use of DBT to freat ado-
lescents with externalising behaviours (Trupin et al,,
2002; Nelson-Gray et al., 2006). Trupin and colleagues
{2002) implemented a DBT treatment program with 50
incarcerated female juvenile offenders, DBT was
employed on two vnits: a mental heaith unit, in which
staff members had received 80 hours of DBT training
(i.e. 10-day gold standard intensive training), and a
general population unit, In which staff members had
received 16 hours of DBT training (two-day workshaop}.
Both of these units were compared to adolescents on a
third unit receiving treatment as usual from clinicians
with no training in DBT. Adolescents assigned to the
mental health unit had higher rates of externalising
disorders and internalising disorders than adolescents
assigned to either the general population or the TAU
units. Behaviour problems —-the composite of classroom
disruption, aggression, and parasuicidat acts {includ-
ing self-mutilation, suicide attempt, and threatened
suicide) — were recorded by staff members on a daily
basis for all adolescents and compared to incidents
occurring in the year before the DBT intervention be-
gan. Results Indicated that adolescents on the mental
health unit showed a statistically significant reduction
in behaviour problems during the 10-month period of
the study and exceeded the changes seen in the other
units; Moreover, Interventions by staif who had received
the intensive DBT training (i.e. those on the mental
health unit) were significantly less punitive than in the
year before the intervention hegan. By comparison, no
adolescentt behaviour changes or changes in staff
members’ responses were observed in the general
population unit. This finding highlights the value
and impact intensive training has on staff behaviour
and client outcornes as compared o less Intensive
training, Comparisons between pre-and-post treatment
for the group receiving TAU were not measurable on
account of the group's fewer problems at baseline.
Nelson~-Gray and colleagues (2006} conducted a
16-week trial of group-based, outpatient DBT skills
training for 54 non-suicidal adolescents diagnosed with
oppositional deflant disorder (ODD), 32 of whom com-
pleted the treatment program, Analyses indicated that
those participants who dropped out of the treatment
evidenced more comorbid psychopathology at baseline
than those who completed the program, Notably this
study differs from others discussed thus far in that
adolescents received only weekly adolescent-only group
skills training and therefore received no Individual
therapy or telephone consultation. Treatment protocols
were based on Linehan's {1993} manual, with modifi-
cations made to make the material more ags-appropri~
ate and to encourage homework compliance through
financiat incentives, The authors reported post-ireat-
ment decreases in oppositional-defiant disorder criteria
and externalising belaviour problems according to
parent reports, Parent ratings also indleated reductions
in depressive symptoms and Increases in positive
behaviours. Again, while there is no control group it is
hard to make definitive statements about these find-
ings; however, it does raise the question as to whether
comprehensive DBT, which is typically recommended
for multi-problem multi-diagnostic youth, is necessary

@ 2011 The Authors
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for youth who present with a single diagnosis [e.g
ODDJ.

DBT and eating disorders

Finally, a handful of studies have examined the effec-
tiveness of DBT for adolescents with eating disorders
{Salbach-Andrae et al, 2008; Salbach etal.,, 2007;
Safer etal, 2007). Salbach and colleagues’ {2007}
published results from a pre-post treatment study of 31
inpatient adolescent girls with anorexia (n=23) and
bulimia nervosa {n=8}, many of whom were also diag-
nosed with a depressive disorder, an anxiety disorder,
and/or a personality disorder. The authors modified
Mitler and colleagues' (1997, 2007) treatment model by
making several changes, including shortening the
duration of treatment while increasing the frequency of
sessiords; adding content specific to eating disorders;
using both therapists and nursing steff trained in DBT

* to deliver treatment; and adding weekly groups that

focuged on issues of welght and eating, Qutcome mea-
sures indicated that overall retention in treatment weas
high [only one participant dropped ouf}. Significant
improvements were seen with respect to depressive
symptoms and eating disordered behaviour, including
restricion of intake, excessive exercise, and use of
weight-loss substances. Body mass index (BM]} scores
in the patients with anorexia also increased strongly
and significantly, Salbach-Andrac and colleagues
(2008} reported a similar pattern of findings with ade-
lescents treated with DBT for eaiing disorders on an
outpatent basis. Namely, treatment with DBT was
associated with a decline in the behavioural symptoms
of eating disorders and symptoms of general psycho-
pathology. As is the case in many of the studles
reviewed here, the authors noted the possibility that
patients' improvement was duc to factors other than
DET that were not controllable within their study
design,

Safer and colleagues {2007 made adolescent-spe-
cific modifications to standard DBT for adults with
binge eating disorder and published a single case
study of a 16 year-old female showing preliminary
support for their revised ireatment manual, DBT for
binge eating disorder is based on the affect-regulation
model of hinge eating, which posits that binge eating is
a behavioural attempt to modify painful emotional
states, The authors adapted a manualised version of
DBT for binge eating disorder in adults (Telch, 1997)
by adding an Interpersonal Effectiveness module,
changing the order in which skills were taught by
presenting the Distress Tolerance skills first, and
introducing family sessions as needed. In, this case
study, four family sessions were scheduled as adjuncis
1o individual sessions during the course of the Z1-week
treatment program for a total of 24 therapy hours. The
authors reported that the frequency and severity of
their patient’s binge eating was reduced, at post-treat-
ment, but cautioned that additional case studies and
case series ate needed before justifylng a randomised
controlled trial of DBT for binge eating disorder. In
sum, the results of these studies indicate that DBT
may be a promising treatment for a variety of eating
disorders and that well-contralled studies with meore
robust designs are warranted,

Child and Adolescent Mental Health @ 2011 Association for Child and Adolescent Mental Heslth,
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Discussion

Twelve studies on the effectiveness of DBT with ado-
lescents in the period between 1997-2008 were found
(Table 1). i is difficult to compare findings across these
studies because there is considerable variebility in
populations, setlings, structure, and format of treat-
ment, There is also wide variation in the design of the
studies, with the majority consisting of a pre-post
treatment design and none including a randomised
controlled design. Purthermore, some studies provided
clear and detailed desctiptions of their fidelity to {or
divergence from} the original DBT protocol, whereas
other studies were more vague, Taken topether, these
maty ateas of discrepancy do not permit divect com-
parisons between studies. At the same time, research
evaluating complex interventions such as DBT must be
flexible and endeavour to ask whether the intervention
works in everyday practice (Medical Research Couneii,
2008). The studies reviewed here prdvide important
information about practical effectiveness, and many of
the findings indicate that DBT has a range of thera-
peutic effects for adolescents.,

Wide-ranging improvement in functioning
Although these 12 studies lack commonality in methed
and design, nevertheless the adolescents treated with
DBT made improvements on a veriety of measures of
functioning across a wide range of treatment settings.
For example, adolescents witlhh BPD features reported
significant reductons in impulsivity, emotional dysre-
gulation, confiision about oneself and interpersonal
difficuities after a short 12-week comprehensive out-
patient intervention (Rathus & Miller, 2002}, Incarcer-
ated juvenile offenders were found to have fewer acts of
aggression, dlassroom disruptions and ‘parasuicidal’
acts when treated with DBT (Trupin et al.,, 2002);
bipolar adolescents and their families indicated that
DBT was a highly satisfactery freatment that contrib-
uted to reductions in suicldal Iéeation, NSSI, emotional
dysregulation, and depressive symptoms (Goldstein et
al,, 2007); and adolescents with anorexia or bulimia
demonstrated significant improvements in behaviouwral
indices of disordered eating and general psychopathol-
ogy when treated with DBT on an oulpatient basis
{Salbach-Andrae et al,, 2008). Moreover, DBT was
shown to have some clinical utility in settings where
comprehensive treatment is often less feasible ov very
difficult to implement, such as a residential freatment
facility (Sunseri, 2004}, community outpatient clinic
{Woodberry & Popenog, 2008), and rehabilitation facil-
ity for juvenile offenders (Trupin et al,, 2002). This
suggests that the treatment’s theoretical underpinnings
and clinical approach have value for cliniclans working
with multi-problem youth who have difficulty regulating
their emotions and behaviours.

Treatment acceptability

As with adult studles comparing DBT to reatment as
usual or to treatment by experts {Linchan et al., 1991,
1999, 20086), many of the studies reviewed here suggest
that DET is a well-tolerated treatment for the adoles-
cents and family members involved {Rathus & Miller,
2002; Goldstein et al,, 2007; Woodberry & Popenoe,
2008). Thus, those teens and parents participating in

DET complete the treatment more often than the contral
subjects and also report liking' the treatment and
would consider referring others in need to such a pro-
gram, The DBT approach was particularly well-toler-
ated in the Goldstein et al. (2007} study, in which
participants attended 90% of scheduled sessions. Sat-
isfaction ratings indicated that both adolescents and
their parents were highly satisfied with the intervention
and the visible gains made by the adolescents during
the course of treatment., Futare studies should con:
tinue to assess acceptability and satisfaction among .
adolescent and famtly members treated with DBT, as it
provides an important index of the treatment’s effec-
tiveness. Clinieians could use such data to help educate
potential patients about DBT and to build commitment
among those starting in treatment,

Treatment retention

Treatment retention is one indicator of an intervention’s
tolerahility and acceptability; across the studies
reviewed here, participants frequently completed the
DBT program provided, This is particularly compeliing
not only because DBT often involves a high degres of
commitment. and involvement on the part of adoles-
cents and their parents, but also because the types of
adolescents followed in these studiea are often consid-
ered the most difficult to engage and retain in treat-
ment. Suicidal adolescenis and patients with BPD
frequently drop out of treatrnent prematurely, which in
harn increases their risk for multiple negative outcomes
ineluding repeated hospitalisations and/or suicide.

Treatment retention was lowest in the studies by
Woodberry and Popenoe {2008} and Nelson-Gray and
colleagues (2006), and the differences between the
studies suggest some key considerations for future
research. In the Woodberry and Popence {2008) study
conducted in a community outpatient clinic, 63% of the
46 adolescents who initially consented to treatment
completed the 15-week program. Among non-complet-
ers, the most common reason for drop-out was ‘exter-
nal factors, such as transportation difficulties or lack of
parental support. This inding highlights the challenges
inherent in working with a multi-problem poputation in
a community sefting,

m the study by Nelson-Gray et al. {2006), pre-
treatment differences in comorbidity may have con-
tributed to the 69% retenton rate. The absence of the
individual DBT therapy modality may have contrib-
uted to the relatively smaller retention rate when
compared to other multi-modal studles reviewed.
Overall, findings from the study indicated that the
treatment was portable in the community and repli-
cable across graduate student therapists; neverthe-
less, it remains to be seen whether DBT group skills
training is an effective stand-alone treatment for
adolescents, In an unpublished study by Linehan,
Heard and Armstrong (cited in Linehan et al., 1993),
group skille training alone was not effective when
paired with treatment-ag.usual individusl therapy
with adult women diagnosed with BPD. Given the
dearth of published findings in this area, future
research is needed to determine whether group skills
training alone may be effective for some adolescent
populations, including those with a single diagnosis
or those with severe resirvictons that Hmit frequent
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atiendance, such as those with comorbid medical
problems, :

Considerations for future research

Future research on the use of DBT with adolescents
must address the methedologieal shorteomings
observed in the studies, First, researchers must be
clear, precise, and consistent when defining the inclu-
sion criteria and outcome measures for their samples.
The inconsistencies in tertinology used to describe
NSSI and suicidal behavicur make it impossible to
compare inclusion criteria and findings across some of
the studies reported here. Until relatively recently in the
U8, researchers used the term suicidal behaviour, sui-
cide attempts, suicidal gestures, perasuicide, and
deliberate self-harm {DSH) interchangeably to describe
both snicide attempts and non-suicldal self-injury;
however, research has demonstrated empirical support
for the Importance of separating suicidal from non-
suicidal self«injurious behaviours {Jacebson et al,
2008}, Many European authors continue to use the
DSH terminology, which makes it difficult to know what
effect DBT may have on non-suicidal self-injurious
behaviours with no intent to die vs, suicidal behaviours
with at least some intent to die. To increase the reli-
ability and validity of future studies of DBT for adoles-
cents, wa 1urge researchers and clinicians to consider
using the same language to describe the same behav-
iours.

Second, researchers must improve the internal
validity of their studies by including contro} groups and
adherence coding. Few of the studies reviewed here
inciuded a control group and those that did (Rathus &
Miller, 2002; Katz et al., 2004) were quasi-experimen-
tal. Without control groups, it is not possible to make
strong inferences about the effectiveness of the inter-
vention provided. Fortunately, two randomised con-
trolled trials are underway, the findings from which
shonld answer some of the guestions ralsed, as well as
posing new questions for future research, In addition, it
would be helpful for researchers to record and report on
any events or factors that may influence their out-
comes, such as adverse events on an inpatient unit or
community violence inn outpatient settings. Very few of
the studies reviewed here comment explicitly on issues
of internal validity beyond stating the need for a control
group. )

Adherence coding will also permit greater clarily
about the nature of the intervention provided. Adher-
ence coding refers to the process of recording treatment
sessions and rating therapists’ interventions according
to the criterion specified in the original model. Thera-
pists who delivered DBT in the studies described varied
in profession, training, years of experience, and whe-
ther they had the support of a consultation team.
Although many had sought training through intensive
DBT workshops and other reliable methods of training,
very few studies mentioned whetlier any steps had been
taken to ensure therapists’ adherence to the DBT pro-
tocol (see Woodberry & Papenoe, 2008 for an exception).
These sources of variance inevitably make it more dif-
ficult to compare the treatments being delivered to
patients across studies and to determine whether these
patients were actually recelving DBT {as measured by a
reliable adherence measure).
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A related recommendation involves researchers stat-
ing explicitly the ways in which thefr freatment inter-
ventions adhered to, or deviated from, Miller and
colleagues’ (2607) DBT protocol. Guidelines on con-
ducting effectiveness research, such as those proposed
by the Medical Research Couneil {2008}, highlight the
value of making modifications and flexible adaptations
of an ariginal treatment protocol in order to maximise a
treatment’s utility. In the process of doing so, however,
it is crucial that researchers and eliniclans recerd all
ways in which their treatment was delivered. Such
information will permit a more nuanced understanding
of DBT's essential components for particular poptila-
tions.

Third, efforts should alsc be made to naximise the
generalisability of findings to new populations. For
example, many of the studies reviewed included small
samples that were predominantly female, with the
exception of the study conducted by Nelson-Gray et al.
{2006), in which 85% of their adolescent sample was
male, Smeli samples and the over-representation of
females limit the applicability of indings to other groups.
Similarly, DBT hes only recently begun to be applied to
populations other then the one it was originally devel-
oped for, and thus there are not yet enough studies to
make comparisons between DBT interventions for the
same disorder {i.e. bipalar disorder) or the same setting
{i.e. residential treatment facility}. As ressarch on theuse
of DBT with adolescents proliferates, we will be able to
make stronger comparisons between groups.

In conclusion, the research to date on DBT with
adclescents is both very limited on the one hand and
quite promising on the other. Many of the studies
contain methodological weaknesses that decrease the
internal and external validity, and the rellability of the
findings, Only two studies {(Rathus & Miller, 2002;
Katz et al, 2004) compared DBT to a comparison
group using a quasi-experimental design; the next
step is to evaluate DBT in randomised controlled tri- -
als. Twe such trials are cucrently underway and will
undoubtedly centribute to the treatment literature in
important ways. At the same time, the research
reviewed here has yielded several promising findings
and suggests that DBT may help improve the lives of
adolescents and their families. One particulasly
encouraging finding was that parents participating in
Woodberry and Popenoe’s (2008} study reported a
large change in thelr own depressive symptoms, sug-
gesting that DBT may change the overall health of a
family system from multiple angles. Research on DBT
has only recently started to investigate specific factors
associated with outcome [Robins & Chapman, 2004}
and future studies should continue to do so, partc-
ularly given the many questions raised by the findings
discussed in this article. Finally, hy having more
consistent terminology to describe our independent
variables and by having more robust study designs,
future research will build on the foundation cuflined
by these 12 studies. .
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WESTPORT PUBLIC SCHOOLS

ELLIOTT LANDON 110 MYRTLE AVENUE
Superintendent of Schools WESTPORT, CONNECTICUT 0688(
TELEPHONE: (203)341-101(

FAX: (203) 341-102¢

To: Members of the Board of Education

From: Elliott Landon

Subject: Student and Faculty Calendar / 2016-17 School Year
Date: March 16, 2015

As has been our practice, the Board of Education discusses and approves a student and faculty
calendar two years in advance of implementation. It will be necessary, therefore, for the Board to
consider and approve a student and faculty calendar for the 2016-17school year.

For the first time, and consistent with Public Act 13-247 approved by the Legislature of the State of
Connecticut, our Board of Education will be required to adopt a calendar that is consistent in its
essential components with that of the “Uniform School Calendar” adopted by cur Regional
Educational Service Center, Cooperative Educational Services. The essential components for the
uniform school calendar are as follows:

1. At least 180 days of actual school sessions during each school year (The Westport Public
Schools require students to be in attendance for 182 days).

2. A uniform start date as determined by Cooperative Educational Services

3. Uniform days for professional development and in-service training for certified employees
(The Cooperative Educational Services unitorm regional calendar includes 2 such days; the
Westport Public Schools require 6 of these days for its certified employees).

4. Not more than 3 uniform school vacation periods during each school year, not more than
two of which shall be a one week school vacation period and one of which shall be during
the summer.

With these guidelines determining the nature of our 2016-17 school calendar, a calendar has been
prepared that is consistent in every way with the essential components required in the “Uniform
School Calendar” adopted by Cooperative Educational Services, but also provides for the nuances
required by the Westport Board of Education, as follows:

1. 182 days of actual school sessions for students (Same as the uniform calendar plus 2).

2. 6 staff development days for certified employees (Same as uniform calendar plus 4).

3. Starting date for students of September 1, 2016 (Same as uniform calendar starting date).
4. One week vacation in December; one week vacation in April (Same as uniform calendar).

ADMINISTRATIVE RECOMMENDATION

Be It Resolved, That upon the recommendation of the Superintendent of Schools, the Board of
LEducation adopts the Student and Faculty Calendar for the 2016-17 school year, a calendar
that is consistent with the guidelines of Public Act 13-247 as approved by the legislators of the

State of Connecticut and the policies of the Westport Board of Education.




SCHOOL CALENDAR 2016 - 2017

APPROVAL - March 16, 2015
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Students - 182 days

*Teachers - 188 days

Staff Development Days: August 29-31, November 8, January 13 and February 16.
Students'/Teachers' Last Day will be June 14. Snow/Emergency School Closing Days will be added after June 14.
If there are no snow/emergency days, Students'/Teachers' Last Day will be June 14




WESTPORT PUBLIC SCHOOLS

ELLIOTT LANDON 110 MYRTLE AVENUE
Superintendent of Schools WESTPORT, CONNECTICUT 06880
TELEPHONE: (203) 341-1010

FAX: (203) 341-102%

To: Members of the Board of Education

From: Elliott Landon

Subject: Capital Expenditure Request: Bedford Middie School Gymnasium Floor
Date: March 16, 2015

All materials related to the replacement of the Bedford Middle Gymnasium Floor may be found as an
attachment to this memorandum. You will note that Elio Longo and Ted Hunyadi have made
arrangements first to cut out and remove the existing urethane floor system at all concrete expansion
joints where the floor is torn and/or delaminating so as to be properly filled with new urethane.
Secondly, the 85% of the existing floor surface will be removed and prepared to an acceptable level
so that a new coat of urethane can be spread over the entire floor. Third, a Robbins Sports Surfaces
Pulastic Classic 110 Floor System will be installed over the urethane with a 9mm underlayment shock
pad. Finally, game lines and artwork will be applied to the new floor surface to match current

markings.

This project is being undertaken as a sole source procurement project because this floor covering is
available only from a single supplier. The manufacturer, Robbins Sports Services, is a part of
National Joint Powers Alliance (NJPA), a purchasing consortium to which we have belonged since

2007,

It is essential that this project be “fast forwarded” to the Board of Finance for approval, if the work
required is to be completed during the upcoming recess during the summer 2015. Should the Board
of Finance approve of this appropriation, we shall make an immediate request to the RTM for its

consideration.

Since the safety of the gymnasium floor for students is essential for school and Parks and Recreation
use throughout the school year and throughout the summer months, it is essential that the Board of
Education approve this project and authorize the Superintendent of Schools to bring it forward to the
Board of Finance and the RTM.

ADMINISTRATIVE RECOMMENDATION

Be It Resolved, That upon the recommendation of the Superintendent of Schools, the Board of
Education autherizes the Superintendent of Schools to request of the Board of Finance an
appropriation in the amount of $139,847 for a comprehensive renovation of the floor of the
gymnasiuam at Bedford Middle School, and

Be It Further Resolved, if approved by the Board of Finance, authorization for the
Superintendent of Schools to request of the Representative Town Meeting financing as
approved by the Board of Finance,.




Dalene

FLOORING

www.DaleneFlooting.com
45 Nutmeg Rd, So., South Windsor, CT 06074-0145 P ROP OSAL Ph: 860-289-4305 Fax: 860-290-3774
To: Westport Public Schools Project Name: Bedford Middle School |
Gymnasium Floor Renovation
Address: 110 Myrtle Avenue Address: 88 North Avenue
Westport, CT 06880 Westport, CT 06880
chone:  203-341-127] ' Contact: Theodore Hunyadi
Tax; 203-341-1277 _ Director of Facilities and Security
Zmail:  thunvadi@westportkl?2.ct.us Date: March 11, 2015
¥e propose o fications as noted below,

rnish and install the following items according to plans and speci

HE'

(6]

CTLOOR §YS

1 Cut out and remove existing nrethane floor system af all concrete expansion joinis where floor is torn and/or delaminating and
properly infill with new urethane,

2 Rough sand existing floor surface removing approximately 85% of existing top coat and profile to provide acceptable sub-surface
to apply new lift of urethane,

3 Supply and install Robbins Sports Surfaces Pulastic Classic 110 floor system with 9mm underlayment shock pad in color
as selected by Owner. '

5 Apply all game lines and artwork to new floor surface to match current markings.
6 Supply and install Johnsonite 4" vinyl cove base on all perimter walls.
7 Remove existing volleyball cover plates and replace with new brass volleyball cover plates in all locations,

For The Sum Of: § 131,378.00

[otes: This project is tax exempt and carries prevailing wage rates.

Work will take approximately three and one half weeks to complete.

All necessary reducers at bleachers and doors are included.

Owner is responsible to supply dumpster for disposal of jobsite waste.
oorir itract#12PSX0307AG / Core Vendor 11000006771
/e hereby propose to furnish labor and materials complete in accordance with the abave specifications For The Sum Of:

: TERMS: NET 10 DAYS FROM DATE OF INVOICE

1 material is guaranteed to be as specified, Alt work to be completed in a workmanlike manner according to standard practices. Failure of the contractor/customer o make payment to
ALENE HARDWOOD FLOORING CG., INC. as they become due shall excuse DALENE HARDWOOD FLOORING CO., INC. from performance of any additional portion of this
mtract at its option, but DALENE HARDWOOD FLOORING CQ., INC. shall be entitled to all payments due for work performed to date. All agreements contingent upon strikes,
icidents, or delays beyond our control. Owner to carry fire, torado and ather necessary insurance. Our workers are fully covered by Workimen's Compensation insurance.

terst shalt be charged at the rate of’ 1-1/2" PER MONTH {18% ANNUALLY) on the eatire account if not paid when duc as specified above. All costs, disbursements and attorney's

es made or incurred in collecting payment of this account shall be included and paid as part of the debt due hereunder. This proposal is valid for a period of thirty (30) days.
T, Gordon Crunden

} en=Gordon Crunden, e=0alene Hardwood
/ . Flooring Co. Ing, ou,
; " emall=garundengdaleneflooring.cor,
( . s e=Us
Authorized Slgnature — 2015.03.11 12:38:36 -04'00°

Acceptance of Proposal
he above prices, specifications and conditions are satisfactory and are hereby accepted. You are authorized to do the works as specified. Payment
1ll be made as outlined above.

weeepted:

Jate:

South Windsor, CT ‘West Hartford, CT Manchester. CT Seuthineton. CT



Commercial Division: 45 Nutmeg Road South, P.O, Box 145, South Windsor, CT 06074
Phone: 860-289-4305 Fax: 860-290-3774

Date: March 11, 2015

Mr, Theodore Hunyadi

Director of Facilities and Security
Westpert Public Schools

110 Myrtle Avenue

Westport, CT 06880

Re: Bedford Middie School, Gymnasium Floor Renovation

Dear Mr. Hunyadi,

This letter is to confirm that Dalene Hardwood Flooring Co,, Inc. is the exclusive Dealer/Installer for Robbins Sports
Surfaces in Connecticut. As part of this arrangement, our sales staff, project management team, and iustallation team go
thru periodic training and certification of Robbins products and services to optimize the overall process for the end user
and ensute longevity and the achievement of project expectations,

Respectiully Submitte

r

Gordon Crunden
Director

Ce: Rick Onslager, Robbins Sports Surfaces
File
South Windsor Southirigton Manchester W, Hartford
45 Nutmeg Rd. So. 832 Queén Street ‘ 91B Hale Rd. 588 New Park Ave.

www. DuleneFlooring.com

A DI N R T a s N asad ' v - e~ PR et s em a =




Robbins I+

Robbins, Inc.

4777 Easlern Ave.
Cincinnali, OH 45226-2339
Tel: 513-871-8988

Fax: 513-871-7998

March 11, 2015
Mr. Gordon Crunden

Dalene Hardwood Floors
45 Nutmeg Rd, South
South Windsor, CT 06074

To Whom It May Concern:
Dalene Hardwood Floors, located in South Windsor, CT is Robbins exclusive certified installer specializing in
Sport Surfacing for many years. They have proven to be a very reputable installet/floor finisher in both the

maple and synthetic flooring business, 1am sure your company will find their work remarkable.

Should you have any further quesiions, please contact me.
Sincerely yours,

Robin Steinmetz

- Atlantic Region & Western Region
Senior CSR
ROBBINS, INC.



Robbins j/%‘ &P ;,._té\cl)v&fgg? ‘

SPORTS SURFACES

To: NJPA Members
From: lohn Ficks, National Sales Manager, Robbins Sports Surfaces
Re: Robbins NJPA Contract## 082114-RBI

Dear NJPA Member,

Thank you for your interest in Robbins Sports Surfaces. Both Robbins and your local Authorized Robbins Dealer
appreciate the opportunity to present Robbins Sports Surfaces’ NIPA contract pricing for your athletic flooring project.

Robbins NIPA pricing is designed to meet the needs of most projects in North America. As no two athletic facilities are
the same, your Robbins dealer may present you with additional pricing options for ancillary solutions, also known as
“sourced products and equipment”, necessary for the completion of your project. These services may include special
logos or graphics, threshold plate at doorways, a price modification based on lacal labor rates or an additional discount
if you choose special pricing that may be offered by Robbins.

Robbins NIPA contract pricing satisfies the bid requirement that may be necessary for publicly owned facilities and is the
result of a competitive public bid process with all records available for review.

Click here for contract documentation.

The NIPA contract offers its members the convenience of procuring Robbins products without having to spend time and
money developing their own bid process as the bid requirement has already been satisfied.

If you are a coach, athletic director, school board member, or school business official, check with your purchasing
department regarding your NIPA membership. Most likely your institution is already a member of NJPA and actively
buying off of contracts. If your institution is not an NJPA member, please contact the NJPA and join, membership in this

public entity is free.

If you or your purchasing department has any questions about how to acquire Robbins solutions through the NJPA
contract, please contact the NIPA directly at (888) 894-1930.

If you have any questions about NJPA, Robhins or project pricing, please feel free to contact me, the local Robbins
Regicnal Sales Manager or your local Authorized Robbins Dealer.

Sincerely,

John Ficks

jficks@robbinsfloor.com
National Sales Manager
Robbins Sports Surfaces
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-.°bb’m }% PULASTIC FL '

SPORTS SURFACES

Reduced costs in comparison to a new floor

Improvesﬁz'ction cham'cterisfics R

Water based ﬁmsh Jor very low odor durmg renovafzon and
maximum indoor clean air protectzon durmg use

Helps mmntam color stabzlzt Y

S trengthens wear reszstance for optzmal lzfe C Jcle cost Lmd
MAXimum usabxllty : _

Easily update colors & gmph:cs to match faczlity preferences:éf .




obbins 17 PULASTIC FL |

ORTS SURFACES:

INDOOR | MULTI- PURPOSE | BASKETBALL | TENNIS | VOLLEYBALL
TRAINING FACILITY [ COMPETITION LEVEL | GYMNASTICS

CHOOSE THE BEST FIT FOR YOUR FACILITY
Pulastic FL has three options to choose from:

16 Classic Colors to
Choose From

*Custonr color options muailable, Die lo printer variation, ackusi floor colors inny
e slightly different frons colovs above, Consult your dealer for color accuracy.



INTEROFFICE MEMORANDUM

TO: Elliott Landon, Superintendent ,

FROM: ElioLongo, . g/
Director of School Busin€ssOperations

SUBJECT: 2015-2020 Transport;ﬂon Contract

DATE: March 12, 2015

Ce; S. Evangelista, File

I am pleased to inform you that we have completed the Request for Proposal (REP) process for the five-
year contract award for our school transportation services.  Two contractors (DATTCO and First
Student) submitted comprehensive proposals. Careful consideration was given to both proposals. These
two RFP submittals ranged between 14-16% (Year 1) increase over current rates, well-exceeding the
Board’s FY16 proposed budget allocation. Through a Final and Best Offer negotiation process the
District was able to secure significantly reduced rates and remain within FY 16 budget expectations.
DATTCO’s proposal on a comparative cost basis will result in a S-year savings estimated at $408,570.
DATTCO also offered more favorable terms in fleet, field trips, credits and overall compliance with our
proposed contract terms. Therefore, based on all of the aforementioned, I am recommending that the
contract be awarded to DATTCO, Inc., our current provider.

HIGHLIGHTS OF THE RFP PROCESS

The RFP process began by hiring Mark Walsh, President of Transportation Advisory Services
(TAS), who is a highly regarded transportation consultant,

Mark worked with Sandra Evangelista to review the current transportation program in order to
provide a basis for the program description to be included in new RFP specifications.

Prior to release, the content of the RFP was reviewed by our attorneys and insurance consultant.
Potential contractors were notified of the proposal opportunity through letters and e-mails from
TAS. Additionally, the WPS Business Office placed a legal ad in The Norwalk Hour newspaper.
A pre-proposal meéting was held on December 18, 2014, Eight (8) contractors, one (1) drivers’
union representative and one (1) school bus sales representative, attended the meeting along with
District and TAS representatives.

Two proposals were submitted to the Business Office on January 15, 2015. The District’s current
contractor DATTCO, and First Student, submitted comprehensive proposals.

Both TAS and the Business Office performed extensive reviews of both proposals including the
development of detailed spreadsheets to allow for a fair and representative cost comparison.
Both contractors were offered an opportunity to meet with Elio Longo and Sandra Evangelista to
discuss their proposals, answer questions about the submittal, and provide a modified proposal if



they so chose (a Final and Best Offer process). This meeting also provided the District with the
opportunity to ask specific questions about the planned operations. The District met with both
contractors. _

*  Subsequent to the FABO meetings, both contractors revisited their proposals and responded to the
District with additional information and/or modified proposals. :

¢ Both proposers submitted a proposal in accordance with RFP fleet mandate.

Included with this letter are two (2} cost analysis spreadsheets and one (1) FABO comparative cost
analysis. The below chart highlights the two competing vendor FABOs.

COMPARATIVE SUMMARY
DATTCO FIRST STUDENT

Fleet 26 new Type 1 rear-engine (2015-2016). | 100% new vehicles. Type I front-

Replacement schedule: the flect will engine.

average less than 3.5 years old.
Prepayment Discount 1.5% 1.5%
Annual Inflator (%) 9.0/9.0/5.0/5.0/5.0 9.0/12.0/4.5/4.5/4.5
Coach-Style buses for | Prices provided. Vehicles available. No bid.
field trips \
Facility Use current site and current Bridgeport | Use current site and Norwalk site.

site.
Annual Parking Credit | $100,000 Nong
Annual Facility Credit | $204,690 $240,000-$264,915
Proposal Exceptions None Several requested changes to

, specification provisions.

Est. 5 Yr Cost $23,972,668 $24,381,238
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WESTPORT PUBLIC SCHOOLS

e S
SANDRA EVANGELISTA 110 MYRTLE AVENL
Toordinator of Transportation WESTPORT, CONNECTICUT 068t
and Other Business Services TELEPHCNE: (203) 341-17¢

TO: Elio Longo, Jr.
Director of School Business Operations

SUBJECT:  Status Update WPS Transportation 2014-15

DATE: March 12, 2015

There are approximately 60 days remaining of the 2014-2015 school year and I can report that the student
transportation program/provider is meeting the districts mandates for on time consistency and continuous
improvement.

The last update I provided referenced the solutions enacted to resolve many of the typical start up issues.
The major areas of focus were drivers and routes. These issues were addressed and positive ouicomes were
experienced. A new focus was placed on reviewing local Dattco management, organization and
communication with an interest to evaluate and improve current practices. This was a collaborative process
with Dattco district management. As a result of this review staff and operation changes were made. A new
terminal manager and dispatcher have been assigned to our location.

This new local management team has proven to be highly effective. The level of office organization and
increased communication with the district and the drivers has created a positive culture change.

The driver retention rate has remained high. There were only four routes with driver changes during this
period of time. One driver is out long term and will return; the other routes had been covered by drivers
from the Hartford district since the start of the school year and now have new permanent drivers assigned.
These replacement drivers were trained for a minimum of 5 days prior to their assignhment to the route thus
reducing any negative impact of a change. Drivers continue to be trained by their peers to utilize alternate
routes to avoid high traffic and road congestion due to multiple variables.

In spite of all the positive changes there were challenges experienced during this time period due to
inclement weather and extreme low temperatures. The maintenance team at Dattco worked diligently to
reduce the impact and avoid mechanical issues. The buses were started beginning at 4:30 am to warm and
avoid the occurrence of fuel gelling as winterized diesel fuel is still prone to gel with single digit
temperatures and can cause buses to run slow.

This winter was a difficult one and due to the amount of snowfall the road conditions required the buses to
travel at slower speeds to ensure safety. This and the increased traffic due to parents choosing to transport
children especially on the very cold days did impact the timeliness of the arrival of the buses.

This was a challenge that was unavoidable and has resolved with the arrival of more spring like weather.

I will continue to work with Dattco management to improve overall operations. The next goal is to focus on
existing technology and route efficiencies.

Please let me know if you have any suggestions or require additional information.



