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Executive Summary 

Background 
The purpose of this study was to assess the effects of the Training for Adoption Competency 
(TAC) on the quality and effectiveness of clinical services with adoptive families in community-
based outpatient treatment settings.  

TAC is a 72-hour competency-based training for licensed clinicians that is designed to increase 
clinicians’ effectiveness in providing pre- and post-adoption services to prospective adoptive 
parents, birth parents, adopted persons, and adoptive and kinship family members. The training 
was developed by the Center for Adoption Support and Education (C.A.S.E.) in direct response 
to widespread reports from adoptive families that mental health professionals did not 
“understand adoption” and that they were not benefitting from treatment they were experiencing 
and, in some cases, they reported were being harmed (Casey Family Services, 2003; C.A.S.E., 
2012). A substantial body of research and practice literature attests to the importance of adoption 
competence of mental health professionals working with members of adoption kinship networks 
(Casey Family Services, 2003; Festinger, 2006; Tarren-Sweeney, 2010; NACAC, 2011; 
C.A.S.E., 2012; Brodzinsky, 2013; Atkinson et al., 2013; Ramsey et al., 2013; Siegel, 2013; 
Smith, 2014; Brodzinsky & Smith, 2018; Lee et al., 2018; LaBrenz et al., 2020; Atkinson, 2020; 
Riley & Singer, 2020).   

The TAC curriculum design and content is informed by evidence that adopted children and their 
families represent a distinct population with elevated risk for a range of difficulties, that current 
standard clinical practices are often inappropriate and even damaging to some families, and that 
clinicians need specialized knowledge and skills to appropriately assess and intervene with 
adoptive families.  

The TAC training model is comprised of (a) a 12-module curriculum that features Guided Notes 
for participants and Instructor Guides for trainers, (b) clinical case consultation designed to 
reinforce the transfer of learning to practice incorporated into six modules and facilitated by 
advanced practitioners, (c) a robust trainer credentialing and support process featuring selection 
in accordance with prescribed qualifications, a weeklong orientation, debriefing calls after 
delivery of modules, and ongoing supportive technical assistance; and (d) an ongoing  
multicomponent external evaluation that examines training delivery, effectiveness, and 
outcomes, producing data that informs training program management and curriculum refinement.  

TAC modules are organized around core competency domains with learning objectives that are 
aligned with well-defined adoption knowledge, values, and skills competencies. Modules can be 
facilitated in-person or via remote platform and combine direct instruction, written handouts and 
resources, and experiential learning, including case studies, role plays, and introspective work. 
Pedagogically sound instructional strategies employed are consistent with competency-based 
learning principles that emphasize the application of learning to clinical practice and transfer of 
learning to day-to-day practice. All materials are accessed through a learning management 
system and CEUs are available for participants who seek them. In May 2019, TAC was 
recognized by the California Evidence-Based Clearinghouse as a program with promising 
evidence of effectiveness and high relevance to child welfare.  Additionally, TAC has undergone 
an exhaustive review by the Institute for Credentialing Excellence (ICE) and is now recognized 
as an accredited, assessment-based certificate program. 
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Methods 
The study assessed the effects of TAC on the quality and effectiveness of community-based 
outpatient mental health services with adoptive families, specifically examining:  

▪ whether adoptive families have more positive treatment experiences with TAC-trained 
clinicians than with comparably qualified clinicians who have not completed TAC and  

▪ whether outcomes for adoptive families treated by TAC-trained clinicians are more 
favorable than outcomes for adoptive families treated by comparably clinicians who have 
not completed TAC.    

The four specific areas of inquiry were 1) adoptive parent satisfaction with treatment; 2) quality 
of the relationship/alliance between clinician and adoptive family members; 3) adoption 
relevance of treatment; and 4) family well-being and basic functioning of children/youth post-
intervention compared to pre-intervention.  

The research protocol included the following elements:   

Demographic profiles – For clinicians, a 10-item questionnaire was used to collect data on 
education, licensing, length of relevant experience, and other variables that research suggests are 
relevant for adoption-related clinical work. For adoptive families, a 15-item questionnaire was 
used to collect basic demographic data for parents and children as well as data on the type of 
adoption, age at adoption, pre-adoption placement, birth parent and family contact, treatment 
history, types of therapy received and numbers of sessions.      

Satisfaction/treatment quality – Client satisfaction with treatment was assessed using items from 
the Mental Health Statistical Improvement Program (MHSIP) Family Satisfaction Survey. Client 
satisfaction has been shown to be a good indicator of quality of service delivery, treatment 
compliance, and to be significantly linked to outcomes, including reduction in emotional 
difficulties. Studies have shown the MHSIP to have high levels of validity and reliability as a 
measure of consumer satisfaction with mental health services.    

Therapeutic alliance - The quality of adoptive parents’ relationships with their clinicians was 
assessed using the Therapeutic Alliance Scale for Caregivers and Parents (TASCP). A strong 
therapeutic alliance is considered to be crucial for client motivation and engagement and one of 
the most important variables influencing therapeutic outcomes.  The TASCP has been shown to 
have good reliability, temporal stability, convergent validity, and discriminate validity, to have 
strong predictive value, and to be associated with more sessions attended, greater satisfaction 
with perceived improvement, and less drop-out.   

Adoption relevance and client outcomes – The adoption relevance and sensitivity of therapy 
were assessed using the Adoption Relevance and Related Outcomes Questionnaire, an 
instrument designed for the study that is keyed to adoption-related therapeutic tasks and 
outcomes.  Development of the instrument was informed by prior research on clinical work with 
adoptive families and the ongoing TAC evaluation that has illuminated areas of clinical practice 
that are strongly associated with adoption competence.  

Families were recruited through 14 geographically diverse local and regional behavioral health 
agencies and through ten private practices of TAC completers. Participating organizations 
identified all adoptive families treated in the past 24 months and invited all identified to 
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participate in the study by completing the online study survey. Invitations included detailed 
information about the study and families completing the survey received a $25 gift card 
incentive.  

A total 159 usable parent survey responses were collected over a nine-month period from 89 
families treated by TAC-trained clinicians and 70 families treated by comparably qualified 
clinicians who were not TAC-trained. A total 34 TAC-trained clinicians and 36 not TAC-trained 
clinicians completed clinician profiles and had families they treated respond to the survey.   

Comparisons of data from families treated by TAC- and not-TAC trained clinicians were 
analyzed using t-tests (if normality assumptions are met) for comparisons of mean differences. 
For data where responses were ordinal (i.e., ordered categories), the Mann Whitney U was used. 
Differences between TAC- and not-TAC trained conditions where categorical data was used 
(e.g., race/ethnicity, gender), chi-square analyses were used. The z-test for proportions was used 
for comparisons with a single category (e.g., private clinical practice). For all analyses, the 
threshold for statistical significance was set at .05.   

Findings 
Demographic differences likely to significantly affect outcomes and study findings were not 
found in the family groups compared – those treated by TAC-trained clinicians or those treated 
by not TAC-trained clinicians. Similarly, the two clinician groups (TAC-trained and not TAC-
trained) did not differ significantly on demographic variables likely to substantially affect study 
findings.  
 
Marked differences, however, were found in training and therapeutic orientation of study 
clinicians. TAC-trained clinicians reported significantly more hours of adoption-specific training 
– average 101 hours compared to 13.8 hours.  When the 72-hours of TAC training are not 
considered, TAC-trained clinicians still had more than twice the hours of adoption-specific 
training as not TAC-trained clinicians (29 hours vs 13.8 hours). Personal connection to adoption 
may have contributed to this difference. TAC-trained clinicians were more likely to have a 
personal connection to adoption – 73.5 percent vs 41.7 percent – a variable likely to have 
increased their interest in adoption and contributed to their enrollment in not only TAC but also 
other adoption-related trainings. 
 
The most notable difference in clinician groups was seen in theoretical orientation to clinical 
work in which 100 percent of TAC-trained clinicians reported family therapy as their primary 
orientation across all practice settings.  In contrast, clinicians not TAC-trained reported their 
primary orientations to be interpersonal (44.4 percent) and cognitive-behavioral (33.3 percent) 
and only 11.1 percent reported family therapy or eclectic orientations as primary.  
 
Families treated by TAC-trained clinicians sustained engagement in treatment over a higher 
average number of sessions (8.37) than families treated by not TAC-trained clinicians (6.47) and  
experienced significantly fewer individual child-only sessions and significantly more parent, 
family, and group sessions. These findings suggest much greater parent involvement and use of a 
broader range of therapeutic interventions such as support groups by TAC-trained clinicians.     
Consistent with findings that they remained engaged in treatment over more therapeutic sessions, 
families treated by TAC-trained clinicians were significantly more satisfied overall and with 
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services, with clinician performance, and with child and family outcomes. They also formed 
significantly stronger therapeutic alliances with their clinicians.  
 
Ratings of adoption relevance of the therapeutic intervention from families treated by TAC-
trained clinicians reflected a greater focus across all aspects measured -- normalization, trauma 
and attachment, loss and grief, uncovering the child’s unique story, supporting communicative 
openness, family cohesion and attunement, and parent support and self-care. These families also 
reported more positive outcomes for their families on measures of communicative openness, 
adoption knowledge, relationships, and parenting skills and for their child on measures of daily 
functioning and relationships.  
 
Discussion 
Findings that families treated by TAC-trained clinicians sustained engagement in treatment over 
a higher number of sessions and experienced significantly fewer individual child-only sessions 
and significantly more parent, family, and group sessions suggest much greater parent 
involvement with treatment and use of a broader range of therapeutic interventions by TAC-
trained clinicians. Consistent with these findings, families treated by TAC-trained clinicians 
were significantly more satisfied and form significantly stronger therapeutic alliances with the 
TAC-trained clinicians. These findings suggest a stronger engagement of parents in the 
therapeutic process – a factor broadly viewed as one of the most important variables influencing 
therapeutic outcomes.     
 
The strong and consistent evidence that therapeutic intervention by TAC-trained clinicians is 
more adoption relevant reflects important distinguishing features of clinical practice that is 
regarded as adoption competent.  Evidence of greater use of psychoeducation and strategies to 
develop parenting skills by TAC-trained clinicians is consistent with a strengths-based approach 
that recognizes parents as partners in the therapeutic process and as primary agents of healing.   
 
Although parental claims of more positive outcomes for families and children were not 
independently verified in this study and must be taken at face value, they are very credible and 
significant indicators of more effective treatment being delivered by TAC-trained clinicians.       
 
Strengths and Limitations of the Study – Family recruitment efforts produced a sample size 
sufficient to find statistically significant differences and the sample was geographically diverse 
within the study state.  Additionally, the consistency in responses lends weight to the findings. 
Experience with a small-scale pilot study led to use of strategies that reduced confounding 
variables and selection bias; however, the sample was not nationally representative, limiting our 
ability to generalize findings.    

Conclusions and Implications 
The primary purpose of this study was narrowly defined to assess the effects of the TAC on the 
quality and effectiveness of clinical services with adoptive families in community-based 
outpatient treatment settings. Findings clearly and consistent support a conclusion that TAC does 
produce more effective clinical practice with adoptive families.   
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A secondary purpose of the study was to explore intervention methods and foci in light of known 
key features of adoption competent clinical practice. Findings confirm that the real-world clinical 
practices of TAC-trained clinicians in the study were consistent with key features of adoption 
competent clinical practice. 

The primary implication from these findings is that TAC should be expanded to train additional 
clinicians in order to increase access for adoptive families to more effective adoption competent 
treatment.    

Additionally, behavioral health organizations that treat adoptive families should ensure through 
their hiring and training practices that a sufficient number of clinicians in their organizations are 
qualified to provide appropriate assessment and effective treatment for these families. Adoption 
services providers, including child welfare agencies, that refer families for mental health 
assessment and intervention services should recognize those who have completed TAC as 
preferred providers and establish referral policies that reflect that preference.  Online registries 
listing clinicians who have completed TAC should be further expanded so that adoptive families 
can more readily identify adoption competent clinicians.       

There is also need for greater specification and standardization of our definitions of adoption 
clinical competence toward the potential establishment of more formal standards that clinicians 
would need to meet to be recognized as “adoption competent.”  More formalized credentialing 
standards that would ensure that those who claim adoption competency meet established 
standards and that adoptive families, as consumers of mental health services, are accessing 
effective services. More formal credentialing standards would likely advance recognition by 
insurance companies of adoption competent practice as a specialized practice, justifying higher 
reimbursement rates that would, in turn, likely encourage additional clinicians to seek training.          

Although this study has clearly established an association between TAC and better adoptive 
family therapeutic experience and outcomes, deeper insights into the connections between 
therapeutic approaches and specific interventions and outcomes are needed.  
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I. Background and Study Overview 

Purpose and Significance of Study  

The purpose of this study was to assess the effects of the Training for Adoption Competency 
(TAC) on the quality and effectiveness of clinical services with adoptive families in community-
based outpatient treatment settings.     

TAC is a 72-hour competency-based training for licensed clinicians that is designed to increase 
clinicians’ effectiveness in providing pre- and post-adoption services to prospective adoptive 
parents, birth parents, adopted persons, and adoptive and kinship family members. The training 
was developed by the Center for Adoption Support and Education (C.A.S.E.), an organization 
that provides adoption-competent counseling, consultation, support groups, and training with 
foster and adopted children and adults and their families and training and consultation with 
professionals who assist these families. Current additional information about C.A.S.E. and TAC 
is available at the C.A.S.E. website: http://adoptionsupport.org/    

A substantial body of research and practice literature attests to the importance of adoption 
competence of mental health professionals working with members of adoption kinship networks 
(Casey Family Services, 2003; Festinger, 2006; Tarren-Sweeney, 2010; NACAC, 2011; 
C.A.S.E., 2012; Brodzinsky, 2013; Atkinson et al., 2013; Ramsey et al., 2013; Siegel, 2013; 
Smith, 2014; Brodzinsky & Smith, 2018; Lee et al., 2018; LaBrenz et al., 2020; Atkinson, 2020; 
Riley & Singer, 2020).   

TAC was developed in direct response to widespread reports from adoptive families that mental 
health professionals did not “understand adoption” and that they were not benefitting from 
treatment they were experiencing and, in some cases, they were being harmed (Casey Family 
Services, 2003; C.A.S.E., 2012). Adoptive parents have consistently identified adoption 
competent counseling among their most important unmet needs (NACAC, 2011: LaBrenz, 
2020). The TAC curriculum design and content is informed by evidence that adopted children 
and their families represent a distinct population with elevated risk for a range of difficulties, that 
current standard clinical practices are often inappropriate and even damaging to some families, 
and that clinicians need specialized knowledge and skills to appropriately assess and intervene 
with adoptive families.  

Compared to their non-adopted peers, children and adolescents who are adopted are at increased 
risk of experiencing emotional, relational, and behavioral difficulties (Juffer & van Ijzendoorn, 
2005; DeJong et al., 2016).  Keyes et al. (2008) found that, when compared to their non-adopted 
peers, even children adopted as infants are twice as likely to have contact with a mental health 
professional, to exhibit disruptive behavior, and to receive a diagnosis of Attention Deficit 
Hyperactive Disorder (ADHD) or Oppositional Defiance Disorder (ODD) during adolescence.  
Adopted individuals have also been found to have about four times the reported suicide attempts 
as those who are not adopted (Keyes et al., 2013).  The higher prevalence of difficulties is 
reflected in the elevated use of mental health services by adoptive families who have been found 
to be two to five times as likely to utilize outpatient mental health services than non-adoptive 
families (McRoy et al., 1988; Howard et al., 2004; Tan & Marn, 2013) and four to seven times 
more likely to place their children in a residential treatment center (Elmund et al., 2007; Landers 
et al., 1996; McRoy et al., 1988).  In a more recent survey of clinical program directors from 59 

http://adoptionsupport.org/
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residential treatment facilities in the United States, Brodzinsky et al. (2016) found that 25 to 30 
percent of youth in those programs were adopted.  Their overrepresentation in residential 
programs is evident when compared with the estimates that adopted children and youth under 
age 18 represent only 2.3 percent of the U.S. population under 18 population and only 2.7 
percent of the population age 12 to 17 (Kreider & Lofquist, 2014).    

An emerging body of research has produced a greater understanding of the impact of trauma 
exposure on well-being, its impact on the brain, and implications for attachment.  It is known 
that children adopted from foster care and internationally from orphanages are likely to have 
been exposed to trauma, abuse and/or neglect (Zeanah et al., 2011; Purvis et al., 2013; Selwyn et 
al., 2014; DeJong et al., 2016) and that maltreatment impacts brain development, increasing the 
likelihood of difficulty with attachment (Perry, 2009; Carr et al., 2013; Schofield & Beek, 2014; 
Turecki & al., 2014; Forkey & Szilagyi, 2014).  Adoption competent clinical practice recognizes 
the elevated and complex biopsychosocial risk factors often present and is very strongly trauma-
informed and attachment-focused.      

Adoption competent clinicians also recognize the limitations of current standard practice. 
DeJong (2010) questions the coherence and validity of clinical formulations that are based on 
standard conceptualizations of psychopathology and using standard assessment data in work with 
children who have experienced maltreatment. Tarren-Sweeney (2010) similarly makes the point 
that “standard child clinical conceptualization, assessment methods, and formulations miss the 
mark for these vulnerable populations in a number of critical ways” (2010, p. 613) and in 
multiple articles he details the complex attachment- and trauma-related symptomatology present 
and recommends specialized knowledge and skills for therapists, a shift from traditional clinical 
practice to a clinical psycho-social developmental scope of practice, and strong advocacy role 
(Tarren-Sweeney, 2010, 2013, 2014, 2016). Chobhthaigh and Duffy (2019) in their systematic 
review of the effectiveness of psychological interventions with adoptive parents on children and 
adolescents caution “research with adoptive families that is reliant on standard diagnostic 
classification systems may not accurately capture the difficulties experienced by adopted 
children and adolescents, particularly those exposed to pre-adoptive risk factors.  It is important 
that researchers, and clinicians alike, recognise the limitations of standard measures for children 
with complex attachment and trauma-related difficulties” (p. 89).  Their review produced few 
interventions with even preliminary evidence for effectiveness and all studies had high risk of 
bias, limiting the conclusions that could be drawn. Similarly, Drozd, et al. (2018) systematically 
reviewed literature on pre- and post-adoption interventions for caregivers and found high risk of 
bias and results that were inconclusive beyond the need for additional research using more 
rigorous design. Inconclusive findings were also produced by Harris-Waller et al. (2018) and by 
Kerr et al. (2014) in their systematic reviews of psychological and attachments interventions for 
adoptive parents. These reviews affirm the current lack of evidence of effectiveness for existing 
interventions and need for further research.  

Even when adopted children have not experienced trauma and other early adversity, there remain 
normative adoptive family developmental tasks that overlay the usual developmental tasks for 
individuals and families. Issues of loss (Brodzinsky, 2011) and identity (Neil, 2012; Neil et al., 
2013) are of particular importance and are often issues at the root of problems when families 
seek counseling. Adoption competent clinicians understand adoptive family formation and how 
to assist families in coping with loss, understanding one’s adoption story, integrating adoption 
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into one’s identity, recognizing and affirming the psychological presence of birth parents, 
validating affiliation with two families, and supporting search for birth family.       

Palacios and Brodzinsky (2010) observe that recent research has further clarified that many of 
the emotional and academic problems manifested have less to do with being adopted per se than 
with biological and experiential risk factors pre-dating adoptive placement and the failure to 
prepare, educate, and support parents in managing challenges faced after adoptive placement  Ji 
et al. (2010) found that adoptive family environment influences the developmental pathways of 
adopted children and adolescents and subsequent research has shown that adoptive family 
functioning, parent behavior and parent-child relationships mediate the link between pre-
adoption adversity and child outcomes (Neil et al., 2013; Harwood et al., 2013).  Adoption 
competent clinicians refrain from blaming parents for children’s challenging behaviors and 
employ family-based and strengths-based approaches to promote communicative openness 
around adoption, to address underlying core issues of adoption, and to build parents’ capacity to 
create therapeutic homes and to be agents of healing. 

This study seeks to assess the effects of TAC on clinical practices in similar outpatient settings 
by examining the experiences and outcomes for adoptive families treated by TAC-trained 
clinicians compared with the experiences and outcomes for adoptive families treated by 
comparably qualified clinicians who have not participated in TAC.  

There exists a substantial body of evidence supporting the effectiveness of TAC as a training 
model in terms of acquisition of knowledge and skills and self-reported descriptions of how TAC 
has influenced the clinical practices of participants in ways that are consistent with intended 
learning outcomes. This study goes beyond self-reported descriptions of clinical practices 
influenced by the training to examine, in real-world settings, the effects of TAC on clinical 
practices and on the experiences and outcomes for families. Findings also further illuminate 
features of practice that contribute to our understanding of what constitutes adoption competent 
practice.      

The study is responsive to a recommendation for additional research on clients’ progress and 
satisfaction with services found in the Donaldson Adoption Institute report A Need to Know: 
Enhancing Adoption Competence among Mental Health Professionals (Brodzinsky, 2013) and 
should be of particular interest to child welfare agencies who refer adoptive families for mental 
health services and to behavioral health providers who seek to ensure their effectiveness in 
treating this population.   

TAC Model 

Components of the TAC training model are shown in Figure 1 and include (a) a 12-module 
curriculum that features Guided Notes for participants and Instructor Guides for trainers, (b) 
clinical case consultation designed to reinforce the transfer of learning to practice incorporated 
into six modules and facilitated by advanced practitioners, (c) a robust trainer credentialing and 
support process featuring selection in accordance with prescribed qualifications, a weeklong 
orientation, debriefing calls after delivery of modules, and ongoing supportive technical 
assistance; and (d) an ongoing multicomponent external evaluation that examines training 
delivery, effectiveness, and outcomes, producing data that informs training program management 
and curriculum refinement.  
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TAC modules are organized around core competency domains with learning objectives that are 
aligned with well-defined adoption knowledge, values, and skills competencies. Modules can be 
facilitated in-person or via remote platform and combine direct instruction, written handouts and 
resources, and experiential learning, including case studies, role plays, and introspective work. 
Pedagogically sound instructional strategies employed are consistent with competency-based 
learning principles that emphasize the application of learning to clinical practice and transfer of 
learning to day-to-day practice.  All materials are accessed through a  learning management 
system and CEUs are available for participants who seek them. In May 2019, TAC was 
recognized by the California Evidence-Based Clearinghouse as a program with promising 
evidence of effectiveness and high relevance to child welfare.  Additionally, TAC has undergone 
an exhaustive review by the Institute for Credentialing Excellence (ICE) and is now recognized 
as an accredited assessment-based certificate program. 

Figure 1. Overview of Training for Adoption Competency (TAC) Model 

Training for Adoption Competency (TAC) Model 

Curriculum Clinical Case Consultation Trainer Certification  
and Support 

Module #1. Adoption History, Law, and 
Process (e-Module, completed prior to the 
first in-classroom module) 
Module #2. Theoretical/Philosophical 
Framework of Adoption Competent 
Mental Health Practice 
Module #3. Meeting the Mental Health 
Needs of Adopted Individuals and Their 
Families 
Module #4. The Impact of Separation, 
Loss and Grief: Clinical Strategies for 
Healing 
Module #5. Trauma and Brain 
Neurobiology  
Module #6. Enhancing Parent-Child 
Attachment 
Module #7. Supporting Identity Formation 
for Adolescents and Young Adults  
Module #8. Supporting Children, Youth 
and Families as They Prepare for Adoption  
Module #9. Clinical Issues in Working 
with Birth and Kinship Families  
Module #10. Openness in Adoption  
Module #11. Race, Ethnicity and Culture 
in Adoption 
Module #12. Therapeutic Parenting: 
Parents as Primary Vehicles for Healing 

Case consultation integrated into modules #5 
to #10 and designed to aid the transfer of 
learning to clinical practice. 
 
Facilitated by selected advanced 
practitioners.  

Trainers 
▪ meet established 

qualification 
requirements; 

▪ are selected by 
training partner 
organizations; 

▪ are provided an initial 
weeklong orientation; 

▪ receive participant 
feedback and fidelity 
observation reports; 

▪ participate in 
debriefing calls that 
support high quality 
trainer performance; 

▪ are provided ongoing 
technical assistance on 
an as needed basis; 
and 

▪ receive early notice of 
resources and 
opportunities of value 
for TAC trainers. 

Curriculum Materials 
Accessed from a Learning Management 

System 
 
For TAC Participants 
Guided Notes – Participants receive this 
customized instructional tool outlining 
didactic content,  
including videos and embedded 
readings/resources and structured to ensure 
that learners develop  
complete, accurate notes of the most 
important information covered that they can 
later utilize as a study guide. 
 
For TAC Trainers 
Instructor Guides – Trainers receive this 
customized tool that contains module 
teaching scripts &  
PowerPoint presentations and all related 
resources including videos, handouts, 
embedded readings, and resource lists.  
 

Evaluation 
Training delivery Training effectiveness Training outcomes 
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Training for Adoption Competency (TAC) Model 

Fidelity observations 
Participant and trainer feedback 

Pre- and posttests of participants 
and comparison groups 

Surveys identifying practice changes 
Pre- and post-assessments of adoption 
competence 
Follow-up surveys/interviews to assess 
sustained effect(s) of training 

 

TAC Evaluation Findings and Rationale for Current Study  

The TAC evaluation, conducted by PolicyWorks, Ltd. since 2011, has documented a very high 
degree of fidelity in delivery of the curriculum and high ratings of satisfaction with both the 
quality and relevance of curriculum content and the performance of trainers in delivering the 
curriculum.  On most recent pre-/post-tests, TAC participants consistently achieve post-test 
scores about 50 points higher than scores of comparably qualified and experienced clinicians 
who have not completed TAC. Additionally, on surveys specifying how the training is 
influencing clinical practices, all TAC participants have reported practice changes in at least two 
of the six defined aspects of clinical practice (i.e., information collected at intake; assessment 
methods; clinical approaches; use of/referral to other therapies; techniques used in work with 
children and youth; and practices/services/supports at the organizational level), more than 60 
percent report change in all five aspects of practice at the individual clinician level, and more 
than half report changes in services and procedures at their organizational level (e.g., changes to 
intake forms and assessment protocols; instituting support groups or family activities). TAC 
Evaluation Highlights are regularly posted on the C.A.S.E. website (adoptionsupport.org) and are 
available upon request.    

Evaluation findings to date constitute a sound and growing body of evidence that TAC is a high 
quality, effectively delivered training model that increases knowledge and influences clinical 
practices in ways associated with adoption competence and consistent with intended learning 
outcomes.  Having produced a substantial body of evidence related to quality of the training, 
acquisition of learning, and participant reported changes in clinical practices, this study 
represents the logical next step in assessing the training by examining the effects of the training 
on the quality and effectiveness of clinical services delivered in real-world community-based 
outpatient settings.  This study, therefore, serves as a critical element in testing the TAC model’s 
underlying theory of change that posits the training influences clinical practices in ways that 
produce more effective treatment for adoptive families.   

TAC in Virginia   

TAC has been offered in Virginia since 2015-2016 through a collaborative partnership of 
C.A.S.E., Lutheran Family Services of Virginia (LFSVA), and Commonwealth Catholic 
Charities (CCC) with funding support from the Virginia Department of Social Services.  As of 
June 2020, a total 169 professionals in eleven cohorts had completed TAC.  More than one-third 
were employed by public mental health agencies (Community Services Board) at the time of 
enrollment and another third were employed by private agencies providing community-based 
outpatient mental health services, some under contract with CSBs.  An additional 10 percent of 
the 169 Virginia TAC participants report having a private mental health practice.   
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II. Study Design and Methods 

Overview 

The study goes beyond the ongoing evaluation of TAC as a training model to assess the effects 
of TAC on the quality and effectiveness of community-based outpatient mental health services 
with adoptive families. The study assesses specifically: 

▪ whether adoptive families have more positive treatment experiences with TAC-trained 
clinicians than with comparably qualified clinicians who have not completed TAC and  

▪ whether outcomes for adoptive families treated by TAC-trained clinicians are more 
favorable than outcomes for adoptive families treated by comparably clinicians who have 
not completed TAC.    

The study focused on four specific areas of inquiry:  

1. Adoptive parent satisfaction with treatment    
2. Quality of the relationship/alliance between clinician and adoptive family members 
3. Adoption sensitivity/relevance of treatment  
4. Family well-being and basic functioning of children/youth post-intervention compared to 

pre-intervention 

Prior to initiating the study, power calculations were performed to estimate the sample size 
needed for finding potential statistically significant differences. It was determined that a sample 
of 150 families was needed, with 75 from each of the two groups (families treated by TAC-
trained clinicians and comparably qualified not TAC-trained clinicians).  When the study was 
initiated, achieving these recruitment goals was considered feasible because of several factors:   

First, in the past five years more than 100 clinicians in Virginia who provide community-
based outpatient mental health services for adoptive families in either community 
mental/behavioral health agencies or private practices have completed TAC.  Further, 
evaluation data reflect strongly favorable views of the training that would incline these 
clinicians to be supportive of the study.   

Second, there are well over 20,000 and, more likely, over 30,000 adopted children under the 
age of 18 in Virginia.  A 2019 study estimated more than 7,000 children were under age 18 
and had been adopted from foster care in Virginia; the same study reported 7,545 children 
under 18 adopted internationally and estimated a number very likely to be higher of children 
adopted privately but for which reliable data were not available (Rushovich, Vandivere, 
Flanigan, Hebert & Efetevbia, 2019).  Further, the American Community Survey by the 
Census Bureau (2010) reports more than 36,000 adopted children under age 18 (excluding 
stepparent adoptions) in Virginia households.    

Third, research (discussed above) demonstrates highly elevated utilization of outpatient 
mental health services by adoptive families.   

These conditions together -- the presence of ample numbers of clinicians who completed TAC in 
recent years who provide community-based outpatient treatment, large numbers of adoptive 
families, and the elevated use of mental health services by adoptive families -- contributed to 



12 
 

confidence that recruitment goals could be attained through active and sustained outreach to 
agencies and private practices throughout the Commonwealth.  

Study site selection and design were also informed by experience with a small-scale pilot study 
that relied on recruitment of participants through TAC training partner organizations and 
produced data from families and clinicians in seven states.  Although findings from the pilot 
study were impressively positive, differences in state behavioral health systems, policies 
impacting access to and eligibility for behavioral health services, and multiple types of treatment 
settings introduced numerous confounding variables that challenged interpretation of the findings 
and ability to form definitive conclusions.  To reduce confounding variables and increase 
likelihood of producing more definitive conclusions, the current study was conducted in a single 
state and recruitment focused on adoptive families treated in community-based outpatient 
settings.      

Research Protocol 

The research protocol included the following elements:   

Demographic profiles – For clinicians, a 10-item questionnaire was used to collect data on 
education, licensing, length of relevant experience, and other variables that research suggests are 
relevant for adoption-related clinical work.  Demographic profiles were used primarily to 
compare the professional qualifications of TAC-trained and not TAC-trained clinicians.  For 
adoptive families, a 15-item questionnaire was used to collect basic demographic data for parents 
and children as well as data on the type of adoption, age at adoption, pre-adoption placement, 
birth parent and family contact, treatment history, types of therapy received and number of 
sessions; data were used primarily to compare adoptive families responding on a range of key 
variables.    

Satisfaction/treatment quality – Client satisfaction with treatment was assessed using selected 
items from the Mental Health Statistical Improvement Program Family Satisfaction Survey 
(MHSIP).   

▪ Satisfaction with therapy refers to the patient’s positive attitude toward therapy as a 
whole and encompasses an acceptance of rationale and expectancy of benefit.  These 
concepts have been shown in previous studies to be a good indicator of quality of service 
delivery, treatment compliance, and to be significantly linked to outcomes, including 
reduction in emotional difficulties (Wollersheim et al., 1982; Kazdin & Krouse, 1983; 
Urben et al., 2015).  

▪ Studies have shown the MHSIP to have high levels of validity and reliability as a 
measure of consumer satisfaction with mental health services (Shafer & Temple, 2013; 
Shafer & Ang, 2018).   

Therapeutic alliance - The quality of adoptive parents’ relationships with their clinicians was 
assessed using  the Therapeutic Alliance Scale for Caregivers and Parents (TASCP).    

▪ According to Accurso et al. (2013), “. . . a strong therapeutic alliance may be crucial for 
client motivation to attend sessions and engage in the work of therapy, and for positive 
client outcomes (e.g., Binder & Strupp, 1997; Brent & Kolko, 1998; Follette, Naugle, & 
Callaghan, 1996; Horvath & Luborsky, 1993; Raue & Goldfried, 1994; Rogers, 1957; 
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Webster-Stratton & Herbert, 1993). A majority of practicing clinicians also report that the 
alliance is one of the most important variables influencing therapeutic outcomes 
(Bickman et al., 2000; Kazdin, Siegal, & Bass, 1990).” 

▪ Studies have supported the reliability, temporal stability, convergent validity, and 
discriminate validity of scores on the TASCP and it has additionally been found to have 
strong predictive value. Stronger caregiver-reported alliance was found to be associated 
with more sessions attended, greater satisfaction with perceived improvement, and less 
drop-out (Hawley & Weisz, 2005; Accurso et al., 2013).  

Adoption relevance and client outcomes – The adoption relevance and sensitivity of therapy 
were assessed using the Adoption Relevance and Related Outcomes Questionnaire, an 
instrument designed for the study that is keyed to adoption-related therapeutic tasks and 
outcomes.  Development of the instrument was informed by prior research on clinical work with 
adoptive families and the ongoing TAC evaluation that has illuminated areas of clinical practice 
that are strongly associated with adoption competence (Riley & Meeks, 2006; Brodzinsky, 2008, 
2011, 2013; Tarren-Sweeney, 2010, 2014; NACAC, 2011; C.A.S.E., 2012; Atkinson et al., 2013; 
Smith, 2014; Schofield & Beek, 2014; Hannah, 2017; Brodzinsky & Smith, 2018; Roszia & 
Maxon, 2019; LeBrenz et al., 2020; Atkinson, 2020; Riley & Singer, 2020).  Additional 
outcomes were assessed using outcomes-oriented items from the Mental Health Statistical 
Improvement Program (MHSIP) questionnaire that focus on family well-being and child/youth 
emotional/ behavioral/social functioning.   

All study instruments are included in Appendix B.  

Agency and Family Recruitment 
The study proposal was reviewed and approved by the Virginia Association of Community 
Services Boards (VACSB) Survey Committee and staff in the Virginia Department of Behavioral 
Health and Developmental Services (VDBHDS) Human Rights Office and passed on to 
Executive Directors of Virginia’s 40 Community Services Boards (CSBs) who have legal 
authority to determine whether the CSB participates in any study.  CSBs are by statute the single 
points of entry into publicly funded mental health, substance use disorder, and developmental 
services and are not part of the VDBHDS.  CSBs offer various combinations of 10 core services 
and often contract with private providers to provide services including outpatient treatment.  
Appendix D contains an overview of the organizational structure of CSBs and related map.   

The support of CSBs in engaging their employee and contract clinicians and in recruiting 
adoptive families they had treated was viewed as critical.  Whereas TAC-trained clinicians and 
agencies with multiple TAC-trained clinicians were expected to be relatively easier to recruit for 
the study, the most challenging aspect of recruitment was expected to occur with agencies whose 
clinicians have not participated in TAC and who may not have a specific elevated interest in 
treatment of adoptive families as a special sub-group.  Therefore, immediately following review 
and approval of the study proposal, outreach via e-mails to individual CSB Executive and 
Clinical Directors began.  Initial outreach was directed to CSBs and private agencies that were 
known to have multiple clinicians who had completed TAC.  Simultaneously, information about 
the study was sent to TAC-trained clinicians, including those in private practice.  Additionally, 
the principal investigator attended the annual statewide conference of the Virginia Association of 
Community Services where, at the invitation of the VACSB Child and Family Services Council, 
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she made a brief presentation about the study to CSB leaders and was subsequently able to 
informally and in person engage various CSB leaders.  C.A.S.E. also had an exhibit at the same 
conference to increase familiarity of attendees with C.A.S.E. and with the mental health needs of 
adoptive families. Follow-up with interested agencies and private practitioners continued 
throughout summer 2019.  In September 2019 engagement efforts began to be focused on 
agencies where few or no clinicians had participated in TAC, the objective being to recruit for 
the study a  sufficient number of not-TAC-trained clinicians and adoptive families they treated.  
Outreach included a link to Dropbox that contained a variety of recent documents from credible 
sources regarding mental health needs of adoptive families and evidence of the importance of 
clinical adoption competence.  Sample communications and a list of documents placed in 
Dropbox are reported in Appendix C. Study Communications. 

Participating clinicians began to respond in August 2019 and adoptive families began to respond 
later the same month. Data collection continued until early April 2020 when sufficient sample 
size was achieved.     

Organizations that agreed to participate in the study completed the following key study-related 
tasks: 

▪ Identified all adoptive families (defined as at least one parent and adopted 
child/adolescent) treated in the past 24 months and who had seen a primary therapist at 
least two times; 

▪ Invited all adoptive families identified (regardless of whether their therapist was TAC-
trained or not) to participate in the study and included with the invitation detailed 
information provided by the principal investigator about the study; and 

▪ Requested clinicians who treated identified families to a) create a clinician code in 
accordance with guidance provided that was to be included with the invitation to 
families they treated and was used to match clinicians with families they treated and to 
b) complete the clinician profile survey. 

It was known that adoption status of families was not an element in the behavioral health 
agencies’ data management system. Therefore, it was recognized that identifying all families 
who met the criteria for inclusion to be invited to participate in the study would require 
consultation with treating clinicians.  Further, it was important that agencies make a good faith 
effort to identify all adoptive families regardless of treating clinician to minimize any selection 
bias.  Extensive technical assistance was provided to all of the 14 participating agencies and 
eight of the ten private practitioners via e-mail, telephone calls and videoconferencing. These 
communications often involved clarifying steps in study implementation, sharing strategies for 
simplifying the family identification process, and generally emphasizing the value of the study 
and importance of their participation.      

Participating agencies and private practitioners could choose to send invitations and 
accompanying informational materials via e-mail or postal service and had no responsibility for 
obtaining consent, tracking responses or sending additional reminders.  Numerous organizations 
expressed appreciation that the study limited demands on agency staff and that sample 
communications and informational items were provided for their use.  These factors clearly 
contributed to success in recruiting organizations and private practitioners and, ultimately, 
producing a sufficient number of adoptive families for the study.    
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Data Analyses 

Comparisons of data from families treated by TAC- and not-TAC trained clinicians were 
analyzed using t-tests (if normality assumptions are met) for comparisons of mean differences. 
For data where responses were ordinal (i.e., ordered categories), the Mann Whitney U was used. 
Differences between TAC- and not-TAC trained conditions where categorical data was used 
(e.g., race/ethnicity, gender), chi-square analyses were used. The z-test for proportions was used 
for comparisons with a single category (e.g., private clinical practice). For all analyses, the 
threshold for statistical significance was set at .05.       

 

III. Findings 

A total 159 usable parent survey responses were received of which 89 were from families who 
were treated by TAC-trained clinicians and 70 were families treated by comparably qualified 
clinicians who were not TAC-trained.  Five responses were excluded from analyses because of 
excessive numbers of missing responses; however, for three of the five responses that were 
excluded the parents subsequently completed a second survey that was usable.  Therefore, 
responses from only two families who attempted to responded were ultimately excluded because 
of excessive missing data.  Four not TAC-trained clinicians completed profiles but had no 
families they treated respond to the invitation to participate; these four clinician responses were 
therefore excluded from analysis.         

Clinicians were able to complete the clinician profile survey in an average 3.4 minutes (range: 
2.7 to 5 minutes). Adoptive parents were able to complete the online demographic profile and 
four questionnaires in an average 23 minutes (range: 17 to 45 minutes).  Upon completion, 
parents were led to a separate survey in which they chose the method by which they received the 
$25 Amazon gift card incentive.  Forty-five percent chose to receive an e-Gift Card that involved 
sending the card code via text message, 38 percent chose to receive an e-Gift Card sent by e-
mail, and 17 percent chose to receive a physical gift card by United States Postal Service.   

 

Profile of Adoptive Families  

Demographics: Comparison of Families Treated by TAC-Trained Clinicians and Treated 
by Clinicians not TAC-Trained 

 
Shown in Table 1 are distributions of demographics and case history characteristics for the entire 
dataset, for families treated by TAC-trained clinicians, and for families treated by clinicians not 
TAC-trained.  
 
Parent and family race/ethnicity 
 
Race/ethnicity was examined in two ways. First focusing on races/ethnicities of individual 
family members (parents and child) and, second, examining family transracial status.   
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Tests for statistically significant differences between families treated by TAC-trained clinicians 
and those treated by clinicians not TAC-trained were conducted by race/ethnicity of parents. 
Because families reported the race of each parent, we examined each race/ethnicity category 
using a z-score for two population proportions. The counts and percentages of responses can be 
found in Table 1.  
 

For parents that identified as Black/African American, a statistically significant difference 
was found between those treated by TAC-trained clinicians (16%) compared to those treated 
by clinicians not TAC-trained, (36%) (z = 2.91, p = 0.004). 
 
For parents that identified as Hispanic/Latino Origin, a statistically significant difference was 
not found between those treated by TAC-trained clinicians (25%) compared to those treated 
by clinicians not TAC-trained, (17%) (z = 1.16, p = 0.246). 
 
For parents that identified as Bi-/Multi-racial, a statistically significant difference was not 
found between those treated by TAC-trained clinicians (16%) compared to those treated by 
clinicians not TAC-trained, (21%) (z = 0.92, p = 0.358). 
 
For parents that identified as White/Caucasian, a statistically significant difference was found 
between those treated by TAC-trained clinicians (75%) compared to those treated by 
clinicians not TAC-trained, (53%) (z = 2.95, p = 0.003). 

 
Transracial adoption status 
 
Examining transracial adoption status, families were categorized as 1) same-race parents who 
adopt same race child, 2) same-race parents who adopt transracially, 3) parents of different races 
who adopt a racial minority child, and 4) parents of different races who adopt a White/Caucasian 
child.  For each of these categories, no statistically significant difference was found for either 
families treated by TAC-trained clinicians or those treated by clinicians not TAC-trained, χ2 = 
3.320, p = .345.  In about 45 percent of families, parents and the identified child were the same 
race; the remaining 55 percent of families included members of different races.  
 
Highest level of education 
 
Differences by highest level of education attained by parents was found to be statistically 
significant, U = 3833.0, p = .008 with those treated by TAC-trained clinicians having higher 
levels of education.  They were more than twice as likely to hold graduate degrees and less than 
half as likely to have completed trade or technical school/some college.   
 
Annual family income 
 
Although families treated by TAC-trained clinicians had higher levels of education, difference 
by annual family income was not found to be statistically significant, U = 3117.0, p = .06.  
 
Type of adoption 
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A slightly higher percentage of families treated by TAC-trained clinicians experienced 
domestic/private and international adoptions and families treated by not TAC-trained clinicians 
experienced a higher percentage of domestic/public adoptions; however, no statistically 
significant difference was found for adoption type for families treated by TAC-trained clinicians 
and those treated by clinicians not TAC-trained, χ2 = 1.282, p = .257. This analysis was limited 
to Domestic/private and Domestic/public categories as there were too few observations for Inter-
country for the analysis.  
 
Demographics: Comparison of Children in Families Treated by TAC-Trained Clinicians 
and Those Treated by Clinicians Not TAC-Trained 

 
Also shown in Table 1 are distributions of demographics and case history characteristics of 
children in the entire dataset, for children in families treated by TAC-trained clinicians, and for 
those treated by clinicians not TAC-trained.  
 
Child gender 
 
A statistically significant difference was found by gender of child between those treated by TAC-
trained clinicians (62% female; 38% male) and those treated by clinicians not TAC-trained (40% 
female; 60% male), χ2 = 7.461, p = .006. 
 
Current age of child 
 
No statistically significant difference was found by current age of child between those treated by 
TAC-trained clinicians (M = 11.9, SD = 2.4) and those treated by clinicians not TAC-trained (M 
= 11.6, SD = 2.5), t(157) = 0.915, p = .361. The average ages of children seen by TAC-trained 
and not TAC-trained therapists were comparable; those seen by TAC-trained therapists were an 
average only 5 months older.  Ranges of ages of the two groups were identical: 7 years to 17 
years.  
 
Child race/ethnicity 
 
A statistically significant difference was found by child race/ethnicity between those treated by 
TAC-trained clinicians and those treated by clinicians not TAC-trained, χ2 = 18.658, p = .001. 
Children treated by TAC-trained clinicians were less likely to be Black/African American (19% 
versus 44%) and more likely to be White/Caucasian (33% versus 13%).  
 
Age at adoptive placement 
 
Differences by age at adoptive placement was found to be statistically significant, U = 2323.0, p 
= .004 with more children adopted at younger ages having been treated by TAC-trained 
clinicians.   
 
Age at which current therapy began 
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Differences by age at which current therapy began was not found to be statistically significant, U 
= 3196.0, p = .754.   
 
Frequency of contact with birth parents and birth family members 
 
Differences by frequency of contact with birth parents was not found to be statistically 
significant, U = 3133.0, p = .836.  Differences by frequency of contact with birth family was not 
found to be statistically significant, U = 3428.0, p = .069.  Respondents provided additional 
comments that illuminate contact status and reflect the complexities associated with birth family 
and adoptive family relationships, particularly in the case of kinship adoption.  Among parents 
who added a comment and who reported higher levels of contact, all had a pre-adoption 
relationship with or connection with the birth family.    
 
Treatment history 
 
Parents were asked the number of therapists seen in the past to address concerns related to child.  
Families treated by TAC-trained clinicians had seen a greater average number of past therapists 
(M = 1.25, SD = 0.830) compared to those treated by clinicians not TAC-trained (M = 1.11, SD = 
0.772); however, this difference was not statistically significant, t(157) = 1.034, p = .303.  
 
Table 1. Demographic and Case History Characteristics of Families 

 Treated by TAC-
Trained Clinician 

Treated by Clinician 
Not TAC-Trained All 

Total n=89 % n=70 % n=159 % 
Parents       
Parent Race/Ethnicity       

Asian 0 0.0 0 0.0 0 0.0 
Black/African American 14 15.7 25 35.7 39 24.5 
Hispanic/Latino Origin 22 24.7 12 17.1 34 21.4 
Bi-/multi-race 14 15.7 15 21.4 29 18.2 
White/Caucasian 67 75.3 37 52.9 104 65.4 

Highest level of education       
High school/GED or less 2 2.2 2 2.9 4 2.5 
Trade or technical school/ 
some college 

9 10.1 18 25.7 27 17.0 

Associate degree 21 23.6 17 24.3 38 23.9 
Bachelor degree 45 50.6 29 41.4 74 46.5 
Graduate degree 12 13.5 4 5.7 16 10.1 

Annual family income       
Less than $30,000 4 4.5 2 2.9 6 3.8 
$30,000 to $60,000 28 31.5 34 48.6 62 39.0 
$60,000 to $90,000 37 41.6 26 37.1 63 39.6 
More than $90,000 12 13.5 4 5.7 16 10.1 
Decline to answer 8 9.0 4 5.7 12 7.5 

Type adoption       
Domestic/private 21 23.6 12 17.1 33 20.8 
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 Treated by TAC-
Trained Clinician 

Treated by Clinician 
Not TAC-Trained All 

Domestic/public 62 69.7 56 80.0 118 74.2 
Inter-country 6 6.7 2 2.9 8 5.0 

Transracial adoption       
Same-race parents adopted 
same race child 

40 44.9 32 45.7 72 45.3 

Same-race parents adopted 
transracially 

19 21.3 15 21.4 34 21.4 

Parents of different races 
adopt racial minority child 

26 29.2 23 32.9 49 30.8 

Parents of different races 
adopt White/Caucasian child 

4 4.5 0 0.0 4 2.5 

Children        
Child gender       

Female 55 61.8 28 40.0 83 52.2 
Male 34 38.2 42 60.0 76 47.8 

Age    
Average 11.94 years 11.59 years 11.79 years 
Standard Deviation 2.41 2.49 2.45 
Range (7 to 17) (7 to 17) (7 to 17) 

Age at which current therapy 
began 

   

Younger than 4 0 0.0 0 0.0 0 0.0 
4 to 7 years old 4 4.5 4 5.7 8 5.0 
8 to 11 years old 34 38.2 28 40.0 62 39.0 
12 to 15 years old 46 51.7 36 51.4 82 51.6 
16 years or older 4 4.5 2 2.9 6 3.8 

Child race/ethnicity       
Asian 5 5.6 0 0.0 5 3.1 
Black/African American 17 19.1 31 44.3 48 30.2 
Hispanic/Latino Origin 10 11.2 9 12.9 19 11.9 
Bi-/multi-race 28 31.5 21 30.0 49 30.8 
White/Caucasian 29 32.6 9 12.9 38 23.9 

Age at adoptive placement       
Birth to 11 mos. 23 25.8 4 5.7 27 17.0 
12 months to 3 years 21 23.6 17 24.3 38 23.9 
4 years to 7 years 33 37.1 35 50.0 68 42.8 
8 years to 11 years 12 13.5 12 17.1 24 15.1 
12 years to 15 years 0 0.0 2 2.9 2 1.3 
16 years or older 0 0.0 0 0.0 0 0.0 

Pre-adoption setting       
Foster care with another 
family 

34 38.2 38 54.3 72 45.3 

Foster care with adoptive 
family 

28 31.5 22 31.4 50 31.4 
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 Treated by TAC-
Trained Clinician 

Treated by Clinician 
Not TAC-Trained All 

Birth parent or other birth 
relative 

21 23.6 4 5.7 25 15.7 

An institution (e.g., 
orphanage) 

6 6.7 2 2.9 8 5.0 

Other (e.g., foster care in 
another home) 

0 0.0 4 5.7 4 2.5 

Birth parent contact       
No contact at all 86 96.6 68 97.1 154 96.9 
Rare 1 1.1 2 2.9 3 1.9 
Infrequent 2 2.2 0 0.0 2 1.3 
Regular 0 0.0 0 0.0 0 0.0 
More than once monthly 0 0.0 0 0.0 0 0.0 

Birth relatives       
No contact 62 69.7 58 82.9 120 75.5 
Rare 5 5.6 4 5.7 9 5.7 
Infrequent 8 9.0 4 5.7 12 7.5 
Regular 11 12.4 4 5.7 15 9.4 
More than once monthly 1 1.1 0 0.0 1 0.6 

Treatment history Therapists 
seen in past to address concerns 
related to child 

      

Mean  1.25  1.11  1.19 
Range  (0 to 3)  (0 to 3)  (0 to 3) 

 
Summary of Key Demographics of Study Families and Children  

 
In summary, when races/ethnicities of individual parents and children were examined, those 
treated by TAC-trained clinicians were significantly more likely to be White/Caucasian and less 
likely to be Black/African American.  However, when transracial status was examined, no 
statistically significant differences were found. Families treated by TAC-trained clinicians had 
higher levels of education, but not significantly higher family income. No statistically significant 
differences were found in types of adoption. Among children/youth treated, no differences were 
found in current age or age at which therapy began, but more of those treated by TAC-trained 
clinicians experienced adoptive placement at earlier age ranges.  No differences were found in 
frequency of birth parent/family contact, although comments strongly suggest families with more 
frequent contact had pre-adoption relationships with the birth family.  Although families treated 
by TAC-trained clinicians had seen a higher average number of therapists in the past (1.25 vs 
1.11), the difference was not statistically significant.  The few past therapists reported, however, 
suggest families in both groups are in an early stage of help-seeking that stands in contrast to 
other studies in which families report seeing numerous therapists before finding one who was 
helpful (Casey Family Services, 2003; Festinger, 2006; NACAC, 2011; C.A.S.E., 2012; 
Brodzinsky, 2013; Smith, 2014). The statistically significant differences in gender representation 
in the two groups of children are interesting but it is unlikely to have impacted findings in light 
of similarities of the two groups on multiple other demographic variables, some of which would 
be more likely to affect outcomes (e.g., age, treatment history).       
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Profile of Clinicians 

Demographics: Comparison of TAC-Trained Clinicians and Clinicians not TAC-Trained  

Clinicians who were TAC-trained and not TAC-trained were compared on key demographics 
and characteristics that are reported in Tables 2 and 3.  Comparisons were further broken down 
by practice settings and findings are reported in Tables 4 and 5.     
 
Clinician gender 
 
A statistically significant difference was found by gender between TAC-trained clinicians (88%  
female; 12% male) and clinicians not TAC-trained (67% female; 33% male), χ2 = 4.613, p = 
.032.  The female/male representation of TAC-trained clinicians approximates that of all TAC 
participants in Virginia which was 89 percent female and 11 percent male for all clinicians 
invited to participate in the study.  The higher percent of male clinicians in the not TAC-trained 
group may be attributable to the higher percent of male children in the study and case assignment 
practices giving preference to male clinicians particularly with adolescent males.         
 
Clinician race/ethnicity 
 
No statistically significant difference was found by race between TAC-trained clinicians (71%  
White/Caucasian) and clinicians not TAC-trained (72% White/Caucasian), χ2 = 0.023, p = .880. 
This analysis was limited to White/Caucasian versus all other categories due to low counts. 
Among racial minority clinicians, those not TAC-trained were more likely to be Black/African 
American (16.7% vs 5.9%) and Hispanic (11.1% vs 5.9%) and TAC-trained clinicians were 
more likely to be multi-race (11.8% vs 0%).  
 
Clinician highest educational degree earned 
 
A statistically significant difference was found by highest educational degree earned between 
TAC-trained clinicians (100 percent master’s degree) and clinicians not TAC-trained (89% 
master’s degree), z = 2.002, p = .0455.  Eleven percent of the not TAC-trained clinicians 
reported holding a doctorate and all were psychologists.  
 
Primary clinical license 
 
No statistically significant difference was found by primary clinical license between TAC-
trained clinicians and clinicians not TAC-trained, χ2 = 0.358, p = .836. However, this analysis 
excluded Marriage and Family Therapists (MFT) due to low counts.  There were four MFTs 
(11.8%) among TAC-trained clinicians and none among those not TAC-trained. 
 
Number of years working with families and children in any professional capacity 
 
No statistically significant difference was found by number of years working with families and 
children in any professional capacity between TAC-trained clinicians (M = 11.6 years) and 
clinicians not TAC-trained (M = 12.5 years), t(68) = 1.148, p = .255.  
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Number of years working with families and children in clinical role 
 
No statistically significant difference was found by number of years working with families and 
children in clinical roles between TAC-trained clinicians (M = 8.4 years) and clinicians not 
TAC-trained (M = 8.1 years), t(68) = 0.397, p = .692.  
 
Estimated number of hours adoption-specific clinical training 
 
A statistically significant difference was found by number of hours adoption-specific clinical 
training between TAC-trained clinicians (M = 101.0 hours) and clinicians not TAC-trained (M = 
13.8 hours), t(37.299) = 31.347, p < .001.  The 72-hour TAC program clearly contributed greatly 
to this significant difference.  
 
Settings in which clinicians practice 
 
A statistically significant difference was found by community-based mental health agency 
between TAC-trained clinicians (47%) and clinicians not TAC-trained (94%), z = 4.386, p < 
.001.  A statistically significant difference was found by private clinical practice between TAC-
trained clinicians (50%) and clinicians not TAC-trained (6%), z = 4.179, p < .001. 
 
No tests for statistical significance were calculated for non-profit family services agency due to 
low counts.  
 
Table 2 Profile of TAC-Trained and Not TAC-Trained Clinicians Who Treated Study 
Families  

 TAC-Trained Not TAC-Trained All 
Total n=34 % n=36 % n=70 % 
Gender       

Female 30 88.2 24 66.7 54 77.1 
Male 4 11.8 12 33.3 16 22.9 

Race       
Asian 2 5.9 0 0.0 2 2.9 
Black/African American 2 5.9 6 16.7 8 11.4 
Hispanic/Latino Origin 2 5.9 4 11.1 6 8.6 
Multi-race 4 11.8 0 0.0 4 5.7 
White/Caucasian 24 70.6 26 72.2 50 71.4 

Highest Degree       
Doctorate 0 0.0 4 11.1 4 5.7 
Masters 34 100.0 32 88.9 66 94.3 

License Type       
Professional Counselor (LPC) 14 41.2 18 50.0 32 45.7 
Clinical Social Worker 
(LCSW) 

12 35.3 12 33.3 24 34.3 

Clinical Psychologist 4 11.8 6 16.7 10 14.3 
Marriage and Family Therapist 
(MFT) 

4 11.8 0 0.0 4 5.7 
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 TAC-Trained Not TAC-Trained All 
Years Experience (Avg.)       

With families and children in 
clinical & non-clinical roles 

      

Average 11.56 years 12.47 years 12.03 years 
Standard Deviation 3.11 3.53 3.34 
Range (7 to 21) (5 to 19) (5 to 21) 

With families and children in 
clinical roles  

      

Average 8.38 years 8.14 years 8.26 years 
Standard Deviation 2.34 2.76 2.55 
Range (4 to 13) (3 to 14) (3 to 14) 

Personal Connection to Adoption        
No known connection 9 26.5 21 58.3 30 42.9 
Adoptive parent 7 20.6 2 5.6 9 12.9 
Adopted person 2 5.9 0 0.0 2 2.9 
A family member is adopted 6 17.6 4 11.1 10 14.3 
Close friend or family member 
has adopted 

10 29.4 11 30.6 21 30.0 

Hours training focused on adoption-specific clinical issues and related assessment and intervention 
approaches 

Average 101.00 hours 13.83 hours 56.17 hours 
Standard Deviation 15.71 4.13 45.30 

Work setting*       
Community-based mental 
health agency 

16 47.1 34 94.4 50 71.4 

Private clinical practice 17 50.0 2 5.6 19 27.1 
Non-profit family services 
agency 

2 5.9 0 0.0 2 2.9 

*Note: totals may exceed 100 percent as clinicians may work in multiple settings 
 

Personal connection to adoption 
 
A statistically significant difference was found by no known connection between TAC-trained 
clinicians (27%) and clinicians not TAC-trained (58%), z = 2.692, p = .007. 
 
A statistically significant difference was not found by close friend or family member has adopted 
between TAC-trained clinicians (29%) and clinicians not TAC-trained (31%), z = 0.104, p = 
.920. 
 
No tests for statistical significance were calculated for the remaining categories (i.e., adoptive 
parent, adoptive person, and a family member is adopted) due to low counts.  However, among 
those TAC-trained, there were higher percentages of adoptive parents (20.6% vs 5.6%), adopted 
persons (5.9% vs 0%), and those with a family member adopted (17.6% vs 11.1%). 
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Chart 1. Personal Connection to Adoption of TAC-Trained and Not TAC-Trained 
Clinicians 

 

 

Primary and secondary theoretical orientation informing clinical work 
 
Clinicians were asked to identify one primary theoretical orientation informing their clinical 
work and, if applicable, one secondary orientation. All 70 clinicians selected a primary 
orientation and 56 (80%) selected a secondary orientation.  
 
A statistically significant difference was found by primary theoretical orientation between TAC-
trained clinicians (100% family therapy) and those not TAC-trained (44.4% interpersonal), χ2 = 
55.673, p < .001.  That all TAC-trained clinicians identified family therapy as their primary 
orientation and that only 44 percent of not TAC-trained clinicians identified family therapy as 
their primary orientation is one of the most striking differences found.  
 
A statistically significant difference was found by secondary theoretical orientation between 
TAC-trained clinicians (58.8% interpersonal) and those not TAC-trained (33.3% each for 
interpersonal and eclectic), χ2 = 12.521, p = .002.  An interpersonal orientation is strongly 
represented in both TAC-trained and not TAC-trained clinicians but it is ranked exclusively as a 
secondary orientation by the TAC-trained clinicians.   
 
Shown in Chart 2 are comparisons of the combined primary and secondary theoretical 
orientations of TAC-trained and not TAC-trained clinicians.  The chart demonstrates more 
graphically the differences, particularly in family therapy orientation. 
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Table 3. Primary and Secondary Theoretical Orientations Reported by Clinicians 
   TAC-Trained Not TAC-Trained All 
  n=34 % n=36 % n=70 % 
Orientations Informing Clinical Work 

Cognitive-Behavioral 
Primary 0 0.0 12 33.3 12 17.1 

Secondary 8 23.5 2 5.6 10 14.3 

Family Therapy 
Primary 34 100.0 4 11.1 38 54.3 

Secondary 0 0.0 0 0.0 0 0.0 

Eclectic 
Primary 0 0.0 4 11.1 4 5.7 

Secondary 2 5.9 12 33.3 14 20.0 

Interpersonal 
Primary 0 0.0 16 44.4 16 22.9 

Secondary 20 58.8 12 33.3 32 45.7 
 
 
Chart 2. Comparison of Combined Primary and Secondary Theoretical Orientations of 
TAC-Trained and Not TAC-Trained Clinicians 

 

 

Summary of Key Demographics of Study Clinicians 
The two groups of clinicians – TAC-trained and not TAC-trained – were found to have no 
significant differences in race, primary clinical license, and number of years’ experience.  There 
were significantly more males in the not TAC-trained group (33.3% vs 11.8% for TAC-trained). 
This paralleled the finding of more male children among the group treated by not TAC-trained 
clinicians (60% vs 38% of children treated by TAC-trained clinicians).  It is possible that 
clinician assignment practices matching male children with male clinicians influenced these 
findings, but it cannot be further determined from available data.  It was noted that the 11.8 
percent male and 88.2 percent female representation among TAC-trained clinicians 
approximated the representation among all TAC participants in Virginia. 
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Although no TAC-trained clinicians held doctorates and 11 percent of not TAC-trained clinicians 
reported doctorates, the TAC-trained clinicians reported significantly more mean hours of 
adoption-specific training – 101 hours compared to 13.8 hours.  With TAC accounting for 72 
hours of training reported, it means TAC-trained clinicians had an average 29 hours of adoption-
specific training – more than twice that of the not TAC-trained clinicians.  The higher percentage 
of TAC-trained clinicians with a personal connection to adoption (73.5% versus 41.7%) likely 
increases interest in adoption-specific trainings, including TAC. 

Profile of Clinicians Examined by Practice Setting 

Demographic profiles of clinicians were further examined by practice settings and, although low 
numbers preclude analyses for statistically significant differences, it is useful to observe several 
patterns that can be seen in Table 4.  First, the overwhelming majority of clinicians (71%) in the 
study practiced in community-based mental health agencies compared with 27 percent in private 
clinical practice settings, and 2 percent in non-profit family services agencies.  In Virginia, a 
community-based mental health agency would include Community Services Boards (CSB) or 
private mental health agencies contracted by the CSB to provide outpatient services to families in 
the CSB catchment area.  TAC-trained clinicians represented 32 percent of study clinicians in 
community-based mental health agencies but 89 percent of those in private practice and 100 
percent (n=2) of clinicians in non-profit family services agencies.   

Whether TAC-trained or not TAC-trained, clinicians in community-based mental health settings 
were more racially diverse than those in private practice and non-profit family services agencies 
and only those in community-based mental health agencies held doctorates.  Somewhat 
surprisingly, numbers of years’ experience working with families and children in non-clinical 
and clinical capacities did not differ notably across settings.  For both personal connection to 
adoption and hours of training focused on adoption-specific clinical issues the notable 
differences were between those TAC-trained and those not TAC-trained and not differences 
across practice settings.   

When clinician profile data were analyzed by practice setting, no additional significant 
differences were found, although almost all clinicians in private practice were TAC-trained (89 
percent).  This difference is likely the result of study recruitment strategies that more readily 
accessed TAC-trained clinicians in private practice than private practitioners who had no 
connection to TAC.      

Table 4. Profile of Clinicians by Practice Setting  
Setting Community-based mental 

health agency 
Private clinical practice Non-profit family services 

agency 
TAC Trained Yes No Yes No Yes  No 
Total n=16 n=34 n=17 n=2 n=2 n=0 
Gender       

Female 87.5 64.7 88.2 100.0 100.0 0.0 
Male 12.5 35.3 11.8 0.0 0.0 0.0 

Race       
Asian 0.0 0.0 11.8 0.0 0.0 0.0 
Black/African American 12.5 17.6 0.0 0.0 0.0 0.0 
Hispanic/Latino Origin 12.5 11.8 0.0 0.0 0.0 0.0 
Multi-race 12.5 0.0 11.8 0.0 0.0 0.0 
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Setting Community-based mental 
health agency 

Private clinical practice Non-profit family services 
agency 

TAC Trained Yes No Yes No Yes  No 
White/Caucasian 62.5 70.6 76.5 100.0 100.0 0.0 

Highest Degree       
Doctorate 0.0 11.8 0.00 0.0 0.0 0.0 
Masters 100.0 88.2 100.0 100.0 100.0 0.0 

License Type       
Professional Counselor 
(LPC) 

43.8 47.1 41.2 100.0 0.0 0.0 

Clinical Social Worker 
(LCSW) 

43.8 35.3 29.4 0.0 0.0 0.0 

Clinical Psychologist 0.0 17.6 23.5 0.0 0.0 0.0 
Marriage and Family 
Therapist (MFT) 

12.5 0.0 5.9 0.0 100.0 0.0 

Years Experience (Avg.)       
With families and 
children in clinical & 
non-clinical roles 

11.31 12.56 11.76 11.00 12.00 0.00 

With families and 
children in clinical roles  

7.81 8.18 8.88 7.50 9.00 0.0 

Personal Connection to 
Adoption  

      

No known connection 18.8 61.8 35.5 0.0 0.0 0.0 
Adoptive parent 25.0 0.0 17.6 100.0 0.0 0.0 
Adopted person 0.0 0.0 11.8 0.0 0.0 0.0 
A family member is 
adopted 

25.0 11.8 11.8 0.0 0.0 0.0 

Close friend or family 
member has adopted 

31.3 26.5 23.5 100.0 100.0 0.0 

Hours training focused on 
adoption-specific clinical 
issues and related assessment 
and intervention approaches 

98.13 13.47 102.29 20.00 125.00 0.00 

 
 
Primary theoretical orientations – community-based mental health agency 
Table 5 shows the distribution of primary and secondary theoretical orientations among TAC-
trained clinicians and those not TAC-trained by work setting. These tests for statistical 
significance are limited to community-based mental health agencies as the counts are too low for 
private clinical practice and non-profit family service agencies.  
 

The difference between TAC-trained clinicians (0%) and those not TAC-trained (35%) for 
those with a cognitive-behavioral theoretical orientation was found to be statistically 
significant, z = 2.726, p = .006. 
 
The difference between TAC-trained clinicians (100%) and those not TAC-trained (6%) for 
those with a family therapy theoretical orientation was found to be statistically significant, z = 
6.468, p < .001. 
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The difference between TAC-trained clinicians (0%) and those not TAC-trained (6%) for 
those with an eclectic theoretical orientation was not found to be statistically significant, z = 
1.430, p = .153. 
 
The difference between TAC-trained clinicians (0%) and those not TAC-trained (47%) for 
those with an interpersonal theoretical orientation was found to be statistically significant, z = 
3.328, p < .001. 

 
In sum, when examining only clinicians practicing in community-based mental health agencies, 
there were statistically significant differences for three of the four orientations (i.e., for cognitive-
behavioral, family therapy, and interpersonal but not for eclectic).  The most notable differences 
were seen in theoretical orientation to clinical work in which 100 percent of TAC-trained 
clinicians reported family therapy as their primary orientation across all practice settings.  In 
contrast, clinicians not TAC-trained reported as their primary orientations interpersonal (47.1%) 
and cognitive-behavioral (35.3%).   
 
Table 5. Primary and Secondary Theoretical Orientations Reported by Clinicians by 
Practice Setting 

Setting Community-based 
mental health agency 

Private clinical practice Non-profit family 
services agency 

TAC Training Yes No Yes No Yes  No 

Total n=16 n=34 n=17 n=2 n=2 n=0 
Orientations         

Cognitive-Behavioral 
Primary 0.0 35.3 0.0 0.0 0.0 0.0 

Secondary 12.5 5.9 35.3 0.0 0.0 0.0 

Family Therapy 
Primary 100.0 5.9 100.0 100.0 100.0 0.0 

Secondary 0.0 0.0 0.0 0.0 0.0 0.0 

Eclectic 
Primary 0.0 11.8 0.0 0.0 0.0 0.0 

Secondary 0.0 35.3 11.8 0.0 0.0 0.0 

Interpersonal 
Primary 0.0 47.1 0.0 0.0 0.0 0.0 

Secondary 62.5 29.4 52.9 100.0 100.0 0.0 
 
 

Therapeutic Services Experienced by Families 

Types of therapeutic sessions were categorized into four types and parents were asked to 
estimate the number of sessions with their primary therapist in each type of session.  Table 6 
shows the average (mean) number and range of sessions reported by families treated by TAC-
trained clinicians and those treated by clinicians not TAC-trained for each of five different types 
of sessions.  
 
Across all types of therapeutic sessions, families treated by TAC-trained clinicians attended 
more sessions (M = 8.37, SD = 2.223; range 5 to 16) compared to those treated by clinicians not 
TAC-trained (M = 6.47, SD = 1.338; range 4 to 10). This difference was statistically significant, 
t(147.743) = 6.671, p < .001.  
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For individual sessions - only the child was seen, families treated by TAC-trained clinicians 
attended fewer sessions (M = 2.12, SD = 0.720) compared to those treated by clinicians not 
TAC-trained (M = 3.89, SD = 0.860). This difference was statistically significant, t(157) = 
14.053, p < .001.  Based on these parent reports on services received, it appears clinicians who 
are not TAC-trained engage in significantly more individual sessions, seeing only the child.   
 
For individual sessions - only one or both parents were seen, families treated by TAC-trained 
clinicians attended more sessions (M = 1.33, SD = 0.617) compared to those treated by clinicians 
not TAC-trained (M = 1.14, SD = 0.352). This difference was statistically significant, t(144.406) 
= 2.351, p = .02.  Clinicians not TAC-trained also engage in significantly more individual 
sessions with parents, although not at the level of significance found in individual sessions with 
children. 
 
For family sessions where both child and parent were seen together for at least part of the 
session, families treated by TAC-trained clinicians attended more sessions (M = 4.45, SD = 
1.297) compared to those treated by clinicians not TAC-trained (M = 1.39, SD = 0.687). This 
difference was statistically significant, t(139.387) = 19.131, p < .001.  The greatest difference 
was seen here in which families treated by TAC-trained clinicians report more than three times 
the average number of family sessions than families treated by not TAC-trained clinicians. This 
finding is consistent with the strong family theory orientation reported by TAC-trained 
clinicians.  
 
For parent group with other parents, families treated by TAC-trained clinicians appeared to 
attend more sessions (M = 0.12, SD = 0.618) compared to those treated by clinicians not TAC-
trained (M = 0.00, SD = 0.000). However, this difference was not found to be statistically 
significant, t(88) = 1.886, p = .063. It is likely that the availability of support groups, whether 
sponsored by the treating agency or in the community, affected referrals; referrals likely did not 
occur where the resource was not available. 
 
For child/youth group with other children/youth, families treated by TAC-trained clinicians 
attended more sessions (M = 0.35, SD = 1.235) compared to those treated by clinicians not TAC-
trained (M = 0.06, SD = 0.336). This difference was statistically significant, t(104.131) = 2.127, 
p = .036. As with parent groups, referrals would be affected by availability. 
 
Although fewer families report parent and child/youth groups experienced as part of their 
treatment, it is clear that those treated by TAC-trained clinicians do experience groups more.  
Numerical data are supported by multiple parent comments about being referred to groups, often 
offered by agencies other than the primary clinician’s organization.  
 
These findings are reported in Table 6 and in Chart 3.  
 
Table 6.  Numbers of Therapeutic Sessions by Types Reported by Families Treated by 
TAC-Trained and Not TAC-Trained Clinicians  

  Treated by TAC-
Trained Therapist 

Treated by Therapist 
Not TAC-Trained 

All 

  n=89 n=70 n=159 
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  Treated by TAC-
Trained Therapist 

Treated by Therapist 
Not TAC-Trained 

All 

All types of therapeutic sessions Mean 8.37 6.47  7.53 
Range (5 to 16) (4 to 10) (4 to 16) 

Individual sessions – only child was 
seen 

Mean 2.12 3.89 2.90 
Range (1 to 4) (2 to 6) (1 to 6) 

Individual sessions – only one or 
both parents were seen 

Mean 1.33 1.14 1.25 
Range (0 to 4) (1 to 2) (0 to 4) 

Family sessions – both child and 
parent were seen together 

Mean 4.45 1.39 3.10 
Range (2 to 9) (0 to 3) (0 to 9) 

Parent group Mean 0.12 0.00 0.07 
Range (0 to 4) 0 (0 to 4) 

Child/teen group Mean 0.35 0.06 0.22 
Range (0 to 6) (0 to 2) (0 to 6) 

 
 
Chart 3. Comparison of Mean Numbers of Therapeutic Sessions by Type for Families 
Treated by TAC-Trained and Not TAC-Trained Clinicians  

 

 

Summary of Therapeutic Services Experienced by Study Families  
In summary, families treated by TAC-trained clinicians sustained engagement in treatment over 
a higher average number of sessions (8.37) than families treated by not TAC-trained clinicians 
(6.47).  Families who saw clinicians who were not TAC-trained experienced significantly more 
individual child only sessions and significantly fewer individual parent only sessions, family 
sessions, and group sessions.  In addition to sustaining engagement in treatment over a higher 
number of sessions, families who saw TAC-trained clinicians experienced significantly fewer 
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individual child only sessions and significantly more parent, family, and group sessions. These 
findings suggest much greater parent involvement and use of a broader range of therapeutic 
interventions with TAC-trained clinicians.     
 

Adoptive Parent Satisfaction  

Four dimensions of satisfaction with treatment were examined using the Mental Health 
Statistical Improvement Project (MHSIP) Family Satisfaction Survey: 1) general satisfaction, 2) 
satisfaction with services, 3) satisfaction with clinician performance, and 4) satisfaction with 
child and family outcomes.  Each dimension of satisfaction was calculated by summing the raw 
scores (Not applicable = 0; Strongly disagree = 1 through Strongly agree = 5) of items specific to 
that scale, then comparing mean scale scores of the two family groups – those who were treated 
by TAC-trained clinicians and those treated by comparably qualified not TAC-trained clinicians.    
  
General Satisfaction with Treatment 
 
General satisfaction was assessed first using all 13 items from the MHSIP Family Satisfaction 
Survey. Families treated by TAC-trained clinicians had higher measures of general satisfaction 
(M = 53.83, SD = 2.614) compared to those treated by clinicians not TAC-trained (M = 38.79, 
SD = 4.742). This difference was statistically significant, t(78.257) = 21.887, p < .001.  Findings 
are reported in Chart 4; all items of the survey with counts and percentages of responses by 
clinician status - TAC-trained or not TAC-trained are reported in Table A.1. in Appendix A. 
 
Chart 4. General Satisfaction with Treatment 
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Satisfaction with services was assessed using the first three items from the MHSIP Family 
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measures of satisfaction with services (M = 12.70, SD = 0.817) compared to those treated by 
clinicians not TAC-trained (M = 8.49, SD = 1.694). This difference was statistically significant, 
t(92.429) = 18.968, p < .001. Findings are reported in Chart 5; all scale items with counts and 
percentages of responses by clinician status - TAC-trained or not TAC-trained are reported in 
Table A.2. in Appendix A.   
 
Closer examination reveals that TAC-trained clinicians received only positive (strongly agree 
and agree) ratings of satisfaction with services while ratings from families treated by not TAC-
trained clinicians were overwhelmingly neutral or negative (disagree and strongly disagree).     
 
Chart 5. Satisfaction with Services 

 

 
Satisfaction with Clinician Performance 
 
Satisfaction with clinician performance was assessed using four items from the MHSIP Family 
Satisfaction Survey (S4, S5, S6, and S13). Families treated by TAC-trained clinicians had higher 
measures of satisfaction with therapist performance (M = 18.45, SD = 1.365) compared to those 
treated by clinicians not TAC-trained (M = 15.36, SD = 1.773). This difference was statistically 
significant, t(154) = 12.306, p < .001. Although a statistically significant difference was found, 
there was least difference in satisfaction on this measure.  Tellingly, on the item “I would 
recommend this therapist to a friend or family member,” ratings from families treated by TAC-
trained clinicians were 100 percent positive (85 percent “strongly agree” and 14.6 percent 
“agree”) while ratings of families treated by not TAC-trained clinicians were only 34.3 percent 
“agree,” 48.6 percent were “neutral, and   15.8 percent negative.  Findings are reported in Chart 
6; all scale items with counts and percentages of responses by clinician status - TAC-trained or 
not TAC-trained are reported in Table A.3. in Appendix A. 
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Chart 6. Satisfaction with Clinician Performance  

 

 
Satisfaction with Child and Family Outcomes 
 
Satisfaction with child and outcomes was assessed using six items from the MHSIP Family 
Satisfaction Survey. Three items focus on child daily functioning (S7, S10, and S11), two items 
focus on child relationships (S8 and S9), and one item focuses on a family well-being outcome 
(S12).    Families treated by TAC-trained clinicians had higher measures of satisfaction with 
child and family outcomes (M = 27.58, SD = 2.077) compared to those treated by clinicians not 
TAC-trained (M = 17.88, SD = 2.633). This difference was statistically significant, t(104.385) = 
23.763, p < .001.  Findings are reported in Chart 7; all scale items with counts and percentages of 
responses by clinician status - TAC-trained or not TAC-trained are reported in Table A.4 in 
Appendix A. 
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Chart 7. Satisfaction with Child and Family Outcomes   

 

 

Chart 8 shows differences in mean scale scores on the four dimensions of satisfaction assessed.  
On all measures, higher levels of satisfaction were reported by families treated by TAC-trained 
clinicians.  

 
Chart 8. Comparisons of Mean Scale Scores of Satisfaction Measures for Treatment by 
TAC-Trained and Not TAC-Trained Clinicians   
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Therapeutic Alliance  
 
Therapeutic alliance was assessed using all five items from the Therapeutic Alliance Scale for 
Caregivers (TASCP). Three items assess affective bond (A1, A3, and A4) and two items assess 
parent client-clinician collaboration on therapeutic tasks and goals (A2 and A5). Alliance was 
calculated by summing the raw scores for all items, then comparing mean scale scores of the two 
family groups – those treated by TAC-trained clinicians and those treated by not TAC-trained 
clinicians.    Families treated by TAC-trained clinicians had higher measures of therapeutic 
alliance (M = 17.79, SD = 1.577) compared to those treated by clinicians not TAC-trained (M = 
11.43, SD = 1.930). This difference was statistically significant, t(157) = 22.313, p < .001. 
Findings are reported in Chart 9; all scale items (ranging from Not at all true = 1 to Very much 
true = 4) with counts and percentages of responses by clinician status - TAC-trained or not TAC-
trained are reported in Table A.5. in Appendix A. 
 

Chart 9. Therapeutic Alliance             
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Chart 10 shows differences in mean scale scores for therapeutic alliance.  Scores reflect 
significantly higher levels of alliance with TAC-trained clinicians.  

Chart 10. Comparisons of Mean Scale Scores for Therapeutic Alliance in Treatment for 
Treatment by TAC-Trained and Not TAC-Trained Clinicians   

 

 

Adoption Relevance of Therapy and Family Outcomes 

Adoption relevance and family outcomes were measured using the Adoption Relevance and 
Related Outcomes Questionnaire.  The instrument was developed for the study and is keyed to 
major tasks and intended outcomes in therapeutic work with adoptive families that are broadly 
recognized by practitioners in the field and written about extensively in most relevant practice 
and research literature (Riley & Meeks, 2006; Brodzinsky, 2008, 2011, 2013; Tarren-Sweeney, 
2010, 2014; NACAC, 2011; C.A.S.E., 2012; Atkinson et al., 2013; Smith, 2014; Schofield & 
Beek, 2014; Hannah, 2017; Brodzinsky & Smith, 2018; Roszia & Maxon, 2019; LeBrenz et al., 
2020; Riley & Singer, 2020). Adoption relevance and family outcomes were calculated by 
summing the raw scores of specific items specific to each scale, then comparing scale scores 
between the two family groups – those who saw TAC-trained and non-TAC trained clinicians.  
 
  
Adoption Relevance of Therapy 
 
Adoption relevance was first assessed using the first 22 items from the Adoption Relevance and 
Related Outcomes Questionnaire (AR1 through AR22).  Families treated by TAC-trained 
clinicians had higher measures of adoption relevance (M = 92.46, SD = 5.500) compared to 
those treated by clinicians not TAC-trained (M = 62.08, SD = 8.267). This difference was 
statistically significant, t(57.894) = 20.469, p < .001.  Findings are reported in Chart 11; all items 
of the Questionnaire with counts and percentages of responses by clinician status - TAC-trained 
or not TAC-trained are reported in Table A.6. in Appendix A. 
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Chart 11. Adoption Relevance of Treatment    

 

 
Chart 12 shows differences in mean scale scores for adoption relevance of treatment.  Scores 
reflect the significantly higher adoption relevance of treatment by TAC-trained clinicians.  
 
Chart 12. Comparisons of Mean Scale Scores of Adoption Relevance of Treatment by 
TAC-Trained and Not TAC-Trained Clinicians   
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trained clinicians had higher (more favorable) ratings of family outcomes (M = 20.76, SD = 
0.770) compared to those treated by clinicians not TAC-trained (M = 13.36, SD = 2.220). This 
difference was statistically significant, t(78.700) = 26.070, p < .001. Findings are reported in 
Chart 13; all items of the Questionnaire with counts and percentages of responses by clinician 
status - TAC-trained or not TAC-trained are reported in Table A.7. in Appendix A. 
 
Chart 13. Family Outcomes     

 

 
Chart 14 shows differences in mean scale scores for family outcomes.  Scores reflect 
significantly more positive outcomes with TAC-trained clinicians.  

 
Chart 14. Comparisons of Mean Scale Scores of Family Outcomes of Treatment by TAC-
Trained and Not TAC-Trained Clinicians   
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Therapeutic Methods Used 

Within the context of the ongoing TAC evaluation, a substantial body of data have been 
collected describing clinical practices and particularly the nature of work with adoptive parents 
(Atkinson, 2020).  The data suggest psychoeducation and supporting parental skills development 
as important methods that clinicians employ.  Here both therapeutic methods are examined using 
items from the Adoption Relevance and Related Outcomes Questionnaire.   
 
Psychoeducation 
 
Psychoeducation was assessed using seven items from the Adoption Relevance and Related 
Outcomes Questionnaire (AR1 through AR7). Families treated by TAC-trained clinicians had 
higher measures of psychoeducational items (M = 29.56, SD = 1.959) compared to those treated 
by clinicians not TAC-trained (M = 20.82, SD = 3.915). This difference was statistically 
significant, t(74.371) = 15.622, p < .001. Findings are reported in Chart 15; all items of this scale 
with counts and percentages of responses by clinician status - TAC-trained or not TAC-trained 
are reported in Table A.8. in Appendix A.   
 
Chart 15. Presence of Psychosocial Methods      

 

 

 
Parental Skills Development 
 
Parental skills development was assessed using eleven items from the Adoption Relevance and 
Related Outcomes Questionnaire (AR8 through AR19). Families treated by TAC-trained 
clinicians had higher measures of parental skills development (M = 51.83, SD = 3.917) compared 
to those treated by clinicians not TAC-trained (M = 36.83, SD = 5.301). This difference was 
statistically significant, t(74.758) = 16.641, p < .001. Findings are reported in Chart 16; all items 
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of this scale with counts and percentages of responses by clinician status - TAC-trained or not 
TAC-trained are reported in Table A.9. in Appendix A. 
 
Chart 16. Presence of Parenting Skills Development       

 

 

Chart 17 shows differences in mean scale scores for psychoeducation and for parental skills 
development as therapeutic methods employed.  Scores reflect greater use of both therapeutic 
methods by TAC-trained clinicians. 
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Chart 17. Comparisons of Mean Scale Scores for Psychoeducation and Parental Skills 
Development as Therapeutic Methods Used by TAC-Trained and Not TAC-Trained 
Clinicians   

 

 

Focus of Therapeutic Intervention 

Foci of therapeutic intervention were also explored.  Within the context of the ongoing TAC 
program evaluation, a large body of data on the nature of clinical practices with adoptive families 
have been collected. These data and relevant practice and research literature suggest the value of 
focusing on particular adoption-relevant issues.  Again, using selected items from the Adoption 
Relevance and Related Outcomes Questionnaire we compare the foci of therapeutic intervention 
with study families by TAC-trained and not TAC-trained clinicians.  Here we compare foci of 
TAC-trained and not TAC-trained clinicians on normalization, trauma/attachment, loss and grief, 
discovering each child’s unique history and identity development, communicative openness, 
family cohesion and attunement, and parent support and self-care.   
 
Focus on Normalization  
 
Focus on normalization was assessed using six items from the Adoption Relevance and Related 
Outcomes Questionnaire. Families treated by TAC-trained clinicians had higher measures of 
normalization (M = 25.10, SD = 2.990) compared to those treated by clinicians not TAC-trained 
(M = 18.02, SD = 2.590). This difference was statistically significant, t(140) = 14.533, p < .001. 
Findings are reported in Chart 18; all items of this scale with counts and percentages of 
responses by clinician status - TAC-trained or not TAC-trained are reported in Table A.10. in 
Appendix A. 
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Chart 18. Therapeutic Focus on Normalization        

 

 
 
Focus on Trauma and Attachment 
 
Focus on trauma/attachment was assessed using one item from the Adoption Relevance and 
Related Outcomes Questionnaire. Families treated by TAC-trained clinicians had higher 
measures of trauma/attachment (M = 4.19, SD = 1.258) compared to those treated by clinicians 
not TAC-trained (M = 3.43, SD = 1.218). This difference was statistically significant, t(155) = 
3.801, p < .001. Findings are reported in Chart 19; all scale counts and percentages of responses 
by clinician status - TAC-trained or not TAC-trained in reported in Table A.11. in Appendix A. 
 
Chart 19. Therapeutic Focus on Trauma and Attachment         
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Focus on Loss and Grief 
 
Focus on loss and grief was assessed using one item from the Adoption Relevance and Related 
Outcomes Questionnaire.  Families treated by TAC-trained clinicians had higher measures of 
loss and grief (M = 4.29, SD = 0.457) compared to those treated by clinicians not TAC-trained 
(M = 2.25, SD = 0.936). This difference was statistically significant, t(91.335) = 16.539, p < 
.001.  Findings are reported in Chart 20; this scale item with counts and percentages of responses 
by clinician status - TAC-trained or not TAC-trained is reported in Table A.12. in Appendix A. 
 
Chart 20. Therapeutic Focus on Loss and Grief         
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Focus on child’s story/identity development was assessed using six items from the Adoption 
Relevance and Related Outcomes Questionnaire. Families treated by TAC-trained clinicians had 
higher measures of child’s story/identity (M = 27.51, SD = 2.491) compared to those treated by 
clinicians not TAC-trained (M = 21.29, SD = 3.118). This difference was statistically significant, 
t(141) = 13.210, p < .001. Findings are reported in Chart 21; all items of this scale with counts 
and percentages of responses by clinician status - TAC-trained or not TAC-trained are reported 
in Table A.13 in Appendix A. 
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Chart 21. Therapeutic Focus on Child’s Unique Story and Identity Development          

 

 
Focus on Communicative Openness  
 
Focus on communicative openness was assessed using four items from the Adoption Relevance 
and Related Outcomes Questionnaire. Families treated by TAC-trained clinicians had higher 
measures of communicative openness (M = 16.24, SD = 0.730) compared to those treated by 
clinicians not TAC-trained (M = 10.31, SD = 2.093). This difference was statistically significant, 
t(72.267) = 21.378, p < .001.  Findings are reported in Chart 22; all items of this scale with 
counts and percentages of responses by clinician status - TAC-trained or not TAC-trained are 
reported in Table A.14 in Appendix A. 
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Chart 22. Therapeutic Focus on Communicative Openness          

 

 
 
Focus on Family Cohesion and Attunement  
 
Focus on family cohesion/attunement was assessed using three items from the Adoption 
Relevance and Related Outcomes Questionnaire. Families treated by TAC-trained clinicians had 
higher measures of cohesion/attunement (M = 12.84, SD = 0.782) compared to those treated by 
clinicians not TAC-trained (M = 8.45, SD = 1.645). This difference was statistically significant, 
t(88.444) = 20.219, p < .001. Findings are reported in Chart 23; all items of this scale with counts 
and percentages of responses by clinician status - TAC-trained or not TAC-trained are reported 
in Appendix A.15. in Appendix A. 
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Chart 23. Therapeutic Focus on Family Cohesion and Attunement           

 

 
Focus on Parent Support and Self-Care  
 
Focus on parent support/self-care was assessed using two items from the Adoption Relevance 
and Related Outcomes Questionnaire.  Families treated by TAC-trained clinicians had higher 
measures of parent support/self care (M = 7.61, SD = 1.301) compared to those treated by 
clinicians not TAC-trained (M = 4.74, SD = 1.071). This difference was statistically significant, 
t(149) = 14.499, p < .001. Findings are reported in Chart 24; these scale items with counts and 
percentages of responses by clinician status - TAC-trained or not TAC-trained are reported in 
Table A.16. in Appendix A. 
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Chart 24. Therapeutic Focus on Parent Support and Self-Care            

 

 

Chart 25 shows differences in mean scale scores for therapeutic foci considered to be important 
in work with adoptive families. The chart is useful in demonstrating that TAC-trained clinicians 
demonstrated a stronger focus on each of the adoption-relevant issues examined.  

 

Chart 25. Comparisons of Mean Scale Scores for Therapeutic Foci of Treatment by TAC-
Trained and Not TAC-Trained Clinicians   
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IV.  Discussion 

Main Findings 

Comparability of family and clinician groups 
Demographic differences likely to affect outcomes and study findings were not found in the 
family groups compared – those treated by TAC-trained clinicians or those treated by not TAC-
trained clinicians.  Although families treated by TAC-trained clinicians were significantly more 
likely to be White/Caucasian and to have higher levels of education, no differences were found 
in transracial status or family income of the two groups. Families treated by TAC-trained 
clinicians had seen a higher average number of therapists in the past (average 1.25 vs 1.11; range 
0 to 3 for both groups), but the difference was not statistically significant. The low average 
number of past therapists reported, however, suggests these families were in early stages of help-
seeking that may be noteworthy as it stands in contrast with prior studies in which many families 
reported seeing numerous therapists before finding one they found helpful. For children/youth 
treated, no differences were found in type of adoption, birth family contact, current age or age at 
which therapy began. More males were treated by not TAC-trained clinicians and, although 
being male has been identified as a factor associated with elevated risk in some studies, it is 
unlikely to have impacted findings substantially in light of similarities of the two groups on 
multiple other demographic variables, some of which would be more likely to affect outcomes 
(e.g., age, treatment history). 
 
The two clinician groups (TAC-trained and not TAC-trained) did not differ significantly in race, 
primary clinical license or number of years’ experience.  Those not TAC-trained included more 
males but this may be the product of clinician assignment practices or even parental preferences 
that favor males, and particularly male adolescents, being treated by male clinicians. Although 
no clinician demographic differences were observed across practice settings, 89 percent of those 
in private practice settings were TAC-trained, a difference likely produced by study recruitment 
strategies that more readily and directly accessed TAC completers of whom about ten percent 
were known to be in private practice.      
 
Differences in therapeutic orientation 
Marked differences were found in training and therapeutic orientation of study clinicians. 
Although no TAC-trained clinicians held doctorates and 11 percent of not TAC-trained clinicians 
reported doctorates, the TAC-trained clinicians reported significantly more average hours of 
adoption-specific training – 101 hours compared to 13.8 hours.  When the 72-hours of TAC 
training are not considered, TAC-trained clinicians still had more than twice the hours of 
adoption-specific training as not TAC-trained clinicians (29 hours vs 13.8 hours). Personal 
connection to adoption may have contributed to this difference. TAC-trained clinicians were 
more likely to have a personal connection to adoption – 73.5 percent vs 41.7 percent – a variable 
likely to have increased their interest in adoption and contributed to their enrollment in not only 
TAC but also other adoption-related trainings. 
 
The most notable difference in clinician groups was seen in theoretical orientation to clinical 
work in which 100 percent of TAC-trained clinicians reported family therapy as their primary 
orientation across all practice settings.  In contrast, clinicians not TAC-trained reported their 
primary orientations to be interpersonal (44.4 percent) and cognitive-behavioral (33.3 percent) 
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and only 11.1 percent reported family therapy or eclectic orientations as primary. These 
differences are highly likely to have affected families’ therapeutic experiences and outcomes. 
Clinical practices featured in TAC are highly compatible with and likely reinforce a family 
therapy orientation.  It is likely that clinicians with an existing family therapy orientation would 
be attracted to TAC and would have that orientation reinforced through the training.   
 
Differences in therapeutic experiences and outcomes 
Families treated by TAC-trained clinicians sustained engagement in treatment over a higher 
number of sessions (8.37) than families treated by not TAC-trained clinicians (6.47).  Families 
who saw clinicians who were not TAC-trained experienced significantly more individual child-
only sessions and significantly fewer individual parent-only sessions, family sessions, and group 
sessions.  In addition to sustaining engagement in treatment over a higher number of sessions, 
families who saw TAC-trained clinicians experienced significantly fewer individual child only 
sessions and significantly more parent, family, and group sessions. These findings suggest much 
greater parent involvement and use of a broader range of therapeutic interventions such as 
support groups by TAC-trained clinicians.     
 
Consistent with findings that families treated by TAC-trained clinicians remained engaged in 
treatment over more therapeutic sessions, they were significantly more satisfied overall, with 
services, with clinician performance, and with child and family outcomes.  They also formed 
significantly stronger therapeutic alliances with their clinicians. These findings suggest a 
stronger engagement of parents in the therapeutic process.    
 
There is strong and consistent evidence that therapeutic intervention by TAC-trained clinicians is 
more adoption relevant as reflected in a greater focus on normalization, trauma and attachment, 
loss and grief, uncovering the child’s unique story, supporting communicative openness, family 
cohesion and attunement, and parent support and self-care. The greater focus on these adoption 
core issues and fundamental adoptive family developmental issues represent distinguishing 
features of adoption competent treatment. Findings also provide evidence of greater use of 
psychoeducation and strategies to develop parenting skills consistent with a strengths-based 
approach that recognizes parents as partners in the therapeutic process and as primary agents of 
healing.   
 
Finally, families treated by TAC-trained clinicians reported more positive outcomes for their 
families on measures of communicative openness, adoption knowledge, relationships, and 
parenting skills and for their child on measures of daily functioning and relationships. Although 
these parental claims of more positive outcomes for families and children were not 
independently verified in this study and must be taken at face value, they are very credible and  
significant indicators of more effective treatment being delivered by TAC-trained clinicians.       
 
Strengths of Study 
Family recruitment efforts produced a sample size sufficient to find statistically significant 
differences in groups compared and recruitment through 14 geographically diverse community-
based behavioral health agencies and ten private practices produced broad geographic 
representation within the study state among both study clinicians and families who were from 
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urban, suburban, and rural areas. Additionally, the consistency in responses lends weight to the 
findings.    

Experience with a small-scale pilot study led to use of strategies that reduced confounding 
variables and selection bias and informed editing of some study communications to improve 
clarity of implementation guidance to participating agencies.    

Limitations of Study 
Although good comparability of family and clinician samples and geographic representation was 
achieved within the study state, the sample of families recruited to the study was not nationally 
representative and included only four kinship adoptions which are rare in the state in which the 
study was conducted. Randomized selection of families would have strengthened the study 
design but was not feasible given obstacles related to confidentiality, the study-related burdens 
on multiple local and regional behavioral health organizations, and budget parameters. These 
conditions limit the degree to which findings are generalizable.   

While use of items from standardized measures was a strength, a greater number of items 
assessing some constructs would have further strengthened the design and increased confidence 
in some findings. Also, the inclusion of more qualitative items would have better illuminated 
reasons for many quantitative ratings responses.   

 

V. Conclusions and Implications 

The primary purpose of this study was narrowly defined to assess the effects of the TAC on the 
quality and effectiveness of clinical services with adoptive families in community-based 
outpatient treatment settings. Findings support a conclusion that TAC does produce more 
effective clinical practice with adoptive families.  Families treated by TAC-trained clinicians 
engaged in treatment over more sessions, experienced greater satisfaction, stronger therapeutic 
alliance, more adoption-relevant interventions, and better child and family outcomes.   

A secondary purpose of the study was to explore intervention methods and foci in light of key 
features of adoption competent clinical practice. Findings confirm that the real-world clinical 
practices of TAC-trained clinicians in the study were consistent with key features of adoption 
competent clinical practice. These features include a strong family-based approach and higher 
level of parent engagement in the therapeutic process, use of a broader range of supportive 
interventions, greater use of psychoeducation and support for parenting skills development, and 
elevated attention to adoption core issues and adoptive family developmental tasks.     

The primary implication from these findings is that TAC should be expanded to train additional 
clinicians in order to increase access for adoptive families to more effective adoption competent 
treatment.    

Behavioral health organizations that treat adoptive families should ensure through their hiring 
and training practices that a sufficient number of clinicians in their organizations are qualified to 
provide appropriate assessment and effective treatment for these families.  
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Adoption services providers, including child welfare agencies, that refer families for mental 
health assessment and intervention services should recognize those who have completed TAC as 
preferred providers and establish referral policies that reflect that preference.   

Online registries listing clinicians who have completed TAC that are accessible to adoptive 
families seeking services and to referring entities can be most helpful in linking families with 
qualified providers.  C.A.S.E. sponsors such a registry but state- or area-specific listings could 
further strengthen linkages and increase access for families.     

There is also need for greater specification and standardization of our definitions of adoption 
clinical competence toward the potential establishment of more formal standards that clinicians 
would need to meet to be recognized as “adoption competent.” C.A.S.E. has led in developing an 
expert-consensus definition with which adoptive families have strongly agreed, has ensured TAC 
meets rigorous accreditation standards, and is currently engaged in validating a set of practice 
principles and in defining adoptive parent competencies that clinicians support developing. 
However, more formalized credentialing standards that would ensure that those who claim 
adoption competency meet established standards would ensure that adoptive families, as 
consumers of mental health services, are accessing effective services and would likely advance 
recognition by insurance companies of adoption competent practice as a specialized practice, 
justifying higher reimbursement rates that would, in turn, likely encourage additional clinicians 
to seek training.          

Although this study has clearly established an association between TAC and better adoptive 
family therapeutic experience and outcomes, deeper insights into the connections between 
therapeutic approaches and specific interventions and outcomes are needed. Replication of the 
current study or a similar one comparing experiences and outcomes for adoptive families, but 
with additional qualitative data from both families and clinicians, would further illuminate 
reasons for ratings registered and produce greater insights into the connections between specific 
therapeutic interventions and outcomes.      
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Appendix A. Detailed Tables Reporting All Ratings   

Table A.1. General Satisfaction with Treatment 
  Therapist 

training Strongly agree Agree I am neutral Disagree Strongly disagree Not applicable 

   n % n % n % n % n % n % 
S1 Overall, I am satisfied with the services 

my child/our family received 
TAC 26 29.2 63 70.8         

Not TAC   14 20.0 38 54.3 18 25.7     
S2 The services my child and/or family 

received were right for us 
TAC 25 28.1 64 71.9         

Not TAC   4 5.7 44 62.9 22 31.4     
S3 My family got the help we wanted for 

our child 
TAC 11 12.4 78 87.6         

Not TAC   11 15.7 36 51.4 20 28.6 2 2.9   
S4 The therapist treated me with respect TAC 54 60.7 35 39.3         

Not TAC 8 11.4 62 88.6         
S5 The therapist spoke with me in a way 

that I understood 
TAC 51 57.3 38 42.7         

Not TAC 8 11.4 56 80.0 5 7.1       
S6 The therapist was sensitive to my 

cultural and ethnic background 
TAC 37 41.6 52 58.4         

Not TAC 16 22.9 40 57.1 11 15.7     2 2.9 
S7 My child is better at handling daily life TAC   89 100.0         

Not TAC   3 4.3 42 60.0 22 31.4     
S8 My child gets along better with family 

members 
TAC 1 1.1 86 96.6 2 2.22       

Not TAC   10 14.3 37 52.9 13 18.6 6 8.6   
S9 My child gets along better with friends 

and other people outside the family 
TAC   70 78.7 16 18.0     2 2.2 

Not TAC     44 62.9 24 34.3   2 2.9 
S10 My child is doing better in school and/or 

work 
TAC   51 57.3 24 27.0     14 15.7 

Not TAC     22 31.4 42 60.0   4 5.7 
S11 My child is better able to cope when 

things go wrong 
TAC 1 1.1 88 98.9         

Not TAC     26 37.1 42 60.0 2 2.9   
S12 I am satisfied with our family life right 

now 
TAC   87 97.8     2 2.2   

Not TAC   2 2.9 15 21.4 45 64.3 6 8.6   
S13 I would recommend this therapist to a 

friend or family member 
TAC 76 85.4 13 14.6         

Not TAC   24 34.3 34 48.6 9 12.9 2 2.9   
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Table A.2. Satisfaction with Services 
  Therapist 

training Strongly agree Agree I am neutral Disagree Strongly disagree Not applicable 

   n % n % n % n % N % n % 
S1 Overall, I am satisfied with the services 

my child/our family received 
TAC 26 29.2 63 70.8         

Not TAC   14 20.0 38 54.3 18 25.7     
S2 The services my child and/or family 

received were right for us 
TAC 25 28.1 64 71.9         

Not TAC   4 5.7 44 62.9 22 31.4     
S3 My family got the help we wanted for 

our child 
TAC 11 12.4 78 87.6         

Not TAC   11 15.7 36 51.4 20 28.6 2 2.9   

 
Table A.3. Satisfaction with Clinician Performance  

  Therapist 
training Strongly agree Agree I am neutral Disagree Strongly disagree Not applicable 

   n % n % n % n % n % n % 
S4 The therapist treated me with respect TAC 54 60.7 35 39.3         

Not TAC 8 11.4 62 88.6         
S5 The therapist spoke with me in a way 

that I understood 
TAC 51 57.3 38 42.7         

Not TAC 8 11.4 56 80.0 5 7.1       
S6 The therapist was sensitive to my 

cultural and ethnic background 
TAC 37 41.6 52 58.4         

Not TAC 16 22.9 40 57.1 11 15.7     2 2.9 
S13 I would recommend this therapist to a 

friend or family member 
TAC 76 85.4 13 14.6         

Not TAC   24 34.3 34 48.6 9 12.9 2 2.9   

 
Table A.4. Satisfaction with Child and Family Outcomes 

  Therapist 
training Strongly agree Agree I am neutral Disagree Strongly disagree Not applicable 

   n % n % n % n % n % n % 
S7 My child is better at handling daily life TAC   89 100.0         

Not TAC   3 4.3 42 60.0 22 31.4     
S8 My child gets along better with family 

members 
TAC 1 1.1 86 96.6 2 2.22       

Not TAC   10 14.3 37 52.9 13 18.6 6 8.6   
S9 My child gets along better with friends 

and other people outside the family 
TAC   70 78.7 16 18.0     2 2.2 

Not TAC     44 62.9 24 34.3   2 2.9 
S10 My child is doing better in school and/or 

work 
TAC   51 57.3 24 27.0     14 15.7 

Not TAC     22 31.4 42 60.0   4 5.7 
S11 My child is better able to cope when 

things go wrong 
TAC 1 1.1 88 98.9         

Not TAC     26 37.1 42 60.0 2 2.9   
S12 I am satisfied with our family life right 

now 
TAC   87 97.8     2 2.2   

Not TAC   2 2.9 15 21.4 45 64.3 6 8.6   
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Table A.5. Therapeutic Alliance 
  Therapist 

training Not at all true Somewhat true Mostly true Very much true 

   n % n % n % n % 
A1 I like spending time with my/my child’s 

therapist 
TAC     46 51.7 43 48.3 

Not TAC 6 8.6 36 51.4 28 40.0   
A2 I feel like my/my child’s therapist is on 

my side and tries to help me 
TAC     33 37.1 56 62.9 

Not TAC   54 77.1 16 22.9   
A3 I look forward to meeting with my/my 

child’s therapist 
TAC     59 66.3 30 33.7 

Not TAC 6 8.6 55 78.6 9 12.9   
A4 I like my/my child’s therapist TAC     11 12.4 78 87.6 

Not TAC 2 2.9 11 15.7 53 75.7 4 5.7 
A5 I think my/my child’s therapist and I work 

well together on dealing with problems 
TAC     48 53.9 41 46.1 

Not TAC 8 11.4 54 77.1 8 11.4   

 
 
Table A.6. Adoption Relevance of Treatment 

  Therapist 
training Strongly agree Agree I am neutral Disagree Strongly 

disagree Not applicable 

   n % n % n % n % n % n % 
AR1 My/our therapist helped us learn about common 

experiences of adoptive parents and children/youth 
TAC 3 3.4 83 93.3 3 3.4       

Not TAC   12 17.1 36 51.4 16 22.9   4 5.7 

AR2 My/our therapist helped us better understand emotions 
that are part of being part of an adoptive family 

TAC 5 5.6 80 89.9 4 4.5       

Not TAC   8 11.4 36 51.4 24 34.3     

AR3 My/our therapist helped us learn about the unique 
challenges that adoptive families face 

TAC 8 9.0 74 83.1 7 7.9       

Not TAC   8 11.4 30 42.9 27 38.6   4 5.7 

AR4 My/our therapist educated us about the way 
experiences occurring before the adoption can impact 
a child’s physical development, adjustment, and 
attachment 

TAC 45 50.6 37 41.6 4 4.5     2 2.2 

Not TAC 2 2.9 46 65.7 11 15.7 8 11.4     

AR5 My/our therapist helped us learn about ways trauma in 
early years can affect attachments 

TAC 43 48.3 37 41.6 2 2.2     6 6.7 

Not TAC 4 5.7 45 64.3 7 10.0 8 11.4   5 7.1 

AR6 My/our therapist helped us to understand ways loss 
and grief may affect our family members 

TAC 26 29.2 63 70.8         

Not TAC   5 7.1 19 27.1 38 54.3   6 8.6 

AR7 My/our therapist helped us gain a better understanding 
of the importance of my child’s understanding his/her 
identity 

TAC 62 69.7 25 28.1 2 2.2       

Not TAC   46 65.7 14 20.0 6 8.6   2 2.9 
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  Therapist 
training Strongly agree Agree I am neutral Disagree Strongly 

disagree Not applicable 

   n % n % n % n % n % n % 
AR8 My/our therapist encouraged me to provide my child 

with as much information about his/her background as 
we can, in an age appropriate way 

TAC 72 80.9 17 19.1         

Not TAC 4 5.7 40 57.1 16 22.9 4 5.7   4 5.7 

AR9 My/our therapist encouraged us to communicate 
openly about adoption 

TAC 25 28.1 60 67.4 2 2.2       

Not TAC   13 18.6 32 45.7 14 20.0   7 10.0 

AR10 My/our therapist helped my child explore feelings 
about his/her adoption 

TAC 75 84.3 14 15.7         

Not TAC 4 5.7 54 77.1 11 15.7       

AR11 My/our therapist talked about adoption being an 
important part of our family for our entire lives 

TAC 4 4.5 83 93.3 2 2.2       

Not TAC   14 20.0 26 37.1 20 28.6   6 8.6 

AR12 Time in sessions was devoted to talking about my 
strengths 

TAC 1 1.1 79 88.8 7 7.9     2 2.2 

Not TAC   2 2.9 33 47.1 33 47.1     

AR13 My therapist helped me resolve feelings about aspects 
of my child’s adoption that are emotionally stressful 

TAC   73 82.0 10 11.2     2 2.2 

Not TAC   4 5.7 13 18.6 47 67.1   4 5.7 

AR14 My/our therapist educated us that it is normal for my 
child to have interest in his/her birth parents 

TAC 49 55.1 32 36.0       8 9.0 

Not TAC   42 60.0 19 27.1 6 8.6   1 1.4 

AR15 My/our therapist helped me understand that in 
adolescence, adoptees develop identities that are both 
connected to and separate from adoptive and birth 
parents 

TAC 55 61.8 24 27.0       9 10.1 

Not TAC   38 54.3 21 30.0 4 5.7   4 5.7 

AR16 My/our therapist helped us gain a better understanding 
of the lasting influence of birth parents 

TAC 47 52.8 34 38.2 6 6.7       

Not TAC   24 34.3 29 41.4 12 17.1     

AR17 My/our therapist helped me/us learn better strategies 
for understanding and dealing with our child’s 
behavior 

TAC 44 49.4 45 50.6         

Not TAC   28 40.0 25 35.7 15 21.4     

AR18 My/our therapist helped me/us learn about and use 
parenting strategies that promote closer relationships 

TAC 48 53.9 39 43.8         

Not TAC   13 18.6 34 48.6 19 27.1 2 2.9   

AR19 My/our therapist helped me/us learn about and use 
strategies that help my/our child gain a sense of 
control and competence 

TAC 22 24.7 63 70.8       2 2.2 

Not TAC   20 28.6 41 58.6 8 11.4     

AR20 When needed, my/our therapist worked with other 
professionals in our lives such as teachers and doctors 

TAC 2 2.2 43 48.3       36 40.4 

Not TAC   4 5.7 5 7.1     59 84.3 

AR21 When needed, my/our therapist connected us to 
helpful resources 

TAC 61 68.5 28 31.5         

Not TAC   7 10.0 14 20.0 12 17.1   37 52.9 
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  Therapist 
training Strongly agree Agree I am neutral Disagree Strongly 

disagree Not applicable 

   n % n % n % n % n % n % 
AR22 Compared to prior therapists, my therapist was more 

effective in helping us deal with problems we brought 
TAC 66 74.2 20 22.5       1 1.1 

Not TAC   2 2.9 49 70.0 16 22.9   1 1.4 

 
Table A.7. Family Outcomes 

 After working with my/our therapist… Therapist 
training Strongly agree Agree I am neutral Disagree Strongly 

disagree Not applicable 

   n % n % n % n % n % n % 
AR23 My/our family talks more openly about adoption TAC 2 2.2 81 91.0 6 6.7       

Not TAC   4 5.7 30 42.9 36 51.4     
AR24 We feel closer as a family TAC 3 3.4 86 96.6         

Not TAC   5 7.1 32 45.7 33 47.1     
AR25 I/we better understand my child’s feelings about 

adoption 
TAC 47 52.8 42 47.2         

Not TAC   17 24.3 36 51.4 14 20.0     
AR26 I/we have parenting strategies that are better for 

my/our child 
TAC 25 28.1 64 71.9         

Not TAC   16 22.9 28 40.0 24 34.3 2 2.9   
AR27 I/we are more comfortable talking about my/our 

feelings about our family’s adoption 
TAC 3 3.4 79 88.8 2 2.2       

Not TAC     30 42.9 38 54.3   2 2.9 

 

Table A.8. Psychoeducational Aspects of Therapy 
  Therapist 

training Strongly agree Agree I am neutral Disagree Strongly 
disagree Not applicable 

   n % n % n % n % n % n % 
AR1 My/our therapist helped us learn about common 

experiences of adoptive parents and children/youth 
TAC 3 3.4 83 93.3 3 3.4       

Not TAC   12 17.1 36 51.4 16 22.9   4 5.7 

AR2 My/our therapist helped us better understand emotions 
that are part of being part of an adoptive family 

TAC 5 5.6 80 89.9 4 4.5       

Not TAC   8 11.4 36 51.4 24 34.3     

AR3 My/our therapist helped us learn about the unique 
challenges that adoptive families face 

TAC 8 9.0 74 83.1 7 7.9       

Not TAC   8 11.4 30 42.9 27 38.6   4 5.7 

AR4 My/our therapist educated us about the way 
experiences occurring before the adoption can impact 
a child’s physical development, adjustment, and 
attachment 

TAC 45 50.6 37 41.6 4 4.5     2 2.2 

Not TAC 2 2.9 46 65.7 11 15.7 8 11.4     
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  Therapist 
training Strongly agree Agree I am neutral Disagree Strongly 

disagree Not applicable 

   n % n % n % n % n % n % 
AR5 My/our therapist helped us learn about ways trauma in 

early years can affect attachments 
TAC 43 48.3 37 41.6 2 2.2     6 6.7 

Not TAC 4 5.7 45 64.3 7 10.0 8 11.4   5 7.1 

AR6 My/our therapist helped us to understand ways loss 
and grief may affect our family members 

TAC 26 29.2 63 70.8         

Not TAC   5 7.1 19 27.1 38 54.3   6 8.6 

AR7 My/our therapist helped us gain a better understanding 
of the importance of my child’s understanding his/her 
identity 

TAC 62 69.7 25 28.1 2 2.2       

Not TAC   46 65.7 14 20.0 6 8.6   2 2.9 

 
Table A.9. Adoptive Parent Skills Development  

  Therapist 
training Strongly agree Agree I am neutral Disagree Strongly 

disagree Not applicable 

   n % n % n % n % n % n % 
AR8 My/our therapist encouraged me to provide my child 

with as much information about his/her background as 
we can, in an age appropriate way 

TAC 72 80.9 17 19.1         

Not TAC 4 5.7 40 57.1 16 22.9 4 5.7   4 5.7 

AR9 My/our therapist encouraged us to communicate 
openly about adoption 

TAC 25 28.1 60 67.4 2 2.2       

Not TAC   13 18.6 32 45.7 14 20.0   7 10.0 

AR10 My/our therapist helped my child explore feelings 
about his/her adoption 

TAC 75 84.3 14 15.7         

Not TAC 4 5.7 54 77.1 11 15.7       

AR11 My/our therapist talked about adoption being an 
important part of our family for our entire lives 

TAC 4 4.5 83 93.3 2 2.2       

Not TAC   14 20.0 26 37.1 20 28.6   6 8.6 

AR12 Time in sessions was devoted to talking about my 
strengths 

TAC 1 1.1 79 88.8 7 7.9     2 2.2 

Not TAC   2 2.9 33 47.1 33 47.1     

AR13 My therapist helped me resolve feelings about aspects 
of my child’s adoption that are emotionally stressful 

TAC   73 82.0 10 11.2     2 2.2 

Not TAC   4 5.7 13 18.6 47 67.1   4 5.7 

AR14 My/our therapist educated us that it is normal for my 
child to have interest in his/her birth parents 

TAC 49 55.1 32 36.0       8 9.0 

Not TAC   42 60.0 19 27.1 6 8.6   1 1.4 

AR15 My/our therapist helped me understand that in 
adolescence, adoptees develop identities that are both 
connected to and separate from adoptive and birth 
parents 

TAC 55 61.8 24 27.0       9 10.1 

Not TAC   38 54.3 21 30.0 4 5.7   4 5.7 

AR16 TAC 47 52.8 34 38.2 6 6.7       
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  Therapist 
training Strongly agree Agree I am neutral Disagree Strongly 

disagree Not applicable 

   n % n % n % n % n % n % 
My/our therapist helped us gain a better understanding 
of the lasting influence of birth parents 

Not TAC   24 34.3 29 41.4 12 17.1     

AR17 My/our therapist helped me/us learn better strategies 
for understanding and dealing with our child’s 
behavior 

TAC 44 49.4 45 50.6         

Not TAC   28 40.0 25 35.7 15 21.4     

AR18 My/our therapist helped me/us learn about and use 
parenting strategies that promote closer relationships 

TAC 48 53.9 39 43.8         

Not TAC   13 18.6 34 48.6 19 27.1 2 2.9   

AR19 My/our therapist helped me/us learn about and use 
strategies that help my/our child gain a sense of 
control and competence 

TAC 22 24.7 63 70.8       2 2.2 

Not TAC   20 28.6 41 58.6 8 11.4     

 

 

Table A.10. Therapeutic Focus on Normalization  
  Therapist 

training Strongly agree Agree I am neutral Disagree Strongly 
disagree Not applicable 

   n % n % n % n % n % n % 
AR1 My/our therapist helped us learn about common 

experiences of adoptive parents and children/youth 
TAC 3 3.4 83 93.3 3 3.4       

Not TAC   12 17.1 36 51.4 16 22.9   4 5.7 

AR2 My/our therapist helped us better understand emotions 
that are part of being part of an adoptive family 

TAC 5 5.6 80 89.9 4 4.5       

Not TAC   8 11.4 36 51.4 24 34.3     

AR3 My/our therapist helped us learn about the unique 
challenges that adoptive families face 

TAC 8 9.0 74 83.1 7 7.9       

Not TAC   8 11.4 30 42.9 27 38.6   4 5.7 

AR14 My/our therapist educated us that it is normal for my 
child to have interest in his/her birth parents 

TAC 49 55.1 32 36.0       8 9.0 

Not TAC   42 60.0 19 27.1 6 8.6   1 1.4 

AR15 My/our therapist helped me understand that in 
adolescence, adoptees develop identities that are both 
connected to and separate from adoptive and birth 
parents 

TAC 55 61.8 24 27.0       9 10.1 

Not TAC   38 54.3 21 30.0 4 5.7   4 5.7 

AR16 My/our therapist helped us gain a better understanding 
of the lasting influence of birth parents 

TAC 47 52.8 34 38.2 6 6.7       

Not TAC   24 34.3 29 41.4 12 17.1     
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Table A.11. Therapeutic Focus on Trauma and Attachment 
  Therapist 

training Strongly agree Agree I am neutral Disagree Strongly 
disagree Not applicable 

   n % n % n % n % n % n % 
AR5 My/our therapist helped us learn about ways trauma in 

early years can affect attachments 
TAC 43 48.3 37 41.6 2 2.2     6 6.7 

Not TAC 4 5.7 45 64.3 7 10.0 8 11.4   5 7.1 

 

Table A.12. Therapeutic Focus on Loss and Grief 
  Therapist 

training Strongly agree Agree I am neutral Disagree Strongly 
disagree Not applicable 

   n % n % n % n % n % n % 
AR6 My/our therapist helped us to understand ways loss 

and grief may affect our family members 
TAC 26 29.2 63 70.8         

Not TAC   5 7.1 19 27.1 38 54.3   6 8.6 

 
 
 
Table A.13. Therapeutic Focus on Child’s Unique Story and Identity Development 

  Therapist 
training Strongly agree Agree I am neutral Disagree Strongly 

disagree Not applicable 

   n % n % n % n % n % n % 
AR4 My/our therapist educated us about the way 

experiences occurring before the adoption can impact 
a child’s physical development, adjustment, and 
attachment 

TAC 45 50.6 37 41.6 4 4.5     2 2.2 

Not TAC 2 2.9 46 65.7 11 15.7 8 11.4     

AR7 My/our therapist helped us gain a better understanding 
of the importance of my child’s understanding his/her 
identity 

TAC 62 69.7 25 28.1 2 2.2       

Not TAC   46 65.7 14 20.0 6 8.6   2 2.9 

AR8 My/our therapist encouraged me to provide my child 
with as much information about his/her background as 
we can, in an age appropriate way 

TAC 72 80.9 17 19.1         

Not TAC 4 5.7 40 57.1 16 22.9 4 5.7   4 5.7 

AR10 My/our therapist helped my child explore feelings 
about his/her adoption 

TAC 75 84.3 14 15.7         

Not TAC 4 5.7 54 77.1 11 15.7       

AR15 My/our therapist helped me understand that in 
adolescence, adoptees develop identities that are both 
connected to and separate from adoptive and birth 
parents 

TAC 55 61.8 24 27.0       9 10.1 

Not TAC   38 54.3 21 30.0 4 5.7   4 5.7 
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  Therapist 
training Strongly agree Agree I am neutral Disagree Strongly 

disagree Not applicable 

   n % n % n % n % n % n % 
AR16 My/our therapist helped us gain a better understanding 

of the lasting influence of birth parents 
TAC 47 52.8 34 38.2 6 6.7       

Not TAC   24 34.3 29 41.4 12 17.1     

 
 
Table A.14. Therapeutic Focus on Communicative Openness  

  Therapist 
training Strongly agree Agree I am neutral Disagree Strongly 

disagree Not applicable 

   n % n % n % n % n % n % 
AR9 My/our therapist encouraged us to communicate 

openly about adoption 
TAC 25 28.1 60 67.4 2 2.2       

Not TAC   13 18.6 32 45.7 14 20.0   7 10.0 

AR11 My/our therapist talked about adoption being an 
important part of our family for our entire lives 

TAC 4 4.5 83 93.3 2 2.2       

Not TAC   14 20.0 26 37.1 20 28.6   6 8.6 

AR23 My/our family talks more openly about adoption TAC 2 2.2 81 91.0 6 6.7       

Not TAC   4 5.7 30 42.9 36 51.4     

AR27 I/we are more comfortable talking about my/our 
feelings about our family’s adoption 

TAC 3 3.4 79 88.8 2 2.2       

Not TAC     30 42.9 38 54.3   2 2.9 

 
 
Table A.15. Focus on Family Cohesion and Attunement  

 After working with my/our therapist… Therapist 
training Strongly agree Agree I am neutral Disagree Strongly 

disagree Not applicable 

   n % n % n % n % n % n % 
AR24 We feel closer as a family TAC 3 3.4 86 96.6         

Not TAC   5 7.1 32 45.7 33 47.1     
AR25 I/we better understand my child’s feelings about 

adoption 
TAC 47 52.8 42 47.2         

Not TAC   17 24.3 36 51.4 14 20.0     
AR26 I/we have parenting strategies that are better for 

my/our child 
TAC 25 28.1 64 71.9         

Not TAC   16 22.9 28 40.0 24 34.3 2 2.9   
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Table A.16. Therapeutic Focus on Parent Support and Self-Care  

  Therapist 
training Strongly agree Agree I am neutral Disagree Strongly 

disagree Not applicable 

   n % n % n % n % n % n % 
AR12 Time in sessions was devoted to talking about my 

strengths 
TAC 1 1.1 79 88.8 7 7.9     2 2.2 

Not TAC   2 2.9 33 47.1 33 47.1     

AR13 My therapist helped me resolve feelings about aspects 
of my child’s adoption that are emotionally stressful 

TAC   73 82.0 10 11.2     2 2.2 

Not TAC   4 5.7 13 18.6 47 67.1   4 5.7 
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Appendix B. Study Instruments 

Summary of Measures 

Measure (Construct) Number of 
items 

Parent 
Completes 

Clinician 
Completes 

Satisfaction with Treatment    
Mental Health Statistical Improvement Project 
(MHSIP) Family Satisfaction Survey (Satisfaction with 
clinician/services)  

13   

Alliance with Clinician    
Therapeutic Alliance Scale for Caregivers (TASCP) 
(Affective bond, parent client-clinician collaboration 
on therapeutic tasks & goals) 
 

5   

Adoption Relevance and Related Outcomes     
Adoption Relevance and Related Outcomes: Parent/ 
Family Questionnaire (Parent assessment of adoption 
relevance of therapeutic work; outcomes related to 
openness of adoption-related communication, family 
cohesion, relationships, and functioning)  

27   

Demographic Data    
Clinician demographics questionnaire 10   

Adoptive family demographics questionnaire 15   
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Mental Health Statistical Improvement Project (MHSIP) Family Satisfaction Survey  

Items with constructs examined 

Item Agreement scale: SA/A/N/D/SD/NA 
Constructs 

Primary Analyses Secondary Analyses 

S1 Overall, I am satisfied with the services my child/our family 
received 

Satisfaction – 
General 

Satisfaction w services 

S2 The services my child and/or family received were right for 
us 

Satisfaction – 
General 

Satisfaction w services 

S3 My family got the help we wanted for our child Satisfaction – 
General 

Satisfaction w services 

S4 The therapist treated me with respect Satisfaction – 
General  

Services w therapist 
performance 

S5 The therapist spoke with me in a way that I understood Satisfaction – 
General  

Services w therapist 
performance 

S6 The therapist was sensitive to my cultural and ethnic 
background 

Satisfaction – 
General  

Services w therapist 
performance 

S7 My child is better at handling daily life Satisfaction – 
General  

Satisfaction w child 
outcome - functioning 

S8 My child gets along better with family members Satisfaction – 
General 

Satisfaction w child 
outcome – relationships 

S9 My child gets along better with friends and other people 
outside the family 

Satisfaction – 
General 

Satisfaction w child 
outcome – relationships 

S10 My child is doing better in school and/or work Satisfaction – 
General  

Satisfaction w child 
outcome – functioning 

S11 My child is better able to cope when things go wrong Satisfaction – 
General  

Satisfaction w child 
outcome – functioning 

S12 I am satisfied with our family life right now Satisfaction – 
General  

Satisfaction w child 
outcome – functioning 

S13 I would recommend this therapist to a friend or family 
member 

Satisfaction – 
General  

Satisfaction w therapist 
performance 

 

Therapeutic Alliance Scale for Caregivers (TASCP) 

Selected Items 

Item Scale: Not at all true; somewhat true; mostly true; very much 
true 

Constructs 

Primary Analyses 

A1 I like spending time with my/my child’s therapist Alliance 

A2 I feel like my/my child’s therapist is on my side and tries to 
help me 

Alliance 

A3 I look forward to meeting with my/my child’s therapist Alliance 

A4 I like my/my child’s therapist Alliance 



69 
 

Item Scale: Not at all true; somewhat true; mostly true; very much 
true 

Constructs 

Primary Analyses 

A5 I think my/my child’s therapist and I work well together on 
dealing with problems 

Alliance 

 

Adoption Relevance and Related Outcomes: Parent/Family Questionnaire 

Item Agreement scale: SA/A/N/D/SD/NA Constructs 

  Primary 
Analyses 

Intervention 
Methods 

Focus of 
Intervention 

AR1 My/our therapist helped us learn about 
common experiences of adoptive parents and 
children/youth 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
Psychoeducation 
(method) 

Adoption 
Relevance – 
Normalizing (goal) 

AR2 My/our therapist helped us better understand 
emotions that are part of being part of an 
adoptive family 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
Psychoeducation 
(method) 

Adoption 
Relevance – 
Normalizing (goal) 

AR3  My/our therapist helped us learn about the 
unique challenges that adoptive families face 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
Psychoeducation 
(method) 

Adoption 
Relevance – 
Normalizing (goal) 

AR4 My/our therapist educated us about the way 
experiences occurring before the adoption can 
impact a child’s physical development, 
adjustment, and attachment 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
Psychoeducation 
(method) 

Adoption 
Relevance – 
biopsychosocial/ 
child’s 
story/identity 
(goal) 

AR5 My/our therapist helped us learn about ways 
trauma in early years can affect attachments 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
Psychoeducation 
(method) 

Adoption 
Relevance – 
trauma/ attachment 
(goal) 

AR6 My/our therapist helped us to understand ways 
loss and grief may affect our family members 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
Psychoeducation 
(method) 

Adoption 
Relevance – loss & 
grief (goal) 

AR7 My/our therapist helped us gain a better 
understanding of the importance of my child’s 
understanding his/her identity 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
Psychoeducation 
(method) 

Adoption 
Relevance – 
identity/ child’s 
story (goal) 

AR8 My/our therapist encouraged me to provide my 
child with as much information about his/her 
background as we can, in an age appropriate 
way 

Adoption 
Relevance - 
General 

Adoption 
Relevance – 
parenting skills 
development 
(method) 

Adoption 
Relevance –
communicative 
openness (goal) 
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Item Agreement scale: SA/A/N/D/SD/NA Constructs 

  Primary 
Analyses 

Intervention 
Methods 

Focus of 
Intervention 

AR9 My/our therapist encouraged us to 
communicate openly about adoption 

Adoption 
Relevance - 
General 

Adoption 
Relevance – 
parenting skills 
development 
(method) 

Adoption 
Relevance – 
communicative 
openness (goal) 

AR10 My/our therapist helped my child explore 
feelings about his/her adoption 

Adoption 
Relevance - 
General 

Adoption 
Relevance – 
parenting skills 
development 
(method) 

Adoption 
Relevance – 
communicative 
openness (goal) 

AR11 My/our therapist talked about adoption being an 
important part of our family for our entire lives 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
Psychoeducation 
(method) 

Adoption 
Relevance – 
communicative 
openness (goal) 

AR12 Time in sessions was devoted to talking about 
my strengths 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
parenting skills 
development 
(method) 

Adoption 
Relevance – 
support/ self-care 
(goal) 

AR13 My therapist helped me resolve feelings about 
aspects of my child’s adoption that are 
emotionally stressful 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
parenting skills 
development 
(method) 

Adoption 
Relevance – 
support/ self-care 
(goal) 

AR14 My/our therapist educated us that it is normal 
for my child to have interest in his/her birth 
parents   

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
Psychoeducation 
(method) 

Adoption 
Relevance – 
Normalizing (goal) 

AR15 My/our therapist helped me understand that in 
adolescence, adoptees develop identities that 
are both connected to and separate from 
adoptive and birth parents 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
Psychoeducation 
(method) 

Adoption 
Relevance – 
Normalizing (goal) 

AR16  My/our therapist helped us gain a better 
understanding of the lasting influence of birth 
parents 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
Psychoeducation 
(method) 

Adoption 
Relevance – 
Normalizing (goal) 

AR17 My/our therapist helped me/us learn better 
strategies for understanding and dealing with 
our child’s behavior 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
parenting skills 
development 
(method) 

 

AR18  My/our therapist helped me/us learn about and 
use parenting strategies that promote closer 
relationships 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
parenting skills 
development 
(method) 
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Item Agreement scale: SA/A/N/D/SD/NA Constructs 

  Primary 
Analyses 

Intervention 
Methods 

Focus of 
Intervention 

AR19 My/our therapist helped me/us learn about and 
use strategies that help my/our child gain a 
sense of control and competence 

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
parenting skills 
development 
(method) 

Adoption 
Relevance – 
behavioral 
regulation (goal) 

AR20 When needed, my/our therapist worked with 
other professionals in our lives such as teachers 
and doctors    

Adoption 
Relevance – 
therapist 
performance – 
multi-system  

Adoption 
Relevance – 
therapist 
performance 

Adoption relevance 
– therapist multi-
systems work 

AR21 When needed, my/our therapist connected us to 
helpful resources 

Adoption 
Relevance – 
General  

Adoption 
Relevance – 
therapist 
performance 

Adoption relevance 
– therapist multi-
systems work 

AR22 Compared to prior therapists, my therapist was 
more effective in helping us deal with problems 
we brought  

Adoption 
Relevance – 
General 

Adoption 
Relevance – 
therapist 
performance 

 

After working with my/our therapist,     

AR23 My/our family talks more openly about 
adoption 

Outcomes – 
General 

Outcomes – 
family outcome 
(outcome 
domain)  

Outcomes – 
communicative 
openness (goal) 

AR24 We feel closer as a family Outcomes – 
General 

Outcomes – 
family outcome 
(outcome 
domain) 

Outcomes – 
relationships (goal) 

AR25 I/we better understand my child’s feelings 
about adoption 

Outcomes – 
General  

Outcomes – 
parent outcome 
(outcome 
domain) 

Outcomes – 
adoption 
knowledge (goal) 

AR26 I/we have parenting strategies that are better for 
my/our child 

Outcomes – 
General  

Outcomes – 
parent outcome 
(outcome 
domain) 

Outcomes – 
parenting skills 
(goal) 

AR27 I/we are more comfortable talking about 
my/our feelings about our family’s adoption 

Outcomes – 
General  

Outcomes – 
family outcome 
(outcome 
domain) 

Outcomes – 
communicative 
openness (goal) 
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Adoptive Family Demographic Questionnaire 

1. Race/Ethnicity of Parents (check all that apply for both parents)  
American 
Indian/Native Alaskan 
Asian 

Black/African 
American  
Hawaiian/Pacific 
Islander 

Hispanic/Latino Origin 
Multi-race 
White/Caucasian  
Other – Specify other 

2. Educational level 
(Please select the level of education of the parent with the highest level)

High school/GED or less 
Trade or technical school/some college 
Associate degree 
Bachelor degree 
Graduate degree (Masters or Doctorate) 

 
3. Family income  

Less than $30,000 annually 
$30,000 to $60,000 annually 
$60,000 to $90,000 annually 
More than $90,000 annually 
I decline to answer this question  

 
4. Type of adoption 
Note: If you have adopted multiple children, please focus on the primary child about whom you sought mental 
health services.  If there was not a primary child, please focus on the oldest child. 

 
Domestic/private (for example, adoption of an infant from a birth parent, facilitated by agency/attorney)  
Domestic/public (for example, adoption of a child from foster care) 
Inter-country If inter-country country of origin: ______________________ 
 

About your child  
5.  Current age of your child in years: _________ 
 
6. Gender of your child:   F/M 
 
7.  Age at adoption   

Birth to 11 months 
12 months to 3 years 
4 to 7 years 
8 to 11 years 
12 to 15 years 
16 years or older  

 
8.  Age of your child when therapy about which we are inquiring began?      

Younger than 4 
Age 4 to 7 
8 to 11 years 
12 to 15 years 
16 years or older  
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9. Race/ethnicity of child   
___American Indian/ Native Alaskan 
___Asian 
___Black/African  
___American Hawaiian /Pacific Islander 
___Hispanic/ Latino Origin 
___Multi-race 
___White/Caucasian  
Other – Specify other                 
_________________ 

 
10. What was your child’s living arrangement immediately prior to adoptive placement with your family? 

___ Foster care with another family 
___ Foster care with your family 
___ Birth parent or other birth relative 
___ An institution such as orphanage or medical facility 
Other – Specify other:  _________________________ 

 
11.  Since placement with your family, what has been the frequency of contact of the child with his/her birth parent? 

___ None 
___ Rarely (1 to several times in child’s life) 
___ Infrequently (1 or 2 times a year) 
___ Monthly (about one a month)  
___ More frequent than once a month 

If there has been communication, what has been the main method?  Card/letter, e-mail, telephone, interactive 
technology such as texting or video chat, or in person?   
 
12. Since placement with your family, what has been the frequency of contact with other birth relatives (beyond 
birth parents)?  

___ None 
___ Rarely (1 to several times in child’s life) 
___ Infrequently (1 or 2 times a year) 
___ Monthly (about one a month)  
___ More frequent than once a month 

If there has been communication, what has been the main method?  Card/letter, e-mail, telephone, interactive 
technology such as texting or video chat, or in person?   
 
13. Types of therapy your family received.  Please report your best estimate of the number of sessions of each type 
therapy     

   Type of service         estimated # sessions 
Individual sessions – only child was seen   _______ 

Individual sessions -- only parent was seen    _______ 

Family sessions – both child and parent seen   _______ 

Parent group with other adoptive parents   _______ 

Child/youth group with other adoptive children/youth  _______ 
 
14. How many other mental health therapists have you/your family/your child seen in the past to address concerns?  
 
15.  Additional comments about your family or child are welcome 
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Clinician Demographic Questionnaire 

1. Gender 
Female 
Male 

 
2. Race/Ethnicity  

___American Indian/ Native Alaskan 
___Asian 
___Black/African  
___American Hawaiian /Pacific Islander 

___Hispanic/ Latino Origin 
___Bi-/Multi-race 
___White/Caucasian  
Other – Specify other: _______________ 

 
3. Highest educational degree 

___ EdD 
___ MA/MS, psychology or counseling 
___ MFT 
___ MPH 

___ MSW 
___ PhD 
___ PsyD  
Other: Specify: ______________ 

 
4. Primary/highest professional license. Please spell out. For example, Licensed Professional Counselor (rather than 
LPC) ______________________________________________________ 
 
5. Professional Experience: 

Total # years working with families and children in both non-clinical and clinical roles:  _______________ 
Total # years working with families and children in a clinical role: _____________  

 
6.  What theoretical orientations most inform your clinical work?  Check all that apply. 

___ Cognitive-Behavioral  
___ Family Systems 
___ Holistic/Integrative 

___ Humanistic/Person-centered 
___ Psychodynamic/Psychoanalytic 
Other: Specify other:  __________________ 

 
7.  In what type of setting do you currently work?  Please check all that apply.  
___ Adoption-specialty agency/organization  
___ Mental health agency – public   
___ Mental health agency - private  
___ Private clinical practice  
___ Family service agency - private, non-profit  

___ Hospital/medical-affiliated service/clinic  
___ Residential treatment facility  
Other (please specify):  
___________________________ 

 
8. Do you have a personal connection to adoption?   Please check all that apply 
___ No connection  
___ I am adoptive parent 
___ I am adopted person 

___ A family member is adopted  
___ A close friend or family member adopted 

  
9. Approximately how many hours of training have you completed that focused on adoption-specific clinical issues 
and related assessment and intervention approaches and strategies?  ____________ 
 
10. Have you completed Training for Adoption Competency (TAC)?  Yes/No 
 

If yes, in what state did you complete TAC?  _________________ 
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Appendix C. Study Communications 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 
 

76 
 

 

 

 

Training for Adoption Competency (TAC) Outcomes Study FACTSHEET 
What is Adoption Clinical Competency?  
An adoption-competent mental health clinician is a fully qualified, licensed mental health 
professional who has an in-depth understanding of the unique and complex individual and family 
dynamics that adoptive families face.  Competencies include knowledge of clinical issues 
associated with adoption such as grief, separation and loss, attachment, and adoptive identity 
formation; skill in work with children and youth with a history of abuse, neglect, trauma and 
other adverse early experiences; and capacity to engage parents to become agents of healing by 
strengthening parenting skills that support attachment, healthy family relationships, and long-
term well-being.   
Why is Adoption Clinical Competency Important?  
Adoptive families are 2 to 5 times more likely to utilize outpatient mental health services and 4 
to 7 times more likely to place their children in residential treatment centers than are non-
adoptive families.  While about 10% of U.S. children over age 5 in the general receive mental 
health services, 33% to 55% in private domestic and international adoptions and 46% of foster 
care adoptions receive such services. In adoptive teens, 49% to 60% receive mental health 
services.  A recent review of research concluded “to promote the emotional well-being of family 
members, strengthen parent–child connections, stabilize placements, and prevent adoption 
breakdowns, mental health clinicians must become adoption clinically competent.” 
 
Despite elevated need for and utilization of services, adoptive families frequently report in 
multiple surveys that the mental health services received were inadequate and, for some, even 
harmful. In a 2012 survey, fewer than 25% of Virginia adoptive family respondents reported 
being successful in locating an adoption competent clinician with many reporting multiple efforts 
to do so. Furthermore, studies examining the preparation of mental health services providers 
have revealed a dearth of clinically-oriented adoption coursework or continuing professional 
education opportunities – circumstances leading to inadequate assessment and ineffective, yet 
costly and potentially harmful, treatment. To further complicate the picture, interventions 
supported by research have typically not been adequately tested with this population.    
What is the Significance of this Study?  
Training for Adoption Competency (TAC) is the nation’s preeminent adoption competency 
training for mental health clinicians.  A large body of evaluation evidence has demonstrated the 
training’s quality and relevance, effectiveness, and broad range of practice change outcomes.  
This study advances the research by assessing whether families treated by TAC-trained clinicians 
have a more positive treatment experience and better outcomes.  
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This outcomes study is funded by the Annie E. Casey Foundation as part of their Evidence-based 
Practices Strategy and it is being initiated within a context of increasing demands for TAC’s 
expansion both in the United States and internationally.   
In Virginia, over the past five years, nearly 100 professionals have been completed TAC and 
another 30 are currently participating in TAC; more than 90 work in community mental health 
and private mental health practice settings. Nationally, about 1,500 professionals have been 
trained in 95 cohorts in 19 states and additional cohorts/enrollees are added on an ongoing basis 
throughout the year.      
 
How Will the Study Operate?  
The study assesses the effects of TAC on the quality and effectiveness of clinical services 
provided adoptive families. Responses of adoptive families treated by clinicians who have 
completed TAC will be compared with responses of adoptive families treated by comparably 
qualified clinicians who have not completed TAC on measures of  
 client satisfaction with their treatment,  
 quality of relationship/alliance between clinician and family members,  
 adoption sensitivity/relevance of treatment, and  
 family well-being and functioning of children/youth pre and post intervention.    
Researchers will work closely with mental health services provider organizations to identify and 
recruit adoptive families treated in the past 24 months. Adoptive families will complete a 55-
item online survey that requires no personally identifying information, can be completed in an 
estimated 20 to 25 minutes, and for which participants will receive a $25 gift card in 
consideration of their time.  Treating clinicians will be asked to complete a 10-item demographic 
profile that will be used to document their basic qualifications.  A coding system will be 
employed so that no client or clinician names orare associated with data collected.    
About Adoptive Families in Virginia  
 There are more than 36,000 adopted children under age 18 (excluding stepparent adoptions) 

in Virginia households (American Community Survey);  
 In the past 5 years, 3,561 children have been adopted from foster care in Virginia; and 
 As of 2017, among children living in Virginia were at least 7,000 adopted from foster care 

and another 7,500 adopted internationally. 
We know that children adopted from foster care and those adopted internationally share many of 
the biological and experiential risk factors that create complex mental health needs requiring 
advanced and specialized clinical competencies.   
About C.A.S.E.  
The Center for Adoption Support and Education (C.A.S.E.) is a national leader in mental health 
services for the adoption and foster care community. In addition to developing TAC, C.A.S.E. 
has developed and is piloting online training on adoption mental health competency for child 
welfare and for mental health professionals.  Additional information about C.A.S.E. and its 
adoption competency initiatives can be found at http://adoptionsupport.org/adoption-
competency-initiatives/ 

http://adoptionsupport.org/adoption-competency-initiatives/
http://adoptionsupport.org/adoption-competency-initiatives/
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For Additional Information 
For those who wish to learn more about adoption competency and TAC, most-relevant 
publications have been posted in Dropbox and can be accessed using the weblink:  
https://www.dropbox.com/sh/0s1jokr390xsijb/AACH0U9OVCgTzu-yvTfMxKaTa?dl=0 
 
For additional questions or discussion, please contact:    

Anne J. Atkinson, Ph.D., Principal External Researcher  
PolicyWorks, Ltd., P.O. Box 658, Dinwiddie, VA  23804 
E-mail: AJAtkinson@policyworksltd.org  Telephone: (804) 469-9500 

 

Documents placed in Dropbox for use by decision makers regarding participation in the study: 

Brodzinsky, D. M. (August 2013). A need to know: Enhancing adoption competence among mental health 
professionals.  New York: Donald Adoption Institute.   

 
Brodzinsky, D. & Smith, S.L. (2018). Commentary: Understanding research, policy, and practice issues in adoption 

stability.  Research on Social Work Practice 28(5), 1-10 DOI: 10.177/1049731518782647 
 
Smith, S.L. (2014) Keeping the promise: The case for adoption support and preservation. New York: Donaldson 

Adoption Institute. 
 
Atkinson, A.J. & Riley, Debbie B. (2017).  Training for adoption competency: Building a community of adoption-

competent clinicians. Families in Society, 98(3), 233-56. 
 
California Behavioral Health Guide, Revised  

California Community Mental Health Guide, Revised 

TAC Effectiveness Study – 1-pager 

TAC National Evaluation – December 2019 – Final 

TAC in Virginia: Evaluation of Cohorts 1 to 7 – June 2018 

TAC Effectiveness Study Full Plan – IRB Approved 2.27.19  

VDBHDS Review Communication 

 

 

 

 

  

https://www.dropbox.com/sh/0s1jokr390xsijb/AACH0U9OVCgTzu-yvTfMxKaTa?dl=0
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TAC Effectiveness Study  

Brief Information for Mental Health 
Agencies/Organizations  

 

Research has consistently documented both the elevated need and use of mental health services of 
adopted children and youth and the challenges these families have in finding clinicians who have the 
specialized knowledge and skills to effectively address complex mental health needs arising from the 
array of preadoption biological, psychosocial, and experiential risk factors often present, particularly 
in children adopted from foster care.       
 
Training for Adoption Competency (TAC) is a 72-hour training for licensed clinicians that is 
designed to increase clinicians’ effectiveness with adoptive families. It was developed by the Center 
for Adoption Support and Education (C.A.S.E.), a national leader in adoption-competent support 
with foster and adopted children and adults, their families and the network of professionals who 
assist them. Nationally, more than 1,700 professionals in 19 states have completed the training and in 
Virginia more than 120 clinicians who work in community mental health and private mental health 
practice settings have done so.  There is substantial evidence that TAC is a highly effective training 
model, strengthening a broad range of clinical practices. The study now being undertaken goes a step 
further to learn whether TAC makes an observable difference in day-to-day practice in real-world 
settings.  Specifically,  

 
Does TAC improve the quality and effectiveness of clinical services with adoptive families? 

 
The Annie E. Casey Foundation, as part of their Evidence-based Practices Strategy, is funding a 
study in Virginia to learn whether adoptive families served by TAC-trained clinicians are more 
satisfied with treatment, form a closer alliance with their clinician, perceive services to be more 
adoption relevant, or have more favorable outcomes than those served by comparably qualified 
clinicians who have not completed TAC.   

What We Are Asking You to Do   
1. Identify adoptive families your agency is serving/treating or has served/treated on an outpatient 

basis in the past 24 months and who saw a primary therapist for a minimum of two (2) sessions.  
2. Develop a basic code to the primary therapist (using formula provided) and have the therapist 

complete a simple online 10-item demographic questionnaire that is used to document 
qualifications and adoption-related clinical training.  

3. Send to all adoptive families identified in #1 above a communication inviting a parent to 
complete a 55-item online questionnaire which is completed anonymously and for which they 
receive a $25 gift card in consideration of the estimated 20 minutes it will take them to complete 
the questionnaire.  With the invitation, you will include the code of the therapist they saw 
(determined in step #1 above) and enclose background information about the study that we 
provide you.   

 
Nothing further is required. You do not need to track responses, obtain consent, handle incentives or 
otherwise coordinate any aspects of the study. If a family contacts you, we hope you will encourage 
them to participate.  If a family has questions, you may simply refer them to the primary investigator 
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or share with them informational items we provide you.  You will, of course, receive a summary of 
findings and we are happy to present these upon request.    
 
For Additional Information 
All informational items about the study including a FACTSHEET for all audiences, all 
questionnaires, guidance in identifying families, information for informed consent, and sample 
communication to families are posted in Dropbox and can be accessed using the weblink below.  
Also posted are authoritative reports and articles about the issue of adoption clinical competency and 
TAC.  Any of these items can be e-mailed to you upon request.  
Dropbox link:  https://www.dropbox.com/sh/0s1jokr390xsijb/AACH0U9OVCgTzu-
yvTfMxKaTa?dl=0 
 
For additional questions or discussion, please contact:    

Anne J. Atkinson, Ph.D., Principal External Researcher  
E-mail: AJAtkinson@policyworksltd.org  Telephone: (804) 469-9500 
PolicyWorks, Ltd. is an independent program evaluation and policy research firm 

(www.policyworksltd.org)  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.dropbox.com/sh/0s1jokr390xsijb/AACH0U9OVCgTzu-yvTfMxKaTa?dl=0
https://www.dropbox.com/sh/0s1jokr390xsijb/AACH0U9OVCgTzu-yvTfMxKaTa?dl=0
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TAC Effectiveness Study  
Information for Mental Health 

Agencies/Organizations  
 
Background 
 
Training for Adoption Competency (TAC) is a 72-hour training for licensed clinicians that is 
designed to increase clinicians’ effectiveness in working with families affected by adoption 
(adoptive parents and children, adoptees, and birth parents who make a plan for adoption of their 
children).  The training was developed by the Center for Adoption Support and Education 
(C.A.S.E.), a national leader in adoption-competent support with foster and adopted children and 
adults, their families and the network of professionals who assist them.  Additional information 
about C.A.S.E. and TAC is available at the C.A.S.E. website: 
http://adoptionsupport.org/adoption-competency-initiatives/training-for-adoption-
competency-tac/ 

TAC has been subject to ongoing rigorous external evaluation examining the quality of training 
delivery, training effectiveness, and learning outcomes and findings have been strongly positive.  
The training has been delivered with fidelity, participants rate positively the quality and 
relevance of the curriculum, they score well on a pre-/post-test when compared with comparably 
qualified clinicians not TAC-trained, and they report changes in their clinical practices across a 
broad range of assessment and intervention practices.   
 
As of June 2019 a total 120 clinicians in Virginia have completed TAC and more than 90 are 
known to provide outpatient mental health services for adoptive families within public or private 
mental health agencies or a private practice.  Another 40+ are currently enrolled, scheduled to 
complete training in 2020. Nationally, TAC completers number more than 1,700 trained in over 
100 cohorts in 19 states; additional cohorts/enrollees are added on an ongoing basis throughout 
the year.       
 
Current Study 
 
The study is funded by the Annie E. Casey Foundation as part of their Evidence-based Practices 
Strategy that supports quality evaluation to advance effective public policy. The study seeks to 
examine whether the training makes an observable difference in day-to-day practice in a real-
world setting.  Specifically, we want to learn whether adoptive families served by TAC-trained 
clinicians are more satisfied with treatment, form a closer alliance with their clinician, perceive 
services to be more adoption relevant, or have more favorable outcomes than those served by 
comparably qualified clinicians who have not completed the TAC.   
 
Additional information about the study and about adoptive families in Virginia is contained in 
the TAC Outcomes Study Factsheet.  
 

http://adoptionsupport.org/adoption-competency-initiatives/training-for-adoption-competency-tac/
http://adoptionsupport.org/adoption-competency-initiatives/training-for-adoption-competency-tac/
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What We Are Asking You to Do     
 
We are asking you to identify adoptive families your agency served/treated on an outpatient 
basis, assign a code to each therapist who treated an identified family and ask the therapist to 
complete a demographic questionnaire about their qualifications, training, and experience, send 
an invitation to the adoptive parent to participate in the study.  Here are the details:   
 
1. Identify all adoptive families, including current clients/patients, who were provided 

outpatient mental health services in the past 24 months and saw a primary therapist for a 
minimum of two (2) sessions.  
 
We understand that your records are likely to be established in the name of individual 
clients/patients and that the fact the child/youth or parent is/was a member of an adoptive 
family may not be routinely collected and maintained as part of the record.   
 
Further, often presenting problems do not reference adoption and the fact an adoption 
occurred may not be revealed until after initial sessions.  Adoptive parents most frequently 
seek mental health services due to concerning behaviors of their children.   
 
It is likely you will need to enlist the assistance of therapists in the process of identifying all 
adoptive families being seen or seen within the past 24 months.    

  
2. Using a formula prescribed by the principal researcher, develop a unique code to each primary 

therapist who has treated the adoptive families identified.  This code is to be included in the invitation 
to participate in the study sent to families so that they can identify the primary therapist with whom 
they work(ed) on the questionnaire.  

 
Formula for creating therapist code: 3 numbers – 3 letters – 2 numbers (Example: 123-ABC-78) 

       Suggestions for creating unique identifier: 
            For 3 numbers – use last 3 numbers of zip code of work mailing address:   0 4 1             Unique code created:   

     For 3 letters – use initials of any college                                 U V A                 041-UVA-55 
     For 2 letters – use age of self, spouse, or other favorite person      55     
    

3. Request that treating clinicians complete a 10-item online profile questionnaire using the 
assigned code to identify themselves in the profile questionnaire which takes an estimated 
three (3) minutes to complete.  Please provide them with the Information for Clinicians 
which clearly states that their participation is entirely voluntary and outlines confidentiality 
safeguards.  Informed consent of the clinician will be obtained electronically.  Link to Survey 
is: https://www.surveymonkey.com/r/ClinicianProfile 
 

4. Send to all adoptive parents identified a communication inviting them to participate in the study and 
include a) the researcher-provided description of the study and b) their primary therapist’s unique 
identifying code.  If a family you identified contacts you about the study, encourage them to complete 
the online questionnaire or, if they have questions or concerns, refer them to the researcher.  A 
SAMPLE letter is provided that you may customize as appropriate.  Alternatively, the message may 
be sent via e-mail in accordance with your agency’s/organization’s policies.    

 

https://www.surveymonkey.com/r/ClinicianProfile
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Nothing further is required.  You do not need to track responses and will, in fact, not be informed whether 
responses from your agency are received.  However, we will send you a summary of findings and the full 
report will be available to you upon request.  
 
Risks, Benefits, and Confidentiality 
 
There are no known risks associated with participating in the study.  The study has been 
reviewed and approved by SolutionsIRB, a fully qualified independent Institutional Review 
Board.  
 
The researcher has no need to know or collect personally identifying information about any 
clinician or client participants but does need to associate families who respond with the 
demographic profile of their primary clinician.  This is achieved when parents use the unique 
clinician code you send them with the invitation to participate. Reports of findings will be 
limited to statistical summaries based on groups and larger sub-groups and will contain no 
information that may reveal or suggest identity.  Multiple layers of security will be employed for 
all study data including password protected files and computers and highest standards of cloud-
based data storage.  
 
 
Overview of Study Design   
 
Adoptive parents are asked to complete an online questionnaire that contains a total 55 items, 
that are mostly ratings.  A final optional question invites additional comments from respondents.  
Parents can complete the questionnaire in an estimated 20 to 25 minutes and may do so on 
computer or mobile device.  A parent may request from the principal researcher a print or 
electronic copy of the questionnaire to be returned by mail or e-mail.  Adoptive parents 
responding will be eligible to receive a $25 Amazon gift card in consideration of the time they 
spend completing the questionnaire; to claim the incentive parents go to a separate site so that 
study data is separated from any information required for receiving the incentive.  They may 
request either a gift authorization code that will be e-mailed to them or a physical gift card sent 
via U.S. Postal Service. 
 
There are four areas of inquiry:   

1. client satisfaction with their treatment,  
2. quality of relationship/alliance between clinician and family members,  
3. adoption sensitivity/relevance of treatment, and  
4. family well-being and functioning of children/youth pre and post intervention.    

 
Satisfaction/treatment quality – Client satisfaction with treatment, will be assessed using selected 
items from the Mental Health Statistical Improvement Program (MHSIP). The quality of their 
relationships with their clinicians and adoption relevance of treatment the Therapeutic Alliance 
Scale for Caregivers and Parents (TASCP) and selected items from the Adoption Relevance and 
Related Outcomes Questionnaire more fully described below.   
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Adoption relevance and client outcomes – The adoption relevance and sensitivity of therapy will 
be assessed using the Adoption Relevance and Related Outcomes Questionnaire, a research-
informed instrument designed for the study that is keyed to adoption-related therapeutic tasks 
and outcomes that are commonly cited in most relevant practice and research literature.   

Who Is Conducting the Study  
 
This study is funded by the Annie E. Casey Foundation (AECF), a nationally-recognized private 
philanthropy.  This study is part of the AECF Evidence-based Practices Strategy which supports 
quality evaluation and effective policies.     
 
TAC was developed by the Center for Adoption Support and Education C.A.S.E., a national 
leader in adoption-competent support with foster and adopted children and adults, their families 
and the network of professionals who assist them. In addition to its mental health services, 
C.A.S.E. provides training opportunities through workshops, and webinars. Additional 
information about C.A.S.E. and TAC is available at www.adoptionsupport.org/     
 
PolicyWorks, Ltd. is an independent program evaluation firm that has been engaged to conduct a 
rigorous, independent evaluation designed to assess the quality and effectiveness of adoption 
competent clinical services and outcomes for client families and children.  Additional 
information is available at www.policyworksltd.org/  You may contact either C.A.S.E. or 
PolicyWorks, Ltd. for additional information or if you have questions.  
 

Anne J. Atkinson, Ph.D., Principal External Researcher  
PolicyWorks, Ltd., P.O. Box 658, Dinwiddie, VA  23841 
E-mail: AJAtkinson@policyworksltd.org  Telephone: (804) 469-9500 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.adoptionsupport.org/
http://www.policyworksltd.org/
mailto:AJAtkinson@policyworksltd.org


 
 
 

85 
 

Study Information for Clinicians  
 
 
 

Background 
 
Training for Adoption Competency (TAC) is a 72-hour training for licensed clinicians that is designed to 
increase clinicians’ effectiveness in working with families affected by adoption (adoptive parents and 
children, adoptees, and birth parents who make a plan for adoption of their children).  The training was 
developed by the Center for Adoption Support and Education (C.A.S.E.), a national leader in adoption-
competent support with foster and adopted children and adults, their families and the network of 
professionals who assist them.  Additional information about C.A.S.E. and TAC is available at the 
C.A.S.E. website: http://adoptionsupport.org/adoption-competency-initiatives/training-for-adoption-
competency-tac/ 

TAC has been subject to ongoing rigorous external evaluation examining the quality of training delivery, 
training effectiveness, and learning outcomes and findings have been strongly positive.  The training has 
been delivered with fidelity, participants rate positively the quality and relevance of the curriculum, they 
score well on a pre-/post-test when compared with comparably qualified clinicians not TAC-trained, and 
they report changes in their clinical practices across a broad range of assessment and intervention 
practices.   
 
As of June 2019 a total 120 clinicians in Virginia have completed TAC and more than 90 are known to 
provide outpatient mental health services for adoptive families within public or private mental health 
agencies or a private practice.  Another 40+ are currently enrolled, scheduled to complete training in 
2020. Nationally, TAC completers number more than 1,700 trained in over 100 cohorts in 19 states; 
additional cohorts/enrollees are added on an ongoing basis throughout the year.       
 
Current Study 
 
The study being undertaken seeks to examine whether the training makes an observable difference in day-
to-day practice in a real-world setting.  Specifically, we want to learn whether adoptive families served by 
TAC-trained clinicians are more satisfied with treatment, form a closer alliance with their clinician, 
perceive services to be more adoption relevant, or have more favorable outcomes than those served by 
comparably qualified clinicians who have not completed the TAC.   
 
What We Are Asking You to Do     

 
1. In collaboration with your agency/organization, assist in identifying all adoptive families with 

children under 21 years of age with whom you are currently working or whom you have seen during 
the past 24 months who completed a minimum two (2) sessions with you as primary therapist.   
 

2. Using a unique clinician code that you and your agency/organization will develop, complete a very 
simple 10-item demographic profile about yourself, your qualifications, experience, and adoption-
related training you have completed. The questionnaire will take an estimated 3 minutes to complete.  
Link to Survey is: https://www.surveymonkey.com/r/ClinicianProfile 
 

Formula for creating therapist code: 3 numbers – 3 letters – 2 numbers (Example: 123-ABC-78) 

http://adoptionsupport.org/adoption-competency-initiatives/training-for-adoption-competency-tac/
http://adoptionsupport.org/adoption-competency-initiatives/training-for-adoption-competency-tac/
https://www.surveymonkey.com/r/ClinicianProfile
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       Suggestions for creating unique identifier: 
            For 3 numbers – use last 3 numbers of zip code of your address:      0 4 1              Unique code created:   

    For 3 letters – use initials of any college                               U V A                      041-UVA-55 
    For 2 letters – use age of self, spouse, or other favorite person  55     
 

3. If a family you treated contacts you about the study, encourage them to complete the online 
questionnaire or, if they have questions or concerns, refer them to the researcher. You will not be 
asked to contact families; simply respond and direct them appropriately if they contact you.        

 
Nothing further is required.  You do not need to track responses and will, in fact, not be informed whether 
responses from your agency are received.  We will send your agency/organization a summary of findings 
and are glad to send you the summary or the full report upon request to the principal researcher.  
 
Risks, Benefits, and Confidentiality 
 
There are no known risks associated with participating in the study.  The study has been reviewed and 
approved by SolutionsIRB, a fully qualified independent Institutional Review Board.  
 
The researcher has no need to know or collect personally identifying information about you or any client 
participants but does need to associate families who respond with specific clinician profiles. Your agency 
will assign you a unique code that you will use in completing the demographic profile and that families 
will use when responding to the item asking them to identify their primary therapist.  Your agency will 
not be told which families respond and will not have access to any data collected.  Reports of findings 
will be limited to statistical summaries based on groups and larger sub-groups and will contain no 
information that may reveal or suggest identity.  Multiple layers of security will be employed for all study 
data including password protected files and computers and highest standards of cloud-based data storage.  
 
Overview of Study Design   
 
Adoptive parents are asked to complete an online questionnaire that contains 15 demographic items and 
brief rating scales containing a total 40 items.  A final optional question invites additional comments from 
respondents.  Parents can complete the questionnaire in an estimated 20 to 25 minutes and may do so on 
computer or mobile device.  Families responding will be eligible to receive a $25 Amazon gift card in 
consideration of the time they spent completing the questionnaire; to claim the incentive parents, go to a 
separate website so that study data is separated from any information required for receiving the incentive. 
They may choose to have a redemption code e-mailed to them or a physical card mailed to them.      
 
Satisfaction/treatment quality – Client satisfaction with treatment, will be assessed using selected items 
from the Mental Health Statistical Improvement Program (MHSIP).  The quality of their relationships 
with their clinicians and adoption relevance of treatment the Therapeutic Alliance Scale for Caregivers 
and Parents (TASCP) and selected items from the Adoption Relevance and Related Outcomes 
Questionnaire more fully described below.   
 
Adoption relevance and client outcomes – The adoption relevance and sensitivity of therapy will be 
assessed using the Adoption Relevance and Related Outcomes Questionnaire, a research-informed 
instrument designed for the study that is keyed to adoption-related therapeutic tasks and outcomes.   
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Who Is Conducting the Study  
 
This study is funded by the Annie E. Casey Foundation (AECF), a private philanthropy based in 
Baltimore and nationally recognized for its work to strengthening families and to improve futures for 
children.  This study is part of the AECF Evidence-based Practices Strategy which supports quality 
evaluation and effective policies.     
 
The Center for Adoption Support and Education C.A.S.E., a national leader in adoption-competent 
support with foster and adopted children and adults, their families and the network of professionals who 
assist them. In addition to its mental health services, C.A.S.E. provides training opportunities through 
workshops, and webinars. Additional information about C.A.S.E. and TAC is available at 
www.adoptionsupport.org/     
 
PolicyWorks, Ltd. is an independent program evaluation firm that has been engaged to conduct a 
rigorous, independent evaluation designed to assess the quality and effectiveness of adoption competent 
clinical services and outcomes for client families and children.  Additional information is available at 
www.policyworksltd.org/  You may contact either C.A.S.E. or PolicyWorks, Ltd. for additional 
information or if you have questions.  
 

Anne J. Atkinson, Ph.D., Principal External Researcher  
PolicyWorks, Ltd., P.O. Box 658, Dinwiddie, VA  23841 
E-mail: AJAtkinson@policyworksltd.org  Telephone: (804) 469-9500 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.adoptionsupport.org/
http://www.policyworksltd.org/
mailto:AJAtkinson@policyworksltd.org
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SAMPLE Letter to Adoptive Parents  
 

May be sent via USPS or E-mailed 
 

[Agency/Organization Letterhead] 
 

[Date] 
 
 
[Addressee] 
 
 
We are contacting you about an important study that is being conducted in Virginia that focuses 
on mental health services and adoptive families.  You are being contacted because you are part 
of an adoptive family and have seen a therapist here in the past 24 months.  
 
No information about you or your family has been or will be shared with the researcher.  Our 
role is to simply notify you of the study and to encourage you to participate by completing an 
anonymous online survey about your satisfaction and experience with our services. You will not 
be asked to provide any personally identifying or sensitive information and you will receive a 
$25 Amazon gift card in consideration of the time you will spend on the survey, estimated to be 
20 to 25 minutes.    
 
We hope you will choose to participate in the study because the findings will help us better 
understand the needs of adoptive families and inform improvements to our services.  
 
If you agree to complete the online survey please use the following code:  
 

[INSERT CODE HERE] 
 
This code identifies the therapist you saw and allows the researcher to connect your responses to 
the qualifications of that particular therapist without revealing the therapist’s name.  The 
therapist profiles contain information about the therapist’s demographics and qualifications but 
no names or other identifying information.  
 
We have enclosed additional information about the study for your use in deciding to participate.  
We encourage you to contact the researcher if you have any questions. 
 
 
Sincerely 
 
 
[Name, title] 
 
Enclosure: Study Information for Adoptive Parents         
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Study Information for Adoptive Parents  
(Enclosed with Agency Invitation to Participate in Study) 

Please Respond!  
 
You are being asked to complete an online questionnaire because you are an adoptive parent 
whose family member or members were seen in the past 24 months at a community-based 
mental health agency or by a private mental health services provider. We are interested in 
learning about your satisfaction with services and your views on the quality, appropriateness, and 
outcomes of services you received.   
 
The study involves your completing an anonymous online questionnaire that will take an 
estimated 20 to 25 minutes and, in consideration of your time, you will receive a $25 Amazon 
gift card.  Your participation in the study is entirely voluntary.  However, we hope you will agree 
to complete the questionnaire because your perspectives are critical for assessing the quality and 
effectiveness of mental health services for adoptive families in Virginia.  
 
About What We Ask 
 
The questionnaire first asks basic demographic information about your family and about the 
types of clinical services you received (15 items).  The next questions ask you to rate your 
satisfaction with services (13 items), the relationship with your primary therapist (5 items), and 
the extent to which key issues were addressed and you saw any benefits (27 items).  There is an 
opportunity at the end of the questionnaire to add comments if you choose to do so.  
 
There are no highly sensitive questions and we collect no information that requires you to reveal 
your identity.  The questionnaire is designed to be completed online but, if you prefer, you may 
contact the principal researcher (contact information below) for a print or electronic copy of the 
questionnaire to be returned by mail or e-mail.       
 
Your Responses Are Confidential 
 
The principal researcher does not have and will not collect any personally identifying 
information about families invited to participate in this study.  Although your mental health 
services agency/provider has sent you this invitation to participate, the agency/provider will not 
be informed which families respond or do not respond and will not have access to any data 
collected. Reports of findings will be limited to statistical summaries based on groups of 
questionnaire participants and no references to information that might give any clues to identities 
will be included in reports. Multiple layers of security will be employed for all study data 
including password protected files and computers and highest standards of cloud-based data 
storage.  
 
There is one exception to confidentiality we need to make you aware of. It is our legal and 
ethical responsibility to report situations of suspected child abuse, child neglect, or any life-
threatening situation to appropriate authorities. We are not seeking any information of this type 
in our study but are required to notify you of this exception to confidentiality.   
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Compensation for Your Time 
 
In consideration of the time you spend completing the questionnaire you will be sent an Amazon 
$25 gift card. At the end of the online questionnaire that you complete you will be directed to a 
separate web address where you are to go to claim your Amazon gift card.  This is done to 
separate your responses to the questionnaire from any contact information that we need to send 
you the gift card.  At the site where you claim your gift card you may choose to either have the 
gift card redemption code e-mailed to you, texted to you, or to receive the physical card via U.S. 
Postal Service.   
 
Risks and Benefits 
 
There are no known risks associated with participating in the study. Data collected are in no way 
associated with any personally identifying information about you, your family, or your child.   
Whether you choose to participate or refuse to participate in the study will involve no penalty or 
loss of benefits to which you are otherwise entitled.  The only tangible benefit for participating is 
the Amazon gift card given to you in recognition of time spent completing the questionnaire.   
 
Additional Information 
 
This study is funded by the Annie E. Casey Foundation (AECF), a private philanthropy based in 
Baltimore and nationally recognized for its work to strengthening families and to improve 
futures for children.  This study is part of the AECF Evidence-based Practices Strategy which 
supports quality evaluation and effective policies.  
 
You may withdraw from the study at any time by contacting the Principal Researcher Dr. 
Atkinson whose contact information is provided below.  She will respond promptly and send you 
official documentation of your withdrawal.  If you have already completed the questionnaire and 
request withdrawal afterward, you will need to assist her in identifying your responses (since you 
complete the questionnaire anonymously); once located, your data will be deleted and you will 
receive documentation of the deletion.  If information is found or determined during the study 
that could affect the participant’s willingness to continue in the research, we will immediately 
inform you. This type of situation sometimes occurs in medical research when a procedure is 
found to be potentially harmful but this is not that type research.  Please also be aware that the 
researchers retain the right to terminate or remove your responses from the study if it is deemed 
necessary. Again, we do not anticipate any of this will occur but are required to inform you for 
this study to be approved.  
    
If you have questions about the study or would like to receive a copy of what you are reading (informed consent 
form), please contact:  
    

Anne J. Atkinson, Ph.D., Principal Researcher  
PolicyWorks, Ltd., P.O. Box 658, Dinwiddie, VA  23841 
E-mail: AJAtkinson@policyworksltd.org  Telephone: (804)469-9500 
 

If you have concerns or complaints about the study or have questions about subjects’ rights, you may obtain 
information or offer input to:  

SolutionsIRB -  Email: participants@solutionsirb.com  or Phone: (855)226-4472 

mailto:AJAtkinson@policyworksltd.org
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Will You Respond? 
 
If you are willing to complete the questionnaire, Adoptive Parent Perspectives on Services, 
please go to: 
 

https://www.surveymonkey.com/r/VAParentViews 
 

Please note these important details: 
 
1. When you arrive at the online questionnaire you will be asked to acknowledge that you have 

been provided information about the study, including any risks or benefits of participation, 
and that you freely and voluntarily agree to respond to the study questionnaire.  (Consent is 
confirmed electronically) 

 
2. Please save the code sent to you by the mental health agency in its invitation to participate in 

this study.  In the online questionnaire you will be asked to identify the primary therapist you 
saw and you will need to enter the code that was included in the invitation.   

 
 
 
 
 
 
 
 
 

  

https://www.surveymonkey.com/r/VAParentViews


 
 
 

92 
 

Appendix D. Organization of Mental Health Services in Virginia 

 

2018 Overview of Community Services in Virginia: Excerpt                                                                       
(Source: http://www.dbhds.virginia.gov/assets/doc/BH/oss/CSBOverviewMar2018.pdf) 

 
Part 1. Introduction 

This overview describes the structure that provides public community mental health, developmental, 
and substance use disorder services to individuals with mental health or substance use disorders, 
developmental disabilities, or co-occurring disorders. Thirty-seven operating or administrative policy 
community services boards (CSBs), one behavioral health authority (BHA), and two local government 
departments with policy-advisory CSBs provide these public services. In this overview, CSBs refer to 
CSBs, the BHA, and policy-advisory CSBs, unless the context clearly indicates otherwise. 

CSBs are by statute the single points of entry into publicly funded mental health, substance use 
disorder, and developmental services. While CSBs are the focus of this overview, private providers are 
vital partners and major resources in serving individuals with mental health or substance use disorders 
or developmental disabilities. The Virginia Department of Behavioral Health and Developmental 
Services (Department) licensed 1,053 primarily private providers (including 718 new providers) that 
delivered 2,818 services at 9,158 locations in Fiscal Year (FY) 2017. Besides serving many 
individuals through contracts with CSBs, private providers serve thousands of other individuals 
directly. Private providers received 80 percent of Medicaid payments for community behavioral health 
and developmental services in FY 2017. CSBs offer various combinations of 10 core services: 
emergency, ancillary, consumer-run, local inpatient, outpatient, case management, day support, 
employment, residential, and prevention services.  

Relationships Between CSBs and the Department  

CSBs are agents of the local governments that established them. CSBs are not part of the Department. 
The Department's relationship with all CSBs is based on the community services performance contract 
required by § 37.2-508 of the Code, other applicable provisions in Title 37.2 of the Code, State Board 
policies and regulations, and other applicable state or federal statutes or regulations. The Department: 

▪ contracts with CSBs for local mental health, developmental, and substance use disorder services; 

▪ licenses CSBs and all other providers to deliver services; 

▪ monitors the operations of CSBs through performance contract reports, community consumer 
submission extracts, CARS and other reports, CPA audits, and CSB reviews; 

▪ provides funds, leadership, guidance, direction, and consultation to all CSBs; and 

▪ encourages and supports utilization management and review and quality assurance activities 
conducted by CSBs. 

While not part of the Department, CSBs are key operational partners with the Department and its state 
facilities in Virginia’s public mental health, developmental, and substance use disorder services 
system. The Central Office, State Facility, and CSB Partnership Agreement describes this relationship. 
The agreement is available under Performance Contract Documents on the Office of Support Services 
web page at http://www.dbhds.virginia.gov/behavioral-health/office- of-support-services.  

http://www.dbhds.virginia.gov/assets/doc/BH/oss/CSBOverviewMar2018.pdf
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Map 
Key 

CSB Map 
Key 

CSB 

1 Alexandria Community Services Board 21 Highlands Community Services Board 
2 Arlington County Community Services Board 22 Loudoun County Dept. of MH, SA & Developmental Services 
3 Alleghany Highlands Community Services Board 23 Middle Peninsula-Northern Neck Community Services Board 
4 Blue Ridge Behavioral Healthcare 24 Mount Rogers Community Services Board 
5 Horizon Behavioral Health 25 New River Valley Community Services 
6 Chesapeake Integrated Behavioral Healthcare 26 Norfolk Community Services Board 
7 Chesterfield Community Services Board 27 Northwestern Community Services Board 
8 Colonial Behavioral Health 28 Piedmont Community Services Board 
9 Crossroads Community Services Board 29 Planning District One Behavioral Health Services 
10 Cumberland Mountain Community Services Board 30 Portsmouth Department of Behavioral Healthcare Services 
11 Danville-Pittsylvania Community Services Board 31 Prince William County Community Services Board 
12 Dickenson County Behavioral Health Services 32 Rappahannock Area Community Services Board 
13 District 19 Community Services Board 33 Rappahannock-Rapidan Community Services Board 
14 Eastern Shore Community Services Board 34 Region Ten Community Services Board 
15 Fairfax-Falls Church Community Services Board 35 Richmond Behavioral Health Authority 
16 Goochland-Powhatan Community Services 36 Rockbridge Area Community Services 
17 Hampton-Newport News Community Services Board 37 Southside Community Services Board 
18 Hanover County Community Services Board 38 Valley Community Services Board 
19 Harrisonburg-Rockingham Community Services 

Board 
39 Virginia Beach Community 

Services Board 
20 Henrico Area Mental Health & Developmental 

Services Board 
40 Western Tidewater Community Services Board 
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