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ABSTRACT

A strong and cohesive interdisciplinary support team is critical to the success of children’s mental health
live-in treatment program. Kinark Child and Family Services, a leading child and youth mental health
organization in Ontario, Canada, assessed the degree to which its community-based live-in treatment
programs align with identified best practices and used the findings to inform the implementation of an
interdisciplinary team that delivers a unified clinical approach to treatment and care. This paper reviews
the results of the assessment, focusing specifically on interdisciplinary teamwork and the collaboration,
consultation, and training that is crucial for staff working in live-in treatment programs. The benefits of
this collaboration on the therapeutic milieu for complex children and youth cannot be overstated as
clients are supported by multiple professionals throughout their treatment journey, including child and
youth care practitioners, clinical therapists, psychologists, case managers, and nurses. Training in
dialectical behavior therapy (DBT) is provided to all staff to ensure that all members of the patient’s
interdisciplinary team offer a consistent approach in the delivery and support of individualized treat-
ment plans. We contend that our training approach for interdisciplinary staff in our live-in treatment
programs, including comprehensive training in DBT, is beneficial for clients and families. Consideration

for future program evaluation and interdisciplinary training initiatives are presented.

Introduction

The nature and intensity of child and youth mental
health services is best determined in accordance
with a stepwise system of care framework (Stroul
& Friedman, 1986) wherein the right services are
offered at the right time, in the right modality, and
in the right setting (School and Community System
of Care Collaborative, 2022). Intensive out-of-
home (i.e., residential’) mental health services are
accessed by children and adolescents under the age
of 18 who present with the most severe, complex,
rare, or persistent psychological, emotional, social,
and/or behavioral presenting concerns that signifi-
cantly impair their functioning at home, school,
and/or in the community (Preyde et al., 2019). To
provide comprehensive and effective treatment,
a variety of professionals, including child and
youth care practitioners (CYCPs), social workers,
psychologists, nurses, and case managers are
required. An interdisciplinary team approach
helps identify and support clients’ needs and

strengths and considers the mental, physical, social,
and daily care domains of health and wellbeing.
Research has demonstrated that interdisciplinary
teams offer considerable benefits that include
increased satisfaction and acceptance of treatment
interventions among clients, as well as reductions
in suicidality and treatment duration (World
Health Organization, 2010). From an organiza-
tional standpoint, benefits include reduced treat-
ment costs, increased staff satisfaction, and more
effective treatment due to collaborative efforts of
the team (Norgaard et al., 2013; World Health
Organization, 2010).

Despite their clear benefits, the functioning and
effectiveness of interdisciplinary teams is often hin-
dered by differences in training requirements, reg-
ulatory oversight, and theoretical approaches to
treatment across professions (e.g., biomedical versus
psycho-social health models). Differences in profes-
sional standards and lack of regulation introduce
inconsistencies in treatment provision within and
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across programs. For this reason, we assert that
a regulated approach to live-in treatment that
delineates an interdisciplinary framework of roles
and responsibilities should be the service standard
for child and adolescent mental health treatment
programs. We suggest that this framework requires
training for all direct-service staff in the program’s
evidence-based practice to ensure that all members
of the interdisciplinary team, regardless of their pro-
fession, have a shared understanding of the treat-
ment to adequately support the treatment plan.

We begin this paper with a brief discussion of
the research on interdisciplinary teams and factors
that affect their efficacy while contextualizing
training requirements for live-in treatment pro-
grams within Ontario, Canada. As a leader in the
tield of mental health services for children and
adolescents aged 0 to 17, and one of the largest
transfer payment agencies for live-in treatment
programs in Ontario, we at Kinark Child and
Family Services (Kinark) share our approach to
training live-in treatment staff to demonstrate the
ways in which an interdisciplinary program can
effectively support young people with complex
needs. We offer feedback from a comprehensive
evaluation of our live-in treatment programs and
recommendations for the development of interdis-
ciplinary training initiatives within child and ado-
lescent live-in treatment.

Interdisciplinary teams in the context of child
and adolescent mental health

Effective interdisciplinary teams are synergic, col-
laborative partnerships that bring together knowl-
edge from their members’ respective disciplines to
achieve common goals (Summers et al., 2002). At
the system level, interdisciplinary healthcare teams
can reform a fragmented health system into one
that promotes cohesion and integration through
collaborative practice. At the individual level, inter-
disciplinary teams can improve client outcomes
(World Health Organization, 2010). The present-
ing needs of youth with complex mental health
needs often cross biological, psychological, and
social domains of health that require input from
professionals representing a variety of disciplines

to offer a biopsychosocial approach to treatment
and care. A biopsychosocial formulation, as the
name suggests, brings together a multitude of bio-
logical, psychological, and social factors to provide
a holistic, individualized, and contextual under-
standing of one’s presenting concerns (Bashimi
et al., 2023). Through a biopsychosocial frame-
work, interdisciplinary approaches to mental
healthcare provide a more nuanced understanding
of case conceptualization and offer a depth to
patient care that cannot be provided solely through
a biomedical or psychological approach. When
determining the best mental health service options,
a biopsychosocial interdisciplinary model aligns
well with the system of care approach that is
needed for young people receiving live-in treat-
ment. Among this population, there are myriad
factors that influence their mental health and well-
being; without a biopsychosocial interdisciplinary
system of care, interventions are unlikely to address
their spectrum of need and risk overlooking vital
factors that will affect treatment uptake and sus-
tainability. To this end, biopsychosocial interdisci-
plinary collaboration can support clinicians with
holistic case conceptualization and treatment plan-
ning, thus benefitting clients and families through
a wrap-around approach to care.

In the context of live-in treatment, interdis-
ciplinary teams often include professionals with
varying educational backgrounds and scopes of
practice, such as psychologists, therapists,
nurses, psychiatrists, and CYCPs.” The struc-
ture and duration of live-in treatment (i.e.,
24/7 environment with youth typically residing
for at least 6 months; Preyde et al., 2019)
means that CYCPs spend more time with cli-
ents than other service providers involved in
their treatment and care; they observe clients
within the milieu and are most often present
during times of dysregulation. CYCPs therefore
offer rich and valuable information about cli-
ents, including their capacity to engage in
treatment and progress toward treatment
goals, yet their skills and knowledge are often
underutilized. Postsecondary programs in child
and youth care offer generalized training with
a limited focus on psychological theories and

2CYCPs typically hold a three-year college diploma in Child and Youth Care combining academic course work and applied practicum placements.
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mental health treatments, and hierarchical
structures within organizations mean that
CYCPs are typically not offered the same pro-
fessional development and training opportu-
nities as social workers, psychologists, and
other clinical staff. As a result, CYCP skills
are often overlooked and wunderleveraged.
These biases permeate the mental health field
and while we highlight the experience of
CYCPs, we acknowledge the hierarchy within
mental health that affects perceptions of practi-
tioners’ competence and contributions to prac-
tice and the field more broadly. Organizational
training in the program’s treatment modality
should therefore be provided to all members
of the interdisciplinary team to equip them
with the knowledge and language needed to
contribute to treatment planning and empow-
ers them to fully participate in interdisciplinary
teams.

Given the varying training and skill offered by
interdisciplinary team members, it is important
that scopes of practice be clearly defined. Failure
to do so may lead to role ambiguity, which can
negatively impact quality of care (Bronstein,
2003). Role ambiguity creates room for hierarchical
power dynamics and biases toward team members
with less education (Bronstein, 2003), potentially
silencing their input on client care discussions and
fostering distrust. Further, role ambiguity can
result in duplication of service as well as team
members working outside of their scope of prac-
tice, which poses ethical and safety risks to clients.
To mitigate these risks, agencies should establish
a framework of care that delineates scopes of prac-
tice and clear terms of references for all staff work-
ing in live-in treatment programs; though, this is
only part of the solution. Effective interdisciplinary
teamwork requires a dynamic and reciprocal pro-
cess of collaboration. Bronstein (2003) describes
tive components of collaborative interdisciplinary
models: interdependence, co-created professional
activities, flexibility, collective ownership of goals,
and reflection on process. These critical elements
involve shared responsibility, compromise, and
feedback to strengthen working relationships, sug-
gesting that an effective interdisciplinary treatment
environment is more than just the sum of its parts.
It involves integration and accountability through

consultation and applied practice from all staff to
support client outcomes (Summers et al., 2002).
Within the field of mental health, effective inter-
disciplinary teamwork involves collaborative dis-
cussion and decision-making on the assessment,
formulation, and treatment planning processes.
Training staff to effectively engage in interdisci-
plinary collaboration is important for transdiag-
nostic client care. In a study by Marcussen et al.
(2019), a diverse group of health professionals (e.g.,
nurses, social workers, and medicine) who partici-
pated in an intervention aimed at developing their
interprofessional collaboration skills showed
greater readiness for interprofessional collabora-
tion and more positive attitudes toward other pro-
fessionals in comparison to the control group who
received discipline-specific training-as-usual. This
study suggests that collaborative interdisciplinary
training improves working relationships, increases
awareness of role differentiation and scope, and
enhances knowledge of how to effectively work
together to support real-life cases. Within a live-in
treatment program, interdisciplinary training can
support staff to collaboratively address complex
mental health and behavioral challenges among
adolescents, examining and responding to their
treatment needs from multiple perspectives.
Training for milieu-based or live-in treatment
staff is largely unregulated in Ontario, Canada
(Ministry of Children and Youth Services [MCYS],
2016). Although annual training is mandatory for
certain topics, such as crisis intervention, specialized
training in mental health and treatment modalities is
not prescribed, and individual organizations have
considerable autonomy in how they train staff and
deliver treatment. In 2013, the Ontario Centre for
Excellence (2013) in Children and Youth Mental
Health highlighted the importance of employee
qualification(s) and ongoing training to support
the increasing complexity of clients being served.
Later, the Residential Services Review Panel
(MCYS, 2016), which offered wide-ranging recom-
mendations across live-in services in Ontario,
acknowledged that many relief and casual staff are
exempted from in-service training, supervision, and
clinical consultation. This panel noted that absence
of consistent training for all clinical staff compro-
mises staff competency and affects the standard of
care that clients receive. Research has shown that
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interdisciplinary = professionals can  deliver
a treatment model with high fidelity after thorough
training, regular practice, and supervision. For
instance, research from Hawkins and Sinha (1998)
demonstrated that, after completing in-service train-
ing in dialectical behavior therapy (DBT), educa-
tional background and discipline accounted for
little of the variance in examination results among
social workers, nurses, and psychologists among
others. Instead, knowledge development largely
depended on the amount of effort attendees put
into learning the material. These findings offer pro-
mising support for a model of in-service clinical
training that aims to cultivate a shared understand-
ing of treatment among a diverse staff that occupy
distinct roles.

Training staff in a high-turnover field can be
costly and challenging (Haynos et al., 2016;
Popowich et al., 2019). High staff turnover taxes
training resources and compromises treatment
fidelity (Haynos et al., 2016). Furthermore, organi-
zations must consider how ongoing training affects
program operations, including accommodations
for overnight, rotational, or relief staff, staff vaca-
tions, shift coverage, and access to technology.
Nonetheless, self-directed and cost-effective train-
ing methods, such as workshops, web-based pro-
grams, and videos, combined with interdisciplinary
training can facilitate the sustainability of an orga-
nizational-wide knowledge base that leads to
improved self-efficacy, greater awareness of role
differentiation, and decreased burnout (Haynos
et al., 2016; Norgaard et al., 2013). By offering
regular clinical training, organizations can reduce
gaps in competency due to employee turnover and
assist ongoing capacity-building and clinician
endorsement of evidence-based programs within
existing staffing complements.

Evaluating and implementing a unified training
model within live-in treatment at Kinark

Within the largely unregulated field of live-in treat-
ment, Kinark has been a leader of evidence-based
mental health treatment for many decades. In line
with the stepwise system of care, live-in treatment
at Kinark is reserved for youth with the most highly
complex and severe mental health disorders that
cannot be adequately served by outpatient

community-based mental health services. Those
accessing live-in treatment at Kinark include chil-
dren and adolescents aged 6 to 17, though our
typical age range is 9-17 years. In a sample of our
clients from 2015 to 2022, approximately nine in 10
presented with more than one diagnosis at admis-
sion and almost two-thirds had at least three diag-
noses. There were high rates of verbal and physical
aggression toward others, and more than half had
self-harmed. One-quarter of clients had attempted
suicide prior to admission. Clients commonly pre-
sented with anxiety disorders, disruptive behavior
disorders, and mood disorders as well as attention-
deficit/hyperactivity disorder. Almost one-third of
clients presented with a dual diagnosis of autism
spectrum disorder. Learning and communication
disorders were also common.

To meet their complex needs, our live-in treat-
ment programs offer an interdisciplinary staffing
complement to provide holistic care for young
people within a therapeutic milieu that includes
support from CYCPs, therapists, case managers,
psychologists, clinical supervisors, and nurses.
Research from Ranahan and Thomas (2016) indi-
cates that CYCPs are well situated to work on
interdisciplinary teams due to the breadth of prac-
tice areas where they serve alongside other profes-
sionals, including those in educational and live-in
treatment environments. At Kinark, CYCPs meet
with youth weekly to review treatment goals, pro-
gress, and to identify and address their concerns.
CYCPs also advocate on the clients’ behalf during
interdisciplinary team meetings. All staff, including
CYCPs, regularly engage in clinical supervision to
promote skill development, self-reflection, and effi-
cacy in care for clients in the program.

With a vision to inform and engage the sector,
government funders, and policy makers, Kinark
released a position paper in 2015 entitled,
“Strengthening  Children’s ~ Mental  Health
Residential Treatment Through Evidence and
Experience” (Johnson et al., 2015). Through
a comprehensive literature review, an analysis of
the clinical composition of youth accessing live-in
treatment, and extensive internal and external con-
sultations, the authors identified nine critical suc-
cess factors for effective live-in treatment,
including clearly defined eligibility and suitability
criteria, family-centered care, a cohesive
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interdisciplinary staff team, minimizing physical
interventions, cultural and linguistic competence,
individualized programming, seamless transitions
and integrated aftercare, connected residential and
community partners, and performance measure-
ment. These factors provide a framework for an
effective and efficient approach to live-in mental
health treatment for children and youth.

The above-noted paper urges the development
of a system-wide approach to live-in services and
improving live-in treatment programs across the
sector. To facilitate this, we developed
a standardized assessment that operationalizes the
nine critical success factors to measure the degree
to which live-in treatment programs are aligned
with best practice. The tool comprises multiple
indicators for each critical success factor, which
can be measured by a team of assessors through
observation, document reviews, questionnaires,
and interviews with clients, families, staff, and
community partners. Using this tool, we carried
out comprehensive assessments of our four live-in
treatment programs. Each program was assessed
through an inter-rater scoring and agreement pro-
cess and results were used to inform a quality
improvement strategy aimed at strengthening
treatment and care for young people receiving live-
in treatment.’

A key recommendation that emerged from the
assessment was a need for an overarching treat-
ment model with clinical oversight and formal
training for all direct-service staff. At the time of
the assessments, individualized treatment plans
were developed for clients and the treatment mod-
ality was selected by the therapist, based on the
client’s mental health concerns and treatment
goals. To streamline training, guide clinical super-
vision, and ensure a common psychotherapeutic
language among staff, clients, and families, the
assessors recommended that a single evidence-
based treatment model that is effective for clients
with highly complex mental health needs be imple-
mented across all programs.

After a thorough review of literature on suitable
treatment models for live-in treatment, a team of
clinical and operational leaders identified

dialectical behavior therapy (DBT; Linehan, 1993)
as the most appropriate and effective modality to
address the severity and complexity of mental
health concerns among those receiving live-in
treatment. DBT is a third-wave cognitive behavior
therapy rooted in the understanding of dialectics
and biopsychosocial influences, such as the inter-
play among genetic, environmental, and intra- and
interpersonal factors on an individual. It is an
effective intervention for complex patient popula-
tions, such as adolescents with significant mental
health concerns, multiple diagnoses, suicidal idea-
tion, and self-harming behaviors (Espenes et al.,
2023; Haynos et al., 2016; Lanier et al., 2020; Little
et al., 2010; McCredie et al., 2017). Research has
shown that completion of a full DBT program (i.e.,
minimum of 24 group sessions plus individual ses-
sions, the number of which may vary based on
program and length of stay) contributes to reduced
live-in treatment stays and fewer hospitalizations
due to suicidal behavior (Sunseri, 2004). Further,
integrating families into the treatment approach
improves clients’ interpersonal skills and can pro-
vide caregivers with tools to support clients’ mental
health symptoms upon discharge (Preyde et al,,
2019).

Within our live-in treatment programs, we
adopted a developmentally appropriate, modified
approach to DBT for adolescents aged 12 to 17 that
incorporates elements of traditional outpatient
DBT* (Dimeff et al.,, 2021; Linehan & Wilks, 2015;
MacPherson et al., 2013; Rathus & Miller, 2002;
Waitz et al., 2021) in addition to therapeutic work
with the family and direct training and coaching of
staff through the milieu environment. We provide
family-centered care and individualized treatment
to match the clients’ needs. Treatment plans are
developed in collaboration with clients and families
and treatment plans are tailored to meet the clients’
needs and goals. Neurodivergent clients, for exam-
ple, may benefit from greater focus on behavioral
interventions, including tangible rewards/reinfor-
cements for practicing and using skillful behaviors.

The transition to an overarching clinical treat-
ment model favored formal and ongoing training
as well as regular clinical supervision for all staft

3Contact Claire E. McGill (Claire.mcgill@kinark.on.ca) for more information about the assessment.
“Traditional outpatient DBT typically includes individual and group therapy sessions, between-sessions coaching and a DBT consultation team to support

ongoing capacity in DBT and encourage self-care among practitioners.
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involved in direct-client service. Including CYCPs
in training and supervision is crucial to the pro-
gram’s success, as DBT skills enhance their ability
to support clients experiencing behavioral chal-
lenges, emotional dysregulation, and crises.
Fluency in the therapeutic model empowers
CYCPs to support treatment planning and com-
municate effectively with interdisciplinary team
members about client progress and presenting con-
cerns. Comprehensive in-service training is there-
fore required for all members of the
interdisciplinary team to ensure a unified and con-
sistent approach to client behavior and mental
health in the treatment milieu. We require that all
staff be trained in the foundations of DBT, dialec-
tics and validation, and in coaching and behavior-
chain analyses. Trainings were developed by
agency psychologists and are delivered in the
form of four 20- to 40-minute videos that all direct-
service staff complete annually. At the end of each
training, staff must complete a quiz to demonstrate
their understanding of the material. Results are
shared with program supervisors, who verify and
monitor compliance. Ongoing staff participation in
the DBT consultation team further reinforces their
application of DBT training. Full- and part-time
staff are also trained in structural model implemen-
tation (egregious protocol) and more in-depth,
applied DBT skills; additional trainings in beha-
viorism and the foundations of trauma are cur-
rently being developed. Interdisciplinary staff are
involved in the development of ongoing trainings
through the consultation team and other feedback
mechanisms that invite staff to indicate their pre-
terences for training topics (e.g., applied DBT
skills, trauma-informed approaches).

In addition to the videos, quizzes, and onboard-
ing resources, more comprehensive DBT training
is delivered to staff annually by agency psycholo-
gists. Clinical staff who provide psychotherapy ser-
vices (i.e., therapists, psychologists, live-in
treatment supervisors, nurse) receive more com-
prehensive DBT training that consists of
a minimum of 5 days of theoretical and applied
clinical training, also facilitated by agency psychol-
ogists. In-house trainers are an accessible and cost-
effective resource (Noll et al., 2019), which is parti-
cularly advantageous due to the absence of direct
funding for staff training.

Ideally, CYCPs would receive the same training
as clinical staff; however, scheduling challenges
and the demands of the 24/7 treatment environ-
ment make it difficult for CYCP staff to attend 5
days of training. Scheduling to accommodate
overnight, part-time, and relief staff is especially
challenging. To this end, the duration of training
is reduced for CYCPs and content focuses on the
skills most relevant to service provision in a live-in
treatment setting (i.e., core fundamentals of DBT,
coaching, behavior-chain analyses). Training for
CYCPs is typically divided into two half-day seg-
ments and is delivered on days when most staff are
on site (e.g., during all-staff meetings). While this
approach works for the bulk of CYCP staff, alter-
native training dates and times are offered, includ-
ing evening sessions, to those who are unable to
attend. In addition to in-service training in DBT,
CYCPs within our live-in treatment programs are
invited to join the weekly interdisciplinary DBT
consultation team, which is an integral compo-
nent of high quality, high fidelity DBT and
a mechanism for staff to further refine their DBT
skills (Linehan, 1993; Noll et al., 2019).

The consultation team is a resource for staff to
maintain competency in DBT, as well as a source of
support for trainees (Noll et al., 2019) to reduce
burnout. This consultation mechanism offers
a different approach than traditional didactic training
and supervision, providing trainees with opportu-
nities to consult and hold themselves and each other
accountable while accepting their own fallibility as
therapists (Noll et al., 2019). Linehan (1993) suggests
that the DBT consultation team is akin to therapy for
the therapists wherein team members use DBT skills
to address client concerns and provide validation and
support to their colleagues. Additionally, the team
lead integrates research into team meetings to ensure
that staff are current in their knowledge of DBT.
Consistent with Noll et al’s (2019) description, our
approach to the consultation team is dialectically
transactional with mutual knowledge sharing, capa-
city building, and promotion of team cohesion. Our
DBT consultation teams operate in alignment with
standard consult practices (see Linehan & Wilks,
2015), wherein meetings are facilitated on
a rotational basis among group members. The desig-
nated team lead, typically an agency psychologist,
ensures the group’s adherence to DBT principles.
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Discussion

The literature discussing the benefits of interdisci-
plinary training initiatives within child and youth
live-in treatment programs is underdeveloped, thus
contributing to inconsistent regulation and adher-
ence to in-service training in evidence-based mod-
alities. Based on research on the effectiveness of
interdisciplinary mental health teams more broadly
and findings from our assessment of our live-in
treatment programs, we argue strongly in favor of
interdisciplinary training all direct-service staff
working in the therapeutic milieu, regardless of
their scope of practice. Fluency in the treatment
modality benefits young people and their families
by ensuring that clients receive a consistent
approach to mental health treatment. Consistency
reinforces positive client behaviors, supports their
treatment goals, and is modeled for caregivers to
encourage generalizability to managing high-risk
behaviors after-discharge. Training and adherence
to DBT, for example, enhances clinical ability and
self-efficacy, and a DBT consultation team provides
a mechanism for self-reflection and ongoing inter-
disciplinary collaboration in case conceptualization
and treatment planning.

Emerging research on the application of DBT
for children (DBT-C; see Perepletchikova &
Nathanson, 2020; Perepletchikova et al., 2011)
and DBT for families (Fruzzetti et al., 2007;
Payne, 2017) suggests that family participation
in DBT offers considerable benefits for parents
(i.e., their own emotion regulation) and for cou-
ple and parent-child relationships. Family parti-
cipation in DBT also supports the child/
adolescent’s understanding and use of DBT skills.
Throughout the course of the client’s live-in
treatment stay, families learn DBT principles to
better support their child’s emotional needs and
provide a validating environment for their child
after their discharge from the program. For pre-
adolescent children (i.e., 6-12 years), DBT can be
modified to support the child’s developmental
needs, including integrating role-play activities,
condensing didactic materials, and using cartoon
characters to model skills use through multime-
dia presentations (Perepletchikova et al., 2011).
We offer modifications to DBT based on the
client’s age and developmental needs. For clients

below age 12, we offer a modified version of DBT
(“DBT for Kids” integrating elements from
Fruzzetti et al’s (2021) DBT for Families and
DBT-C); and for clients aged 12 and up, we
offer the modified version of DBT-A (Rathus &
Miller, 2002). Clinical staff who provide psy-
chotherapy receive additional training in DBT-
for Kids.

Future training initiatives should address the evol-
ving needs of clients served within live-in treatment
programs. For example, intersectional trauma-
informed approaches can be integrated into trainings
to enhance staff capacity to serve the increasing num-
bers of young people in live-in treatment programs
with trauma histories and contribute to positive client
outcomes (Purtle, 2020). Organizations also must
update their training programs regularly to remain
abreast of current research in evidence-based inter-
ventions that meet the needs of their clients, align
with best practices, and foster effective interdisciplin-
ary collaboration. As recommended by the
Residential Services Review Panel (MCYS, 2016),
training opportunities should be explicit and may
include “a two-week new worker training program
developed for all front-line [service] positions [...]
based on core competencies including life-space
interventions, strength-based relational practice, ethi-
cal decision-making and the unique context of
[Indigenous], LGBTQ2S, Black youth and other
groups” (p. 16).

We suggest that training should be initiated dur-
ing the onboarding process with re-training offered
on an annual basis. Ensuring that trainings include
a diverse interdisciplinary staff group can promote
team cohesion, mutual understanding and respect
for team members, along with a richer understand-
ing of the material and its operationalization.
Training is best offered within a supervision
model that has regular opportunities for consulta-
tion, review, and self-reflection. As we have dis-
cussed, DBT and its consultation team provide
such an opportunity when it is composed of inter-
disciplinary staff. With formal trainings conducted
annually, the DBT consultation team provides live-
in treatment teams with ongoing, informal training
opportunities that promote capacity building and
team cohesion and reduce clinician burnout.
Clearly defined scopes of practice, as we have
noted, are necessary to prevent role ambiguity
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and duplication of service, and a flexible training
schedule is required to reduce barriers to participa-
tion for overnight and relief staff.

In addition to its benefits for clients and families,
interdisciplinary training for live-in treatment staff
offers future research, program evaluation, and policy
development opportunities. As with the introduction
of any program or training model, it is important to
evaluate staff experience of the training and the extent
to which training has influenced their practice. After
completing a recent in-service training in DBT, 92%
(n = 14) of Kinark live-in treatment staff reported that
the topics covered in the training were a good fit for
their needs in the program, and 86% agreed the train-
ing was appropriate for their level of knowledge and
experience. Open-ended feedback was positive, with
several staft expressing a desire for more frequent
training opportunities that integrate practical strate-
gies and skills application when using DBT with chil-
dren and youth. One staff succinctly described the
importance of ongoing trainings to maintain their
level of competency in DBT: “I generally find refresher
trainings provide an opportunity to remind, reinforce
and enhance skill.” A more detailed exploration of
staff perceptions of the effectiveness of interdisciplin-
ary training and consultation is forthcoming, as is
a broader evaluation of client experience and out-
comes. Currently, success of DBT interventions for
Kinark clients is measured through diary cards and
session-by-session monitoring, and
a comprehensive evaluation of client outcomes is
forthcoming. We plan to survey clients and caregivers
about their experiences with the interdisciplinary
treatment environment, including their satisfaction
with and perception of the effectiveness of DBT, and
measure their impact on care using standardized psy-
chological assessments.

There are also promising avenues for applied
research that include an examination of the
impact of foundational training in DBT through
a quasi-experimental design that compares DBT
specific training to training as usual on staff
experience, treatment fidelity, and client and
family outcomes. On a larger scale, evaluating
client outcomes after introducing an interdisci-
plinary training program could help inform pol-
icy and legislative reform to address the
significant regulatory gap in child and youth
mental health care. We invite policy makers to

outcome

consider streamlining funding for interprofes-
sional education and practice activities within
mental health programs that align with biopsy-
chosocial formulations of patient care. Multi-
ministry partnership agreements could facilitate
enactment of interdisciplinary training within
live-in treatment facilities. For example, educa-
tion ministries could work collaboratively with
other ministries to review program require-
ments for child and youth care and related
support worker programs to identify and pro-
vide oversight for pre-service training in evi-
dence-based practice in child and youth mental
health. Ultimately, these recommendations are
only a starting point to enhance quality and
client outcomes within live-in treatment pro-
grams as future research and oversight is
needed.

A consistent training program for interdisci-
plinary staff in live-in treatment programs is
a crucial step toward standardizing services and
operations within these programs for children
and youth with complex mental health needs.
Using DBT and an interdisciplinary consultation
mechanism provides staff with ongoing training
and support in managing high-risk client beha-
vior, reduces role ambiguity within interdisci-
plinary teams, and aligns with the critical
success factors for live-in treatment programs.
The dearth of service standards (distinct from
quality standards; Ministry of Children,
Community and Social Services, 2020) for live-
in treatment programs and numerous calls-to-
action for regulating training and ensuring
highly qualified personnel work with at-risk chil-
dren and youth cannot be ignored. We encou-
rage relevant legislative bodies to clearly
articulate minimum education and training
requirements for live-in treatment staff and
mandate prerequisite education for staff in
relief/casual positions. Further, legislation should
outline mandatory, funded in-service training
requirements for licensed live-in treatment pro-
grams, including prescribed course topics and
frequency for renewal. Lastly, we recommend
that providers have an interdisciplinary consulta-
tion mechanism, accessible by all milieu staff -
regardless of their scope of practice - to ensure
a clear framework for effective collaboration to
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meet the complex needs of clients served by live-
in treatment programs.
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