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The novel coronavirus (COVID-19) has disproportionately impacted the health and socioeconomic outcomes for low-income

populations, people of color, and immigrant children and families in the United States. As inequities in resources (i.e.,
food, internet, housing), health care, and education increased for marginalized families as a result of COVID-19,
child-focused clinicians had to broaden their professional scope and implement new advocacy efforts. The current paper
uses clinical vignettes taken from a New York State Office of Mental Health–licensed child and adolescent outpatient clinic
in the Bronx, New York. The vignettes highlight the social inequities that impacted marginalized children and families
during the pandemic, as well as the clinical team’s response through the integration of evidence-base practice and advo-
cacy. Implications for practice with vulnerable populations as the COVID-19 pandemic persists are discussed.
S INCE early 2020, the novel coronavirus (COVID-19)
has encircled the globe, infecting over 118 million

individuals so far and resulting in almost 3 million
deaths. Despite its wealth and resources and the fact
that the United States accounts for just approximately
4% of the world’s population, the U.S. accounts for
approximately 25% of the world’s COVID-19 cases.
COVID-19 has disproportionately affected people of
color as well as low-income and immigrant families in
the U.S. These marginalized groups have experienced
higher rates of infections, hospitalizations, and deaths
(Clark et al., 2020; Finch & Finch, 2020; Martinez
et al., 2020; Price-Haywood et al., 2020; Yancy, 2020).
Inequities in the social determinants of health, such
as poverty and health care access, have influenced a
number of health and other quality-of-life outcomes.
In addition, there have been related and long-lasting
socioeconomic consequences associated with COVID-
19. Black and Latinx families have experienced higher
rates of job loss (Karpman et al., 2020), as well as
greater food insecurity, inadequate access to distance
learning, and fewer opportunities to work from home,
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obtain paid sick leave benefits, or obtain child care
(Dooley et al., 2020).

Multiple emerging research studies point to the far-
reaching psychological impact of the pandemic on
youth and families (e.g., Cao et al., 2020; Mazza
et al., 2020). Early findings suggest that the COVID-
19 pandemic may influence youth mental health, par-
ticularly for youth who are predisposed to psychologi-
cal problems like depression and anxiety (Courtney
et al., 2020; Liang et al., 2020). In addition, the Amer-
ican Psychological Association’s “Stress in the Time of
COVID-19” survey indicated that 70% or more of
respondents endorsed stress related to multiple
domains such as becoming ill or having a family mem-
ber become ill with the virus, managing online learn-
ing for their children, experiencing disrupted
schedules, and meeting basic needs of housing and
food (APA, 2020). These stressors, which have dispro-
portionately impacted people of color and low-
income and immigrant communities, have significant
implications for youth and family functioning, includ-
ing mental health treatment. A shift in focus for mental
health clinicians working with marginalized popula-
tions is required to adequately address the pervasive
impact of the pandemic.

The current article describes how clinicians serving
children and families in an outpatient mental health
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clinic in the Bronx, New York, expanded their profes-
sional roles to meet the needs of patients during the
COVID-19 pandemic. As COVID-19 swept the Bronx,
clinicians broadened their scope of advocacy efforts
to combat multiple inequities disproportionally
impacting the patient population. Advocacy, under-
stood as taking action to achieve goals in clients’ envi-
ronments (Toporek & Liu, 2001), is a tenet consistent
with the American Psychological Association’s (APA,
2012) competency guidelines, which indicate that psy-
chologists should be trained to safeguard others’ wel-
fare and promote systems change that targets the
impact of social, political, economic or cultural factors.
A position of advocacy, in combination with an ongo-
ing commitment to evidence-based practice, recali-
brated existing treatment plans and clinical practice
to ensure the welfare of the patient population.
Advocacy in YouthMental Health Treatment

Efforts to integrate advocacy in both clinical training
and practice have been documented in the field of psy-
chology, particularly within counseling psychology
(see, Ali & Sichel, 2014; Barrett & Olle, 2016). Advo-
cacy models in psychological practice, such as the
anti-oppression advocacy approach (Ali & Sichel,
2014) and systems advocacy (Lewis et al., 2002), posit
that a primary role of psychologists is to eradicate sys-
temic barriers that impede the client’s progress
towards their goals. These approaches suggest that in
order to adequately address the mental health needs
of marginalized populations, clinicians must address
therapeutic change while also contending with the
additional mental health risks associated with poverty
and racism (Lorant et al., 2003; Smith, 2010).

In the youth mental health service sector, systems of
care approaches have been at the forefront of advocacy
efforts since the National Institute of Mental Health
established the Child and Adolescent Service System
Program (CASSP) in 1984 for children with serious
and complex needs. Systems of care function as a coor-
dinated network of treatment or clinical intervention
accompanied by effective, individualized, and
community-based services based on the goals, priori-
ties, populations, and environments of the particular
community in which it is embedded (Hernandez &
Hodges, 2003; Stroul & Friedman, 1986). Since this
model was first recommended, systems of care have
been applied more broadly to youth mental health,
constituting a “paradigm shift” (Bruns & Walker,
2010) away from individual, siloed service settings to
a network of services and supports across agencies.
These coordinated networks seek to meet the complex
needs of a target population within the least restrictive
environment and in a manner that is culturally sensi-
tive, such that services address and fit clients’ cultural
factors, including age, cultural values, gender, lan-
guage, race, and sexual orientation (Cabassa &
Baumann, 2013). The current authors drew from advo-
cacy models and systems of care approaches in order to
meet the wide-ranging needs of marginalized youth
patients and their families during the pandemic. While
the integration of advocacy, systems-based care, and
evidence-based practice is not novel, the current
authors seek to highlight practical approaches to inte-
grating these practices with low-income, people of
color during the COVID-19 pandemic.
Current Study

Setting and Context
The clinical vignettes presented in this article are

drawn from a New York State Office of Mental Health
(OMH)-licensed child and adolescent outpatient clinic
in the North Bronx that is part of the psychiatry depart-
ment in a large urban academic medical center. The
Bronx, New York, is one of the most ethnically diverse
urban areas in the U.S. The Bronx is the poorest dis-
trict in the country and is also ranked the least healthy
of New York State’s 62 counties, as well as the poorest
of the five boroughs. According to New York City’s
Department of Health, residents in the Bronx, who
are majority Latinx and Black, were more than twice
as likely to die from COVID-19 than anywhere else in
the city in the first 3 months of the pandemic. Youths
served in the clinic, who range from ages 4 to 21 years,
and their families are primarily low-income, with up to
85% receiving public assistance prior to the onset of
the COVID-19 pandemic. Many caregivers are mono-
lingual Spanish speakers, and interpreters and bilin-
gual clinicians are involved in the provision of mental
health services. The child outpatient clinic hosts sev-
eral specialty training programs, including an Anxiety
and Mood Program, and provides comprehensive
evidence-based mental health services to children, ado-
lescents, and emerging adults and their families pre-
senting with an array of psychiatric disorders. Patients
are treated in both individual and group therapy set-
tings, using a variety of evidence-based psychothera-
pies, including cognitive behavioral therapy (CBT)
for youth with anxiety, trauma, mood disorders, and
disruptive behavior, as well as dialectical behavior ther-
apy (DBT) for self-harming and suicidal adolescents.
Rooted in the medical center’s mission, there is also
a primary emphasis on social justice and advocacy
through which the treatment team seeks to support
families within their greater community systems as liai-
sons with schools, foster care agencies, child and family
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services, and other relevant organizations. The clinic,
staffed by 5 attending psychologists, 5 attending psychi-
atrists, and 3 licensed clinical social workers, also serves
as a training clinic for predoctoral psychology interns,
graduate-level psychology practicum students, child
psychiatry fellows, and social work interns.

Integrating Evidence-Based Practice and Advocacy. As
the COVID-19 pandemic inundated the Bronx in
March 2020, the clinic rapidly responded to the crisis
in accordance with OMH and federal guidelines.
Hospital employees across the system were deployed
to different medical units to serve the influx of
COVID-19 positive patients, including psychiatrists
and social workers from across the department. Along
with other programs, the clinic drastically reduced on-
site personnel to a basic operational skeleton crew to
limit the spread of the virus. The clinic transitioned
from in-person psychotherapy to predominantly tele-
health (telephone and video) services to limit in-
person contact and abide by infectious disease guideli-
nes and state-ordered “shelter in place” policies. A very
limited number of youths were seen in person if clini-
cally indicated (e.g., requiring long-acting injectable
medication, significant suicide risk).

As clinicians and families made this transition, clin-
icians began to encounter new challenges emerging for
families as preexisting economic and health disparities
were exacerbated. Increased anxiety, impaired sleep,
and mood lability were in the traditional purview of
the clinical team; however, newly emerging problems,
like food and internet access challenges, job insecurity,
and COVID-19 infection risks, were at the forefront of
patient needs and highlighted that mental health inter-
ventions alone were not sufficient. Clinicians were well-
positioned to address these new needs and challenges
given frequent, virtual contact (i.e., weekly or bi-
weekly) with patients and families as well as preexisting
relationships with their larger systems (i.e., family,
school, health care providers).

The broadening emphasis on advocacy was facili-
tated through a number of factors. First, the team
increased the frequency and shifted the focus of team
meetings. Team meetings were held three times per
week for the first 3 months of the pandemic, an
increase from once per week prior to the pandemic.
Frequent meetings allowed for information to be dis-
seminated clearly and consistently across the team,
for specific topics of concern to be discussed, and for
targeted planning and initiation of quality improve-
ment efforts at both the individual and community
levels. This frequent collaboration helped team mem-
bers to identify barriers—factors impeding patient
and family well-being and treatment progress—that
were frequently occurring across the patient popula-
tion, which were then consolidated and defined (i.e.,
education, finances, food/essential resources, housing,
home environment, health, immigration status, inter-
net and technological devices; see Table 1).

Second, as barriers were identified, targeted quality
improvement efforts were initiated. A preexisting
health advocacy training series, established as an effort
to engage trainees in quality improvement projects tar-
geted at social justice and advocacy for the patient pop-
ulation, provided a foundation from which team
members launched quality improvement efforts speci-
fic to the pandemic. Preestablished quality improve-
ment teams comprised of trainees and supervised by
full-time clinical staff swiftly adapted their projects to
address barriers that were identified in team meetings.
Additionally, clinician-advocates consulted with per-
sonnel across disciplines (e.g., pediatrics, social work,
administration, legal) to navigate, connect with, and
form relationships with an array of community-based
supports (e.g., housing services, food pantries).

The team of clinician-advocates integrated ecologi-
cal systems theory (Bronfenbrenner, 1979) in response
to patient needs on multiple systems levels (e.g., com-
munity, family, individual). At the community level,
the team developed a database of Bronx-specific
resources and essential services during the COVID-19
pandemic, vetting and confirming operationality of
each service; a comprehensive guide was then dis-
tributed hospital-wide. This resource list included
information about internet access, food assistance,
financial supports, health information and access,
information specific to immigrant and undocumented
families, mental health and crisis supports, and educa-
tional resources, and was updated on a frequent basis
to ensure up-to-date resources were available as the
pandemic rapidly evolved. In addition, the clinic coor-
dinated a fundraising campaign in support of a
hospital-based food pantry, and clinicians communi-
cated directly with food pantry coordinators about
specific needs (e.g., diapers, prepared meals) of the
local community. Further, for families who were
unable to leave their homes, most often due to family
members with vulnerable medical conditions, the team
developed a workflow connecting two volunteer orga-
nizations to ensure safe, contact-free delivery of food
and essential supplies (i.e., toilet paper, school
supplies).

At the individual and family levels, team members
sought to safeguard the welfare of their patients by
adapting evidence-based treatment plans to meet the
unique needs of each patient and family. Revised treat-
ment plans were developed from comprehensive and
repeated needs assessments, in which clinicians



Table 1

Barriers to Youth and Family Well-Being and Treatment Progress

Category Definition Examplea

Education Factors that limit ability to obtain fair, appropriate, and
equal education.

. . .the clinician was unable to reach his teacher or other
relevant school personnel (Vignette 1)

Finances Financial concerns due to temporary or permanent
discontinuation of work.

Parents lost their jobs due to layoffs related to the pandemic. . .
[leading to] financial strain (Vignette 2)

Food/Essential Resources Limited or restricted access to food or other essential
resources (e.g., toilet paper, school supplies).

. . .mother expressed concern regarding the family’s access to
food given that they could not leave the home to get groceries
(Vignette 1)

Housing Loss or risk of losing safe housing. . . .family had been threatened with eviction from their home
(Vignette 1)

Home Environment Home environments with limited privacy, overcrowding, or
safety concerns.

. . .difficult for him to find a private, quiet space to participate in
group via video conferencing (Vignette 3)

Health Increased risk for COVID-19 infection/hospitalization,
fears of contracting the virus, and barriers regarding
access to safe and affordable healthcare.

. . .mother disclosed significant anxiety related to her health
and her family’s health, including who would care for her
children if she became ill with COVID-19 (Vignette 1)

Immigration Status Concerns regarding the safety of accessing healthcare
services and the availability of healthcare services for
immigrant families.

. . .parents expressed concerns about being able to safely
access healthcare services to be tested and treated for the
virus due to their immigration status (Vignette 2)

Internet and Technological
Devices

Limited, restricted, or total lack of access to the internet or
technology for access to necessary services and contacts
(i.e., education, telehealth).

Lack of internet access presented a significant obstacle as
Jacob’s school transitioned to virtual classrooms (Vignette 1)

a Examples are direct excerpts from the clinical vignettes.
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assessed patients’ home environments, including avail-
ability of resources (e.g., internet, food), personal and
familial risk for COVID-19 infection, and environmen-
tal factors that may negatively impact telehealth ther-
apy and general functioning (e.g., persons living in
the home, private space for therapy). Whereas infor-
mal needs assessments may have been conducted prior
to the pandemic based on individual clinician inclina-
tion or preference, this practice was formalized and
adopted as standard clinic practice once the pandemic
hit. In addition, clinicians maintained evidence-based
assessment of mental health symptoms and function-
ing—a part of standard practice prior to the pandemic.
Clinicians adapted treatment goals and evidence-based
practices based on data gleaned from these
assessments.

In this report, clinical vignettes exemplify how the
professional role of clinicians broadened in the con-
text of the pandemic as team members integrated
advocacy and evidence-based practice while serving
youth who were disproportionately affected by the
COVID-19 pandemic due to factors related to race, eth-
nicity, socioeconomic status, and immigration status.
These clinical vignettes highlight how social inequities
impacted the functioning and well-being of such fami-
lies during the COVID-19 pandemic, and how team
members provided comprehensive and individualized
care in this context. Last, implications for practice with
marginalized populations both within the context of
COVID-19 and beyond are discussed.

Clinical Vignettes
All identifying information has been removed from

the following clinical vignettes to protect confidential-
ity. The eight barriers (see Table 1) that emerged in
our patient population are italicized when referenced
in the vignettes below.

Clinical Vignette 1: Jacob

Reason for Referral
Jacob, a 10-year-old Black, non-Hispanic cisgender

male of Jamaican descent, was treated at the clinic
for approximately 6 months prior to the start of the
COVID-19 pandemic. He was self-referred by his
mother due to increased misbehaviors, including non-
compliance (i.e., not following instructions), physical
and verbal aggression, and inattention and reduced
work completion in school. Jacob experienced signifi-
cant trauma throughout his life. Per his mother’s
report, he witnessed intimate partner violence perpe-
trated by his biological father against his mother, and
was physically and emotionally abused by his father.
Jacob’s mother noted a significant change in Jacob’s
behavior in the year leading up to the initiation of
treatment. She noted that he performed well academi-
cally and rarely required discipline or redirection for
misbehavior in the school setting, but recently he
began exhibiting reduced interest and motivation to
complete schoolwork and was frequently sent to the
principal’s office for rule-breaking behavior. At the
same time, Jacob’s mother noted that he became
increasingly “disrespectful” towards her and his grand-
parent, cursing at them and refusing to comply with
instructions and requests. Jacob’s mother was particu-
larly concerned about his physically aggressive (i.e., hit-
ting, pushing) and verbally aggressive behavior toward
his younger brother.
Treatment Prior to COVID-19 Onset
Prior to COVID-19, Jacob and his family were partic-

ipating in comprehensive treatment at the clinic,
including behavioral parent training aimed at support-
ing Jacob’s mother to implement safe, effective, and
consistent parenting strategies to increase desired
behaviors and reduce misbehavior, individual CBT
focused on increasing Jacob’s emotional regulation
skills, and a behavior regulation movement group that
used evidence-based trauma-focused interventions to
support emotion regulation, impulse control, and
social skills. The treatment team coordinated care with
a shared treatment plan, frequent consultation, and
ongoing case management with Jacob’s school and
other systems relevant to his care. Given Jacob’s age
and the primary concerns related to his disruptive
behavior, behavioral parent training was the primary
emphasis of the treatment plan.
Treatment Adaptations During COVID-19
As COVID-19 pandemic restrictions were issued,

Jacob and his family were transitioned to telehealth ser-
vices. Jacob’s mother and the team of clinicians agreed
that the parent-focused clinician would maintain
weekly sessions with Jacob’s mother and Jacob’s indi-
vidual clinician would maintain bi-weekly check-ins
with Jacob. As this transition occurred, clinicians con-
ducted a needs assessment, which highlighted a num-
ber of risk factors for contracting and becoming ill
with COVID-19 (i.e., multigenerational home, parent
with comorbid health conditions) and barriers to
access to essential resources.

During this initial needs assessment, Jacob’s mother
noted several new and unanticipated stressors. First,
lack of internet access presented a significant obstacle as
Jacob’s school transitioned to virtual classrooms. In
response, Jacob’s clinician supported the family by pro-
viding accurate and timely information about how to
obtain access to the NYC Department of Education’s
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(DOE) virtual schooling technology, which included
hotspots for internet access. Second, Jacob’s mother
expressed concern regarding the family’s access to food.
Due to her own health concerns, she was fearful of
going to the grocery store, food bank, or NYC DOE
food pickup locations. With permission from Jacob’s
mother, the clinician coordinated several food bank
dropoffs at their home throughout the lockdown per-
iod. These services were free for Jacob’s family and
were also delivered without any in-person contact to
reduce COVID-19 transmission risk. Last, Jacob’s fam-
ily had been threatened with eviction from their home
prior to the onset of the pandemic. His mother had
been in the process of locating a new home and was
participating in legal proceedings related to the evic-
tion, both of which were paused once the pandemic
hit. Jacob’s mother was fearful that the family would
be evicted from their home in the midst of the pan-
demic and have no place to go. In response, the clini-
cian supported Jacob’s mother in understanding her
rights as a tenant, based on up-to-date city regulations
that restricted evictions during the crisis, and provided
her with free legal resources for eviction protection.

Once stable access to food, housing, and virtual edu-
cation was established, the family experienced some
relief. Focus shifted to support Jacob’s mother in
implementing behavioral parent training strategies
during quarantine, particularly as she noted Jacob’s
increased disruption and inattention during the virtual
school day. Despite Jacob’s mother’s desire to improve
his behavior, she expressed ambivalence about imple-
menting behavioral techniques (i.e., consistent routi-
nes, positive attention, effective commands,
consistent consequences for misbehavior). Using moti-
vational interviewing techniques, the clinician sought
to understand the barriers to implementation of these
strategies which had proven effective prior to COVID-
19. Jacob’s mother disclosed significant anxiety related
to her health and her family’s health, including who would
care for her children if she became ill with COVID-19.
She was particularly concerned because she had a pre-
existing condition that put her at increased risk should
she contract COVD-19. This was not the first time that
Jacob’s mother had confided in the clinician about her
own mental health difficulties. Although the clinician
had in the past referred Jacob’s mother for outpatient
treatment to address her depressed mood and trauma
history, Jacob’s mother had not followed through with
the referrals. Initially, the clinician continued to set
clear boundaries outlining her role as the child’s ther-
apist and providing referrals to an individual clinician
at an adult-focused clinic. However, in the context of
the pandemic and the many barriers faced by Jacob’s
mother, the clinician identified a personal and profes-
sional inclination to push the boundaries of her tradi-
tional role and provide more targeted intervention.
The clinician, a trainee, discussed this sense of clinical
obligation with her supervisor with whom she explored
related ethical questions in the context of the larger
case conceptualization. This conversation was then
raised with the broader treatment team, who consid-
ered the potential pitfalls and benefits of treating Jacob
and his mother concurrently. As the only available
mental health professional to Jacob’s mother, the team
determined, in the best interests of both Jacob and his
mother, it was appropriate for the clinician to extend
her role and provide mental health supports to the
patient’s mother. However, the team also clarified that
this role extension be time-limited, in service of
improving family functioning (e.g., managing mother’s
anxiety would support implementation of behavioral
parent training techniques), and that the clinician
would continue to use motivational interviewing tech-
niques to support Jacob’s mother in seeking her own
care. With this in mind, the clinician and Jacob’s
mother began to discuss and practice cognitive behav-
ioral strategies to reduce the intensity and disruption
of her worry, improve her sleep, and engage in prob-
lem solving when appropriate. To target her illness
anxiety, the clinician supported Jacob’s mother in com-
pleting imaginal exposures in which she gradually
recorded and talked through the worst-case scenario
related to her worries of contracting COVID-19. Consis-
tent with the literature on exposure therapy for illness
anxiety (Weck et al., 2015), the exposure practice
helped Jacob’s mother to identify distorted thinking
patterns and feared scenarios that could be addressed
with active problem solving. The clinician supported
Jacob’s mother in developing a structured plan in case
she took sick with COVID-19 that included steps to
ensure the safety and protection of her children should
she need medical attention. Jacob’s mother actively
engaged in these telehealth sessions and reported a
decrease in the frequency and intensity of her worry.

As Jacob’s mother experienced some relief from her
own anxiety symptoms, she expressed frustration with
the format of Jacob’s virtual school and the limited
communication she had with school personnel. She
noted concern about Jacob’s lack of homework com-
pletion and his minimal participation in the virtual
classroom. She also reported that there was minimal
structure to help Jacob get through his virtual school
day. In accordance with typical practice, the clinician
sought to obtain collateral information from Jacob’s
teacher and collaborate on strategies to improve his
academic performance in the virtual context (Swan
et al., 2016); however, the clinician was unable to reach
his teacher or other relevant school personnel. In order to
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support Jacob’s academic performance and daily
behavior independent of teacher input, the clinician
collaborated with Jacob’s mother to develop a daily
schedule for Jacob based on his attentional abilities.
The daily schedule included brief, structured school-
work time between 10 minutes and 30 minutes in
length based on time of day and subject matter, and
chunked schoolwork with scheduled breaks and
rewards. Planned breaks included opportunities for
indoor physical movement, snacks, and brief screen
time (e.g., watching two videos online). Jacob also
earned rewards in the form of stickers for completion
of each structured activity. Stickers could be turned
in for privileges at the end of the school day and priv-
ileges were selected based on activities most meaning-
ful to Jacob, such as playing video games and getting
to pick his snacks. The clinician assisted Jacob’s mother
in tracking Jacob’s progress over time using his sticker
chart, which provided data of his adherence to his daily
schedule and compliance with house rules. The clini-
cian utilized these sticker charts to reinforce both
Jacob’s progress and his mother’s success in imple-
menting behavioral interventions. While Jacob was on
task approximately 25% of the time at the start of the
pandemic, after approximately 2 months of consistent
adherence to the interventions listed above, Jacob was
on task approximately 75% of the time. In the same 2-
month period, there were significant reductions in
Jacob’s aggressive behaviors, including complete remis-
sion of physical aggression and a reduction in verbal
aggression from an average of three times a day to an
average of three times per week.
Wrap-up and Next Steps
As the height of the pandemic waned, the clinician

continued to assess family stressors related to the pan-
demic in addition to Jacob’s progress in treatment.
Given the nature of a training clinic, the primary clin-
ician, a trainee, prepared Jacob and Jacob’s mother for
the upcoming transition in care. The trainee collabo-
rated closely with the treatment team and Jacob’s
mother to develop a disposition plan best suited for
the ongoing needs of Jacob and his family. It was deter-
mined that Jacob’s mother would begin participation
in a mentalization-based parenting group in a satellite
clinic due to evidence that suggests such interventions
are efficacious for individuals with their own mental ill-
ness, including trauma histories and difficulties with
emotion regulation (Bateman et al., 2016; Suchman
& Ordway, 2016), and to give Jacob’s mother the
opportunity to connect with other mothers with similar
histories and parenting experiences given her limited
social support network. Concurrently, Jacob would
return to weekly individual therapy with a particular
focus on increasing his emotion regulation skills.
Clinical Vignette 2: Gabriela

Reason for Referral
Gabriela, a 15-year-old White and Hispanic cisgen-

der female of Mexican descent, was treated in the clinic
for approximately 4 months prior to the start of the
COVID-19 pandemic. Gabriela was referred for treat-
ment by her parents due to food restriction and
intense fear of gaining weight, accompanied by signifi-
cant weight loss over a 2-month time period. At intake
assessment, due to identification of subthreshold but
clinically interfering symptoms of Borderline Personal-
ity Disorder, including mood swings, impulsive behav-
iors, shifting self-image, and engaging in self-harm,
Gabriela was admitted into the Adolescent Dialectical
Behavior Therapy program. Additionally, given Gabrie-
la’s eating disorder symptom presentation, and
because she was not underweight, Gabriela was diag-
nosed with Atypical Anorexia Nervosa, restricting type,
and was referred to the clinic’s Eating Disorders Pro-
gram. Subsequently, Gabriela began individual DBT
treatment, a multifamily DBT skills group, and
attended family-based therapy treatment for her eating
disorder, with weekly communication and collabora-
tion amongst treatment team members.
Treatment Prior to COVID-19 Onset
Before the onset of the COVID-19 pandemic, Gab-

riela’s treatment focused on orientation to individual
and group DBT treatment, as well as building engage-
ment and commitment. To address her eating disor-
der, Gabriela and her parents enrolled in Family-
based Treatment (FBT) for anorexia, which empowers
parents as members of the treatment team and agents
of change who are responsible for planning, preparing,
and supervising their child’s food intake (Lock & Le
Grange, 2013). Gabriela and her parents showed con-
sistent DBT and FBT session attendance and engage-
ment. After approximately 2 months in the DBT and
Eating Disorders programs, Gabriela began demon-
strating consistent weight gain at her weekly weigh-
ins, gaining approximately 2 pounds per week. In addi-
tion, she denied any self-harm behaviors and noted
improvements in mood and anxiety symptoms. After
about 4 months, right before the onset of the pan-
demic, Gabriela’s parents reported that she was finish-
ing all of her meals with minimal complaints or
hesitation, and even reported increased appetite. At
that point, Gabriela had gained approximately 10
pounds, which she maintained week to week, and
had reached a healthy weight as determined by her
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medical provider. Gabriela reported continued nega-
tive thoughts about herself and her body, though these
had decreased in frequency and intensity, and noted
an improvement in her ability to communicate effec-
tively with family members, peers, and teachers, which
was also observed by her treatment team.

Treatment Adaptations During COVID-19
As COVID-19 pandemic restrictions began, Gabriela

and her family were transitioned to telehealth services,
initially by phone. Given the many treatment team
members working with the family, along with the chal-
lenging circumstances the family faced as the pan-
demic began, care coordination meetings among the
treatment team members were implemented on a
weekly basis for the first 6 weeks after the transition
to telehealth. This ensured that efforts to support the
family were appropriately delegated, rather than dupli-
cated, and important updates could be shared on a
timely basis. There were multiple challenges encoun-
tered by the family that led to a transition in treatment
focus at the start of the pandemic. First, amidst the
shift to telehealth services, Gabriela and her parents
disclosed that the entire family was experiencing symp-
toms consistent with COVID-19. Gabriela’s parents
expressed concerns about being able to safely access health
care services to be tested and treated for the virus due
to their immigration status. Gabriela’s treatment team
sought up-to-date information regarding access to
health care and the safety of receiving care for undoc-
umented families. After obtaining information from
the NYC Mayor’s Office of Immigrant Affairs and con-
firming the protocol with personnel within the larger
hospital system, the treatment team communicated to
Gabriela and her family that medical care, including
COVID-19 testing and treatment, was available to all
New Yorkers regardless of immigration status, ability
to pay, or whether they had a doctor or insurance.
Additionally, the treatment team confirmed that hospi-
tal staff would not ask about immigration status, nor
would obtaining testing or treatment for the virus hurt
the family’s ability to apply for a green card. After com-
municating this information to Gabriela and her par-
ents, they subsequently sought out testing and
disclosed that all family members received positive
results.

Around the same time, both of Gabriela’s parents
lost their jobs due to layoffs related to the pandemic.
During the needs assessment, Gabriela’s mother
expressed concerns about accessing food for the family,
due to financial strain and worries about leaving home
and spreading the virus. Gabriela’s clinicians coordi-
nated and scheduled contact-free food delivery for
the family through a free delivery service in coordina-
tion with a local food pantry. In addition, information
was provided to the family about the eviction morato-
rium in NYC to ensure the family understood their pro-
tections from eviction amidst the financial challenges
they were experiencing. The family declined further
financial or employment resources, but expressed
understanding that clinicians could assist with
resources if needed or desired in the future. Last, while
Gabriela and her family disclosed that their COVID-19
symptoms were in the mild-to-moderate range and
could be treated from home, clinicians ensured that
the family knew the treatment resources available to
them, as well as signs (e.g., difficulty breathing) that
a higher level of care may be appropriate. Clinicians
validated Gabriela and her parents’ concerns about
spreading the virus, while also helping them to chal-
lenge unhelpful or inaccurate thoughts using previ-
ously learned cognitive restructuring skills. The
treatment team praised and reinforced the family’s
efforts to quarantine effectively, using these efforts as
evidence against persistent worries about spreading
the virus.

The treatment team increased flexibility of session
format and attendance to reduce barriers associated
with multiple family illnesses, parental caretaking
responsibilities, and employment searches. Sessions
were initially conducted by phone and focused on basic
needs assessment, risk assessment, and reinforcing
treatment gains through review of relevant DBT and
FBT skills. Once the family members reported recovery
from the virus, the treatment team set up video tele-
health services for the family, conducting multiple test
sessions to troubleshoot internet and technological difficul-
ties. With immediate health, food, and technology con-
cerns resolved, Gabriela’s treatment resumed focus on
primary treatment targets established prior to the pan-
demic. In DBT, Gabriela’s individual and group clini-
cians worked to reintegrate her into the group, after
multiple missed sessions. Due to the family’s decreased
engagement in group services that resulted from com-
peting demands (i.e., childcare), as well as Gabriela’s
improved symptom presentation, a collaborative deci-
sion was reached for Gabriela and her parents to take
a break from group DBT. Instead, individual DBT
focused on commitment strategies for session atten-
dance, chain analyses of problem behaviors (e.g., urges
to restrict food intake, ineffective communication with
parents), and skills practice. Gabriela began consis-
tently attending individual DBT sessions and reported
improvement in her ability to be open and commu-
nicative with her family and her treatment team. Gab-
riela’s FBT treatment resumed focus on supporting
Gabriela’s move toward independent eating. The fam-
ily did not own a scale and it was not financially feasible
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for them to purchase one; therefore, treatment
focused on maintaining adequate portion sizes and eat-
ing all meals, as determined by Gabriela’s parents, in
addition to asking the family to report any noticeable
weight changes. The family’s food needs were assessed
at regular intervals, and free food deliveries were
scheduled accordingly. In addition, Gabriela learned
to mindfully observe unhelpful automatic thoughts
about eating, weight, and body image, to challenge
those thoughts in the moment, and to replace them
with helpful coping thoughts (e.g., “Eating keeps me
healthy”, “My weight does not determine who I am as
a person”).

Wrap-up and Next Steps
After 7 months in FBT, Gabriela showed significant

improvement and reduction in her eating disorder
symptoms. Given that the FBT clinician was a trainee
who was preparing to leave the clinic, various options
were discussed for Gabriela’s continued treatment.
The FBT clinician addressed maintenance and relapse
prevention with the family, after which the family and
broader treatment team agreed that Gabriela would
graduate from FBT, with any remaining eating con-
cerns monitored and addressed by her DBT clinician.

Clinical Vignette 3: Evan

Reason for Referral
Evan, a 14-year-old Black and Hispanic cisgender

male, was treated at the clinic for approximately 1 year
prior to the pandemic. He was self-referred by his
mother due to a long-standing history of social anxiety
and depressed mood following the separation of his
parents. Per his mother’s report, he was spending more
time alone in his room and was more irritable towards
family members. In addition, he avoided speaking to
adults and peers, which began interfering with his aca-
demic performance once he entered middle school.
He was seen for individual therapy for approximately
9 months and, in January 2020, Evan was referred to
the clinic’s CBT group for socially anxious teenagers.

Treatment Prior to COVID-19 Onset
In individual therapy, Evan engaged in behavioral

activation to target his depressed mood. In response
to this intervention, he reported improvements in
mood, but it became apparent that his motivation to
maintain this practice was limited by his social anxiety.
Therefore, the CBT group for social anxiety was initi-
ated to provide in-vivo exposure practice with other
teenagers. Upon entry into the group, Evan reported
that his goals included speaking more to teachers
and peers and improved eye contact when interacting
with others. Within the first couple months of Evan’s
participation in the group, he indicated notable pro-
gress with increased awareness of his avoidant behav-
iors (e.g., not making eye contact, hiding behind
others in the classroom so teachers would not call on
him), an understanding of the rationale for exposure
therapy, and increased participation in group-based
exposure practice for social anxiety (e.g., giving a pre-
sentation in front of the group, speaking with
unknown confederates).
Treatment Adaptations During COVID-19
When the COVID-19 pandemic began, Evan’s pri-

mary clinician was deployed to medical units within
the hospital to treat COVID-19 patients and thus
weekly individual sessions with this clinician were
paused. Given Evan’s substantial progress in individual
and group therapy and low-risk status, Evan continued
participating in group therapy via video telehealth ser-
vices as his primary treatment modality with adjunctive
bi-weekly check ins for individual support from one of
the group leaders. The group leader assessed his home
environment and supported Evan and his primary care-
giver—his grandmother—in problem solving barriers
that may have interfered with his weekly participation.
For example, Evan lived in a two-bedroom apartment
with his grandmother, mother, and siblings. Evan
noted that because of his home environment, it would
be difficult for him to find a private, quiet space to partici-
pate in group via video conferencing. The group lea-
der collaborated with both Evan and his
grandmother to explore the options in their home that
would allow for a space for Evan to participate in the
group. Evan decided to sit on the floor in his shared
bedroom during group sessions with his back against
the wall to prevent his siblings from seeing the screen.
Evan also wore headphones to maintain the confiden-
tiality of other group members, and muted his micro-
phone when he was not speaking during the group
to limit background noise interference. In addition
to environmental concerns, Evan expressed worry, in
line with his diagnosis of social anxiety disorder,
regarding showing his face to others on the virtual
group call. Group leaders supported Evan in gradual
exposure practice beginning with attending the group
with his camera turned off (1 session), then progress-
ing to leaving his video on, without having to appear
on video (1 session), then appearing on video for at
least half of group, including whenever he was speak-
ing (2 sessions), and finally progressing to appearing
in the video frame for the entire group session, which
he maintained for the remainder of group (6 sessions).
Evan’s appearance on screen was reinforced by positive
feedback from group members and group leaders.
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When another group member rejoined the group after
missing four sessions due to not having internet service
and avoided showing her face, Evan served as a coping
model and coached her through her gradual
exposures.

As the patients adjusted to new lockdown orders,
group leaders began to assess changes in mood and
behavior across group members. While initially Evan
and several other group members noted reduced social
anxiety as a result of attending school from home and
minimizing contact with others, as time passed, these
group members noted increased generalized anxiety and
worry related to the virus and its impact on their family and
community, and concerns about academic performance in
the new virtual classroom setting. Additionally, Evan, and
others in the group, noted a decline in mood. Evan
reported increased lethargy, boredom, and irritability,
as well as an interrupted sleep cycle with naps in the
middle of the day and difficulty falling asleep at night.
In response, group leaders adjusted the scope of group
CBT for social anxiety to account for these shared,
transdiagnostic challenges, with a focus on COVID-19
education, strategies to reduce worry, sleep hygiene,
and behavioral activation. For example, group leaders
discussed the interplay between mood and sleep, and
sought input from Evan and other group members
on the ways in which their sleep behaviors changed
during the COVID-19 lockdown, and the resulting
impact on functioning and mood. Group leaders sup-
ported Evan and other group members in developing
healthy sleep habits (i.e., setting consistent daily sleep
and wake times) and daily schedules.

A common theme among group members was
increased anxiety in relation to what group members
were hearing and reading about COVID-19. Past
research has shown an association between exposure
to media coverage of upsetting events (e.g., the Boston
Marathon bombing) and posttraumatic stress symp-
toms, particularly when caregivers are not monitoring
exposure or communicating effectively with youth
about these events (Comer et al., 2014). Evan, like
other group members, noted that social media was
his primary source of information, and he reported
seeing a lot of “bad things” posted on social media
about the virus. With increased anxiety about catching
the virus and spreading it to other family members, he
eventually stopped going outside entirely. Group lead-
ers sought collateral from Evan’s grandmother, who
reported feeling uncertain about how to best ensure
the health and safety of her family while balancing
the need for her grandchildren to spend time out-
doors. Evan’s grandmother also reported uncertainty
about how to communicate with Evan about the
pandemic.
In response to this growing need, the CBT group
leaders sought to help disseminate up-to-date, data-
driven information about COVID-19 from reputable
sources (i.e., Centers for Disease Control and Preven-
tion, World Health Organization), as well as strategies
for accessing reliable COVID-19 information. Group
leaders focused a portion of time in two group sessions
on identifying and accessing reliable information
about the COVID-19 pandemic and setting helpful lim-
its on news intake to prevent worsening mood and anx-
iety symptoms. Collateral sessions were conducted with
caregivers as needed to provide strategies for talking to
youth about the pandemic (e.g., validating youths’ feel-
ings, supporting them to limit unhelpful social media
exposure). Collateral sessions also supported general-
ization of cognitive behavioral strategies outside of
group sessions. Group leaders provided Evan’s grand-
mother, a monolingual Spanish speaker, with up-to-
date information and safety guidelines (e.g., protocols
for going outside) in Spanish. Additionally, group lead-
ers provided psychoeducation to Evan’s grandmother,
emphasizing patterns of avoidance that were maintain-
ing and exacerbating Evan’s anxiety and the role of
behavioral activation and activity scheduling to target
Evan’s mood. With his grandmother’s increased under-
standing of data-driven COVID-19 safety guidelines,
she collaborated with the clinicians on a plan for grad-
ual exposure to the outdoors and activity scheduling
that allowed access to fresh air and physical activity to
support improvements in mood. Evan’s exposure hier-
archy started with imaginal exposures to going outside,
then progressed to sticking his head out of the window
and observing the outside, eventually moving toward
standing outside of his apartment and taking walks
around the block while remaining socially distant from
others. These procedures (i.e., psychoeducation on
mood/anxiety, dissemination of data-driven safety
guidelines, steps for accessing reliable information on
COVID-19, exposure/behavioral activation) were repli-
cated with other families in the clinic. Clinicians deliv-
ered this information and these practices with
validation of caregiver and child concerns and consid-
eration of the cultural factors (e.g., primary language
spoken, family values), and individual risk factors.

Wrap-up and Next Steps
Evan, along with other group members, reported

improvements in mood and functioning (i.e., home-
work completion) after implementing a consistent
daily routine, spending less time on social media con-
suming information about the virus, improving sleep
habits, and increasing time spent outside while still fol-
lowing safety protocols. As the group approached the
group termination date, relapse prevention became
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the primary focus. For Evan, this meant supporting
maintenance of treatment gains related to his mood,
particularly in the context of ongoing lockdown guide-
lines in place for the upcoming summer. Relapse pre-
vention also focused on maintaining gains related to
approaching feared social situations (i.e., speaking in
his virtual classroom, talking more to teachers and
peers). Notably, as the “usual” group end date
approached, and group leaders and members dis-
cussed termination, all six group members opted unan-
imously to extend the group by several sessions. Evan’s
progress toward his goals related to social anxiety was
exhibited in one of the final group sessions when he
expressed his desire to continue participation in the
virtual social anxiety group throughout the summer
months. While initially Evan refused to show his face
in the video frame, by the termination of the group,
Evan assumed qualities of a leader, often volunteering
to share his thoughts and home practice with other
group members and volunteering to be the first to
practice in-session social exposures.
Discussion
Mental health treatment can be an incredibly valu-

able resource while navigating major life changes and
transitions, such as those brought on by the pandemic.
However, to be able to access and attend to mental
health care, certain needs must be met. The onset of
the COVID-19 pandemic created new challenges and
exacerbated preexisting inequities for our marginal-
ized patient population. Increased rates of COVID-19
exposure and illness in the Bronx, along with fewer
resources for families to call upon, left many families
in need of increased support from their mental health
clinicians. As described in these clinical vignettes,
many families served in the clinic suddenly found
themselves without access to resources such as food,
internet, and employment. Concurrently, children
and families faced mental health difficulties, which
oftentimes were exacerbated by the increased stressors
imposed by the pandemic. The needs of the families
shaped the evolving roles and treatment targets of
the treatment team.
Clinical Implications

The treatment team gained a number of clinical
insights and lessons relevant to evidence-based mental
health practice amidst an ongoing pandemic. First, as
clinicians broadened the scope of their professional
practice, it became apparent that advocacy may emerge
or take precedence in clinical practice for children and
families, depending on context (e.g., general care of
marginalized populations, the COVID-19 pandemic,
other acute life stressors). With frequent virtual con-
tact, expertise in evidence-based treatment, and a com-
mitment to advocacy, our team was uniquely
positioned to support families who were often isolated
from other community resources that were shut down
during the pandemic (e.g., school, religious centers).
Our team facilitated access to essential resources
(e.g., food, internet), sought to reduce systemic barri-
ers (e.g., lack of data-driven information about
COVID-19, access to health care), and provided ongo-
ing evidence-based interventions targeting symptoms
that predated COVID-19, as well as symptoms that were
exacerbated by or newly emerged during the
pandemic.

The value of this approach was apparent in the treat-
ment gains achieved by our patients, as exemplified in
these clinical vignettes. Our experience echoes dec-
ades of research of systems of care for youth mental
health that have shown that this model is associated
with increased use of evidence-based practices,
improved family functioning, improved school atten-
dance, increased cross-systems collaboration, and
reduced acuity of mental health problems (e.g.,
decreased suicide rates, decreased inpatient/residen-
tial stays; Stroul et al., 2012). We contend that mental
health clinicians, particularly those who work with
marginalized children and families, develop compe-
tency in these additional professional activities (e.g.,
collaboration with other systems, case management,
supporting families to access basic needs) through
training and supervision as a part of typical practice,
not only in times of crisis like a pandemic. This training
would ideally coincide with training in evidence-based
treatments, in order to prepare clinicians to function
as evidence-based clinician-advocates. Given evidence
that training alone does not result in clinician behavior
change (Beidas et al., 2012), ongoing supervision may
be a practical and feasible practice leveraged to sup-
port the implementation and sustainment of advocacy
efforts as they are integrated with evidence-based
treatment.

Second, maintaining flexibility in relation to treat-
ment plans, treatment goals, interventions, and scope
of practice was essential to meet the unique needs of
youth and families in the midst of a pandemic. As
described in the vignettes, clinicians functionally
assessed and addressed patient problems and needs
beyond the scope of the prepandemic treatment plans
as care transitioned to the virtual format and families
began to be affected by COVID-19. As clinicians
engaged in ongoing assessment to ensure safety and
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adequate resources, they simultaneously integrated
evidence-based strategies (i.e., exposure, psychoeduca-
tion) to address the mental health needs of both
patients and their family members. Amidst the many
changes and transitions, a focus on maintaining treat-
ment gains, addressing treatment goals, and respond-
ing to emerging mental health issues through
implementation of evidence-based care remained para-
mount. This practice exemplifies “flexibility within
fidelity” (Kendall et al., 2008), as evidence-based prin-
ciples remained integral to the treatment approach
but were adapted and delivered flexibly based on the
individual needs and circumstances of each patient
and family. Since youth in low-income, at-risk commu-
nities experience more frequent acute life stressors,
which have been shown to adversely affect evidence-
based treatment integrity and client progress in com-
munity mental health settings (Chorpita et al., 2014;
Guan et al., 2017), more practical guides are needed
to inform the process of adaptations to evidence-
based treatment. This article expands upon the exist-
ing literature on adaptations to evidence-based prac-
tices (see, Stirman et al., 2013; Lau et al., 2017; Kim
et al., 2020) by providing case vignettes that specify
adaptations to evidence-based practice in a mental
health clinic within the context of an acute stressor—
the onset of the pandemic. For example, clinicians
assumed a transdiagnostic approach when appropriate
(i.e., shifting to evidence-based strategies for depres-
sion in a social anxiety group) and integrating strate-
gies outside of the evidence base that were relevant
to the context (i.e., teaching how to identify reliable
news sources). Additionally, clinicians sought to be cul-
turally responsive in their approach in order to meet
the individual needs of each client and family system
(e.g., providing services in the primary language of
the caregiver). This practice of flexibility within fidelity
supported culturally responsive and individualized care
that was rooted in best practices.

Third, the importance of conducting needs assess-
ments with every family became clear in the early days
of the pandemic. There was a natural increase in con-
tact with caregivers at the onset of the pandemic when
collecting the necessary confidentiality and telehealth
permissions for remote care. While some caregivers ini-
tiated conversations about the challenges their families
were encountering due to the pandemic, many families
did not voice concerns until specifically asked about
their needs by clinicians. This could have been for a
variety of reasons, including difficulty asking for assis-
tance or not knowing that the mental health team
could provide assistance outside of the traditional
scope of mental health care. It was important to clearly
communicate to families that the team could find and
connect them to resources, and to specifically name
the types of resources available. Additionally, clinicians
followed up with families to ensure that resources were
accessed successfully and continued to check in,
problem-solve, and arrange for additional resources
as needed. As the pandemic persists, ongoing and
repeated needs assessment, in combination with refer-
rals and links to appropriate resources, is recom-
mended to support access to basic resources and
support family functioning.

Last, the changing circumstances brought on by the
pandemic required increased communication and col-
laboration among clinicians. Team meetings occurred
more frequently at the onset of the pandemic. These
meetings provided a forum for clinicians to collabora-
tively identify and target advocacy-related goals, main-
tain ongoing evidence-based treatment, case
consultation, and collaboration, and allowed for clini-
cians to discuss issues related to their own burnout in
the context of the pandemic. In addition to frequent,
solution-focused meetings, the prior existence of the
health advocacy training series also prepared clinicians
to broaden their roles as clinician-advocates. In this
training series, clinicians developed competencies in
building self-awareness (e.g., one’s own biases and
social identities), understanding social inequities, and
learning strategies to create social change. Clinicians
leveraged this training to launch advocacy efforts at
the individual, family, and community levels during
the pandemic. Integrating advocacy training into
child-focused training programs and child clinical set-
tings may facilitate a swift and targeted response for
marginalized families in times of crises, like the
COVID-19 pandemic.

Limitations and Challenges

We sought to highlight the process of integrating
advocacy in conjunction with evidence-based mental
health treatment for youth and families during the
onset of the COVID-19 pandemic. There are several
limitations that should be noted. First, access to patient
data (e.g., session progress notes, symptom monitoring
data) was limited due to changes in author employ-
ment amidst the pandemic, and thus there were restric-
tions in accessing patient records. Integration and
analysis of additional patient data, such as coding of
session content, may have yielded rich quantitative
findings. Next, it is important to note that the clinical
vignettes were drawn from a single youth mental health
clinic, and thus there may be limitations to the gener-
alizability of our account. In particular, the barriers
(e.g., housing, food) that our team identified for our
patient population, comprised of primarily low-



713Advocacy for Marginalized Families
income people of color, may not be generalizable to all
clinics or patient populations. Despite this limitation,
the process of expanding the clinician-advocate role
and the practices described (e.g., needs assessments,
adapting evidence-based treatments) can be replicated,
adopted, and adapted for different patient
populations.

We describe the rollout of an advocacy initiative in
its initial phase (approximately 3 months) of the pan-
demic and thus advocacy efforts are limited in scope
(i.e., ensuring the welfare of patients and families).
As the pandemic ensues and its long-lasting conse-
quences on marginalized communities become more
apparent, continued efforts to address the underlying
causes of inequities and inform policy and systems
change will be essential. Advocacy within local, state,
and national organizations and government has the
potential to address many of the disparities highlighted
in this article, such as poverty, access to safe and afford-
able health care, and access to equal education. The
article may be used as a guide to inform the initial
stages of becoming a clinician-advocate and the prac-
tice of integrating advocacy and evidence-based
treatment.

Additional challenges emerged as clinicians
expanded their professional scope to address systemic
inequities. Community clinicians have greater risk for
burnout and emotional exhaustion due to long work
hours and large caseloads that are characterized by
poverty, clinical complexity, and comorbidity (Aarons
et al., 2009; Southam-Gerow et al., 2008). Additional
training in advocacy implementation is likely to
increase demands on already overtaxed clinicians in
the community. While our clinic did not systematically
assess therapist burnout during the pandemic, based
on anecdotal accounts, burnout related to general pan-
demic stress, increased work hours, and increased
demands (e.g., developing resource list) was high.
Burnout was addressed in supervision and team meet-
ings where scheduled time was set aside for discussing,
providing validation and support for, and problem-
solving therapist burnout. It will be essential for clinical
practice settings to develop procedures and supports to
limit additional burden and burnout to their clinicians
as they integrate evidence-based practice and advocacy
as a part of their standard professional practice.

Conclusion

Throughout the pandemic, it became apparent that
child-focused clinicians were well-positioned to affect
change for marginalized families whose physical health
and mental health, access to resources, and financial
positions were disproportionately impacted by
COVID-19. As COVID-19 and its lasting socioeconomic
impact are likely to continue to impact marginalized
communities, there is an opportunity and need for
mental health clinicians to stretch the bounds of their
traditional roles. Given their training in evidence-based
psychosocial interventions and ecological systems, as
well as their ethical duty to ensure the welfare of their
patients, child-focused clinicians have the training and
expertise to function as clinician-advocates. Evidence-
based mental health clinicians are encouraged to lever-
age this position and expertise in order to support the
safety, well-being, and mental health of entire family
systems and to combat the inequities exacerbated by
COVID-19.
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