
	
  

	
  

Taming	
  the	
  Epidemic:	
  The	
  Possibility	
  of	
  Protecting	
  All	
  American	
  
Children,	
  Youth	
  and	
  Adults	
  from	
  Lifetime	
  Mental	
  Illness	
  &	
  Violence	
  	
  
	
  

he	
  horror	
  of	
  violence	
  to	
  self	
  and	
  others	
  keeps	
  grabbing	
  the	
  Nation’s	
  
attention	
  and	
  worry.	
  Fortunately,	
  the	
  2009	
  Institute	
  of	
  Medicine	
  
Report	
  (IOM)	
  on	
  the	
  Prevention	
  of	
  Mental,	
  Emotional,	
  and	
  Behavioral	
  

Disorders	
  Among	
  Young	
  People	
  [1]	
  makes	
  it	
  clear	
  that	
  the	
  United	
  States	
  
posses	
  the	
  world’s	
  knowledge	
  store	
  for	
  how	
  to	
  protect	
  against,	
  prevent,	
  
reduce	
  or	
  avert	
  those	
  mental,	
  emotional,	
  behavioral	
  and	
  related	
  physical	
  
disorders	
  quickly	
  and	
  cost	
  effectively—including	
  violence	
  and	
  suicide	
  [1].	
  	
  	
  
	
  
How	
  powerful	
  is	
  that	
  knowledge	
  store?	
  It	
  is	
  factually	
  possible	
  to	
  reduce	
  acts	
  
of	
  violence	
  against	
  others	
  and	
  self	
  by	
  20%	
  to	
  25%	
  in	
  less	
  than	
  a	
  decade—
without	
  any	
  reference	
  to	
  gun	
  control.	
  
	
  

hy	
  haven’t	
  our	
  nation’s	
  leaders	
  heard	
  of	
  this?	
  	
  In	
  part	
  because	
  
many	
  solutions	
  are	
  so	
  simple	
  that	
  many	
  say,	
  “That’s	
  impossible.”	
  
Another	
  reason	
  is	
  because	
  the	
  strategies	
  are	
  so	
  low-­‐cost	
  that	
  no	
  

one	
  can	
  afford	
  to	
  pay	
  the	
  herds	
  of	
  lobbyists	
  to	
  roam	
  the	
  houses	
  of	
  power,	
  and	
  
there	
  is	
  much	
  more	
  money	
  to	
  be	
  made	
  by	
  NOT	
  solving	
  the	
  problem.	
  
	
  
This	
  document	
  lays	
  out	
  proven	
  ways	
  to	
  reduce	
  the	
  horrific	
  fiscal	
  and	
  
emotional	
  burden	
  of	
  these	
  problems	
  spread	
  every	
  department	
  or	
  agency	
  of	
  
federal,	
  state	
  or	
  local	
  government	
  in	
  America	
  as	
  well	
  as	
  virtually	
  every	
  family	
  
or	
  business	
  in	
  our	
  country.	
  
	
  
America	
  funds	
  and	
  creates	
  this	
  body	
  of	
  science,	
  but	
  the	
  other	
  17	
  rich	
  
democracies	
  are	
  using	
  more	
  of	
  that	
  science	
  as	
  the	
  2013	
  IOM	
  Report	
  entitled,	
  
U.S.	
  Health	
  in	
  International	
  Perspective:	
  Shorter	
  Lives,	
  Poorer	
  Health,	
  shows	
  Americans	
  from	
  every	
  
age—birth	
  to	
  old	
  age—have	
  poorer	
  health	
  and	
  die	
  earlier	
  that	
  our	
  rich,	
  democratic	
  competitors	
  
(http://bit.ly/AmericanShorterLives).	
  	
  

Reducing	
  access	
  to	
  weapons	
  will	
  not	
  significantly	
  reduce	
  the	
  prevalence	
  of	
  underlying	
  epidemic	
  of	
  
mental	
  illnesses	
  and	
  related	
  health	
  or	
  behavioral	
  in	
  the	
  United	
  States	
  that	
  drives	
  people	
  hurt	
  others	
  
or	
  themselves.	
  	
  But	
  keeping	
  guns	
  from	
  young	
  people	
  and	
  adults	
  with	
  such	
  disorders	
  can	
  reduce	
  
both	
  homicides	
  and	
  suicides,	
  base	
  on	
  well-­‐constructed	
  international	
  comparisons	
  (IOM,	
  2013).	
  

The	
  U.S.	
  sickness	
  and	
  death	
  disadvantage	
  spans	
  many	
  types	
  of	
  illness	
  and	
  injury.	
  When	
  compared	
  
with	
  the	
  average	
  of	
  peer	
  countries,	
  Americans	
  as	
  a	
  group	
  fare	
  worse	
  in	
  at	
  least	
  10	
  health	
  areas:

1. Neuro-­‐psychiatric	
  disorders	
  	
  
2. Infant	
  mortality	
  and	
  low	
  birth	
  weight	
  
3. Injuries	
  and	
  homicides	
  
4. Adolescent	
  pregnancy	
  and	
  sexually	
  

transmitted	
  infections	
  

5. HIV	
  and	
  AIDS	
  
6. Drug-­‐related	
  deaths	
  
7. Obesity	
  and	
  diabetes	
  
8. Heart	
  disease	
  
9. Chronic	
  lung	
  disease

T	
  

W	
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How	
  serious	
  are	
  America’s	
  mental	
  and	
  emotional	
  and	
  behavioral	
  disorders,	
  the	
  national	
  
longitudinal	
  study	
  of	
  adolescence	
  shows	
  that	
  1-­‐out-­‐2	
  will	
  have	
  or	
  have	
  had	
  such	
  disorder	
  by	
  age	
  18.	
  

	
  
	
  
Many	
  of	
  these	
  conditions	
  have	
  a	
  particularly	
  profound	
  effect	
  on	
  young	
  people,	
  reducing	
  the	
  odds	
  
that	
  Americans	
  will	
  live	
  to	
  age	
  50.	
  And	
  for	
  those	
  who	
  reach	
  age	
  50,	
  these	
  conditions	
  contribute	
  to	
  
poorer	
  health	
  and	
  greater	
  illness	
  later	
  in	
  life.	
  	
  With	
  the	
  nation	
  moving	
  to	
  just	
  two	
  adults	
  of	
  working	
  
age	
  against	
  every	
  one	
  retired	
  baby-­‐boomer,	
  this	
  excess	
  morbidity	
  and	
  mortality	
  threatens	
  our	
  
futures	
  as	
  a	
  fast-­‐moving	
  metastatic	
  fiscal	
  and	
  social	
  epidemic.	
  

The	
  20-­‐to-­‐40	
  year	
  rise	
  in	
  mental,	
  emotional,	
  behavioral	
  and	
  related	
  physical	
  disorders	
  documented	
  
by	
  the	
  Institute	
  of	
  Medicine	
  are	
  the	
  root	
  cause	
  of	
  the	
  health	
  care	
  and	
  other	
  costs	
  or	
  burdens	
  to	
  
American	
  society	
  such	
  as	
  educational	
  success	
  of	
  all	
  children,	
  public	
  safety,	
  illegal	
  drug	
  trade,	
  
mission	
  readiness	
  of	
  our	
  armed	
  services,	
  small	
  business	
  competitiveness,	
  and	
  budget	
  deficits	
  or	
  
challenges	
  at	
  every	
  level	
  of	
  government.	
  

	
  

This	
  document,	
  therefore,	
  outlines	
  specific	
  executive	
  orders	
  or	
  legislation	
  (large	
  and	
  small)	
  that	
  
federal,	
  state,	
  or	
  local	
  entities	
  might	
  be	
  able	
  to	
  do	
  lessen	
  both	
  these	
  predictive	
  disorders	
  AND	
  
related	
  risk	
  of	
  violence	
  to	
  other	
  and	
  self,	
  as	
  well	
  as	
  have	
  major	
  impact	
  to	
  reducing	
  the	
  chronic	
  and	
  
rising	
  expenditures	
  related	
  to	
  these	
  mental,	
  emotional,	
  and	
  behavioral	
  disorders	
  including	
  the	
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impact	
  on	
  both	
  violence	
  against	
  others	
  and	
  self.	
  	
  This	
  paper	
  uses	
  one	
  example	
  as	
  a	
  working	
  
illustration	
  that	
  could	
  unite	
  the	
  country	
  in	
  common	
  cause	
  to	
  protect	
  the	
  future	
  of	
  all	
  Americans.	
  

The	
  same	
  strategy,	
  as	
  outlined,	
  also	
  significantly	
  reduced	
  major	
  causes	
  of	
  disability	
  and	
  death.	
  The	
  
recommendations	
  are	
  designed	
  to	
  achieve	
  rapid	
  results	
  and/or	
  return	
  on	
  investment.	
  This	
  
document	
  presents	
  cursory	
  scientific	
  rational,	
  for	
  each	
  possibility,	
  which	
  can	
  be	
  expanded	
  greatly.	
  	
  
Some	
  important	
  points	
  emerge:	
  

1. None	
  of	
  the	
  policy	
  suggestions	
  involve	
  issues	
  of	
  the	
  Second	
  Amendment.	
  	
  
2. The	
  suggestions	
  involve	
  actions	
  that	
  every	
  community	
  can	
  undertake,	
  and	
  strengthen	
  

individual	
  responsible	
  actions.	
  
3. The	
  suggestions	
  do	
  not	
  involve	
  new	
  money,	
  rather	
  redirection	
  of	
  existing	
  funds	
  to	
  more	
  

tested-­‐and-­‐proven	
  strategies.	
  
4. The	
  suggestions	
  will	
  help	
  reduce	
  national,	
  state	
  and	
  local	
  entitlement	
  expenditures	
  more	
  

rapidly—but	
  without	
  harming	
  individuals,	
  families,	
  or	
  communities—particularly	
  those	
  
with	
  historic	
  disparities.	
  

Taming	
  Past	
  Epidemics:	
  Recalling	
  the	
  Response	
  to	
  Polio	
  in	
  the	
  1950s	
  
Many	
  reading	
  this	
  will	
  recall	
  the	
  polio	
  epidemic	
  of	
  the	
  1950s,	
  when	
  3,000	
  people	
  died	
  and	
  60,000	
  
cases	
  of	
  polio	
  ravaged	
  the	
  country,	
  and	
  struck	
  fear	
  in	
  families.	
  And	
  then	
  there	
  was	
  the	
  news	
  of	
  the	
  
largest	
  protective	
  vaccination	
  trial	
  ever	
  undertaken	
  in	
  the	
  world	
  lead	
  by	
  Dr.	
  Thomas	
  Francis,	
  testing	
  
thing	
  Salk	
  Vaccine	
  [2]	
  among	
  over	
  1	
  million	
  children.	
  	
  The	
  vaccine	
  was	
  effective	
  [3],	
  but	
  did	
  not	
  
work	
  for	
  all	
  children	
  depending	
  on	
  the	
  type	
  of	
  polio,	
  yet	
  the	
  vaccine	
  did	
  confer	
  “herd	
  immunity.”	
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Once	
  children	
  all	
  over	
  America	
  started	
  to	
  receive	
  the	
  Salk	
  vaccine	
  in	
  1955,	
  the	
  prevalence	
  of	
  polio	
  
plummeted—by	
  1961	
  there	
  were	
  less	
  than	
  200	
  cases.	
  By	
  1978,	
  polio	
  was	
  gone	
  from	
  America.	
  	
  How	
  
did	
  this	
  happen?	
  The	
  polio	
  field	
  trials	
  involved	
  approximately	
  1,830,000	
  children	
  in	
  217	
  areas	
  of	
  
the	
  United	
  States,	
  Canada,	
  and	
  Finland.	
  More	
  than	
  20,000	
  physicians	
  and	
  public	
  heath	
  officers,	
  
40,000	
  registered	
  nurses,	
  14,000	
  school	
  principals,	
  and	
  200,000	
  volunteer	
  workers	
  helped	
  test	
  the	
  
safety	
  and	
  effectiveness	
  of	
  Jonas	
  Salk's	
  polio	
  vaccine	
  [4].	
  	
  	
  
	
  
How	
  much	
  did	
  this	
  cost?	
  	
  In	
  current	
  dollars,	
  the	
  United	
  States	
  invested	
  more	
  that	
  $35	
  billion	
  to	
  
eradicate	
  polio	
  from	
  America	
  between	
  1955	
  and	
  2005,	
  and	
  will	
  spend	
  $6.3	
  billion	
  between	
  2006	
  
and	
  2015	
  to	
  keep	
  polio	
  at	
  bay	
  in	
  the	
  U.S.	
  [4].	
  	
  Probably	
  no	
  living	
  adult	
  today	
  in	
  North	
  America	
  would	
  
deny	
  that	
  it	
  was	
  worth	
  the	
  money.	
  
	
  
What	
  if	
  the	
  United	
  States	
  had	
  the	
  practical	
  prevention	
  science	
  like	
  the	
  polio	
  vaccine	
  to	
  reduce	
  
mortality	
  and	
  morbidity	
  of	
  multiple	
  mental,	
  emotional,	
  and	
  behavior	
  disorders	
  for	
  less	
  per	
  child	
  than	
  
common	
  vaccinations	
  like	
  mumps,	
  measles,	
  varicella,	
  and	
  rubella	
  (MMVR)?	
  Well,	
  America	
  does.	
  

Gun	
  Violence	
  Prevention	
  Task	
  Force	
  
The	
  taskforce—chaired	
  by	
  Congressman	
  Mike	
  Thompson—has	
  proposed	
  major	
  charges	
  that	
  are	
  
not	
  gun-­‐related:	
  

• Support	
  initiatives	
  that	
  prevent	
  problems	
  before	
  they	
  start:	
  Local	
  communities	
  
should	
  have	
  assistance	
  in	
  applying	
  evidence-­‐based	
  prevention	
  and	
  early	
  intervention	
  
strategies	
  that	
  are	
  designed	
  to	
  prevent	
  the	
  problems	
  that	
  lead	
  to	
  gun	
  violence	
  before	
  those	
  
problems	
  start.	
  

• Close	
  the	
  holes	
  in	
  our	
  mental-­‐health	
  system	
  and	
  make	
  sure	
  that	
  care	
  is	
  available	
  for	
  
those	
  who	
  need	
  it:	
  Congress	
  must	
  improve	
  prevention,	
  early	
  intervention,	
  and	
  treatment	
  
of	
  mental	
  illness	
  while	
  working	
  to	
  eliminate	
  the	
  stigma	
  associated	
  with	
  mental	
  illness.	
  
Access	
  to	
  mental	
  health	
  services	
  should	
  be	
  improved,	
  the	
  shortage	
  of	
  mental	
  health	
  
professionals	
  should	
  be	
  addressed,	
  and	
  funding	
  should	
  be	
  made	
  available	
  for	
  those	
  
programs	
  that	
  have	
  proven	
  to	
  be	
  effective.	
  

• Address our culture’s glorification of violence seen and heard though our movie 
screens, television shows, music and video games: Congress should fund scientific 
research on the relationship between popular culture and gun violence, while ensuring 
that parents have access to the information they need to make informed decisions about 
what their families watch, listen to, and play. 

 
This	
  document	
  addresses	
  those	
  changes	
  with	
  simple,	
  scientifically	
  proven	
  strategies	
  that	
  can	
  be	
  
quickly	
  deployed	
  across	
  America	
  to	
  achieve	
  
rapid	
  results	
  to	
  protect	
  the	
  Nation’s	
  future.	
  

Prediction	
  Makes	
  Protection	
  and	
  
Prevention	
  Possible	
  
Many	
  make	
  a	
  policy	
  error	
  that	
  major	
  events	
  
like	
  Tucson	
  and	
  Sandy	
  Hook	
  are	
  
unpredictable.	
  They	
  are	
  predictable—just	
  like	
  
the	
  path	
  and	
  damage	
  of	
  hurricanes	
  are	
  
significantly	
  predictable,	
  but	
  not	
  exactly	
  
which	
  homes	
  or	
  persons	
  will	
  be	
  harmed.	
  	
  In	
  
the	
  case	
  of	
  Hurricane	
  Sandy,	
  nobody	
  could	
  

SANDY  HOOK

The Path PredictorsThe Path Predictors
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say	
  for	
  sure	
  which	
  house	
  or	
  person	
  might	
  be	
  damaged	
  by	
  the	
  storm.	
  The	
  forecasters	
  could	
  say,	
  with	
  
precision,	
  which	
  places	
  and	
  people	
  were	
  in	
  the	
  dangerous	
  path.	
  In	
  the	
  case	
  of	
  every	
  major	
  act	
  of	
  
violence,	
  we	
  now	
  have	
  robust	
  preventable	
  predictors.	
  If	
  prediction	
  is	
  possible,	
  then	
  protection	
  is	
  
possible.	
  
	
  
Homicide	
  and	
  Suicide	
  are	
  more	
  common	
  in	
  the	
  United	
  States	
  than	
  other	
  rich	
  democracies.	
  The	
  
events	
  of	
  Tucson,	
  Aurora,	
  and	
  Sandy	
  Hook	
  raise	
  the	
  question	
  of	
  the	
  relationship	
  between	
  mental	
  or	
  
behavioral	
  disorders	
  and	
  violence	
  against	
  others,	
  self	
  or	
  both.	
  	
  The	
  answer	
  is	
  not	
  black	
  and	
  white,	
  
but	
  it	
  is	
  not	
  many	
  shades	
  of	
  grey	
  either.	
  
	
  
Typically	
  combinatorial	
  histories	
  of	
  
aggression	
  from	
  childhood	
  or	
  
adolescence	
  or	
  both;	
  substance	
  
abuse	
  disorder	
  (including	
  
marijuana	
  or	
  alcohol);	
  and	
  severe	
  
mental	
  illness	
  significantly	
  increase	
  
the	
  risk	
  of	
  violence	
  [5],	
  as	
  shown	
  in	
  
the	
  figure	
  from	
  a	
  study	
  of	
  34,653	
  
persons	
  [5]	
  
	
  
The	
  core	
  findings	
  of	
  this	
  study	
  are	
  
widely	
  replicated	
  [6-­‐10].	
  	
  Early	
  
psychosis—which	
  is	
  clearly	
  evident	
  
in	
  from	
  events	
  in	
  Tucson	
  and	
  
Aurora—especially	
  with	
  substance	
  
abuse—greatly	
  elevate	
  the	
  risk	
  [7,	
  
9].	
  At	
  the	
  heart	
  of	
  issue	
  appears	
  to	
  
be	
  loss	
  of	
  executive	
  function	
  and	
  
increased	
  impulsivity	
  [10],	
  coupled	
  
with	
  a	
  prior	
  habit	
  of	
  aggressive	
  
behavior	
  worsened	
  by	
  substance	
  
abuse.	
  	
  Severe	
  mental	
  illness	
  alone	
  is	
  not	
  predictive	
  of	
  violence,	
  but	
  severe	
  mental	
  illness,	
  with	
  a	
  
history	
  of	
  aggression	
  or	
  substance	
  abuse	
  is.	
  The	
  combination	
  of	
  all	
  three	
  is	
  the	
  worst.	
  

Preventing	
  Any	
  First	
  or	
  Serious	
  Instance	
  of	
  Mental	
  Illness,	
  Aggression	
  and/or	
  Substance	
  Abuse	
  
The	
  2009	
  Institute	
  of	
  Medicine	
  Report	
  [1]	
  clearly	
  shows	
  the	
  practical	
  prevention	
  science	
  exists	
  to	
  
avert	
  that	
  early	
  aggression	
  history,	
  risk	
  of	
  substance	
  abuse,	
  most	
  mental	
  illnesses,	
  and	
  even	
  
psychosis	
  [11,	
  12].	
  	
  The	
  most	
  proven	
  strategy	
  is	
  a	
  behavioral	
  vaccine—like	
  hand	
  washing,	
  using	
  
seatbelts,	
  or	
  brushing	
  teeth.	
  That	
  behavioral	
  vaccine	
  is	
  called,	
  the	
  Good	
  Behavior	
  Game	
  [13]—which	
  
was	
  tested	
  among	
  First	
  Graders,	
  and	
  following	
  them	
  for	
  twenty	
  years	
  [13-­‐20].	
  There	
  could	
  be	
  no	
  
more	
  fitting	
  to	
  the	
  lost	
  children	
  and	
  their	
  caring	
  adults	
  than	
  something	
  that	
  might	
  protect	
  whole	
  
generations	
  for	
  first	
  graders.	
  	
  	
  
	
  
The	
  Good	
  Behavior	
  Game	
  is	
  not	
  a	
  program;	
  it	
  is	
  a	
  daily	
  practice	
  that	
  teaches	
  children	
  self-­‐
regulation,	
  impulse	
  control,	
  how	
  to	
  reduce	
  aggression	
  and	
  how	
  to	
  cooperate	
  with	
  peers	
  during	
  
normal	
  classroom	
  activities	
  in	
  First	
  Grade	
  [13,	
  21].	
  What	
  does	
  this	
  daily	
  practice	
  do	
  15-­‐20	
  years	
  
later?	
  This	
  summary	
  chart	
  from	
  the	
  longitudinal	
  study	
  shows	
  lifetime	
  protection	
  for	
  the	
  troika	
  of	
  
lifetime	
  problems	
  predictive	
  of	
  serious	
  violence:	
  poor	
  impulse	
  control	
  or	
  poor	
  executive	
  function,	
  
alcohol/drug	
  use,	
  and	
  chronic	
  aggression	
  [15]	
  in	
  the	
  table	
  below.	
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Table	
  1:	
  Long	
  Term	
  Protective	
  Outcomes	
  of	
  the	
  Good	
  Behavior	
  Game	
  

	
  
	
  

Case	
  Specific	
  Cost-­‐Effectiveness	
  of	
  Early	
  Prevention	
  of	
  Mental,	
  Emotional	
  &	
  Behavioral	
  Disorders	
  
What	
  is	
  the	
  cost	
  effectiveness	
  of	
  this	
  strategy	
  to	
  avert	
  all	
  of	
  these	
  costly	
  social	
  and	
  health	
  problems,	
  
which	
  also	
  predict	
  protection	
  against	
  homicide	
  and	
  mass	
  murders?	
  	
  There	
  are	
  multiple	
  cost-­‐
effectiveness	
  estimates	
  published	
  on	
  the	
  Good	
  Behavior	
  Game	
  [22,	
  23].	
  The	
  most	
  conservative	
  
assessment	
  is	
  by	
  the	
  Washington	
  State	
  Center	
  for	
  Policy	
  Research	
  [22].	
  	
  Using	
  those	
  numbers,	
  one	
  
can	
  estimate	
  the	
  cost-­‐effectives	
  for	
  an	
  estimated	
  annual	
  cohort	
  of	
  4,000,000	
  grade	
  one	
  children	
  
each	
  year	
  in	
  the	
  United	
  States.	
  
	
  

	
  

All	
  Inclusive	
  Cost	
  of	
  Delivering	
  Protective	
  
Behavioral	
  Vaccine	
  per	
  U.S.	
  child:	
   $150.00	
  	
  

Annual	
  Number	
  of	
  U.S.	
  First	
  Graders	
  to	
  
Be	
  Protected:	
   4,000,000	
  

Total	
  Cost	
  of	
  Protect	
  Each	
  Entering	
  U.S.	
  
First	
  Grade	
  Cohort	
  for	
  Lifetime:	
   $600,000,000	
  	
  

Average	
  Net	
  Savings	
  from	
  the	
  Multiple	
  
Adverse	
  Outcomes	
  Per	
  Child:	
   $4,367	
  

Estimated	
  Total	
  Net	
  Savings	
  per	
  U.S.	
  
First	
  Grade	
  Cohort	
  at	
  Age	
  21	
   $17,468,000,000	
  

Return	
  on	
  Investment	
  	
  (ROI)	
  Per	
  U.S.	
  
First	
  Grade	
  Cohort	
  at	
  Age	
  21	
   29.1	
  to	
  1	
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Economic	
  Security	
  and	
  Long-­‐Budgetary	
  Implications	
  of	
  Early	
  Prevention	
  of	
  These	
  Disorders	
  
Each	
  mental,	
  emotional,	
  behavioral	
  and	
  related	
  physical	
  disorder	
  acquired	
  during	
  childhood	
  or	
  
adolescence	
  has	
  very	
  large	
  economic	
  security	
  and	
  budgetary	
  consequences	
  for	
  the	
  United	
  States,	
  as	
  
there	
  are	
  the	
  costs	
  of	
  doing	
  things	
  and	
  the	
  cost	
  of	
  not	
  going	
  things	
  in	
  public	
  policy.	
  	
  Consider	
  the	
  
graph	
  below	
  showing	
  what	
  is	
  called,	
  “The	
  Generation	
  Squeeze.”	
  

	
  	
  
Current	
  epidemiological	
  data	
  previously	
  shown	
  that	
  1-­‐out-­‐of-­‐2	
  young	
  people	
  will	
  have	
  had,	
  at	
  least,	
  
one	
  major	
  mental,	
  emotional,	
  or	
  behavioral	
  disorder.	
  These	
  disorders	
  are	
  not	
  benign	
  to	
  lifetime	
  
earnings,	
  lifetime	
  savings,	
  lifetime	
  tax	
  incomes	
  for	
  all	
  levels	
  of	
  government,	
  for	
  consumer	
  spending,	
  
or	
  ability	
  to	
  fund	
  retirements	
  and	
  to	
  avoid	
  dependency	
  on	
  government	
  programs.	
  	
  Consider	
  these	
  
examples:	
  

• Childhood	
  psychological	
  conditions	
  including	
  depression	
  and	
  substance	
  abuse	
  are	
  a	
  
growing	
  concern	
  among	
  American	
  children,	
  yet	
  only	
  recently	
  have	
  the	
  long-­‐term	
  costs	
  to	
  
the	
  individual	
  and	
  his	
  or	
  her	
  family	
  been	
  computed	
  using	
  generally	
  accepted	
  methods	
  
[24]—specifically	
  on	
  the	
  ability	
  of	
  affected	
  children	
  to	
  work	
  and	
  earn	
  as	
  adults.	
  	
  Here	
  is	
  
what	
  the	
  authors	
  conclude:	
  

	
  
“Educational	
  accomplishments	
  are	
  diminished,	
  and	
  adult	
  family	
  incomes	
  are	
  reduced	
  by	
  20%	
  
or	
  $10,400	
  per	
  year	
  with	
  $18,000	
  less	
  family	
  household	
  assets.	
  Lost	
  income	
  is	
  partly	
  a	
  
consequence	
  of	
  seven	
  fewer	
  weeks	
  worked	
  per	
  year.	
  There	
  is	
  also	
  an	
  11%	
  point	
  lower	
  
probability	
  of	
  being	
  married.	
  Controlling	
  for	
  physical	
  childhood	
  diseases	
  shows	
  that	
  these	
  
effects	
  are	
  not	
  due	
  to	
  the	
  co-­‐existence	
  of	
  psychological	
  and	
  physical	
  diseases,	
  and	
  estimates	
  
controlling	
  for	
  within-­‐sibling	
  differences	
  demonstrate	
  that	
  these	
  effects	
  are	
  not	
  due	
  to	
  
unobserved	
  common	
  family	
  differences…The	
  long-­‐term	
  economic	
  damages	
  of	
  childhood	
  
psychological	
  problems	
  are	
  large—a	
  lifetime	
  cost	
  in	
  lost	
  family	
  income	
  of	
  approximately	
  
$300,000,	
  and	
  total	
  lifetime	
  economic	
  cost	
  for	
  all	
  those	
  affected	
  of	
  2.1	
  trillion	
  dollars.”	
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• The	
  notion	
  that	
  1-­‐out-­‐2	
  American	
  young	
  people	
  will	
  have	
  a	
  preventable	
  mental,	
  emotional,	
  
or	
  behavioral	
  disorders	
  that	
  will	
  cause	
  them	
  to	
  miss	
  work,	
  not	
  be	
  as	
  stable,	
  and	
  probably	
  
not	
  attain	
  as	
  much	
  high-­‐quality	
  education	
  and	
  related	
  skills	
  has	
  profound	
  consequences	
  for	
  
America’s	
  already	
  withering	
  small	
  businesses—compared	
  to	
  rich	
  democracies	
  who	
  are	
  
using	
  many	
  of	
  the	
  prevention	
  tools	
  that	
  were	
  invented	
  and	
  tested	
  in	
  the	
  America,	
  but	
  being	
  
broadly	
  used	
  for	
  their	
  populations	
  yet	
  rationed	
  in	
  America.	
  

	
  

	
  
	
  
The	
  implications	
  of	
  the	
  above	
  two	
  bullets	
  is	
  inexorable	
  in	
  light	
  of	
  the	
  generation	
  squeeze	
  in	
  America	
  
for	
  the	
  cost	
  of	
  NOT	
  acting	
  to	
  prevent	
  early	
  mental,	
  emotional,	
  behavioral,	
  and	
  related	
  physical	
  
disorders:	
  	
  
	
  

1) Every	
  business	
  in	
  America	
  will	
  have	
  less	
  talent	
  to	
  draw	
  from	
  for	
  productive,	
  healthy	
  
employees,	
  leaders	
  and	
  innovators.	
  

2) Every	
  business	
  stands	
  to	
  have	
  fewer	
  customers	
  (directly	
  or	
  indirectly)	
  with	
  resources	
  to	
  
buy	
  products	
  and	
  services	
  in	
  America.	
  

3) Every	
  business	
  in	
  America	
  will	
  be	
  less	
  able	
  to	
  compete	
  with	
  the	
  other	
  rich	
  democracies	
  who	
  
NOT	
  rationing	
  universal	
  access	
  to	
  prevention	
  for	
  mental,	
  emotional,	
  behavioral	
  and	
  related	
  
physical	
  disorders.	
  

4) Economic	
  disparities	
  will	
  increase,	
  and	
  overall	
  family	
  income	
  will	
  fall	
  relatively	
  faster	
  in	
  
America	
  because	
  of	
  the	
  excess	
  morbidity	
  and	
  mortality	
  compared	
  to	
  the	
  other	
  rich	
  
democracies.	
  

5) Every	
  American	
  community	
  will	
  be	
  less	
  safe	
  directly	
  from	
  the	
  prevalence	
  of	
  the	
  disorders,	
  
and	
  indirectly	
  because	
  decline	
  in	
  resources	
  to	
  assure	
  health	
  and	
  safety.	
  

6) The	
  Generation	
  Squeeze	
  may	
  become	
  generational	
  conflict	
  for	
  survival.	
  
	
  
Thus	
  there	
  is	
  no	
  economic	
  reason	
  to	
  delay	
  action	
  to	
  protect	
  the	
  current	
  and	
  future	
  generations.	
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Reducing	
  Severity	
  of	
  Current	
  Mental	
  Illness,	
  Aggression	
  and/or	
  Substance	
  Abuse	
  
What	
  many	
  do	
  not	
  know	
  is	
  that	
  it	
  is	
  possible	
  to	
  reduce	
  existing	
  aggression,	
  serious	
  mental	
  illness	
  
symptoms,	
  and	
  serious	
  substance	
  abuse	
  using	
  scientifically	
  proven,	
  cost-­‐effective	
  strategies	
  rapidly	
  
without	
  the	
  use	
  of	
  psychotropic	
  medications	
  or	
  coercive	
  measures.	
  We	
  bring	
  to	
  attention	
  three	
  of	
  
these	
  strategies	
  with	
  robust	
  science	
  yet	
  miniscule	
  implementation	
  in	
  America.	
  
	
  

• The	
  Prize	
  or	
  Fish	
  Bowl	
  Reinforcement	
  Strategy.	
  The	
  “Fish”	
  or	
  “Prize”	
  Bowl	
  is	
  perhaps	
  the	
  
single-­‐most	
  proven	
  strategy	
  to	
  reduce	
  substance	
  abuse	
  disorders	
  in	
  the	
  world,	
  with	
  the	
  bulk	
  
of	
  the	
  research	
  on	
  it	
  funded	
  by	
  the	
  National	
  Institute	
  on	
  Drug	
  Abuse	
  [25-­‐44],	
  and	
  the	
  studies	
  
on	
  this	
  technique	
  span	
  more	
  than	
  15	
  years	
  and	
  the	
  more	
  basic	
  science	
  for	
  more	
  than	
  30	
  
years.	
  	
  The	
  operational	
  principle	
  involves	
  individuals	
  or	
  groups	
  earning	
  random,	
  variable	
  
valuable	
  “prizes”	
  for	
  engaging	
  in	
  being	
  clean	
  and	
  sober	
  plus	
  recovery	
  or	
  treatment	
  related	
  
behaviors.	
  	
  A	
  causal	
  observer	
  would	
  say	
  this	
  is	
  “drug	
  court”	
  without	
  “drug	
  court”;	
  the	
  
strategy	
  can	
  be	
  used	
  in	
  any	
  community	
  context—without	
  drug	
  court—successfully	
  for	
  both	
  
substance	
  abuse	
  and	
  co-­‐morbid	
  mental	
  or	
  behavioral	
  health	
  problems.	
  The	
  strategy	
  works	
  
well	
  with	
  adults	
  and	
  adolescents.	
  While	
  the	
  Federal	
  Government	
  has	
  paid	
  handsomely	
  for	
  
this	
  strategy	
  that	
  can	
  be	
  learned	
  from	
  a	
  simple,	
  low-­‐cost	
  manual	
  available	
  at	
  Amazon	
  [25],	
  a	
  
whole	
  tangle	
  of	
  rules	
  and	
  regulations	
  prevent	
  this	
  strategy	
  from	
  being	
  widely	
  used.	
  
Additionally,	
  payments	
  for	
  treatment	
  at	
  community	
  levels	
  are	
  based	
  typically	
  on	
  time	
  in	
  
treatment	
  rather	
  than	
  recovery	
  and	
  engagement	
  in	
  in	
  a	
  clean,	
  sober	
  and	
  successful	
  life.	
  The	
  
policy	
  and	
  recommendation	
  section.	
  [Note:	
  PAXIS	
  Institute	
  does	
  not	
  publish	
  the	
  manual	
  for	
  
this	
  intervention,	
  but	
  has	
  promoted	
  and	
  given	
  training	
  on	
  the	
  use	
  of	
  the	
  intervention	
  as	
  well	
  as	
  
delivered	
  services	
  using	
  the	
  intervention.]	
  

• Psychosis,	
  Aggression	
  &	
  PTSD	
  Prevention	
  Strategy.	
  Psychosis,	
  PTSD,	
  and	
  histories	
  of	
  
impulsive	
  aggression	
  or	
  personality	
  disorders	
  significantly	
  elevate	
  risk	
  of	
  homicides,	
  
suicides,	
  or	
  the	
  especially	
  lethal	
  combination	
  of	
  both	
  that	
  characterizes	
  many	
  of	
  the	
  recent	
  
mass	
  shootings.	
  The	
  National	
  Institute	
  on	
  Alcohol	
  Abuse	
  and	
  Alcoholism	
  has	
  lead	
  the	
  way	
  
on	
  both	
  epidemiological	
  [45-­‐50]	
  and	
  intervention	
  research	
  [51-­‐54]	
  using	
  high-­‐cost	
  effective	
  
strategy,	
  omega-­‐3	
  fatty	
  acid.	
  Correct	
  formulations	
  of	
  omega-­‐3	
  reduce	
  borderline	
  personality	
  
disorder	
  [55],	
  prevents	
  first	
  episode	
  psychosis	
  [12],	
  reduces	
  suicidal	
  	
  or	
  serious	
  violent	
  
behaviors	
  [49,	
  50,	
  56-­‐58]	
  including	
  among	
  U.S.	
  military	
  service	
  members	
  [59].	
  	
  Also,	
  
Grandmother’s	
  Nostrum,	
  omega-­‐3	
  (aka	
  Cod	
  Liver	
  Oil	
  from	
  the	
  past),	
  has	
  evidence	
  of	
  
reducing	
  or	
  ameliorating	
  multiple	
  mental,	
  emotional,	
  behavioral,	
  and	
  related	
  physical	
  
disorders	
  with	
  no	
  appreciable	
  side	
  effects	
  [60-­‐66].	
  [Note:	
  Neither	
  PAXIS	
  Institute	
  or	
  any	
  of	
  its	
  
staff	
  derive	
  any	
  income	
  from	
  any	
  omega-­‐3	
  product,	
  though	
  PAXIS	
  has	
  advised	
  on	
  selected	
  
studies	
  of	
  omega-­‐3	
  including	
  the	
  trial	
  presently	
  being	
  conducted	
  by	
  NIAAA	
  in	
  cooperation	
  with	
  
the	
  Department	
  of	
  Defense.]	
  

• Significantly	
  Reducing	
  Relapse	
  from	
  Psychosis.	
  Psychosis	
  is	
  one	
  of	
  the	
  most	
  hazardous	
  states	
  
of	
  a	
  major	
  mental	
  illness—both	
  in	
  terms	
  of	
  safety	
  of	
  the	
  patient	
  and	
  safety	
  of	
  others.	
  Once	
  a	
  
psychosis	
  has	
  happened,	
  the	
  probability	
  of	
  relapse	
  is	
  quite	
  high—even	
  with	
  medications.	
  	
  
Standard	
  cognitive-­‐behavioral	
  therapy	
  (CBT)	
  has	
  therapists	
  teach	
  patients	
  who	
  have	
  
psychosis	
  a	
  variety	
  of	
  “thought-­‐stopping”	
  strategies;	
  whereas	
  Acceptance	
  and	
  Commitment	
  
Therapy	
  (ACT,	
  which	
  is	
  3rd	
  generation	
  version	
  of	
  CBT,	
  essentially	
  teaches	
  patients	
  to	
  just	
  
notice	
  the	
  thoughts,	
  feelings,	
  and	
  sensations	
  without	
  investing	
  any	
  effort	
  to	
  stop	
  them	
  or	
  
argue	
  about	
  their	
  “believability”	
  [67-­‐69],	
  or	
  as	
  the	
  authors	
  said:	
  teaching	
  patients	
  to	
  “…focus	
  
on	
  actions	
  directed	
  toward	
  valued	
  goals;	
  and	
  to	
  defuse	
  from	
  odd	
  cognition,	
  just	
  noticing	
  
thoughts	
  rather	
  than	
  treating	
  them	
  as	
  either	
  true	
  or	
  false”	
  [70,	
  71].	
  The	
  ACT	
  intervention	
  
took	
  a	
  modest	
  about	
  of	
  time,	
  but	
  cut	
  psychosis	
  and	
  readmission	
  relapse	
  by	
  half	
  180	
  days	
  
[70]	
  and	
  by	
  about	
  80%	
  a	
  year	
  later	
  [71]—with	
  both	
  CBT	
  and	
  ACT	
  groups	
  having	
  the	
  same	
  
level	
  of	
  medication	
  compliance.	
  	
  This	
  ACT	
  strategy	
  should	
  be	
  widely	
  defused	
  for	
  emergency	
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room	
  personnel,	
  crisis	
  teams,	
  and	
  for	
  any	
  clinician	
  treating	
  chronically	
  or	
  severely	
  mental	
  
ill.	
  Training,	
  incentives	
  and	
  differential	
  reimbursement	
  for	
  implementing	
  this	
  superior	
  
protocol	
  could	
  have	
  a	
  rapid	
  impact	
  across	
  the	
  country	
  on	
  the	
  use	
  of	
  costly	
  emergency	
  
services,	
  reduce	
  utilization	
  of	
  expensive	
  crises	
  care,	
  increase	
  public	
  safety	
  and	
  personal	
  
safety	
  of	
  the	
  affected	
  persons,	
  and	
  improve	
  multiple	
  cost	
  and	
  wellbeing	
  indicators	
  for	
  less	
  
money	
  than	
  currently	
  spent.	
  [Note:	
  PAXIS	
  Institute	
  staff	
  have	
  authored	
  articles	
  with	
  the	
  
major	
  scientist	
  behind	
  the	
  creation	
  of	
  ACT].	
  

Universal	
  Protection	
  for	
  America’s	
  Children	
  Against	
  Mental,	
  Emotional,	
  and	
  Behavioral	
  
Disorders—Including	
  Violence	
  

What	
  history	
  does	
  the	
  United	
  States	
  have	
  for	
  dealing	
  successfully	
  with	
  an	
  epidemic	
  among	
  its	
  
children?	
  	
  The	
  most	
  remarkable	
  is	
  the	
  push	
  to	
  contain	
  and	
  control	
  polio.	
  There	
  are	
  lessons	
  to	
  be	
  
applied	
  today	
  for	
  rapid	
  translation	
  from	
  science	
  to	
  practice	
  [72].	
  It	
  is	
  important	
  to	
  mention	
  that	
  
only	
  six	
  years	
  elapsed	
  from	
  1949	
  of	
  the	
  “two	
  key	
  scientific	
  discoveries	
  were	
  made	
  that	
  allowed	
  for	
  
the	
  development	
  of	
  Salk’s	
  polio	
  vaccine	
  and	
  by	
  the	
  summer	
  of	
  1955	
  the	
  vaccine	
  was	
  in	
  mass	
  
production	
  and	
  available	
  to	
  the	
  public”	
  [72],	
  including	
  the	
  largest	
  clinical	
  trial	
  ever	
  undertaken	
  by	
  
Dr.	
  Thomas	
  Francis	
  and	
  his	
  team.	
  

The	
  Polio	
  Trials	
  
When	
  the	
  United	
  States	
  faced	
  the	
  Polio	
  Epidemic,	
  the	
  passion	
  of	
  leaders	
  like	
  the	
  March	
  of	
  Dimes	
  
funded	
  Jonas	
  Salk’s	
  study	
  of	
  some	
  7,000	
  children	
  that	
  proved	
  that	
  protection	
  from	
  and	
  prevention	
  
of	
  polio	
  [3,	
  73].	
  Salk’s	
  was	
  an	
  incredible	
  study,	
  yet	
  the	
  question	
  was	
  whether	
  that	
  science	
  could	
  be	
  
moved	
  to	
  practice	
  at	
  a	
  national	
  scale,	
  thereby	
  solving	
  the	
  epidemic	
  crisis	
  and	
  protecting	
  the	
  
population	
  from	
  paralytic	
  polio.	
  And	
  there	
  was	
  the	
  issue	
  of	
  potential	
  bias,	
  could	
  the	
  study	
  results	
  
have	
  been	
  the	
  work	
  of	
  an	
  eager-­‐beaver	
  scientist	
  and	
  foundation	
  that	
  wanted	
  the	
  world’s	
  attention.	
  	
  
Thus,	
  it	
  was	
  clear	
  that	
  a	
  larger,	
  randomized	
  field	
  trial	
  with	
  a	
  more	
  complex	
  design	
  would	
  required	
  
and	
  run	
  by	
  a	
  independent	
  investigative	
  team.	
  	
  Thus,	
  Dr.	
  Thomas	
  Francis	
  was	
  recruited	
  to	
  lead	
  this	
  
new	
  study	
  involving	
  1.8	
  million	
  school	
  children	
  from	
  some	
  217	
  sites	
  across	
  the	
  U.S.	
  [73]	
  Tens	
  of	
  
thousands	
  people	
  volunteered	
  to	
  help	
  implement	
  this	
  field	
  trial,	
  aiding	
  the	
  staff	
  of	
  100	
  scientists	
  
and	
  assistants	
  who	
  were	
  collecting	
  and	
  analyzing	
  data	
  when	
  there	
  were	
  only	
  punch	
  cards,	
  no	
  
personal	
  computers,	
  hand-­‐crank	
  calculators,	
  and	
  lots	
  of	
  number	
  2	
  pencils.	
  	
  Then	
  the	
  results	
  were	
  
announced	
  [72]	
  
	
  

On	
  April	
  12,	
  1955,	
  the	
  results	
  of	
  the	
  1954	
  Field	
  Trials	
  were	
  released	
  to	
  the	
  public	
  at	
  a	
  
national	
  press	
  conference	
  at	
  the	
  University	
  of	
  Michigan.	
  The	
  vaccine	
  was	
  shown	
  to	
  be	
  
virtually	
  as	
  safe	
  as	
  placebo.	
  In	
  areas	
  of	
  the	
  US	
  where	
  the	
  trials	
  were	
  conducted,	
  the	
  
incidence	
  of	
  paralytic	
  polio	
  dropped	
  by	
  nearly	
  20%	
  compared	
  to	
  previous	
  years	
  while	
  
there	
  was	
  little	
  change	
  in	
  the	
  incidence	
  of	
  paralytic	
  polio	
  in	
  other	
  parts	
  of	
  the	
  country.	
  
The	
  vaccine	
  demonstrated	
  a	
  72%	
  effectiveness	
  against	
  paralytic	
  polio	
  in	
  the	
  placebo	
  
controlled	
  trial.	
  Within	
  days,	
  five	
  pharmaceutical	
  companies	
  mass-­‐produced	
  the	
  
vaccine	
  and	
  vaccination	
  clinics	
  were	
  quickly	
  organized	
  nationwide.	
  

	
  
Note	
  that	
  the	
  vaccine	
  was	
  not	
  perfect,	
  but	
  as	
  the	
  earlier	
  graph	
  shows:	
  America	
  was	
  on	
  its	
  way	
  to	
  
eradicating	
  polio.	
  

The	
  Proposed	
  Good	
  Behavior	
  Game	
  Field	
  Trial	
  to	
  Protect	
  America’s	
  Young	
  People	
  
The	
  Good	
  Behavior	
  Game	
  was	
  invented	
  by	
  a	
  4th	
  grade	
  teacher,	
  and	
  its	
  first	
  scientifically	
  proven	
  
effects	
  were	
  published	
  in	
  1969	
  [74].	
  Forty-­‐four	
  years	
  later,	
  there	
  are	
  more	
  than	
  60	
  published	
  
studies	
  on	
  GBG	
  and	
  variations,	
  with	
  more	
  in	
  process	
  showing	
  the	
  benefits	
  and	
  the	
  limitations	
  of	
  the	
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practice	
  [13-­‐19,	
  75-­‐92].	
  	
  Good	
  Behavior	
  Game	
  (GBG)	
  has	
  probably	
  the	
  most	
  convincing	
  results	
  
across	
  cultures	
  [91].	
  	
  These	
  have	
  been	
  efficacy	
  trials,	
  proof	
  that	
  it	
  works—but	
  not	
  necessarily	
  
whether	
  it	
  is	
  scalable	
  in	
  the	
  real	
  world.	
  	
  
	
  
Since	
  early	
  2010,	
  there	
  has	
  been	
  growing	
  evidence	
  that	
  a	
  version	
  of	
  the	
  game,	
  called	
  the	
  PAX	
  Good	
  
Behavior	
  Game,*	
  is	
  highly	
  scalable	
  in	
  multiple	
  tests	
  across	
  about	
  25,000	
  primary	
  grade	
  students	
  in	
  
the	
  U.S.	
  and	
  Canada.	
  	
  The	
  Substance	
  Abuse	
  and	
  Mental	
  Health	
  Administration	
  has	
  funded	
  30	
  sites	
  all	
  
across	
  the	
  United	
  States	
  to	
  use	
  PAX	
  GBG—which	
  is	
  an	
  enhanced	
  version	
  of	
  GBG	
  designed	
  to	
  make	
  it	
  
easier	
  to	
  implement	
  and	
  more	
  reliable	
  in	
  producing	
  both	
  immediate	
  and	
  medium-­‐term	
  results	
  [13].	
  	
  
This	
  implementation	
  uses	
  a	
  continuous	
  improvement	
  model	
  of	
  monitoring	
  both	
  immediate	
  impact	
  
and	
  processes	
  to	
  tweak	
  impact.	
  For	
  example,	
  the	
  initial	
  demonstration	
  study	
  in	
  Canada	
  with	
  12	
  
whole	
  schools	
  showed	
  a	
  45%	
  in	
  the	
  classrooms	
  behaviors	
  that	
  predict	
  lifetime	
  risk	
  of	
  multiple,	
  
mental,	
  and	
  emotional	
  disorders	
  in	
  the	
  span	
  10	
  weeks	
  (REF).	
  	
  In	
  a	
  recent	
  rapid	
  scale	
  up	
  for	
  eight	
  
school	
  districts	
  across	
  the	
  country	
  supervised	
  by	
  the	
  Education	
  Development	
  Center,	
  those	
  show	
  
major	
  impact	
  in	
  185	
  classrooms	
  out	
  of	
  186	
  in	
  the	
  span	
  of	
  three	
  months.	
  	
  These	
  immediate	
  effects	
  
are	
  metaphorically	
  analogous	
  to	
  the	
  production	
  of	
  antibodies	
  against	
  polio,	
  signaling	
  there	
  is	
  likely	
  
longer-­‐term	
  protection.	
  	
  A	
  report	
  soon	
  to	
  be	
  presented	
  to	
  the	
  Cabinet	
  of	
  the	
  Government	
  of	
  
Manitoba	
  on	
  an	
  independent	
  effectiveness	
  trial	
  of	
  approximately	
  5,000	
  first	
  graders	
  shows	
  
significant	
  protection	
  against	
  multiple	
  clinical	
  indicators	
  of	
  future	
  mental,	
  emotional,	
  and	
  
behavioral	
  disorders.	
  
	
  
With	
  the	
  historic	
  trials	
  at	
  Johns	
  Hopkins,	
  replications	
  beginning	
  in	
  1999	
  through	
  the	
  present,	
  and	
  
new	
  experimental	
  studies	
  and	
  actual	
  implementation	
  trials	
  across	
  some	
  50,000	
  children,	
  it	
  is	
  clear	
  
that	
  there	
  is	
  a	
  robust,	
  practical	
  possibility	
  of	
  protecting	
  against,	
  averting	
  and	
  preventing	
  lifetime	
  
mental,	
  emotional,	
  and	
  behavioral	
  disorders	
  among	
  America’s	
  current	
  and	
  future	
  generations	
  of	
  
young	
  children.	
  
	
  
As	
  the	
  President	
  said,	
  “The	
  Time	
  Is,	
  Now.”	
  	
  The	
  question	
  is,	
  what	
  NOW	
  should	
  we	
  do?	
  The	
  best	
  
answer	
  is:	
  a	
  rapid,	
  national	
  field	
  trial	
  rather	
  like	
  the	
  landmark	
  national	
  U.S.	
  of	
  1.8	
  million	
  children	
  to	
  
protect	
  them	
  against	
  polio,	
  direct	
  by	
  Thomas	
  Francis	
  using	
  the	
  Salk	
  vaccine.	
  Here	
  are	
  suggested	
  
general	
  parameters	
  in	
  two	
  phases:	
  

Phase	
  1:	
  
The	
  purpose	
  is	
  to	
  demonstrate	
  rapidly	
  that	
  important	
  prevention	
  indicators	
  can	
  be	
  rapidly	
  
improved,	
  and	
  to	
  show	
  that	
  it	
  can	
  happen	
  in	
  every	
  state,	
  many	
  diverse	
  communities	
  while	
  creating	
  
buy-­‐in	
  among	
  multiple	
  silos	
  of	
  state	
  governments	
  and	
  relevant	
  implementation	
  and	
  evaluation	
  
infrastructure	
  for	
  Phase	
  2	
  event	
  involving	
  an	
  estimated	
  1,000,	
  000	
  children.	
  
	
  
Table	
  2:	
  	
  Early	
  Wins	
  Demonstration	
  and	
  Infrastructure	
  Building	
  in	
  Every	
  State	
  and	
  Selected	
  Tribes	
  	
  

Phase	
  1	
  Action	
   Rationale	
  

1. Invite	
  states	
  and	
  tribes	
  to	
  implement	
  a	
  small	
  
waitlist	
  control	
  study	
  of	
  30-­‐40	
  classrooms	
  
(Grade	
  One	
  or	
  Grade	
  One	
  Combos)	
  as	
  proof	
  of	
  
concept	
  for	
  each	
  political	
  jurisdiction	
  that	
  it	
  
might	
  work	
  there.	
  

Every	
  region	
  in	
  America	
  needs	
  to	
  be	
  
represented,	
  since	
  there	
  is	
  no	
  community	
  that	
  is	
  
immune	
  just	
  like	
  no	
  community	
  was	
  immune	
  
from	
  the	
  polio	
  epidemic.	
  	
  Each	
  successful	
  
application	
  would	
  receive	
  approximately	
  $250	
  
to	
  $500K	
  for	
  24	
  months.	
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Phase	
  1	
  Action	
   Rationale	
  

2. Successful	
  applicants	
  would	
  have	
  to	
  have	
  
MOU’s	
  or	
  similar	
  endorsements	
  across	
  
government	
  agencies	
  of	
  Education,	
  Health	
  
(Medicaid,	
  physical,	
  substance	
  abuse,	
  mental	
  
health),	
  Justice,	
  appropriate	
  heads	
  of	
  
legislative	
  committees,	
  and	
  the	
  Governor’s	
  
Office.	
  	
  The	
  MOU	
  would	
  involve	
  a	
  commitment	
  
from	
  a	
  private	
  donor	
  or	
  business	
  in	
  their	
  
impacted	
  area,	
  as	
  well	
  as	
  a	
  media	
  co-­‐sponsor.	
  

This	
  is	
  part	
  of	
  the	
  social	
  marketing	
  and	
  policy	
  
development	
  about	
  the	
  depth	
  of	
  the	
  epidemic	
  of	
  
mental,	
  emotional,	
  and	
  behavioral	
  disorders	
  to	
  
breakdown	
  the	
  silos,	
  so	
  that	
  warring	
  factions	
  
come	
  to	
  see	
  they	
  are	
  in	
  the	
  same	
  lifeboat	
  for	
  the	
  
future	
  of	
  their	
  state	
  or	
  tribe.	
  	
  Additionally,	
  the	
  
involvement	
  of	
  a	
  private	
  donor	
  or	
  business	
  plus	
  
local	
  media	
  de-­‐stigmatize	
  and	
  mobilize	
  the	
  
effort.	
  

3. Successful	
  applicants	
  would	
  have	
  to	
  have	
  
qualified	
  evaluation/research	
  partner	
  in	
  their	
  
political	
  jurisdiction.	
  

The	
  aim	
  here	
  is	
  to	
  build	
  state’s/tribes	
  capacity	
  
to	
  engage	
  in	
  the	
  larger	
  trial,	
  as	
  well	
  as	
  to	
  build	
  
capacity	
  for	
  local	
  research	
  that	
  would	
  advance	
  
the	
  effectiveness	
  of	
  the	
  interventions	
  nationally	
  
and	
  locally,	
  better	
  meeting	
  unique	
  needs	
  that	
  
may	
  exist	
  across	
  the	
  country.	
  

4. Successful	
  applicants	
  would	
  form	
  an	
  advisory	
  
panel	
  to	
  review	
  and	
  make	
  recommendations	
  
and	
  comments	
  processes,	
  measures,	
  and	
  
outcomes	
  achieved	
  locally.	
  

This	
  input	
  would	
  be	
  of	
  great	
  assistance	
  in	
  
preparing	
  for	
  a	
  much	
  larger	
  field	
  trial,	
  and	
  
would	
  allow	
  for	
  the	
  better	
  identification	
  of	
  
strategies	
  that	
  might	
  enhance	
  primary	
  effects	
  
that	
  could	
  be	
  tested	
  in	
  a	
  larger	
  trial.	
  

5. Successful	
  applicants	
  would	
  collect	
  not	
  only	
  
primary	
  outcome	
  data	
  but	
  also	
  
implementation	
  data.	
  Additionally	
  they	
  would	
  
be	
  required	
  to	
  document	
  social	
  validity	
  with	
  
recorded	
  interviews	
  with	
  teachers,	
  children	
  
and	
  families.	
  

With	
  local	
  video	
  examples,	
  promotion,	
  training	
  
and	
  recruitment	
  of	
  sites	
  in	
  the	
  political	
  
jurisdiction	
  will	
  be	
  significantly	
  better.	
  Further,	
  
the	
  jurisdictions	
  will	
  have	
  greater	
  pride	
  and	
  
investment.	
  

6. Success	
  applicants	
  and	
  their	
  teams	
  would	
  
become	
  part	
  of	
  a	
  learning	
  community	
  across	
  
North	
  America	
  implementing	
  these	
  
procedures.	
  

This	
  will	
  provide	
  for	
  rapid	
  learning	
  of	
  needed	
  
adaptions	
  or	
  interfering	
  problems,	
  for	
  which	
  
solutions	
  can	
  be	
  co-­‐created	
  quickly.	
  

7. Successful	
  applicants	
  would	
  be	
  required	
  to	
  
provide	
  pooled	
  data	
  for	
  a	
  meta-­‐analysis	
  
across	
  sites,	
  and	
  submit	
  their	
  study	
  to	
  a	
  peer-­‐
reviewed	
  journal.	
  

This	
  will	
  greatly	
  increase	
  the	
  internal	
  and	
  
external	
  validity	
  of	
  the	
  effort	
  to	
  prevent	
  mental,	
  
emotional,	
  and	
  behavioral	
  disorders—as	
  these	
  
are	
  systematic	
  replications	
  across	
  the	
  USA.	
  

	
  
The	
  estimated	
  cost	
  of	
  Phase	
  1	
  is	
  $30	
  to	
  $45	
  million,	
  over	
  the	
  course	
  of	
  18-­‐24	
  months.	
  	
  It	
  is	
  
suggested	
  that	
  each	
  site	
  in	
  state	
  or	
  among	
  the	
  Federally	
  Recognized	
  Tribes	
  dedicate	
  their	
  project	
  
after	
  a	
  grade	
  one	
  child	
  who	
  lost	
  his	
  or	
  her	
  life	
  as	
  the	
  result	
  of	
  community-­‐level	
  violence	
  that	
  this	
  
major	
  effort	
  is	
  attempting	
  to	
  pioneer	
  universal	
  protection	
  from.	
  

Phase	
  2:	
  
The	
  purpose	
  of	
  Phase	
  2	
  is	
  to	
  test	
  the	
  main	
  preventive	
  effects	
  and	
  factorial	
  innovations	
  that	
  might	
  
improve	
  effectiveness	
  of	
  a	
  universal	
  behavioral	
  vaccine	
  to	
  protect	
  America’s	
  children	
  from	
  
morbidity	
  of	
  mental,	
  emotional,	
  and	
  behavioral	
  disorders	
  using	
  some	
  of	
  America’s	
  finest	
  preventive	
  
strategies.	
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Phase	
  2	
  represents	
  a	
  significant	
  investment,	
  just	
  as	
  the	
  nearly	
  $18	
  million	
  did	
  in	
  1953	
  by	
  the	
  March	
  
of	
  Dimes	
  for	
  the	
  Salk	
  Vaccine	
  across	
  1.8	
  million	
  children,	
  directed	
  by	
  Dr.	
  Thomas	
  Francis.	
  	
  Today	
  
that	
  trial	
  would	
  easily	
  cost	
  $200	
  million.	
  	
  The	
  estimated	
  cost	
  of	
  the	
  national	
  field	
  study	
  to	
  protect	
  
America’s	
  children	
  is	
  $275	
  to	
  $320	
  million,	
  since	
  the	
  implementation	
  of	
  the	
  protective	
  behavioral	
  
vaccine	
  is	
  more	
  labor	
  intensive	
  than	
  2-­‐3	
  vaccination	
  shots	
  that	
  can	
  be	
  mobilized	
  en	
  masse.	
  
	
  
Table	
  3:	
  National	
  Field	
  Trial	
  to	
  Protect	
  All	
  Children	
  From	
  Mental,	
  Emotional,	
  and	
  Behavioral	
  Disorders	
  

Action	
   Rationale	
  

1. Lessons	
  learned	
  from	
  the	
  smaller	
  effort	
  will	
  
be	
  incorporated	
  in	
  the	
  solicitation,	
  
implementation,	
  measurement,	
  and	
  
innovations.	
  

This	
  provides	
  for	
  learning	
  and	
  responsiveness	
  to	
  
regional	
  or	
  local	
  needs,	
  as	
  well	
  as	
  learning	
  from	
  
the	
  difficulties	
  that	
  may	
  be	
  been	
  experienced	
  
earlier.	
  

2. Invite	
  2,000	
  diverse	
  communities	
  (frontier,	
  
rural,	
  suburban,	
  urban	
  and	
  tribal)	
  to	
  submit	
  
letters	
  of	
  intent	
  to	
  participate,	
  with	
  
commitments	
  for	
  conditions	
  of	
  the	
  field	
  trial.	
  

Every	
  community	
  in	
  America	
  needs	
  to	
  be	
  
represented,	
  since	
  there	
  is	
  no	
  community	
  that	
  is	
  
immune	
  just	
  like	
  no	
  community	
  was	
  immune	
  
from	
  the	
  polio	
  epidemic.	
  

3. Appoint	
  an	
  independent	
  scientific	
  team(s)	
  for	
  
measuring	
  and	
  analyzing	
  immediate,	
  mid-­‐
level	
  and	
  long-­‐term	
  outcomes	
  along	
  with	
  
implementation	
  variables.	
  	
  	
  

This	
  preserves	
  the	
  credibility	
  of	
  this	
  effort	
  for	
  
the	
  American	
  people,	
  just	
  like	
  Dr.	
  Thomas	
  
Francis’	
  leadership	
  created	
  the	
  integrity	
  for	
  the	
  
polio	
  trial.	
  

4. Randomize	
  by	
  communities,	
  schools	
  and	
  
classrooms	
  to	
  receive	
  the	
  enhanced	
  Good	
  
Behavior	
  Game	
  or	
  wait-­‐list	
  control	
  based	
  on	
  
implementation	
  waves	
  (See	
  the	
  Society	
  for	
  
Prevention	
  Science	
  for	
  rational	
  in	
  the	
  
“Standards	
  of	
  Evidence”	
  paper	
  [93].)	
  	
  Note:	
  A	
  
behavioral	
  policy	
  intervention	
  cannot	
  be	
  
evaluated	
  with	
  placebo	
  control.	
  

There	
  is	
  evidence	
  that	
  school	
  and	
  classroom	
  
make	
  a	
  difference,	
  and	
  this	
  allows	
  for	
  
understanding	
  how	
  to	
  improve	
  effects.	
  

5. Invite	
  scientists	
  and	
  communities	
  to	
  propose	
  
variations	
  to	
  be	
  added	
  in	
  factorial	
  designs,	
  
which	
  would	
  be	
  reviewed	
  by	
  multiple	
  
National	
  Institute	
  of	
  Health	
  (e.g.	
  NICHHD,	
  
NIMH,	
  NIDA,	
  NIAAA,	
  NCI)	
  as	
  well	
  as	
  
appropriate	
  CDC	
  branches	
  and	
  the	
  Institute	
  of	
  
Educational	
  Sciences.	
  

The	
  addition	
  of	
  a	
  factorial	
  design	
  on	
  top	
  of	
  the	
  
main	
  design	
  would	
  allow	
  for	
  assessment	
  of	
  
main	
  effects	
  as	
  well	
  as	
  measure	
  synergy	
  for	
  
enhancements	
  or	
  other	
  theoretically	
  useful	
  
ideas	
  indicated	
  from	
  prior	
  research.	
  For	
  
example,	
  would	
  improving	
  children’s	
  sleep,	
  
restricting	
  media	
  access,	
  increasing	
  physical	
  
activities,	
  providing	
  simple	
  parenting	
  supports	
  
for	
  every	
  family,	
  or	
  adding	
  omega-­‐3	
  to	
  the	
  diet	
  
synergistically	
  improve	
  outcomes	
  as	
  other	
  
studies	
  in	
  the	
  2009	
  Institute	
  of	
  Medicine	
  
Report	
  suggest?	
  	
  Rapid	
  deployment	
  of	
  peer-­‐
reviewed	
  factorial	
  additions	
  to	
  the	
  main	
  study	
  
could	
  significantly	
  enhance	
  prevention	
  
benefits.	
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Action	
   Rationale	
  

6. Implement	
  a	
  randomized,	
  control	
  trial	
  of	
  1	
  
million	
  (out	
  of	
  4	
  million)	
  grade	
  one	
  children,	
  
which	
  would	
  follow	
  children	
  for	
  three	
  years	
  
and	
  set	
  up	
  the	
  study	
  for	
  long	
  follow-­‐up.	
  

This	
  allows	
  for	
  adequate	
  sample	
  size	
  to	
  test	
  
variations	
  and	
  establish	
  sub-­‐analyses	
  across	
  
ethnicity,	
  gender,	
  race,	
  regional	
  cultures,	
  types	
  
of	
  communities,	
  etc.	
  	
  Past	
  studies	
  on	
  the	
  Good	
  
Behavior	
  Game	
  begin	
  to	
  show	
  major	
  prevention	
  
of	
  mental,	
  emotional,	
  and	
  behavioral	
  disorders	
  
by	
  3rd	
  grade.	
  More	
  recent	
  studies	
  and	
  efforts	
  
with	
  the	
  enhanced	
  version	
  have	
  shown	
  faster	
  
effects.	
  Still	
  there	
  is	
  a	
  need	
  to	
  get	
  a	
  better	
  
picture	
  of	
  the	
  effects	
  and	
  cost	
  savings.	
  

Funding	
  Such	
  a	
  National	
  Early	
  Protection	
  Trial	
  
The	
  first	
  question	
  how	
  do	
  we	
  fund	
  such	
  a	
  national	
  effort.	
  	
  The	
  first	
  response	
  to	
  that	
  question	
  
involves	
  laying	
  the	
  two	
  cited	
  recent	
  Institute	
  of	
  Medicine	
  Reports	
  on	
  the	
  table	
  from	
  the	
  first	
  page	
  [1,	
  
94],	
  then	
  laying	
  down	
  the	
  Mission	
  Readiness	
  Report	
  showing	
  how	
  all	
  these	
  conditions	
  have	
  
completely	
  undermined	
  our	
  ability	
  to	
  field	
  our	
  armed	
  services	
  [95],	
  look	
  at	
  the	
  declining	
  share	
  of	
  
small	
  businesses	
  in	
  America	
  compared	
  to	
  the	
  other	
  OECD	
  countries	
  with	
  healthier,	
  smarter	
  and	
  
more	
  mentally	
  nimble	
  population	
  (ref),	
  and	
  then	
  look	
  at	
  the	
  simple	
  math	
  of	
  increasing	
  health-­‐care	
  
costs	
  and	
  related	
  social	
  programs.	
  	
  We	
  cannot—NOT—take	
  action—no	
  more	
  than	
  a	
  captain	
  of	
  a	
  
ship	
  cannot	
  plug	
  a	
  hole	
  in	
  the	
  hull	
  of	
  ship	
  or	
  put	
  out	
  a	
  fire	
  on	
  that	
  ship.	
  	
  Since	
  break-­‐even	
  happens	
  in	
  
a	
  year	
  or	
  two,	
  the	
  compelling	
  case	
  for	
  action	
  is	
  both	
  economic	
  and	
  social.	
  	
  Thus,	
  here	
  is	
  how	
  this	
  
effort	
  can	
  be	
  paid	
  for	
  out	
  of	
  exciting	
  streams:	
  
	
  
	
  
Funding	
  Action	
  Phase	
  1	
  Study	
   Funding	
  Rationale	
  

• Ask	
  multiple	
  major	
  public	
  and	
  private	
  
foundations	
  to	
  make	
  $1	
  to	
  $5	
  contributions	
  
and	
  local	
  United	
  Ways	
  or	
  other	
  local	
  funders	
  
to	
  participate	
  at	
  small	
  but	
  important	
  
percentage.	
  

This	
  springs	
  the	
  effort	
  into	
  rapid	
  action	
  while	
  
the	
  nation	
  is	
  concerned,	
  and	
  every	
  state	
  will	
  
benefit	
  as	
  will	
  sample	
  tribes.	
  	
  We	
  will	
  know	
  if	
  it	
  
works	
  in	
  those	
  local	
  places,	
  which	
  is	
  important	
  
to	
  sustainability.	
  

• Ask	
  national	
  Medicaid	
  authority	
  to	
  approve	
  
reimbursement	
  of	
  appropriately	
  licensed	
  and	
  
trained	
  professionals	
  from	
  the	
  sites	
  to	
  
implement	
  the	
  strategy	
  as	
  part	
  of	
  a	
  health-­‐
care	
  reform	
  and	
  prevention	
  effort.	
  

This	
  provides	
  a	
  test	
  of	
  a	
  potentially	
  cost	
  
effective	
  way	
  to	
  reduced	
  costs	
  associated	
  with	
  
the	
  exploding	
  use	
  of	
  psychotropic	
  medications	
  
among	
  children,	
  and	
  a	
  more	
  effective	
  
intervention	
  that	
  currently	
  reimbursed	
  
procedures.	
  

• Ask	
  Governors	
  to	
  commit	
  xx%	
  of	
  the	
  
Substance	
  Abuse	
  Block	
  Grant	
  funds	
  for	
  
prevention	
  for	
  this	
  effort.	
  

These	
  are	
  existing	
  funds	
  in	
  the	
  pipeline,	
  and	
  a	
  
commitment	
  of	
  $50K	
  to	
  $100k	
  would	
  
significantly	
  invest	
  each	
  Governor	
  in	
  the	
  
outcome.	
  

• Ask	
  the	
  Executive	
  Branch	
  to	
  $10	
  to	
  $20	
  
million	
  from	
  the	
  ACA	
  prevention	
  fund.	
  

These	
  funds	
  exist,	
  and	
  were	
  originally	
  
appropriated	
  for	
  these	
  types	
  of	
  purposes.	
  

• Commitment	
  some	
  existing,	
  other	
  HHS	
  or	
  
Department	
  of	
  Education	
  funds	
  for	
  this	
  
purpose;	
  or	
  grant	
  waivers	
  for	
  states	
  to	
  use	
  

This	
  is	
  a	
  very	
  small	
  national	
  project	
  in	
  terms	
  of	
  
budget,	
  but	
  with	
  high	
  impact.	
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some	
  existing	
  appropriations	
  for	
  this	
  
purpose.	
  

	
  
	
  
	
  
Funding	
  Action	
  Phase	
  2	
  Study	
   Funding	
  Rationale	
  

• Create	
  Pay	
  for	
  Success	
  Investment	
  Bonds	
  
(aka,	
  Social	
  Impact	
  Bonds)	
  based	
  on	
  the	
  Phase	
  
1	
  success.	
  

This	
  makes	
  prevention	
  of	
  lifetime	
  mental,	
  
emotional,	
  and	
  behavioral	
  disorders	
  an	
  
investment	
  grade	
  opportunity.	
  	
  

• Allocate	
  additional	
  funds	
  from	
  the	
  Prevention	
  
Fund	
  

Again	
  this	
  is	
  the	
  purpose	
  of	
  the	
  fund.	
  

• Broaden	
  reimbursement	
  of	
  implementation	
  
by	
  Medicaid	
  of	
  Phase	
  1	
  is	
  successful.	
  

This	
  makes	
  the	
  federal	
  government	
  a	
  
differential	
  investor	
  in	
  success.	
  

• Allocate	
  a	
  portion	
  of	
  the	
  Substance	
  Abuse	
  
Block	
  Grant	
  for	
  this	
  purpose,	
  administered	
  by	
  
SAMHSA	
  

This	
  intervention	
  has	
  the	
  most	
  robust	
  early	
  
prevention	
  on	
  lifetime	
  substance	
  abuse	
  of	
  any	
  
elementary	
  school	
  program	
  in	
  the	
  world.	
  

• Allocate	
  a	
  portion	
  of	
  the	
  Mental	
  Health	
  Block	
  
Grant	
  to	
  this	
  purpose,	
  administered	
  by	
  
SAMSHA	
  

This	
  intervention	
  has	
  larger	
  preventive	
  effects	
  
on	
  lifetime	
  multiple	
  mental	
  illnesses	
  than	
  any	
  
other	
  validated	
  early	
  elementary	
  school	
  
program.	
  

• Allocate	
  a	
  portion	
  of	
  the	
  Title	
  V	
  Maternal	
  &	
  
Child	
  Health	
  Block	
  Grant,	
  administered	
  by	
  
HRSA	
  

This	
  strategy	
  addresses	
  a	
  portion	
  of	
  the	
  special	
  
service	
  needs	
  of	
  targeted	
  populations,	
  better	
  
than	
  existing	
  strategies	
  without	
  stigma.	
  

• Allocate	
  a	
  small	
  portion	
  from	
  Office	
  of	
  Special	
  
Education	
  and	
  Rehabilitative	
  Services	
  
(OSERS)	
  to	
  support	
  certain	
  aspects.	
  

This	
  project	
  provides	
  effective	
  behavioral	
  
supports	
  that	
  are	
  preventative,	
  that	
  are	
  
sustainable	
  in	
  non-­‐stigmatizing	
  way.	
  

• Create	
  funding	
  drive	
  for	
  citizens	
  like	
  the	
  
March	
  of	
  Dimes,	
  management	
  by	
  a	
  very	
  
responsible	
  entity.	
  	
  This	
  would	
  be	
  the	
  March	
  
of	
  Dollars,	
  not	
  dimes	
  given	
  current	
  inflation	
  
from	
  1953.	
  

This	
  would	
  give	
  normal,	
  everyday	
  citizens	
  to	
  be	
  
involved.	
  

• Recruit	
  licenses	
  for	
  promotional	
  products	
  and	
  
sponsorships	
  from	
  private	
  businesses.	
  

This	
  model	
  has	
  been	
  used	
  in	
  prior	
  major	
  efforts	
  
by	
  PAXIS	
  Institute,	
  and	
  by	
  many	
  other	
  entities.	
  

	
  

Implementing	
  Recommended	
  Practices	
  for	
  More	
  Effective	
  Treatment	
  and	
  
Interventions	
  for	
  Existing	
  Persons	
  with	
  Mental,	
  Emotional	
  and	
  Behavioral	
  Disorders	
  
associated	
  with	
  Violence	
  
The	
  recommended	
  scientifically	
  proven	
  better	
  treatments	
  and	
  early	
  interventions	
  can	
  be	
  
completely	
  funded	
  under	
  numerous	
  existing	
  sources.	
  Potential	
  actions,	
  reasons,	
  and	
  benefits	
  are	
  
listed	
  in	
  the	
  table	
  below.	
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Table	
  4:	
  Actions	
  to	
  Implement	
  Better	
  Treatment	
  and	
  Interventions	
  

Policy	
  Action	
  (Briefly)	
   Rationale	
   Predicted	
  Benefits	
   Citations	
  

Authorize	
  
reimbursement	
  of	
  high-­‐
quality	
  omega-­‐3	
  for	
  
Medicaid,	
  SCHIP,	
  VA,	
  and	
  
DOD	
  patients	
  for	
  DSM-­‐IV	
  
diagnoses	
  or	
  from	
  
pregnant	
  mothers,	
  based	
  
on	
  research	
  funded	
  by	
  
NIAAA	
  

Substantial	
  evidence	
  from	
  NIH	
  
sponsored	
  research	
  and	
  
international	
  replications	
  shows	
  
omega-­‐3	
  reduces	
  mental	
  health	
  
symptoms	
  related	
  to	
  aggression,	
  
violence	
  against	
  others	
  and	
  self	
  

Among	
  existing	
  patients	
  or	
  
prodromal	
  individuals,	
  
correct	
  doses	
  of	
  omega-­‐3	
  
reduce	
  the	
  risk	
  of	
  violence	
  
against	
  others	
  and	
  self,	
  and	
  
reduce	
  the	
  risk	
  of	
  relapse	
  of	
  
primary	
  symptoms	
  will	
  
reducing	
  the	
  health	
  burden	
  of	
  
psychotropic	
  meds.	
  

[12,	
  47,	
  49,	
  
50,	
  56,	
  59-­‐
62,	
  64,	
  96-­‐
109]	
  
	
  

Require	
  sub-­‐grantees	
  of	
  
mental	
  health	
  or	
  
substance	
  abuse	
  block	
  
grants	
  include	
  omega-­‐3	
  
in	
  their	
  treatments,	
  
unless	
  excluded	
  for	
  
medical	
  reasons,	
  based	
  
on	
  research	
  funded	
  by	
  
NIAAA	
  

See	
  above.	
  
Additionally,	
  the	
  use	
  of	
  omega-­‐3	
  
reduces	
  cravings,	
  impulsivity	
  and	
  
poor	
  cognitive	
  function	
  associated	
  
with	
  individuals	
  with	
  alcohol,	
  
tobacco	
  or	
  other	
  addictions.	
  

See	
  above.	
  
Faster	
  and	
  more	
  stable	
  
recovery;	
  fewer	
  relapses.	
  
Also	
  reduces	
  cardio-­‐vascular	
  
or	
  diabetic	
  events	
  associated	
  
with	
  addictions	
  

[51,	
  107,	
  
110-­‐115]	
  

Incentivize	
  providers	
  of	
  
mental	
  health	
  and/or	
  
addiction	
  services	
  to	
  use	
  
NIDA	
  funded	
  research	
  on	
  
the	
  Prize	
  Bowl	
  (a	
  variant	
  
of	
  contingency	
  
management)	
  for	
  high-­‐
risk	
  patients	
  or	
  high-­‐risk	
  
areas	
  

This	
  easy	
  to	
  use	
  strategy	
  has	
  large	
  
cost	
  and	
  outcome	
  advantage	
  over	
  
standard	
  community	
  treatments	
  in	
  
reducing	
  addictions,	
  re-­‐arrests,	
  and	
  
relapse—thereby	
  minimizing	
  crimes,	
  
violence,	
  and	
  suicide.	
  Reducing	
  
alcohol	
  and	
  drug	
  involvement	
  has	
  
both	
  direct	
  and	
  indirect	
  effects	
  on	
  
preventing	
  violence	
  against	
  others	
  
and	
  self.	
  

Rapid	
  reduction	
  in	
  re-­‐arrests,	
  
reduced	
  domestic	
  violence,	
  
and	
  violent	
  crime,	
  reduction	
  
in	
  HIV	
  and	
  other	
  sexually	
  
transmitted	
  diseases	
  
including	
  Hepatitis	
  C.	
  

[25,	
  30-­‐34,	
  
37,	
  41,	
  42]	
  

Incentivize	
  providers	
  to	
  
adopt	
  and	
  implement	
  
non-­‐pharmaceutical	
  
strategies	
  scientifically	
  
proven	
  to	
  reduce	
  first-­‐
episode	
  psychosis	
  and	
  
psychosis	
  relapse	
  

Federally	
  funded	
  studies	
  show	
  that	
  
low-­‐cost	
  ($20	
  to	
  $100),	
  scientifically	
  
sound,	
  non-­‐pharmaceutical	
  
strategies	
  published	
  in	
  high-­‐quality,	
  
peer-­‐reviewed	
  journals	
  can	
  either	
  
avert	
  first-­‐episode	
  psychosis	
  or	
  
relapse.	
  Other	
  countries	
  are	
  more	
  
aggressive	
  in	
  averting	
  first	
  episode	
  or	
  
repeated	
  psychosis	
  using	
  these	
  
strategies.	
  

First-­‐episode	
  psychosis	
  figure	
  
into	
  many	
  of	
  the	
  most	
  
notable	
  mass	
  shootings	
  in	
  the	
  
US	
  such	
  as	
  Tucson	
  and	
  
Aurora,	
  and	
  possibly	
  Sandy	
  
Hook.	
  

[12,	
  67,	
  70,	
  
71,	
  116]	
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Policy	
  Action	
  (Briefly)	
   Rationale	
   Predicted	
  Benefits	
   Citations	
  

Implement	
  the	
  above	
  in	
  
the	
  context	
  of	
  VA	
  and	
  
DOD	
  funded	
  treatment	
  
services	
  

These	
  strategies	
  have	
  strong	
  
application	
  for	
  military	
  service	
  
members	
  and	
  veterans	
  with	
  PTSD,	
  
suicidality	
  and	
  addictions.	
  

DOD	
  research,	
  not	
  known	
  to	
  
the	
  media	
  or	
  general	
  public,	
  
shows	
  that	
  MOST	
  suicides	
  by	
  
military	
  personnel	
  are	
  not	
  
predicted	
  by	
  combat	
  
exposure—but	
  more	
  by	
  
widespread	
  North	
  American	
  
epidemiological	
  factors.	
  

[59,	
  95,	
  
117]	
  

Require	
  the	
  use	
  of	
  
multiple,	
  low-­‐cost	
  
strategies	
  scientifically	
  
proven	
  to	
  reduce	
  relapse	
  
or	
  recidivism	
  among	
  
inmates	
  and	
  parolees	
  by	
  
contractors,	
  and	
  other	
  in	
  
correctional	
  facilities.	
  

Strategies	
  such	
  as	
  NIDA’s	
  “prize	
  
bowl”	
  and	
  goal/node	
  maps	
  as	
  well	
  as	
  
the	
  NIH/NIAAA	
  sponsored	
  studies	
  
omega-­‐3	
  and	
  vitamin	
  D3	
  have	
  been	
  
show	
  to	
  achieve	
  major	
  benefits,	
  but	
  
are	
  not	
  being	
  used	
  for	
  community	
  
re-­‐entry.	
  	
  

This	
  could	
  substantially	
  
reduce	
  new	
  convictions	
  or	
  
return	
  to	
  correctional	
  
facilities,	
  and	
  could	
  
substantially	
  increase	
  public	
  
safety	
  and	
  reduce	
  exposure	
  
to	
  violence.	
  

[25,	
  26,	
  31-­‐
33,	
  40,	
  50,	
  
57,	
  58,	
  
118-­‐123]	
  

Convene	
  major	
  private	
  
health-­‐care	
  providers	
  to	
  
adopt	
  the	
  above	
  
practices,	
  and/or	
  write	
  
such	
  standards	
  into	
  the	
  
ACA	
  regulations.	
  

Neuro-­‐psychiatric	
  disorders	
  are	
  
widespread	
  across	
  every	
  social	
  class	
  
in	
  America,	
  with	
  Americans	
  having	
  
the	
  second-­‐highest	
  mortality	
  from	
  
these	
  problems	
  among	
  17	
  rich	
  
democracies.	
  	
  SAMSHA	
  data	
  shows	
  
that	
  better	
  than	
  half	
  of	
  persons	
  with	
  
these	
  MEB’s	
  are	
  full	
  time	
  employees,	
  
and	
  another	
  20%	
  to	
  25%	
  are	
  part-­‐
time	
  employees.	
  	
  Use	
  of	
  
psychotropic	
  drugs	
  is	
  now	
  wide-­‐
spread	
  across	
  all	
  social	
  classes	
  of	
  
both	
  children	
  and	
  adults.	
  
Additionally,	
  children	
  and	
  young	
  
adults	
  from	
  wealthy	
  circumstances	
  
are	
  more	
  likely	
  to	
  have	
  personality	
  
disorders	
  and	
  social	
  access	
  that	
  can	
  
have	
  large	
  impact	
  on	
  business,	
  
government	
  and	
  social	
  systems.	
  	
  
These	
  conditions	
  are	
  affecting	
  future	
  
ability	
  to	
  serve	
  in	
  the	
  US	
  military.	
  

Reduced	
  morbidity	
  and	
  
mortality	
  across	
  all	
  social	
  
classes;	
  less	
  violent	
  crime	
  and	
  
suicide;	
  predicted	
  less	
  white-­‐
color	
  crime,	
  and	
  lower	
  rates	
  
of	
  abuse	
  of	
  illegal	
  or	
  legal	
  
drugs	
  that	
  fuel	
  criminal	
  
activities	
  in	
  communities.	
  	
  
Increased	
  mission	
  readiness	
  
for	
  US	
  Military.	
  

[95,	
  124-­‐
130]	
  

Continued	
  next	
  page	
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   Citations	
  

The	
  President	
  can	
  
convene	
  a	
  White	
  House	
  
Summit	
  for	
  a	
  National	
  
Private-­‐Public	
  Initiative	
  
to	
  avert	
  and	
  prevent	
  
mental,	
  emotional,	
  
behavioral	
  and	
  related	
  
physical	
  disorders	
  
rapidly	
  at	
  a	
  population	
  
level.	
  

The	
  United	
  Ways,	
  corporations,	
  
private	
  donors,	
  and	
  foundations	
  
provide	
  more	
  community	
  dollars	
  
for	
  prevention	
  that	
  the	
  Federal	
  
government	
  and	
  state	
  
governments,	
  but	
  it	
  is	
  not	
  
coordinated	
  to	
  achieve	
  population	
  
level	
  results.	
  If	
  the	
  effort	
  is	
  
targeted	
  on	
  ALL	
  children	
  and	
  
youth—not	
  just	
  high	
  risk	
  groups,	
  
there	
  is	
  greater	
  potential	
  for	
  
private	
  sector	
  sponsorship,	
  which	
  
has	
  been	
  established	
  in	
  large	
  
projects	
  here	
  in	
  the	
  US	
  and	
  other	
  
countries.	
  

Previous	
  projects	
  have	
  
demonstrated	
  rapid	
  results	
  in	
  
aggressive,	
  violent	
  injuries,	
  
maltreatment,	
  and	
  on	
  the	
  
predictors	
  of	
  lifetime	
  mental,	
  
emotional,	
  behavioral	
  and	
  
related	
  physical	
  disorders	
  using	
  a	
  
positive,	
  easily	
  implemented	
  
protective	
  or	
  preventive	
  
strategies	
  that	
  are	
  stigma	
  free	
  
and	
  entail	
  positive	
  community	
  
status.	
  	
  This	
  would	
  rapidly	
  
accelerate	
  results,	
  since	
  the	
  
national	
  tragedies	
  have	
  
happened	
  in	
  wealthy,	
  middle	
  
class,	
  working	
  class	
  and	
  poor	
  
communities	
  alike.	
  	
  This	
  public-­‐
health	
  model	
  reaches	
  the	
  most	
  
at-­‐risk	
  and	
  has	
  the	
  largest	
  effects	
  
on	
  such	
  children—with	
  stigma	
  or	
  
identification	
  of	
  risk.	
  

[131-­‐141]	
  

The	
  Secretary	
  of	
  Health	
  
and	
  Human	
  services	
  
could	
  provide	
  direction	
  
to	
  integrate	
  the	
  above	
  
to	
  the	
  States	
  and	
  other	
  
recipients	
  of	
  Mental	
  
Health	
  and	
  Substance	
  
Abuse	
  Block	
  Grants	
  as	
  
well	
  as	
  relevant	
  CDC	
  
block	
  grants.	
  

The	
  Institute	
  of	
  Medicine	
  has	
  
firmly	
  established	
  that	
  mental,	
  
emotional,	
  behavioral,	
  and	
  
related	
  physical	
  disorders	
  are	
  
tightly	
  interrelated.	
  Current	
  
federal	
  funds	
  (See	
  Chapter	
  13	
  of	
  
the	
  2009	
  IOM	
  report)	
  address	
  
these	
  domains	
  as	
  separate,	
  
causing	
  considerable	
  waste	
  and	
  
ineffective	
  results.	
  	
  For	
  example,	
  
the	
  recent	
  ARA	
  funds	
  for	
  Putting	
  
Prevention	
  to	
  Work	
  on	
  Tobacco	
  
and	
  Obesity	
  by	
  CDC	
  ignored	
  much	
  
of	
  the	
  National	
  Institutes	
  of	
  
Health	
  and	
  other	
  CDC	
  research	
  on	
  
how	
  to	
  achieve	
  results.	
  For	
  
example,	
  the	
  CDC	
  had	
  previous	
  
show	
  that	
  adverse	
  childhood	
  
experiences	
  (e.g.,	
  exposure	
  to	
  
violence)	
  predicted	
  both	
  obesity	
  
and	
  smoking	
  but	
  did	
  not	
  use	
  it.	
  	
  

By	
  focusing	
  on	
  multiple,	
  related	
  
outcomes	
  rather	
  than	
  topic,	
  the	
  
country	
  could	
  achieve	
  much	
  
more	
  rapid	
  and	
  sustantainable	
  
treatment,	
  intervention	
  and	
  
prevention	
  results	
  rapidly.	
  	
  	
  A	
  
good	
  precedent	
  for	
  this	
  across	
  
agencies	
  and	
  organizations	
  was	
  
the	
  Healthy	
  Students/Safe	
  
Schools	
  Initiative.	
  

[1,	
  142]	
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The	
  Drug	
  Free	
  
Community	
  Grants	
  by	
  
SAMSHA	
  and	
  ONDCP	
  as	
  
well	
  as	
  State	
  Incentive	
  
Grants	
  or	
  System	
  of	
  
Care	
  Grants	
  would	
  be	
  
changed	
  to	
  focus	
  on	
  
early	
  prevention	
  using	
  
evidence-­‐based	
  
strategies	
  that	
  can	
  be	
  
implemented	
  at	
  a	
  
population	
  level	
  
impacting	
  multiple	
  
mental,	
  emotional,	
  and	
  
behavioral	
  disorders—
not	
  just	
  at	
  risk	
  level	
  for	
  
certain	
  groups.	
  

The	
  implement	
  of	
  Government	
  
Performance	
  and	
  Results	
  Act	
  
(GPRA)	
  of	
  1993	
  for	
  prevention	
  
measures	
  does	
  not	
  align	
  with	
  the	
  
epidemiological	
  and	
  prevention	
  
science	
  in	
  the	
  2009	
  or	
  2013	
  IOM	
  
Reports.	
  As	
  a	
  consequence,	
  the	
  
Federal	
  and	
  State	
  Governments	
  
and	
  sub-­‐grantees	
  have	
  
measurement	
  requirements	
  that	
  
defeat	
  cost-­‐effective	
  prevention.	
  	
  
For	
  example,	
  the	
  2009	
  IOM	
  report	
  
and	
  related	
  literature	
  clearly	
  show	
  
that	
  the	
  antecedents	
  of	
  future	
  
violent	
  or	
  suicidal	
  behavior	
  or	
  risk	
  
of	
  psychosis	
  are	
  manifestly	
  
evidence	
  as	
  early	
  as	
  age	
  5.	
  	
  GPRA	
  
typically	
  requires	
  prevention	
  to	
  
occur	
  after	
  age	
  11,	
  when	
  those	
  
problems	
  may	
  have	
  crystalized.	
  

The	
  trends	
  for	
  earlier	
  and	
  earlier	
  
onset	
  and	
  more	
  severe	
  life-­‐
course	
  might	
  be	
  averted,	
  with	
  
lower	
  cost	
  to	
  governments,	
  
health-­‐care	
  and	
  less	
  suffering	
  for	
  
families	
  and	
  communities.	
  
	
  

[1,	
  124,	
  
125,	
  143]	
  

Medicaid,	
  S-­‐CHIP	
  and	
  
ACA	
  regulations	
  can	
  be	
  
amended	
  to	
  allow	
  and	
  
encourage	
  delivery	
  of	
  
environmental,	
  group-­‐
based	
  or	
  population-­‐
level	
  base	
  strategies	
  
that	
  have	
  prevention	
  
and	
  treatment	
  effects	
  
simultaneously	
  ,	
  as	
  
documented	
  in	
  the	
  
2009	
  IOM	
  report	
  and	
  
other	
  high-­‐quality	
  
published	
  research.	
  

Most	
  federal,	
  state	
  and	
  even	
  
private	
  health-­‐care	
  systems	
  have	
  
Balkanized	
  prevention	
  and	
  
treatment	
  systems.	
  Often	
  formally	
  
or	
  by	
  unwritten	
  rules,	
  providers	
  
and	
  practitioners	
  are	
  not	
  allowed	
  
to	
  mix	
  delivery	
  or	
  groups	
  
together.	
  This	
  results	
  in	
  terrible	
  
inefficiencies,	
  and	
  defers	
  the	
  
findings	
  of	
  multiple	
  Federally	
  
funded	
  research	
  studies	
  cited	
  in	
  
the	
  2009	
  IOM	
  Report	
  and	
  other	
  
policy	
  documents.	
  

By	
  providing	
  nurturing	
  
environments	
  across	
  multiple	
  
contexts,	
  multiple	
  studies	
  have	
  
shown	
  that	
  outcomes	
  as	
  diverse	
  
child	
  maltreatment,	
  ADHD,	
  
Oppositional	
  Defiance,	
  Substance	
  
Abuse,	
  etc.	
  reduced	
  or	
  averted.	
  
This	
  is	
  consistent	
  with	
  
evolutionary	
  science	
  showing	
  
that	
  such	
  outcomes	
  are	
  adaptive	
  
outcomes	
  in	
  adverse	
  
circumstances.	
  

[14,	
  15,	
  17,	
  
82,	
  83,	
  138,	
  
144,	
  145]	
  

	
  
	
  
	
   	
  



Taming	
  the	
  Epidemic	
  

Copyright	
  ©	
  2013,	
  PAXIS	
  Institute	
  may	
  be	
  reduced	
  with	
  copyright	
  notice	
  	
   20	
  

References	
  Cited:	
  
	
  
1.	
   O'Connell	
  ME,	
  Boat	
  T,	
  Warner	
  KE	
  (eds.):	
  Preventing	
  Mental,	
  Emotional,	
  and	
  

Behavioral	
  Disorders	
  Among	
  Young	
  People:	
  Progress	
  and	
  Possibilities.	
  
Washington,	
  DC:	
  Institute	
  of	
  Medicine;	
  National	
  Research	
  Council;	
  2009.	
  

2.	
   Lambert	
  SM,	
  Markel	
  H:	
  Making	
  history:	
  Thomas	
  Francis,	
  Jr,	
  MD,	
  and	
  the	
  1954	
  
Salk	
  Poliomyelitis	
  Vaccine	
  Field	
  Trial.	
  Arch	
  Pediatr	
  Adolesc	
  Med	
  2000,	
  
154(5):512-­‐517.	
  

3.	
   Salk	
  JE,	
  Bazeley	
  PL,	
  Bennett	
  BL,	
  Krech	
  U,	
  Lewis	
  LJ,	
  Ward	
  EN,	
  Youngner	
  JS:	
  Studies	
  in	
  
human	
  subjects	
  on	
  active	
  immunization	
  against	
  poliomyelitis.	
  II.	
  A	
  practical	
  
means	
  for	
  inducing	
  and	
  maintaining	
  antibody	
  formation.	
  American	
  journal	
  of	
  
public	
  health	
  and	
  the	
  nation's	
  health	
  1954,	
  44(8):994-­‐1009.	
  

4.	
   Jette	
  AM:	
  From	
  the	
  Brink	
  of	
  Scientific	
  Failure.	
  Physical	
  Therapy	
  2005,	
  85(6):486-­‐
488.	
  

5.	
   Elbogen	
  Eb	
  JSC:	
  The	
  intricate	
  link	
  between	
  violence	
  and	
  mental	
  disorder:	
  
Results	
  from	
  the	
  national	
  epidemiologic	
  survey	
  on	
  alcohol	
  and	
  related	
  
conditions.	
  Archives	
  of	
  General	
  Psychiatry	
  2009,	
  66(2):152-­‐161.	
  

6.	
   Asnis	
  GM,	
  Kaplan	
  ML,	
  Hundorfean	
  G,	
  Saeed	
  W:	
  Violence	
  and	
  homicidal	
  behaviors	
  
in	
  psychiatric	
  disorders.	
  The	
  Psychiatric	
  clinics	
  of	
  North	
  America	
  1997,	
  20(2):405-­‐
425.	
  

7.	
   Fazel	
  S,	
  Gulati	
  G,	
  Linsell	
  L,	
  Geddes	
  JR,	
  Grann	
  M:	
  Schizophrenia	
  and	
  violence:	
  
systematic	
  review	
  and	
  meta-­‐analysis.	
  PLoS	
  Med	
  2009,	
  6(8):e1000120.	
  

8.	
   Maghsoodloo	
  S,	
  Ghodousi	
  A,	
  Karimzadeh	
  T:	
  The	
  relationship	
  of	
  antisocial	
  
personality	
  disorder	
  and	
  history	
  of	
  conduct	
  disorder	
  with	
  crime	
  incidence	
  in	
  
schizophrenia.	
  Journal	
  of	
  research	
  in	
  medical	
  sciences	
  :	
  the	
  official	
  journal	
  of	
  Isfahan	
  
University	
  of	
  Medical	
  Sciences	
  2012,	
  17(6):566-­‐571.	
  

9.	
   Richard-­‐Devantoy	
  S,	
  Olie	
  JP,	
  Gourevitch	
  R:	
  [Risk	
  of	
  homicide	
  and	
  major	
  mental	
  
disorders:	
  a	
  critical	
  review].	
  L'Encephale	
  2009,	
  35(6):521-­‐530.	
  

10.	
   Zagar	
  RJ,	
  Busch	
  KG,	
  Grove	
  WM,	
  Hughes	
  JR,	
  Arbit	
  J:	
  Looking	
  forward	
  and	
  backward	
  
in	
  records	
  for	
  risks	
  among	
  homicidal	
  youth.	
  Psychological	
  reports	
  2009,	
  
104(1):103-­‐127.	
  

11.	
   Amminger	
  GP,	
  McGorry	
  PD:	
  Update	
  on	
  omega-­‐3	
  polyunsaturated	
  fatty	
  acids	
  in	
  
early-­‐stage	
  psychotic	
  disorders.	
  Neuropsychopharmacology	
  2012,	
  37(1):309-­‐310.	
  

12.	
   Amminger	
  GP,	
  Schafer	
  MR,	
  Papageorgiou	
  K,	
  Klier	
  CM,	
  Cotton	
  SM,	
  Harrigan	
  SM,	
  
Mackinnon	
  A,	
  McGorry	
  PD,	
  Berger	
  GE:	
  Long-­‐Chain	
  {omega}-­‐3	
  Fatty	
  Acids	
  for	
  
Indicated	
  Prevention	
  of	
  Psychotic	
  Disorders:	
  A	
  Randomized,	
  Placebo-­‐
Controlled	
  Trial.	
  Arch	
  Gen	
  Psychiatry	
  2010,	
  67(2):146-­‐154.	
  

13.	
   Embry	
  DD:	
  The	
  Good	
  Behavior	
  Game:	
  a	
  best	
  practice	
  candidate	
  as	
  a	
  universal	
  
behavioral	
  vaccine.	
  Clinical	
  Child	
  &	
  Family	
  Psychology	
  Review	
  2002,	
  5(4):273-­‐297.	
  

14.	
   Bradshaw	
  CP,	
  Zmuda	
  JH,	
  Kellam	
  S,	
  Ialongo	
  N:	
  Longitudinal	
  Impact	
  of	
  Two	
  
Universal	
  Preventive	
  Interventions	
  in	
  First	
  Grade	
  on	
  Educational	
  Outcomes	
  in	
  
High	
  School.	
  Journal	
  of	
  Educational	
  Psychology	
  2009,	
  101(4):926-­‐937.	
  

15.	
   Kellam	
  SG,	
  Mackenzie	
  AC,	
  Brown	
  CH,	
  Poduska	
  JM,	
  Wang	
  W,	
  Petras	
  H,	
  Wilcox	
  HC:	
  
The	
  good	
  behavior	
  game	
  and	
  the	
  future	
  of	
  prevention	
  and	
  treatment.	
  Addict	
  Sci	
  
Clin	
  Pract	
  2011,	
  6(1):73-­‐84.	
  



Taming	
  the	
  Epidemic	
  

Copyright	
  ©	
  2013,	
  PAXIS	
  Institute	
  may	
  be	
  reduced	
  with	
  copyright	
  notice	
  	
   21	
  

16.	
   Wilcox	
  HC,	
  Kellam	
  S,	
  Brown	
  CH,	
  Poduska	
  J,	
  Ialongo	
  N,	
  Wang	
  W,	
  Anthony	
  J:	
  The	
  
impact	
  of	
  two	
  universal	
  randomized	
  first-­‐	
  and	
  second-­‐grade	
  classroom	
  
interventions	
  on	
  young	
  adult	
  suicide	
  ideation	
  and	
  attempts.	
  Drug	
  &	
  Alcohol	
  
Dependence	
  2008(Special	
  Issue):14.	
  

17.	
   Petras	
  H,	
  Kellam	
  S,	
  Brown	
  CH,	
  Muthen	
  B,	
  Ialongo	
  N,	
  Poduska	
  J:	
  Developmental	
  
epidemiological	
  courses	
  leading	
  to	
  antisocial	
  personality	
  disorder	
  and	
  violent	
  
and	
  criminal	
  behavior:	
  Effects	
  by	
  young	
  adulthood	
  of	
  a	
  universal	
  preventive	
  
intervention	
  in	
  first-­‐	
  and	
  second-­‐grade	
  classrooms.	
  Drug	
  &	
  Alcohol	
  Dependence	
  
2008(Special	
  Issue):15.	
  

18.	
   Furr-­‐Holden	
  CD,	
  Ialongo	
  NS,	
  Anthony	
  JC,	
  Petras	
  H,	
  Kellam	
  SG:	
  Developmentally	
  
inspired	
  drug	
  prevention:	
  middle	
  school	
  outcomes	
  in	
  a	
  school-­‐based	
  
randomized	
  prevention	
  trial.	
  Drug	
  &	
  Alcohol	
  Dependence	
  2004,	
  73(2):149-­‐158.	
  

19.	
   Storr	
  CL,	
  Ialongo	
  NS,	
  Kellam	
  SG,	
  Anthony	
  JC:	
  A	
  randomized	
  controlled	
  trial	
  of	
  two	
  
primary	
  intervention	
  strategies	
  to	
  prevent	
  early	
  onset	
  tobacco	
  smoking.	
  Drug	
  
&	
  Alcohol	
  Dependence	
  2002,	
  66(1):51.	
  

20.	
   Ialongo	
  N,	
  Poduska	
  J,	
  Werthamer	
  L,	
  Kellam	
  S:	
  The	
  distal	
  impact	
  of	
  two	
  first-­‐grade	
  
preventive	
  interventions	
  on	
  conduct	
  problems	
  and	
  disorder	
  in	
  early	
  
adolescence.	
  Journal	
  of	
  Emotional	
  &	
  Behavioral	
  Disorders	
  2001,	
  9(3):146-­‐160.	
  

21.	
   Embry	
  DD,	
  Staatemeier	
  G,	
  Richardson	
  C,	
  Lauger	
  K,	
  Mitich	
  J:	
  The	
  PAX	
  Good	
  
Behavior	
  Game,	
  1st	
  edn.	
  Center	
  City,	
  MN:	
  Hazelden;	
  2003.	
  

22.	
   Aos	
  S,	
  Lee	
  S,	
  Drake	
  E,	
  Pennucci	
  A,	
  Klima	
  T,	
  Miller	
  M,	
  Anderson	
  L,	
  Mayfield	
  J,	
  Burley	
  
M:	
  Return	
  on	
  Investment:	
  Evidence-­‐Based	
  Options	
  to	
  Improve	
  Statewide	
  
Outcomes.	
  In.	
  Oympia,	
  WA:	
  Washington	
  State	
  Institute	
  for	
  Public	
  Policy;	
  2011:	
  8.	
  

23.	
   Miller	
  TR,	
  Hendrie	
  D:	
  Substance	
  Abuse	
  Prevention	
  Dollars	
  and	
  Cents:	
  A	
  Cost-­‐
Benefit	
  Analysis.	
  In.	
  Edited	
  by	
  Prevention	
  CfSA;	
  2008.	
  

24.	
   Smith	
  JP,	
  Smith	
  GC:	
  Long-­‐term	
  economic	
  costs	
  of	
  psychological	
  problems	
  during	
  
childhood.	
  Social	
  Science	
  &	
  Medicine	
  2010,	
  71(1):110-­‐115.	
  

25.	
   Petry	
  NM:	
  Contingency	
  management	
  for	
  substance	
  abuse	
  treatment:	
  A	
  guide	
  to	
  
implementing	
  evidence-­‐based	
  practice:	
  New	
  York,	
  NY,	
  US:	
  Routledge/Taylor	
  &	
  
Francis	
  Group;	
  2012.	
  

26.	
   Weiss	
  LM,	
  Petry	
  NM:	
  Interaction	
  effects	
  of	
  age	
  and	
  contingency	
  management	
  
treatments	
  in	
  cocaine-­‐dependent	
  outpatients.	
  Exp	
  Clin	
  Psychopharmacol	
  2011,	
  
19(2):173-­‐181.	
  

27.	
   Volberg	
  RA,	
  Munck	
  IM,	
  Petry	
  NM:	
  A	
  quick	
  and	
  simple	
  screening	
  method	
  for	
  
pathological	
  and	
  problem	
  gamblers	
  in	
  addiction	
  programs	
  and	
  practices.	
  The	
  
American	
  Journal	
  on	
  Addictions	
  2011,	
  20(3):220-­‐227.	
  

28.	
   Rash	
  CJ,	
  Weinstock	
  J,	
  Petry	
  NM:	
  Drinking	
  patterns	
  of	
  pathological	
  gamblers	
  
before,	
  during,	
  and	
  after	
  gambling	
  treatment.	
  Psychology	
  of	
  Addictive	
  Behaviors	
  
2011:No	
  Pagination	
  Specified.	
  

29.	
   Rash	
  CJ,	
  Petry	
  NM,	
  Kirby	
  KC,	
  Martino	
  S,	
  Roll	
  J,	
  Stitzer	
  ML:	
  Identifying	
  provider	
  
beliefs	
  related	
  to	
  contingency	
  management	
  adoption	
  using	
  the	
  contingency	
  
management	
  beliefs	
  questionnaire.	
  Drug	
  Alcohol	
  Depend	
  2011.	
  

30.	
   Petry	
  NM,	
  Weinstock	
  J,	
  Alessi	
  SM:	
  A	
  randomized	
  trial	
  of	
  contingency	
  
management	
  delivered	
  in	
  the	
  context	
  of	
  group	
  counseling.	
  J	
  Consult	
  Clin	
  Psychol	
  
2011,	
  79(5):686-­‐696.	
  



Taming	
  the	
  Epidemic	
  

Copyright	
  ©	
  2013,	
  PAXIS	
  Institute	
  may	
  be	
  reduced	
  with	
  copyright	
  notice	
  	
   22	
  

31.	
   Petry	
  NM,	
  Roll	
  JM:	
  Amount	
  of	
  earnings	
  during	
  prize	
  contingency	
  management	
  
treatment	
  is	
  associated	
  with	
  posttreatment	
  abstinence	
  outcomes.	
  Exp	
  Clin	
  
Psychopharmacol	
  2011.	
  

32.	
   Petry	
  NM,	
  Rash	
  CJ,	
  Easton	
  CJ:	
  Contingency	
  management	
  treatment	
  in	
  substance	
  
abusers	
  with	
  and	
  without	
  legal	
  problems.	
  J	
  Am	
  Acad	
  Psychiatry	
  Law	
  2011,	
  
39(3):370-­‐378.	
  

33.	
   Petry	
  NM,	
  Ford	
  JD,	
  Barry	
  D:	
  Contingency	
  management	
  is	
  especially	
  efficacious	
  in	
  
engendering	
  long	
  durations	
  of	
  abstinence	
  in	
  patients	
  with	
  sexual	
  abuse	
  
histories.	
  Psychol	
  Addict	
  Behav	
  2011,	
  25(2):293-­‐300.	
  

34.	
   Petry	
  NM,	
  Alessi	
  SM,	
  Ledgerwood	
  DM:	
  Contingency	
  management	
  delivered	
  by	
  
community	
  therapists	
  in	
  outpatient	
  settings.	
  Drug	
  Alcohol	
  Depend	
  2011.	
  

35.	
   Petry	
  NM:	
  Discounting	
  of	
  probabilistic	
  rewards	
  is	
  associated	
  with	
  gambling	
  
abstinence	
  in	
  treatment-­‐seeking	
  pathological	
  gamblers.	
  Journal	
  of	
  Abnormal	
  
Psychology	
  2011:No	
  Pagination	
  Specified.	
  

36.	
   Kirby	
  KC,	
  Carpenedo	
  CM,	
  Stitzer	
  ML,	
  Dugosh	
  KL,	
  Petry	
  NM,	
  Roll	
  JM,	
  Saladin	
  ME,	
  
Cohen	
  AJ,	
  Hamilton	
  J,	
  Reese	
  K	
  et	
  al:	
  Is	
  exposure	
  to	
  an	
  effective	
  contingency	
  
management	
  intervention	
  associated	
  with	
  more	
  positive	
  provider	
  beliefs?	
  J	
  
Subst	
  Abuse	
  Treat	
  2011.	
  

37.	
   Carroll	
  KM,	
  Ball	
  SA,	
  Jackson	
  R,	
  Martino	
  S,	
  Petry	
  NM,	
  Stitzer	
  ML,	
  Wells	
  EA,	
  Weiss	
  RD:	
  
Ten	
  take	
  home	
  lessons	
  from	
  the	
  first	
  10	
  years	
  of	
  the	
  CTN	
  and	
  10	
  
recommendations	
  for	
  the	
  future.	
  The	
  American	
  Journal	
  of	
  Drug	
  and	
  Alcohol	
  Abuse	
  
2011,	
  37(5):275-­‐282.	
  

38.	
   Byrne	
  SA,	
  Petry	
  NM:	
  Concurrent	
  alcohol	
  dependence	
  among	
  methadone-­‐
maintained	
  cocaine	
  abusers	
  is	
  associated	
  with	
  greater	
  abstinence.	
  Exp	
  Clin	
  
Psychopharmacol	
  2011,	
  19(2):116-­‐122.	
  

39.	
   Alessi	
  SM,	
  Rash	
  C,	
  Petry	
  NM:	
  Contingency	
  management	
  is	
  efficacious	
  and	
  
improves	
  outcomes	
  in	
  cocaine	
  patients	
  with	
  pretreatment	
  marijuana	
  use.	
  Drug	
  
and	
  Alcohol	
  Dependence	
  2011,	
  118(1):62-­‐67.	
  

40.	
   Weinstock	
  J,	
  Rash	
  CJ,	
  Petry	
  NM:	
  Contingency	
  management	
  for	
  cocaine	
  use	
  in	
  
methadone	
  maintenance	
  patients:	
  When	
  does	
  abstinence	
  happen?	
  Psychology	
  
of	
  Addictive	
  Behaviors	
  2010,	
  24(2):282-­‐291.	
  

41.	
   Stitzer	
  ML,	
  Petry	
  NM,	
  Peirce	
  J:	
  Motivational	
  incentives	
  research	
  in	
  the	
  National	
  
Drug	
  Abuse	
  Treatment	
  Clinical	
  Trials	
  Network.	
  Journal	
  of	
  Substance	
  Abuse	
  
Treatment	
  2010,	
  38(Suppl	
  1):S61-­‐S69.	
  

42.	
   Petry	
  NM,	
  Weinstock	
  J,	
  Alessi	
  SM,	
  Lewis	
  MW,	
  Dieckhaus	
  K:	
  Group-­‐based	
  
randomized	
  trial	
  of	
  contingencies	
  for	
  health	
  and	
  abstinence	
  in	
  HIV	
  patients.	
  
Journal	
  of	
  Consulting	
  and	
  Clinical	
  Psychology	
  2010,	
  78(1):89-­‐97.	
  

43.	
   Petry	
  NM,	
  Rash	
  CJ,	
  Blanco	
  C:	
  The	
  Inventory	
  of	
  Gambling	
  Situations	
  in	
  problem	
  
and	
  pathological	
  gamblers	
  seeking	
  alcohol	
  and	
  drug	
  abuse	
  treatment.	
  
Experimental	
  and	
  Clinical	
  Psychopharmacology	
  2010,	
  18(6):530-­‐538.	
  

44.	
   Petry	
  NM:	
  Contingency	
  management	
  treatments.	
  British	
  Journal	
  of	
  Psychiatry	
  
2006,	
  189(2):97-­‐98.	
  

45.	
   Hibbeln	
  JR,	
  Bissette	
  G,	
  Umhau	
  JC,	
  George	
  DT:	
  Omega-­‐3	
  status	
  and	
  cerebrospinal	
  
fluid	
  corticotrophin	
  releasing	
  hormone	
  in	
  perpetrators	
  of	
  domestic	
  violence.	
  
Biol	
  Psychiatry	
  2004,	
  56(11):895-­‐897.	
  



Taming	
  the	
  Epidemic	
  

Copyright	
  ©	
  2013,	
  PAXIS	
  Institute	
  may	
  be	
  reduced	
  with	
  copyright	
  notice	
  	
   23	
  

46.	
   Hibbeln	
  JR,	
  Ferguson	
  TA,	
  Blasbalg	
  TL:	
  Omega-­‐3	
  fatty	
  acid	
  deficiencies	
  in	
  
neurodevelopment,	
  aggression	
  and	
  autonomic	
  dysregulation:	
  opportunities	
  
for	
  intervention.	
  International	
  Review	
  of	
  Psychiatry	
  2006,	
  18(2):107-­‐118.	
  

47.	
   Hibbeln	
  JR:	
  Depression,	
  suicide	
  and	
  deficiencies	
  of	
  omega-­‐3	
  essential	
  fatty	
  
acids	
  in	
  modern	
  diets.	
  World	
  Rev	
  Nutr	
  Diet	
  2009,	
  99:17-­‐30.	
  

48.	
   Hibbeln	
  JR,	
  Linnoila	
  M,	
  Umhau	
  JC,	
  Rawlings	
  R,	
  George	
  DT,	
  Salem	
  N,	
  Jr.:	
  Essential	
  
fatty	
  acids	
  predict	
  metabolites	
  of	
  serotonin	
  and	
  dopamine	
  in	
  cerebrospinal	
  
fluid	
  among	
  healthy	
  control	
  subjects,	
  and	
  early-­‐	
  and	
  late-­‐onset	
  alcoholics.	
  
Biological	
  Psychiatry	
  1998,	
  44(4):235-­‐242.	
  

49.	
   Hibbeln	
  JR,	
  Nieminen	
  LR,	
  Blasbalg	
  TL,	
  Riggs	
  JA,	
  Lands	
  WE:	
  Healthy	
  intakes	
  of	
  n-­‐3	
  
and	
  n-­‐6	
  fatty	
  acids:	
  estimations	
  considering	
  worldwide	
  diversity.	
  American	
  
Journal	
  of	
  Clinical	
  Nutrition	
  2006,	
  83(6	
  Suppl):1483S-­‐1493S.	
  

50.	
   Hibbeln	
  JR,	
  Nieminen	
  LR,	
  Lands	
  WE:	
  Increasing	
  homicide	
  rates	
  and	
  linoleic	
  acid	
  
consumption	
  among	
  five	
  Western	
  countries,	
  1961-­‐2000.	
  Lipids	
  2004,	
  
39(12):1207-­‐1213.	
  

51.	
   Buydens-­‐Branchey	
  L,	
  Branchey	
  M,	
  McMakin	
  DL,	
  Hibbeln	
  JR:	
  Polyunsaturated	
  fatty	
  
acid	
  status	
  and	
  aggression	
  in	
  cocaine	
  addicts.	
  Drug	
  &	
  Alcohol	
  Dependence	
  2003,	
  
71(3):319-­‐323.	
  

52.	
   Garland	
  MR,	
  Hallahan	
  B:	
  Essential	
  fatty	
  acids	
  and	
  their	
  role	
  in	
  conditions	
  
characterised	
  by	
  impulsivity.	
  International	
  Review	
  of	
  Psychiatry	
  2006,	
  18(2):99-­‐
105.	
  

53.	
   Hallahan	
  B,	
  Hibbeln	
  JR,	
  Davis	
  JM,	
  Garland	
  MR:	
  Omega-­‐3	
  fatty	
  acid	
  
supplementation	
  in	
  patients	
  with	
  recurrent	
  self-­‐harm:	
  Single-­‐centre	
  double-­‐
blind	
  randomised	
  controlled	
  trial.	
  British	
  Journal	
  of	
  Psychiatry	
  2007,	
  190(2):118-­‐
122.	
  

54.	
   Laure	
  B-­‐B,	
  Marc	
  B:	
  Long-­‐chain	
  n-­‐3	
  polyunsaturated	
  fatty	
  acids	
  decrease	
  feelings	
  
of	
  anger	
  in	
  substance	
  abusers.	
  Psychiatry	
  Research	
  2008,	
  157(1):95-­‐104.	
  

55.	
   Zanarini	
  MC,	
  Frankenburg	
  FR:	
  Omega-­‐3	
  fatty	
  acid	
  treatment	
  of	
  women	
  with	
  
borderline	
  personality	
  disorder:	
  A	
  double-­‐blind,	
  placebo-­‐controlled	
  pilot	
  
study.	
  American	
  Journal	
  of	
  Psychiatry	
  2003,	
  160(1):167-­‐169.	
  

56.	
   Sublette	
  ME,	
  Hibbeln	
  JR,	
  Galfalvy	
  H,	
  Oquendo	
  MA,	
  Mann	
  JJ:	
  Omega-­‐3	
  
polyunsaturated	
  essential	
  fatty	
  acid	
  status	
  as	
  a	
  predictor	
  of	
  future	
  suicide	
  risk.	
  
American	
  Journal	
  of	
  Psychiatry	
  2006,	
  163(6):1100-­‐1102.	
  

57.	
   LÈgarÈ	
  N,	
  Brosseau	
  l,	
  Joyal	
  CC:	
  Omega-­‐3	
  and	
  violence	
  in	
  schizophrenia.	
  
Schizophrenia	
  Research	
  2007,	
  96(1-­‐3):269.	
  

58.	
   Gesch	
  CB,	
  Hammond	
  SM,	
  Hampson	
  SE,	
  Eves	
  A,	
  Crowder	
  MJ:	
  Influence	
  of	
  
supplementary	
  vitamins,	
  minerals	
  and	
  essential	
  fatty	
  acids	
  on	
  the	
  antisocial	
  
behaviour	
  of	
  young	
  adult	
  prisoners.	
  Randomised,	
  placebo-­‐controlled	
  trial.	
  
British	
  Journal	
  of	
  Psychiatry	
  2002,	
  181:22-­‐28.	
  

59.	
   Lewis	
  MD,	
  Hibbeln	
  JR,	
  Johnson	
  JE,	
  Lin	
  YH,	
  Hyun	
  DY,	
  Loewke	
  JD:	
  Suicide	
  deaths	
  of	
  
active-­‐duty	
  US	
  military	
  and	
  omega-­‐3	
  fatty-­‐acid	
  status:	
  a	
  case-­‐control	
  
comparison.	
  J	
  Clin	
  Psychiatry	
  2011,	
  72(12):1585-­‐1590.	
  

60.	
   Bloch	
  MH,	
  Qawasmi	
  A:	
  Omega-­‐3	
  fatty	
  acid	
  supplementation	
  for	
  the	
  treatment	
  of	
  
children	
  with	
  attention-­‐deficit/hyperactivity	
  disorder	
  symptomatology:	
  
systematic	
  review	
  and	
  meta-­‐analysis.	
  J	
  Am	
  Acad	
  Child	
  Adolesc	
  Psychiatry	
  2011,	
  
50(10):991-­‐1000.	
  



Taming	
  the	
  Epidemic	
  

Copyright	
  ©	
  2013,	
  PAXIS	
  Institute	
  may	
  be	
  reduced	
  with	
  copyright	
  notice	
  	
   24	
  

61.	
   Sinn	
  N,	
  Milte	
  C,	
  Howe	
  PR:	
  Oiling	
  the	
  Brain:	
  A	
  Review	
  of	
  Randomized	
  Controlled	
  
Trials	
  of	
  Omega-­‐3	
  Fatty	
  Acids	
  in	
  Psychopathology	
  across	
  the	
  Lifespan.	
  
Nutrients	
  2010,	
  2(2):128-­‐170.	
  

62.	
   Mozaffari-­‐Khosravi	
  H,	
  Yassini-­‐Ardakani	
  M,	
  Karamati	
  M,	
  Shariati-­‐Bafghi	
  SE:	
  
Eicosapentaenoic	
  acid	
  versus	
  docosahexaenoic	
  acid	
  in	
  mild-­‐to-­‐moderate	
  
depression:	
  A	
  randomized,	
  double-­‐blind,	
  placebo-­‐controlled	
  trial.	
  Eur	
  
Neuropsychopharmacol	
  2012.	
  

63.	
   Klemens	
  CM,	
  Berman	
  DR,	
  Mozurkewich	
  EL:	
  The	
  effect	
  of	
  perinatal	
  omega-­‐3	
  fatty	
  
acid	
  supplementation	
  on	
  inflammatory	
  markers	
  and	
  allergic	
  diseases:	
  a	
  
systematic	
  review.	
  BJOG	
  2011,	
  118(8):916-­‐925.	
  

64.	
   Kiecolt-­‐Glaser	
  JK,	
  Belury	
  MA,	
  Andridge	
  R,	
  Malarkey	
  WB,	
  Glaser	
  R:	
  Omega-­‐3	
  
supplementation	
  lowers	
  inflammation	
  and	
  anxiety	
  in	
  medical	
  students:	
  a	
  
randomized	
  controlled	
  trial.	
  Brain	
  Behav	
  Immun	
  2011,	
  25(8):1725-­‐1734.	
  

65.	
   Huffman	
  SL,	
  Harika	
  RK,	
  Eilander	
  A,	
  Osendarp	
  SJ:	
  Essential	
  fats:	
  how	
  do	
  they	
  affect	
  
growth	
  and	
  development	
  of	
  infants	
  and	
  young	
  children	
  in	
  developing	
  
countries?	
  A	
  literature	
  review.	
  Matern	
  Child	
  Nutr	
  2011,	
  7	
  Suppl	
  3:44-­‐65.	
  

66.	
   Dennehy	
  C:	
  Omega-­‐3	
  Fatty	
  acids	
  and	
  ginger	
  in	
  maternal	
  health:	
  pharmacology,	
  
efficacy,	
  and	
  safety.	
  J	
  Midwifery	
  Womens	
  Health	
  2011,	
  56(6):584-­‐590.	
  

67.	
   Gaudiano	
  BA,	
  Nowlan	
  K,	
  Brown	
  LA,	
  Epstein-­‐Lubow	
  G,	
  Miller	
  IW:	
  An	
  Open	
  Trial	
  of	
  a	
  
New	
  Acceptance-­‐Based	
  Behavioral	
  Treatment	
  for	
  Major	
  Depression	
  With	
  
Psychotic	
  Features.	
  Behav	
  Modif	
  2012.	
  

68.	
   Montgomery	
  KL,	
  Kim	
  JS,	
  Franklin	
  C:	
  Acceptance	
  and	
  commitment	
  therapy	
  for	
  
psychological	
  and	
  physiological	
  illnesses:	
  a	
  systematic	
  review	
  for	
  social	
  
workers.	
  Health	
  Soc	
  Work	
  2011,	
  36(3):169-­‐181.	
  

69.	
   White	
  R,	
  Gumley	
  A,	
  McTaggart	
  J,	
  Rattrie	
  L,	
  McConville	
  D,	
  Cleare	
  S,	
  Mitchell	
  G:	
  A	
  
feasibility	
  study	
  of	
  Acceptance	
  and	
  Commitment	
  Therapy	
  for	
  emotional	
  
dysfunction	
  following	
  psychosis.	
  Behav	
  Res	
  Ther	
  2011,	
  49(12):901-­‐907.	
  

70.	
   Bach	
  P,	
  Hayes	
  SC:	
  The	
  use	
  of	
  acceptance	
  and	
  commitment	
  therapy	
  to	
  prevent	
  
the	
  rehospitalization	
  of	
  psychotic	
  patients:	
  A	
  randomized	
  controlled	
  trial.	
  
Journal	
  of	
  Consulting	
  &	
  Clinical	
  Psychology	
  2002,	
  70(5):1129-­‐1139.	
  

71.	
   Bach P,	
  Hayes SC,	
  Gallop R:	
  Long-Term Effects of Brief Acceptance and 
Commitment Therapy for Psychosis.	
  Behav Modif	
  2011.	
  

72.	
   Juskewitch	
  JE,	
  Tapia	
  CJ,	
  Windebank	
  AJ:	
  Lessons	
  from	
  the	
  Salk	
  polio	
  vaccine:	
  
methods	
  for	
  and	
  risks	
  of	
  rapid	
  translation.	
  Clinical	
  and	
  translational	
  science	
  
2010,	
  3(4):182-­‐185.	
  

73.	
   Monto	
  AS:	
  Francis	
  Field	
  Trial	
  of	
  Inactivated	
  Poliomyelitis	
  Vaccine:	
  Background	
  
and	
  Lessons	
  for	
  Today.	
  Epidemiologic	
  Reviews	
  1999,	
  21(1):7-­‐23.	
  

74.	
   Barrish	
  HH,	
  Saunders	
  M,	
  Wolf	
  MM:	
  Good	
  behavior	
  game:	
  Effects	
  of	
  individual	
  
contingencies	
  for	
  group	
  consequences	
  on	
  disruptive	
  behavior	
  in	
  a	
  classroom.	
  
Journal	
  of	
  Applied	
  Behavior	
  Analysis	
  1969,	
  2(2):119-­‐124.	
  

75.	
   Flannery	
  DJ,	
  Vazsonyi	
  AT,	
  Liau	
  AK,	
  Guo	
  S,	
  Powell	
  KE,	
  Atha	
  H,	
  Vesterdal	
  W,	
  Embry	
  D:	
  
Initial	
  behavior	
  outcomes	
  for	
  the	
  peacebuilders	
  universal	
  school-­‐based	
  
violence	
  prevention	
  program.	
  Developmental	
  Psychology	
  2003,	
  39(2):292-­‐308.	
  

76.	
   Petras	
  H,	
  Schaeffer	
  CM,	
  Ialongo	
  N,	
  Hubbard	
  S,	
  Muthen	
  B,	
  Lambert	
  SF,	
  Poduska	
  J,	
  
Kellam	
  S:	
  When	
  the	
  course	
  of	
  aggressive	
  behavior	
  in	
  childhood	
  does	
  not	
  
predict	
  antisocial	
  outcomes	
  in	
  adolescence	
  and	
  young	
  adulthood:	
  An	
  



Taming	
  the	
  Epidemic	
  

Copyright	
  ©	
  2013,	
  PAXIS	
  Institute	
  may	
  be	
  reduced	
  with	
  copyright	
  notice	
  	
   25	
  

examination	
  of	
  potential	
  explanatory	
  variables.	
  Development	
  &	
  Psychopathology	
  
2004,	
  16(4):919.	
  

77.	
   van	
  Lier	
  PAC,	
  Muthen	
  BO,	
  van	
  der	
  Sar	
  RM,	
  Crijnen	
  AAM:	
  Preventing	
  Disruptive	
  
Behavior	
  in	
  Elementary	
  Schoolchildren:	
  Impact	
  of	
  a	
  Universal	
  Classroom-­‐
Based	
  Intervention.	
  Journal	
  of	
  Consulting	
  &	
  Clinical	
  Psychology	
  2004,	
  72(3):467-­‐
478.	
  

78.	
   Tingstrom	
  DH,	
  Sterling-­‐Turner	
  HE,	
  Wilczynski	
  SM:	
  The	
  Good	
  Behavior	
  Game:	
  
1969-­‐2002.	
  Behavior	
  Modification	
  2006,	
  30:225-­‐253.	
  

79.	
   Brown	
  CH,	
  Kellam	
  SG,	
  Ialongo	
  N,	
  Poduska	
  J,	
  Ford	
  C:	
  Prevention	
  of	
  aggressive	
  
behavior	
  through	
  middle	
  school	
  using	
  a	
  first-­‐grade	
  classroom-­‐based	
  
intervention.	
  In:	
  Recognition	
  and	
  prevention	
  of	
  major	
  mental	
  and	
  substance	
  use	
  
disorders.	
  edn.:	
  Arlington,	
  VA,	
  US:	
  American	
  Psychiatric	
  Publishing,	
  Inc.;	
  2007:	
  347-­‐
369.	
  

80.	
   Lannie	
  AL,	
  McCurdy	
  BL:	
  Preventing	
  disruptive	
  behavior	
  in	
  the	
  urban	
  classroom:	
  
Effects	
  of	
  the	
  Good	
  Behavior	
  Game	
  on	
  student	
  and	
  teacher	
  behavior.	
  Education	
  
&	
  Treatment	
  of	
  Children	
  2007,	
  30(1):85-­‐98.	
  

81.	
   Sanetti	
  LMH:	
  The	
  effects	
  of	
  the	
  treatment	
  integrity	
  planning	
  protocol	
  (TIPP)	
  on	
  
the	
  implementation	
  and	
  effectiveness	
  of	
  the	
  good	
  behavior	
  game.	
  US:	
  ProQuest	
  
Information	
  &	
  Learning;	
  2007.	
  

82.	
   Kellam	
  SG,	
  Reid	
  J,	
  Balster	
  RL:	
  Effects	
  of	
  a	
  universal	
  classroom	
  behavior	
  program	
  
in	
  first	
  and	
  second	
  grades	
  on	
  young	
  adult	
  problem	
  outcomes.	
  Drug	
  and	
  Alcohol	
  
Dependence	
  2008,	
  95(Suppl1):S1-­‐S4.	
  

83.	
   Kellam	
  S,	
  Brown	
  CH,	
  Poduska	
  J,	
  Ialongo	
  N,	
  Wang	
  W,	
  Toyinbo	
  P,	
  Petras	
  H,	
  Ford	
  C,	
  
Windham	
  A,	
  Wilcox	
  HC:	
  Effects	
  of	
  a	
  universal	
  classroom	
  behavior	
  management	
  
program	
  in	
  first	
  and	
  second	
  grades	
  on	
  young	
  adult	
  behavioral,	
  psychiatric,	
  
and	
  social	
  outcomes,.	
  Drug	
  &	
  Alcohol	
  Dependence	
  2008(Special	
  Issue):24.	
  

84.	
   Yan	
  W,	
  Dorothy	
  CB,	
  Hanno	
  P,	
  Elizabeth	
  AS,	
  Fernando	
  AW,	
  Sharon	
  FL,	
  Sheppard	
  GK,	
  
Nicholas	
  SI:	
  Depressed	
  mood	
  and	
  the	
  effect	
  of	
  two	
  universal	
  first	
  grade	
  
preventive	
  interventions	
  on	
  survival	
  to	
  the	
  first	
  tobacco	
  cigarette	
  smoked	
  
among	
  urban	
  youth.	
  Drug	
  and	
  Alcohol	
  Dependence	
  2009,	
  100(3):194-­‐203.	
  

85.	
   Witvliet	
  M,	
  van	
  Lier	
  PAC,	
  Cuijpers	
  P,	
  Koot	
  HM:	
  Testing	
  links	
  between	
  childhood	
  
positive	
  peer	
  relations	
  and	
  externalizing	
  outcomes	
  through	
  a	
  randomized	
  
controlled	
  intervention	
  study.	
  Journal	
  of	
  Consulting	
  and	
  Clinical	
  Psychology	
  2009,	
  
77(5):905-­‐915.	
  

86.	
   McCurdy	
  BL,	
  Lannie	
  AL,	
  Barnabas	
  E:	
  Reducing	
  disruptive	
  behavior	
  in	
  an	
  urban	
  
school	
  cafeteria:	
  An	
  extension	
  of	
  the	
  Good	
  Behavior	
  Game.	
  Journal	
  of	
  School	
  
Psychology	
  2009,	
  47(1):39-­‐54.	
  

87.	
   Leflot	
  G,	
  van	
  Lier	
  PAC,	
  Onghena	
  P,	
  Colpin	
  H:	
  The	
  role	
  of	
  teacher	
  behavior	
  
management	
  in	
  the	
  development	
  of	
  disruptive	
  behaviors:	
  An	
  intervention	
  
study	
  with	
  the	
  good	
  behavior	
  game.	
  Journal	
  of	
  Abnormal	
  Child	
  Psychology:	
  An	
  
official	
  publication	
  of	
  the	
  International	
  Society	
  for	
  Research	
  in	
  Child	
  and	
  Adolescent	
  
Psychopathology	
  2010,	
  38(6):869-­‐882.	
  

88.	
   Dion	
  E,	
  Roux	
  C,	
  Landry	
  D,	
  Fuchs	
  D,	
  Wehby	
  J,	
  Dupere	
  V:	
  Improving	
  attention	
  and	
  
preventing	
  reading	
  difficulties	
  among	
  low-­‐income	
  first-­‐graders:	
  a	
  randomized	
  
study.	
  Prev	
  Sci	
  2011,	
  12(1):70-­‐79.	
  



Taming	
  the	
  Epidemic	
  

Copyright	
  ©	
  2013,	
  PAXIS	
  Institute	
  may	
  be	
  reduced	
  with	
  copyright	
  notice	
  	
   26	
  

89.	
   Donaldson	
  JM,	
  Vollmer	
  TR,	
  Krous	
  T,	
  Downs	
  S,	
  Berard	
  KP:	
  An	
  evaluation	
  of	
  the	
  
good	
  behavior	
  game	
  in	
  kindergarten	
  classrooms.	
  J	
  Appl	
  Behav	
  Anal	
  2011,	
  
44(3):605-­‐609.	
  

90.	
   Mihalic	
  S,	
  Huizinga	
  D,	
  Ladika	
  A:	
  Final	
  Report:	
  An	
  Evaluation	
  of	
  the	
  Good	
  
Behavior	
  Game	
  Intervention.	
  In.	
  Boulder,	
  CO:	
  Robert	
  Woods	
  Johnson	
  Foundation;	
  
2011.	
  

91.	
   Nolan	
  JD,	
  Houlihan	
  D,	
  Wanzek	
  M,	
  Jenson	
  WR:	
  The	
  Good	
  Behavior	
  Game:	
  A	
  
classroom-­‐behavior	
  intervention	
  effective	
  across	
  cultures.	
  School	
  Psychology	
  
International	
  2013.	
  

92.	
   Becker	
  KD,	
  Bradshaw	
  CP,	
  Domitrovich	
  C,	
  Ialongo	
  NS:	
  Coaching	
  teachers	
  to	
  
improve	
  implementation	
  of	
  the	
  good	
  behavior	
  game.	
  Administration	
  and	
  Policy	
  
in	
  Mental	
  Health	
  and	
  Mental	
  Health	
  Services	
  Research	
  2013:No	
  Pagination	
  Specified.	
  

93.	
   Flay	
  BR,	
  Biglan	
  A,	
  Boruch	
  RF,	
  Castro	
  FGl,	
  Gottfredson	
  D,	
  Kellam	
  S,	
  Moscicki	
  EK,	
  
Schinke	
  S,	
  Valentine	
  JC,	
  Ji	
  P:	
  Standards	
  of	
  Evidence:	
  Criteria	
  for	
  Efficacy,	
  
Effectiveness	
  and	
  Dissemination.	
  Prevention	
  Science	
  2005,	
  6(3):151-­‐175.	
  

94.	
   Woolf	
  SH,	
  Aron	
  L:	
  U.S.	
  Health	
  in	
  International	
  Perspective:	
  Shorter	
  Lives,	
  
Poorer	
  Health.	
  In:	
  Board	
  on	
  Population	
  Health	
  and	
  Public	
  Health	
  Practice,	
  Division	
  of	
  
Behavioral	
  and	
  Social	
  Sciences	
  and	
  Education.	
  Edited	
  by	
  Martinez	
  RM.	
  Washington,	
  
DC:	
  The	
  National	
  Research	
  Counil	
  and	
  Institute	
  of	
  Medicine;	
  2013.	
  

95.	
   McMichael	
  WH:	
  Most	
  U.S.	
  youths	
  unfit	
  to	
  serve,	
  data	
  show.	
  In:	
  Army	
  Times.	
  
Washington,	
  DC;	
  2009.	
  

96.	
   Richardson	
  AJ:	
  Review:	
  omega-­‐3	
  fatty	
  acids	
  produce	
  a	
  small	
  improvement	
  in	
  
ADHD	
  symptoms	
  in	
  children	
  compared	
  with	
  placebo.	
  Evid	
  Based	
  Ment	
  Health	
  
2012.	
  

97.	
   Sublette	
  ME,	
  Ellis	
  SP,	
  Geant	
  AL,	
  Mann	
  JJ:	
  Meta-­‐analysis	
  of	
  the	
  effects	
  of	
  
eicosapentaenoic	
  acid	
  (EPA)	
  in	
  clinical	
  trials	
  in	
  depression.	
  J	
  Clin	
  Psychiatry	
  
2011,	
  72(12):1577-­‐1584.	
  

98.	
   Lesperance	
  F,	
  Frasure-­‐Smith	
  N,	
  St-­‐Andre	
  E,	
  Turecki	
  G,	
  Lesperance	
  P,	
  Wisniewski	
  SR:	
  
The	
  efficacy	
  of	
  omega-­‐3	
  supplementation	
  for	
  major	
  depression:	
  a	
  randomized	
  
controlled	
  trial.	
  J	
  Clin	
  Psychiatry	
  2011,	
  72(8):1054-­‐1062.	
  

99.	
   Blasbalg	
  TL,	
  Hibbeln	
  JR,	
  Ramsden	
  CE,	
  Majchrzak	
  SF,	
  Rawlings	
  RR:	
  Changes	
  in	
  
consumption	
  of	
  omega-­‐3	
  and	
  omega-­‐6	
  fatty	
  acids	
  in	
  the	
  United	
  States	
  during	
  
the	
  20th	
  century.	
  Am	
  J	
  Clin	
  Nutr	
  2011,	
  93(5):950-­‐962.	
  

100.	
   Kim	
  JL,	
  Winkvist	
  A,	
  Aberg	
  MAI,	
  Aberg	
  N,	
  Sundberg	
  R,	
  Toren	
  K,	
  Brisman	
  J:	
  Fish	
  
consumption	
  and	
  school	
  grades	
  in	
  Swedish	
  adolescents:	
  a	
  study	
  of	
  the	
  large	
  
general	
  population.	
  Acta	
  Paediatrica	
  2010,	
  99(1):72-­‐77.	
  

101.	
   Martins	
  JG:	
  EPA	
  but	
  not	
  DHA	
  appears	
  to	
  be	
  responsible	
  for	
  the	
  efficacy	
  of	
  
omega-­‐3	
  long	
  chain	
  polyunsaturated	
  fatty	
  acid	
  supplementation	
  in	
  
depression:	
  evidence	
  from	
  a	
  meta-­‐analysis	
  of	
  randomized	
  controlled	
  trials.	
  J	
  
Am	
  Coll	
  Nutr	
  2009,	
  28(5):525-­‐542.	
  

102.	
   Kannass	
  KN,	
  Colombo	
  J,	
  Carlson	
  SE:	
  Maternal	
  DHA	
  levels	
  and	
  toddler	
  free-­‐play	
  
attention.	
  Dev	
  Neuropsychol	
  2009,	
  34(2):159-­‐174.	
  

103.	
   Belanger	
  SA,	
  Vanasse	
  M,	
  Spahis	
  S,	
  Sylvestre	
  M-­‐P,	
  Lippe	
  S,	
  L'Heureux	
  F,	
  Ghadirian	
  P,	
  
Vanasse	
  C-­‐M,	
  Levy	
  E:	
  Omega-­‐3	
  fatty	
  acid	
  treatment	
  of	
  children	
  with	
  attention-­‐
deficit	
  hyperactivity	
  disorder:	
  A	
  randomized,	
  double-­‐blind,	
  placebo-­‐
controlled	
  study.	
  Paediatr	
  child	
  health	
  2009,	
  14(2):89-­‐98.	
  



Taming	
  the	
  Epidemic	
  

Copyright	
  ©	
  2013,	
  PAXIS	
  Institute	
  may	
  be	
  reduced	
  with	
  copyright	
  notice	
  	
   27	
  

104.	
   Turnbull	
  T,	
  Cullen-­‐Drill	
  M,	
  Smaldone	
  A:	
  Efficacy	
  of	
  omega-­‐3	
  fatty	
  acid	
  
supplementation	
  on	
  improvement	
  of	
  bipolar	
  symptoms:	
  A	
  systematic	
  review.	
  
Archives	
  of	
  Psychiatric	
  Nursing	
  2008,	
  22(5):305-­‐311.	
  

105.	
   Sinn	
  N,	
  Bryan	
  J,	
  Wilson	
  C:	
  Cognitive	
  effects	
  of	
  polyunsaturated	
  fatty	
  acids	
  in	
  
children	
  with	
  attention	
  deficit	
  hyperactivity	
  disorder	
  symptoms:	
  a	
  
randomised	
  controlled	
  trial.	
  Prostaglandins	
  Leukot	
  Essent	
  Fatty	
  Acids	
  2008,	
  78(4-­‐
5):311-­‐326.	
  

106.	
   Hibbeln	
  JR:	
  From	
  homicide	
  to	
  happiness-­‐-­‐a	
  commentary	
  on	
  omega-­‐3	
  fatty	
  acids	
  
in	
  human	
  society.	
  Cleave	
  Award	
  Lecture.	
  Nutrition	
  &	
  Health	
  2007,	
  19(1-­‐2):9-­‐19.	
  

107.	
   Buydens-­‐Branchey	
  L,	
  Branchey	
  M,	
  McMakin	
  DL,	
  Hibbeln	
  JR:	
  Polyunsaturated	
  fatty	
  
acid	
  status	
  and	
  relapse	
  vulnerability	
  in	
  cocaine	
  addicts.	
  Psychiatry	
  Research	
  
2003,	
  120(1):29-­‐35.	
  

108.	
   Hibbeln	
  JR:	
  Seafood	
  consumption	
  and	
  homicide	
  mortality.	
  A	
  cross-­‐national	
  
ecological	
  analysis.	
  World	
  Review	
  of	
  Nutrition	
  &	
  Dietetics	
  2001,	
  88:41-­‐46.	
  

109.	
   Freeman	
  MP,	
  Hibbeln	
  JR,	
  Wisner	
  KL,	
  Davis	
  JM,	
  Mischoulon	
  D,	
  Peet	
  M,	
  Keck	
  PE,	
  Jr.,	
  
Marangell	
  LB,	
  Richardson	
  AJ,	
  Lake	
  J	
  et	
  al:	
  Omega-­‐3	
  fatty	
  acids:	
  evidence	
  basis	
  for	
  
treatment	
  and	
  future	
  research	
  in	
  psychiatry.	
  Journal	
  of	
  Clinical	
  Psychiatry	
  2006,	
  
67(12):1954-­‐1967.	
  

110.	
   Buydens-­‐Branchey	
  L,	
  Branchey	
  M,	
  Hibbeln	
  JR,	
  Buydens-­‐Branchey	
  L,	
  Branchey	
  M,	
  
Hibbeln	
  JR:	
  Low	
  plasma	
  levels	
  of	
  docosahexaenoic	
  acid	
  are	
  associated	
  with	
  an	
  
increased	
  relapse	
  vulnerability	
  in	
  substance	
  abusers.	
  American	
  Journal	
  on	
  
Addictions	
  2009,	
  18(1):73-­‐80.	
  

111.	
   Pawlosky	
  RJ,	
  Hibbeln	
  JR,	
  Herion	
  D,	
  Kleiner	
  DE,	
  Salem	
  N,	
  Jr.:	
  Compartmental	
  
analysis	
  of	
  plasma	
  and	
  liver	
  n-­‐3	
  essential	
  fatty	
  acids	
  in	
  alcohol-­‐dependent	
  men	
  
during	
  withdrawal.	
  J	
  Lipid	
  Res	
  2009,	
  50(1):154-­‐161.	
  

112.	
   Bunout	
  D:	
  Nutritional	
  and	
  metabolic	
  effects	
  of	
  alcoholism:	
  their	
  relationship	
  
with	
  alcoholic	
  liver	
  disease.	
  Nutrition	
  1999,	
  15(7-­‐8):583-­‐589.	
  

113.	
   Reitz	
  RC:	
  Dietary	
  fatty	
  acids	
  and	
  alcohol:	
  effects	
  on	
  cellular	
  
membranes.[comment].	
  Alcohol	
  &	
  Alcoholism	
  1993,	
  28(1):59-­‐71.	
  

114.	
   Buydens-­‐Branchey	
  L,	
  Branchey	
  M,	
  Hibbeln	
  JR:	
  Higher	
  n-­‐3	
  fatty	
  acids	
  are	
  
associated	
  with	
  more	
  intense	
  fenfluramine-­‐induced	
  ACTH	
  and	
  cortisol	
  
responses	
  among	
  cocaine-­‐abusing	
  men.	
  Psychiatry	
  Res	
  2011,	
  188(3):422-­‐427.	
  

115.	
   Xiao	
  YF,	
  Ke	
  Q,	
  Wang	
  SY,	
  Yang	
  Y,	
  Chen	
  Y,	
  Wang	
  GK,	
  Morgan	
  JP,	
  Cox	
  B,	
  Leaf	
  A:	
  
Electrophysiologic	
  properties	
  of	
  lidocaine,	
  cocaine,	
  and	
  n-­‐3	
  fatty-­‐acids	
  block	
  
of	
  cardiac	
  Na+	
  channels.	
  European	
  Journal	
  of	
  Pharmacology	
  2004,	
  485(1-­‐3):31-­‐41.	
  

116.	
   Mossaheb	
  N,	
  Schloegelhofer	
  M,	
  Schaefer	
  MR,	
  Fusar-­‐Poli	
  P,	
  Smesny	
  S,	
  McGorry	
  P,	
  
Berger	
  G,	
  Amminger	
  GP:	
  Polyunsaturated	
  fatty	
  acids	
  in	
  emerging	
  psychosis.	
  Curr	
  
Pharm	
  Des	
  2012,	
  18(4):576-­‐591.	
  

117.	
   Lang	
  AJ,	
  Schnurr	
  PP,	
  Jain	
  S,	
  Raman	
  R,	
  Walser	
  R,	
  Bolton	
  E,	
  Chabot	
  A,	
  Benedek	
  D:	
  
Evaluating	
  transdiagnostic	
  treatment	
  for	
  distress	
  and	
  impairment	
  in	
  veterans:	
  
a	
  multi-­‐site	
  randomized	
  controlled	
  trial	
  of	
  Acceptance	
  and	
  Commitment	
  
Therapy.	
  Contemp	
  Clin	
  Trials	
  2012,	
  33(1):116-­‐123.	
  

118.	
   Benton	
  D:	
  The	
  impact	
  of	
  diet	
  on	
  anti-­‐social,	
  violent	
  and	
  criminal	
  behaviour.	
  
Neurosci	
  Biobehav	
  Rev	
  2007,	
  31(5):752-­‐774.	
  



Taming	
  the	
  Epidemic	
  

Copyright	
  ©	
  2013,	
  PAXIS	
  Institute	
  may	
  be	
  reduced	
  with	
  copyright	
  notice	
  	
   28	
  

119.	
   Umhau	
  JC,	
  George	
  DT,	
  Reed	
  S,	
  Petrulis	
  SG,	
  Rawlings	
  R,	
  Porges	
  SW:	
  Atypical	
  
autonomic	
  regulation	
  in	
  perpetrators	
  of	
  violent	
  domestic	
  abuse.	
  
Psychophysiology	
  2002,	
  39(2):117-­‐123.	
  

120.	
   Gibbon	
  S,	
  Duggan	
  C,	
  Stoffers	
  J,	
  Huband	
  N,	
  Vollm	
  BA,	
  Ferriter	
  M,	
  Lieb	
  K:	
  
Psychological	
  interventions	
  for	
  antisocial	
  personality	
  disorder.	
  Cochrane	
  
Database	
  Syst	
  Rev	
  2010(6):CD007668.	
  

121.	
   Roozen	
  HG,	
  Blaauw	
  E,	
  Meyers	
  RJ:	
  Advances	
  in	
  management	
  of	
  alcohol	
  use	
  
disorders	
  and	
  intimate	
  partner	
  violence:	
  Community	
  reinforcement	
  and	
  
family	
  training.	
  Psychiatry,	
  Psychology	
  and	
  Law	
  2009,	
  16(Suppl	
  1):S74-­‐S80.	
  

122.	
   Prendergast	
  ML,	
  Hall	
  EA,	
  Roll	
  J,	
  Warda	
  U:	
  Use	
  of	
  vouchers	
  to	
  reinforce	
  abstinence	
  
and	
  positive	
  behaviors	
  among	
  clients	
  in	
  a	
  drug	
  court	
  treatment	
  program.	
  
Journal	
  of	
  Substance	
  Abuse	
  Treatment	
  2008,	
  35(2):125-­‐136.	
  

123.	
   Henggeler	
  SW,	
  Halliday-­‐Boykins	
  CA,	
  Cunningham	
  PB,	
  Randall	
  J,	
  Shapiro	
  SB,	
  
Chapman	
  JE:	
  Juvenile	
  Drug	
  Court:	
  Enhancing	
  Outcomes	
  by	
  Integrating	
  
Evidence-­‐Based	
  Treatments.	
  Journal	
  of	
  Consulting	
  and	
  Clinical	
  Psychology	
  2006,	
  
74(1):42-­‐54.	
  

124.	
   Merikangas	
  KR,	
  He	
  JP,	
  Burstein	
  M,	
  Swendsen	
  J,	
  Avenevoli	
  S,	
  Case	
  B,	
  Georgiades	
  K,	
  
Heaton	
  L,	
  Swanson	
  S,	
  Olfson	
  M:	
  Service	
  utilization	
  for	
  lifetime	
  mental	
  disorders	
  
in	
  U.S.	
  adolescents:	
  results	
  of	
  the	
  National	
  Comorbidity	
  Survey-­‐Adolescent	
  
Supplement	
  (NCS-­‐A).	
  J	
  Am	
  Acad	
  Child	
  Adolesc	
  Psychiatry	
  2011,	
  50(1):32-­‐45.	
  

125.	
   Costello	
  EJ,	
  Copeland	
  W,	
  Angold	
  A:	
  Trends	
  in	
  psychopathology	
  across	
  the	
  
adolescent	
  years:	
  what	
  changes	
  when	
  children	
  become	
  adolescents,	
  and	
  when	
  
adolescents	
  become	
  adults?	
  J	
  Child	
  Psychol	
  Psychiatry	
  2011,	
  52(10):1015-­‐1025.	
  

126.	
   Twenge	
  JM,	
  Gentile	
  B,	
  DeWall	
  CN,	
  Ma	
  D,	
  Lacefield	
  K,	
  Schurtz	
  DR:	
  Birth	
  cohort	
  
increases	
  in	
  psychopathology	
  among	
  young	
  Americans,	
  1938-­‐2007:	
  A	
  cross-­‐
temporal	
  meta-­‐analysis	
  of	
  the	
  MMPI.	
  Clin	
  Psychol	
  Rev	
  2010,	
  30(2):145-­‐154.	
  

127.	
   Schmitt	
  J,	
  Lane	
  N:	
  Small-­‐business	
  employment	
  in	
  22	
  rich	
  economies.	
  Int	
  J	
  Health	
  
Serv	
  2010,	
  40(1):151-­‐163.	
  

128.	
   Merikangas	
  KR,	
  He	
  JP,	
  Brody	
  D,	
  Fisher	
  PW,	
  Bourdon	
  K,	
  Koretz	
  DS:	
  Prevalence	
  and	
  
treatment	
  of	
  mental	
  disorders	
  among	
  US	
  children	
  in	
  the	
  2001-­‐2004	
  NHANES.	
  
Pediatrics	
  2010,	
  125(1):75-­‐81.	
  

129.	
   Mathews	
  AW:	
  So	
  Young	
  and	
  So	
  Many	
  Pills:	
  More	
  than	
  25%	
  of	
  Kids	
  and	
  Teens	
  in	
  
the	
  U.S.	
  Take	
  Prescriptions	
  on	
  a	
  Regular	
  Basis.	
  In:	
  Wall	
  Street	
  Journal.	
  New	
  York:	
  
The	
  News	
  Corporation;	
  2010.	
  

130.	
   Rothman	
  AM:	
  Affluent	
  adolescents:	
  Attachment,	
  entitlement,	
  and	
  subjective	
  
well-­‐being.	
  US:	
  ProQuest	
  Information	
  &	
  Learning;	
  2009.	
  

131.	
   Embry	
  DD,	
  Biglan	
  A:	
  Reward	
  and	
  Reminder:	
  An	
  Environmental	
  Strategy	
  for	
  
Population-­‐Level	
  Prevention.	
  In:	
  National	
  Registry	
  of	
  Effective	
  Programs	
  and	
  
Practices.	
  October,	
  2009	
  edn:	
  Substance	
  Abuse	
  and	
  Mental	
  Health	
  Administration;	
  
2009.	
  

132.	
   Embry	
  DD,	
  Neri	
  D,	
  Capin	
  T:	
  Community	
  Mobilization	
  to	
  Address	
  Meth	
  Using	
  
Social	
  Marketing	
  and	
  Evidence-­‐Based	
  Kernels	
  of	
  Change.	
  In:	
  National	
  Prevention	
  
Network.	
  Indianopolis,	
  ID;	
  2008.	
  

133.	
   Embry	
  DD:	
  Community-­‐Based	
  Prevention	
  Using	
  Simple,	
  Low-­‐Cost,	
  Evidence-­‐
Based	
  Kernels	
  and	
  Behavior	
  Vaccines.	
  Journal	
  of	
  Community	
  Psychology	
  2004,	
  
32(5):575.	
  



Taming	
  the	
  Epidemic	
  

Copyright	
  ©	
  2013,	
  PAXIS	
  Institute	
  may	
  be	
  reduced	
  with	
  copyright	
  notice	
  	
   29	
  

134.	
   Flannery	
  DJ,	
  Vazsonyi	
  AT,	
  Liau	
  AK,	
  Guo	
  S,	
  Powell	
  KE,	
  Atha	
  H,	
  Vesterdal	
  W,	
  Embry	
  
DD:	
  Initial	
  behavior	
  outcomes	
  for	
  the	
  PeaceBuilders	
  universal	
  school-­‐based	
  
violence	
  prevention	
  program.	
  Developmental	
  Psychology	
  2003,	
  39(2):292-­‐308.	
  

135.	
   Embry	
  DD,	
  Flannery	
  DJ,	
  Vazsonyi	
  AT,	
  Powell	
  KE,	
  Atha	
  H:	
  PeaceBuilders:	
  A	
  
theoretically	
  driven,	
  school-­‐based	
  model	
  for	
  early	
  violence	
  prevention.	
  
American	
  Journal	
  of	
  Preventive	
  Medicine	
  1996,	
  12(5,	
  Suppl):91.	
  

136.	
   Krug	
  EG,	
  Brener	
  ND,	
  Dahlberg	
  LL,	
  Ryan	
  GW,	
  Powell	
  KE:	
  The	
  impact	
  of	
  an	
  
elementary	
  school-­‐based	
  violence	
  prevention	
  program	
  on	
  visits	
  to	
  the	
  school	
  
nurse.	
  American	
  Journal	
  of	
  Preventive	
  Medicine	
  1997,	
  13(6):459-­‐463.	
  

137.	
   Embry	
  DD:	
  The	
  safe-­‐playing	
  program:	
  	
  A	
  case	
  study	
  of	
  putting	
  research	
  into	
  
practice.	
  In:	
  Human	
  Services	
  That	
  Work:	
  From	
  Innovation	
  to	
  Standard	
  Practice.	
  edn.	
  
Edited	
  by	
  Paine	
  S,	
  Bellamy	
  B.	
  Baltimore,	
  MD:	
  Brookes	
  Co.;	
  1984:	
  624.	
  

138.	
   Prinz	
  RJ,	
  Sanders	
  MR,	
  Shapiro	
  CJ,	
  Whitaker	
  DJ,	
  Lutzker	
  JR:	
  Population-­‐based	
  
prevention	
  of	
  child	
  maltreatment:	
  	
  The	
  U.S.	
  Triple	
  P	
  System	
  Population	
  Trial.	
  
Prevention	
  Science	
  2009,	
  10(March):1-­‐13.	
  

139.	
   Sanders	
  MR,	
  Montgomery	
  DT,	
  Brechman-­‐Toussaint	
  ML:	
  The	
  mass	
  media	
  and	
  the	
  
prevention	
  of	
  child	
  behavior	
  problems:	
  The	
  evaluation	
  of	
  a	
  television	
  series	
  to	
  
promote	
  positive	
  outcome	
  for	
  parents	
  and	
  their	
  children.	
  Journal	
  of	
  Child	
  
Psychology	
  &	
  Psychiatry	
  2000,	
  41(7):939-­‐948.	
  

140.	
   Sanders	
  MR,	
  Turner	
  KMT:	
  The	
  role	
  of	
  the	
  media	
  and	
  primary	
  care	
  in	
  the	
  
dissemination	
  of	
  evidence-­‐based	
  parenting	
  and	
  family	
  support	
  interventions.	
  
Behavior	
  Therapist	
  2002,	
  25(9):156-­‐166.	
  

141.	
   Sanders	
  M,	
  Calam	
  R,	
  Durand	
  M,	
  Liversidge	
  T,	
  Carmont	
  SA:	
  Does	
  self-­‐directed	
  and	
  
web-­‐based	
  support	
  for	
  parents	
  enhance	
  the	
  effects	
  of	
  viewing	
  a	
  reality	
  
television	
  series	
  based	
  on	
  the	
  Triple	
  P-­‐Positive	
  Parenting	
  Programme?	
  J	
  Child	
  
Psychol	
  Psychiatry	
  2008,	
  49(9):924-­‐932.	
  

142.	
   Biglan	
  A,	
  Brennan	
  PA,	
  Foster	
  SL,	
  Holder	
  HD,	
  Derzon	
  JH,	
  Embry	
  DD,	
  Fishbein	
  DH,	
  Flay	
  
BR,	
  Goeders	
  NE,	
  Kelder	
  SH	
  et	
  al:	
  Helping	
  Adolescents	
  at	
  Risk:	
  Prevention	
  of	
  
Multiple	
  Problem	
  Behaviors.	
  New	
  York:	
  Guilford	
  Press;	
  2004.	
  

143.	
   Biglan	
  A,	
  Flay	
  BR,	
  Embry	
  DD,	
  Sandler	
  IN:	
  The	
  critical	
  role	
  of	
  nurturing	
  
environments	
  for	
  promoting	
  human	
  well-­‐being.	
  American	
  Psychologist	
  2012,	
  
67(4):257-­‐271.	
  

144.	
   van	
  Lier	
  PAC,	
  Huizink	
  A,	
  Vuijk	
  P:	
  The	
  role	
  of	
  friends'	
  disruptive	
  behavior	
  in	
  the	
  
development	
  of	
  children's	
  tobacco	
  experimentation:	
  Results	
  from	
  a	
  
preventive	
  intervention	
  study.	
  Journal	
  of	
  Abnormal	
  Child	
  Psychology:	
  An	
  official	
  
publication	
  of	
  the	
  International	
  Society	
  for	
  Research	
  in	
  Child	
  and	
  Adolescent	
  
Psychopathology	
  2011,	
  39(1):45-­‐57.	
  

145.	
   Sanders	
  MR,	
  Ralph	
  A,	
  Sofronoff	
  K,	
  Gardiner	
  P,	
  Thompson	
  R,	
  Dwyer	
  S,	
  Bidwell	
  K:	
  
Every	
  family:	
  a	
  population	
  approach	
  to	
  reducing	
  behavioral	
  and	
  emotional	
  
problems	
  in	
  children	
  making	
  the	
  transition	
  to	
  school.	
  J	
  Prim	
  Prev	
  2008,	
  
29(3):197-­‐222.	
  

	
  
	
  



Taming	
  the	
  Epidemic	
  

Copyright	
  ©	
  2013,	
  PAXIS	
  Institute	
  may	
  be	
  reduced	
  with	
  copyright	
  notice	
  	
   30	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
*	
  Note:	
  	
  PAXIS	
  Institute	
  is	
  the	
  intellectual	
  property	
  owner	
  of	
  PAX	
  Good	
  Behavior	
  Game.	
  
PAXIS	
  institute	
  has	
  a	
  declared	
  interest	
  in	
  income	
  from	
  materials	
  and	
  training	
  of	
  PAX	
  GBG,	
  
and	
  is	
  the	
  largest	
  provider	
  of	
  the	
  Good	
  Behavior	
  Game	
  in	
  the	
  world.	
  


