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ABSTRACT

The purpose of this study wasitvestigate the effectiveness of a trauim@rmed
schootbased mental health counseling interventionBMHCI) on students enrolled in three
Title | elementary schools. This study aimed to examine the impact e88NHCI on
par ti ci p-amoticgrlundianaity, &rduma symptomology, and academic behavior.
Counselorgn-training provided a -tveek TISBMHCI based of Thetorde Bat hos
Pillars of Traumainformed Careand data was collected at pretest (faesssion), mid (fifth
session)and pogest(tenth session). In addition, this investigation examined if participants
showed greater improvement in academic behavior in comparison to students who did not
receive a SBMHCI through the creation of matchegle control group.

Resultsindt at ed t hat t he-sym@aamblogy sopigmotiomad t r a u ma
functionality, and academic behaviors improved over time. Specifically, results of trauma
symptomology per child report exhibited significant decreaseenxep er i enci ng scor e
088)arousal scores (E] = .086), and total traun
results of traumaymptomology per parent report exhibited significant decrease in re
experiencing scores (E|] = .28B0), maegatbumeet ho
scores (E] = .315), arousal scores (E] = .192
regard to sociaémotional functionality, parents reported significant decreased in internalizing
(E] = . 2Bi6di,nextEjrna .160) ,scomsi€]tectallifp)obliSe mi
teachers reported significant decrease in the
.090). Further, the students who received thev&6k intervention showed a sigondnt decrease

in their office discipline referrals (E] = .0



implemented, there was a betwesibject effect among the treatment and control group
concerning office discipline referralp€ . 0 4 2 ;  p5&)mwithithe treatiént group. 0
exhibiting greater decrease in office discipline referrals.

Implications of the findings include: (a) support for the use of8BMHCI for children
living in low-income communities; (b) evidence that aSBMHCI promotes eleentary school
studentsod6 social emot i on alsyniptomatogyi amchimprovesy , dec
their academic behavior; and (c) reinforces the importance of tranforened counseling within

an effective schodbased mental health counselinggmam.
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CHAPTER 1
INTRODUCTION TO THE STUDY

Introduction

One in five elementary aged children suffer fromental health disorder and 80% of
mental health disorders begin in childhood (National Institute of Mental Health [NIH], 2016).
Furthermore, up to 75% of these children do not receive mental health séGaqgp, 2015).
According to the 2014 US Surgeomieral's report on children’'s mental health, 20% of children
need active mental health interventions, 11% have significant functional impairment, and 5%
have extreme functional impairment (American Acadenfy Pedi atri cs6 Commi tt
Health, 2014)Additionally, 60% to 70% of children experience at least one traumatic event by
the age of 17 (Brigg&owan et al., 2012). Children in vulnerable populations, including low
socioeconomic status (SES), freqtly experience multiple traumatic events thraugttheir
childhood; such as abuse, neglect, and secondary adversities that derive from idisldssy
difficulties in academics (Osofsky, Kronenberg, Bocknek, & Hanse, 2015). Further, according to
Overstreet and Mathews (2011), the rates for ethnionity youth in the United States who
experience abuse, neglect and/or trauma have been significantly higher compared to ethnic
majority children, furthering their risk to be diagnosed with posttraumagésssdisorder
(PTSD). Specifically, ethnic mindayi children (i.e., Black/African American, Hispanic) living in
impoverished environments have been estimated to be 26.5 times more likely to experience a
violent trauma, maltreatment or abuse, as compar#tetr majority peers within the same
environmen{Overstreet & Mathews, 2011).

Due to the rapid emotional and physiological development of children, exposure to a

traumatic event and childhood maltreatment have serious psychological and academic

1



consegences (Osofsky et al PTSDZ2ythdidns are aSdodiatediwite n 6 s
negative outcomes such as aggression, anxiety, criminal activity, depression, and substance
abuse (Kerig, Ward, Vanderzee & Moeddel, 200®rapeutic interventions desied to assist
chil drends t r au nidaddress behaviorpl anol enootionayisgsuesa are significant
in mitigating possible future delinquent behavior that may lead to incarceration (Bruce &
Waelde, 2008).

Unfortunately, elementary school studemtsi families of low SES levels experience
high raks of mental health issues such as exposure to traumatic events and often do not receive
treatment due to barriers in obtaining appropriate mental health services, leading to
symptomology persisting into atihood (Osfosky et al., 2015; Solomon et al.,&01.S.
Department of Health and Human Services, 2001). Possible barriers to children living at low
SES levels receiving mental health services include: (a) limited transportation, (b) lack of
financial regurces to pay for services, (c) stigma associitdmental health and receiving
psychological services, and (d) insufficient availability of services (Bear et al., 2014; Gamble &
Lambros, 2014; Solomon et al., 2016).

Elementary school students living low SES communities may utilize schdizsed
mertal health counseling interventions (SBMHCIs) over alternative community or professional
options, as SBMHCIs tend to be more accessible to these students (located in their school), and
the services are ofteree of charge (Powers, Edwards, Blackman, & kivagn, 2013).
Consequently, this researcher found no published studies that examined the efficacy of a
individual clinical traumainformed schoebased mental health counseling intervention (Tl

SBMHCI) to adiress the social, emotional and trauma symptonyaloglementary school



students living in losincome communities. For this study, the researcher examined a SBMHCI
because it mitigates barriers to children living inJmwome communities in receiving the
traumainformed mental health services they magd after experiencing a traumatic event.
Children from low income homes who are being exposed to traumatic events is a public health
concern; however, a common barrier to receiving mental health serwi@eseiss to these

services ldodgkinson, Godoy, Beg, & Lewin, 2017)Schootbased services can be more
accessible in addressing the specific needs of youth exposed to trauma. Thus, due to the high
rates of trauma in youth living in loimmcome homes, andabriers in receiving mental health
services, a FEBMHCI appears to be well suited for the needs of the target population of

children enrolled in Title | elementary schools (Overstreet & Mathews, 2011).

Statement of the Problem

Elementary school studerftem low SES families experience high rates of takhealth
issues, often persisting into adulthood because of barriers in receiving appropriate services
(Solomon et al., 2016; U.S. Department of Health and Human Services, 2001). Specifically,
children Iving in low SES communities are at an increasskl of experiencing a traumatic
event (Osofsky et al., 2011; Overstreet & Mathews, 2011). SBMHCIs aid in mitigating barriers
to children in lowincome communities receiving mental health services they ned (Rowers
et al., 2011). SBMHCIs providedbymant heal t h professionals incr
psychological services; however, these services are more likely to be offered in middle and high
schools (Bear, Finer, Guo, & Lau, 2014).
SBMHCIs are dective in helping youth and families from highesecommunities in

promoting their emotional, social, and academic achievement (Farahmand, Grant, Polo, & Duffy,

3



2011). However, researchers have emphasized limitations within SBMHCI research, as studies
hawe (a) primarily been facilitated by teachers draa staff involving manualized

psychoeducation programs as opposed to clinical interventions, (b) had small sample sizes, (c)
had nohad a control group, and (c) largely taken place in high school sdffiagghmand et al.,
2011). Thus, the primary purge of this research project was to examine the effectiveness of a
10-week TESBMHCI on the traumaymptomology, academhehavior and sociakmotional
functionality of elementary school students who hagmegenced a traumatic event in multiple

Title | elementary schools.

Significance of the Study

In this study, the researcher attempted to address the gaps within the existing limitations
of SBMHCI literature; including lack of control group, and approgrieinical intervention
provided by mental healtprofessions to elementary school children. Based on these limitations,
this study was the first to implement a SBMHCI that has a developmentally appropriate clinical
focus (traumanformed treatment) with eontrol group. This study was significant, as the
ASchool Saf2tl8)Axtat( 2tOHer nati onal and state
increasing mental health services in schools. This study was also significant in that it was
conducted to explorine effectiveness of a counseling interventi@amtdbuting to the need of
evidencebased practice research within the fields of counseling and counselor education (Ray et

al., 2011).



Trauma Theory and Children

Since the 1980s, researchers and mentdhhpeofessionals have focused efforts on
understading exposure to violence and psychological impacts (Hallett, Westland, & Mo, 2018).
Accordingly, over time the definition of psychological trauma and diagnostic criteria for PTSD
has been refined (Americ@sychiatric Association, 2013). Children expecetrauma when
they fear for their lives or for the lives of those they love (Dalenberg et al., 2012). Ultimately, a
traumatic event affects the entire child and the way he or she thinks, learns, faekseidtand
others, and makes sense of the wdddlénberg et al., 2012).

Following a traumatic event, children may exhibit a variety of symptoms, such as wetting
the bed, nightmares, and aggressive behaviors, based on their developmental level@8path, 20
Due to the rapid emotional and physiologidalelopment of children, exposure to trauma has
serious social, emotional, and academic conse
untreated trauma symptoms are associated with negative outcomeglgleirigglolescence that
may continue into adulthalosuch as criminal activity, mental health issues, and substance abuse
(Kerigetal.,,2009Ear |y interventions designed to assis
are significant in mitigating possiblekhquent behavior, substance abuse, and merdthhe

disorders (Bruce & Waelde, 2008; Osfosky et al., 2015).

Three Pillars of Traumaformed Counseling

Bath (2008) developed his three pillars of tratinfarmed care based on the increased
awareness dhe impact of trauma on children and focus ofimauelated treatment. There is
debate about the critical factors that go into traiumh@med care for children; however, Bath

identified three common elements. These three common elements of-trdonraed care create



three pillars: (a) safety, (b) corotmns, and (¢) managing emotions. When therapists work with
children who have experienced a traumatic event, it is important to create safety within the
relationship. Once children feel safe with their#pasts, they are able to reestablish trust and

form healthy attachments (Snyder, Shapiro, & Treleaven, 2012). A foundation of safety creates
the initial groundwork for the second pillar of connections (Bath, 2008). Positive relationships
are important fochildren in promoting healthy development, hegliand growth (Snyder et al.,
2012). Specifically, it is essential to establish a positive relationship with traumatized children
due to the embedded lack of trust following a traumatic event (Asay & L&mB80). The third

pillar of traumainformed careemphasizes teaching children s&lfulation, emotion and

impulse control, as the most significant consequence of early childhood trauma is the loss of
ability to regulate emotions (Bath, 2008; Osfoskglet2015). Thus, seliegulation is important

for traumatized children, as managing emotions is the most fundamental protective factor (Bath,
2008). In the final pillarit is essential to teach children to learn more effective ways to manage
their emotims and impulses. Thereby allowing them to devsklpregulation skills they may

utilize throughout their lives as a buffer against future mental health and behavioral issues such

as depression, dropping out of high school, and delinquent behavior (&\drddos, 2005).

Operational Definition of Terms

The following operational definitions of terms used in this study are offered in order to
better understand the population of interest, children who experienced a traumatic event enrolled
in a Title | elenentary schools. To deliver a context for the stigation that follows, language
chosen was consistent with current terminology within the literature and the operational

definition of each key term and construct.



Trauma Trauma is an emotionegsponse to a distressing life event involving direct
threat of death, severe bodily harm, or psychological injury (American Psychological
Association [APA], 2017). Traumatized children can exhibit a wide variety of symptoms,
including those that are modéficult to observe such as revenge fantasies, withdrzamal
isolation and symptoms that are easier to observe such as acting out and aggression (Martin et
al.,,2017)Tr aumatic symptomol ogy often differs base
level (Martin et al., 2017). The most recognized term definitrgamarelated diagnosis is
PTSD (APA, 2017); however, multiple developmental domains (e.g., attachment systems, affect

regulation, and selfoncept) can be affected (Bath, 2008; Cook et al., 2005)

Traumainformed careTraumainformed care is a strengthased framework that is
responsive to the impact of trauma, emphasizing physical, psychological, and emotional safety
for survivors to create opportunities to rebuild a sense of control and emmpemdUS
Department of Justice, 2014).

Traumainformed teatment Traumainformed treatment reflectsauma within a

comprehensive approach and organizes interventions based on trauma theory (Becker,
Greenwald, & Mitchell, 2011; Greenwald, 2005). The pemof traumanformed treatment is
to re-establish safetfor clients, identify triggers associated with the traumatic event, develop
healthy coping skills, and decrease trauma symptomology (Becker et al., 2010).

Title | Elementary SchoolsA\ccording to he National Center for Education Statistics

(2015), abou20% of elementary schoalged children live in poverty, and many of these
children enroll in Title | schools (Tyler, 201&yhich contain majority percentages of children

from low-income families. itle | schools help ensure that all children have a fair equal



opportunity to obtain a highuality education (U.S. Department of Education, 2004), receiving
additional funding to support students in high poverty communities that may experience
acadent challenges and mental health concerns due to multipdedewstressors (Anthony,

2016; Jacob, 2007; Perfect & Morris, 2011).

Methods

The following section presents the methods used to conduct the investigation. The
presented methods include: (a) reskajuestions, (b) research design, (c) population and
samping, (d) TFSBMHCI, (e) data collection procedures, (f) instrumentation, and (g) data

analysis.

Research Questions

The purpose of this study was to investigate the effectiveness evaclOTFSBMHCI
on the traumaymptomology, academlehavior and sciatemotional functionality of students
from multiple Title | elementary schools who have experienced a traumatic event. This
investigation was conducted to examine if individuals would (a) dooser on three
psychological measures over time per clplakent and teacher repaand (b) improve academic
behaviorfollowing their participation of a Xveek TEFSBMHCI. In an effort to contribute to the
knowledgebase in the fields of counseling anadnselor education, the investigation sought to
answer thdollowing two research questions:

1. Do participantso6 behavi or a bethavieraat i on al

trauma symptomology change over time as a result of participating HvadlOT}H

SBMHCI, in Title | elementary schools via parent/guardiarorepcores as measured
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by CBCL (Achenbach, 2001) and teacher report scores as measured by TRF
(Achenbach, 1992); schebhsed data as measured by attendance, and discipline
referrals, and trauma sytomology as measured B} (Pynoos et al., 199201797
2. What is the effectof a ¥1deek TFSBMHCI i n Titl e | school s c
academidehavior(as measured by attendance, and discipline referrals) as compared
to students who did not receive aW@ek schoebased counseling intervention using

propensityscore matching (PSM)?

Research Design

In this study, the researcher implemented alvasaesearch design. Each phase
answered one of the aforementioned resequelstionsincluding different sets of data
collection at different points (Creswell, 2Q13his study included data from the implementation
of the TESBMHCI and collection of datadm the fall 2018/spring 2019 academic terms. Once
the intervention was completed, the researcher collected dohset datand created a
matched sample contrgtoupbased off of PSM. The researcher chose thepiaase design to

obtain a larger samplezs, include a control group, and answer the research questions.

Phase One

The first phase of the study implemented an interrupted time series design (pretest, mi
posttest) to answer the first research question. Interrupted time series designs measiae th
of the independent variable (time in$BMHCI) on the dependent variables (behavior and
emotional problem scores, acadeiméhavior and trauma symptorfagy) at multiple time

points with no control group (Glass, 1980). An interrupted time seeigign encompasses more



time to examine patterns and provides further
effect on the dependent variables (G|a980). Data to measure the dependent variables were
collected pretest fisession), mid (8session)and posttest (following the T'Gession)as

suggested by Hair, Black, Babbin, Anderson, and Tatham (2006).

Phase Two

The second phase of the studyed a quasexperimental comparison group pretest
posttest research design with a matchedpsacontrol group, based on covariates to answer the
second research question. The covariates to m
reduced lunk sttus, (b)ndividual education plan (IER)iagnosis(c) age, (d) grade, (e)
ethnicity/ra@, and (f) gender. The matched sample control group was created thropghsity
score matchingPSM; Rosenbaum & Rubin, 198&pm a convenience samplélass,1980;

Hair et al., 2006) to measure the impact of the independent vaflalE8MHCI) on the
dependent variables of school data (attendance, discipline referrals). Faguiealent groups
included a treatment group (those who receiv&BMHCI) and a ontrol group (those who did
not receive a SBMHCI). The control group wasateel based on the period of the
implementation of the TEBMHCI (1% session), and posttest (following the completion of the

10" session).

Population and Sampling

The target pogation for the investigation was comprised of students enrolled in three
Title | elementary schoal®ue to the unique features of the Title | elementary schools located in

the Southeastern region of the United States, it was difficult to gain an aastratate of the
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overall population of children living in lowncome communiés who had experienced a
traumatic event nationwide in differing urban settings (Jacob, 2007). For the purpose of this
study and based on access, the recruitment and intervergiemarrowed to three Title |
elementary schools in a large school disinc Southeastern state.

The researcher used statistical softwaneder 3.1 to calculate an a priori sample size
analysis based on previous effect sizes within existing litexgdPeng, Long, & Abaci, 2012).
The researcher calculated to assess aropppte sample size for conducting a repeated
measures analysis of variance (FIOVA) within-between interaction with two groups and
two measurements, as this analysis requireddtgest sample size within the study. Based on
the metaanalysis conductely Farahmand and colleagues (2011) examining 33 comraunity
based mental health and behavioral programs fofim@ame youth, the a priori analysis
implemented a power of 80% andn@an effect size of .29he Gpower analysis identified that
16 cases wouldbe the minimum sample size needed within each gfbupccount for attrition,
the researcher aimed to recruit more tBaparticipants within the treatment group (Tl

SBMHCI) soas to match at lea6 participants in the control group created througMPS

Data Collection Procedures

Phase One

The purpose of Phase One of the investigation was to examine if behavior and emotional
problem scores, as measuredliyy Child Behavioral @ecklist CBCL) andthe Teacher Report
Form (TRF;, Achenbach, 1992; Achenbach & Rescola, 2001), acadezrh@vior(student

attendance, and discipline referrals), and trauma symptomology as measRig#yoos et
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al., 1998, 201ychanged over time as astat of participating in a Xveek TFSBMHCI. Thus,

the first phase of the study used an interrupted time series design of pretest, mid, and posttest.
The interrupted time series design was used to measure the effect of the independent variable,
time in treatment, on the dependent variables of (a) beham@emotional problem scores, (b)
academidehavior and (c) trauma symptomology at multiple time points with no control group

(Glass, 1980).

Recruitment

The researcher facilitated recruitment and pateeferral to the study. The researcher
faciltated r ecrui t ment of the el ementary school par
administrators, teachers, school psychologists, social workers, family liaisons, and school
counselors. The reseastalso recruited participants by attending paasak community events
at the schools, providing recruitment materials to interested families. Additionally, parents or
guardians were able to contact the researcher if they were interested in havingecehitd
services and participate in the reseamstestigation. Parents/guardians and their children
participated in a prescreening interview to provide details about 88 VIHCI prior to being
instructed to complete initial paperwork, which consistedarent/Guardian Informed Consent

for Research, @nt Information, and Consent for Counseling Services forms.

Screening

The researcher screened guardians to ensure that8®MHCI was appropriate to
meet the needs of each child. For instance, trearelser confirmed: (a) participants were active

students in Southeastern School District; (b) the identified childrenwilire to participate in
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the counseling services; (c) transportation could be provided to and from each scheduled session;
(d) schedled sessions would be attended on a regular basis (participants missing more than two
sessions were discontinued from seeg); and (e) the child had experienced one traumatic
experience, as measured by Ryfoos et al., 1998, 201LTf children met cubff criteria of

endorsing one traumatic event at baseline, they were eligible for trauma informed counseling
services. Ifthe potential clients did not meet criteria for trauma informed counseling (did not
endorse one traumatic event via RI), they wereigend with a SBMHCI without a trauma

focus. The researcher administered the data collection packetiatgovention (1 session),

mid-intervention (8' session)and post intervention (following the #1@ession).

Traumainformed Schocebased Mental Elalth Counseling Intervention

The researcher made efforts to ensure that participants presenting concerns were
addressed by counselors with appropriate training in the trenforaned treatment (Bath,
2008). Counselor education graduate students enrallegupervised practicum corutied all
the counseling sessions for the participants. The counseling sessions took place during the
academic school year, once a week after school hours. The counseling service intervention was
tailored to address the individa | par t i ci poagernsswhilepracticsng umder theg c

three pillars of traumanformed care (Bath, 2008).

Treatment Fidelity

Treatment fidelity is an important consideration in a geaperimental research design,
as the counselors providitige services need to adherdhe specifications of the trauma

informed intervention alleviating threats to interval validity (Gall, Gall, & Borg, 2007). The
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researcher made efforts to maximize treatment fidelity. Thus, the researcher trained the
counselos on the three pillars of wmana informed caréath, 2008)prior to services and kept

track of their traumanformed counseling sessions in weekly progress notes. Additionally, the
research team members served as external auditors in randomly obseumvisgjiog sessions to
assessie congruence between the services and the intend®@BNMHCI (Gall et al., 2007).
Specifically, research team members filled out th&BMHCI checklist at each phase of
treatment and the Counseling Competency SRakised CCSR; Lambie, Mullen, Swanlk&

Blount, 2018) to account for test, retest reliabjlégd to ensure counselors were staying true to
the intervention. The research team included two doctoral students in the counselor education
program, three faculty supésers, and the associate dedrihe college who serves as the lead
supervisor of the partnership program. Further, all counselors completed a counseling children
and adolescents graduate course and/or a graduate play therapy course, ensuring their
compet@acy in providing therapeutiesvices to children. Three trained and appropriately
credentialed clinical supervisors supervised the counseling section at each school site. Finally,
counselors completed the UCLA PTSD reaction index EBStvhining prior to seing clients to
properly admuisterthe UCLA Posttraumatic Stress Disorder Reaction Index (RI) to participants

(Pynoc et al., 1998, 20317

Phase Two
The second phase of this study used a egpgserimental pretegiosttest research design
to compare th&reatment grougTI-SBMHCI) and a matched sample control group comprised of
those who did not receive a SBMHCI intervention (Glass, 1980). The researcher created the

matched sample control group through P$dgenbaum & Rubin, 1988%sing a convenience
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sanple, to measurthe impact of the independent variable-@BMHCI) on the dependent

variables (attendance, discipline referrals) of school data (Glass, 1980; Hair et al., 2006).

Recruitment

The researcher created the matched sample control group ussRMHCI treatment
group matched covariates based on: (a) free and reduced lunch(bdats® and/or 504
diagnosis(c) age, (d) grade, (e) ethnicity/race, and (f) gentlee.school district provided
demographic data for children enrolled at each eleangisthoobndthe list of individuals
screened through PSM, creating the finalized matched sample control @8Mmttempts to
control for differences to make the groups receiving treatment artdeatinent more
comparabléRosenbaum & Rubin, 1983 addition, PSM vefies that covariates are balanced
across treatment and comparison groups in the matched or weighted sample. PSM is used to
reduce selection bias by equating groups based on these covariates or characteristics of
participants (Rosenbaum Rubin, 1983). Ths, the goal during Phase Two was to approximate

a random experiment to examine the effectiveness of H#88MHCI (Glass, 1980).

Instrumentation

The Child Behavior Checklist (CBCL)

The CBCL (Achenbach & Rescola, 2001) for children &yes18 years chgewas
completed by parents or legal guardiefore the first session, after the completion of the fifth
session, and then again after the completion of the tenth seBseorevised CBCL 4.8
(Achenbach & Rescorla, 2001) has beenglated into apmximately 70 languages or dialects

(Al-Hendawi, Keller, & Cloninger, 2016). As such, the evidence of validity and reliability for
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CBCL scores has been supported through its use in a variety of clinical and academic settings.
The CBCL has &en used in ovet0 other societies of children from different cultural and ethnic
backgrounds, including samples from Australia, Kosovo, Turkey, Taiwan, China, Germany,

Norway, and the Netherlands (Kariuki, Aabubakiturray, Stein, & Newton, 2016).

Teader Report Form (TRF)

Teachers completed the TRA&chenbach, 1992) for children ages 6 to 18 years of age
before the first session, after the completion of the fifth session, and then again after the
completion of tle tenth session. The TRF presentsteacls 6 observations of st
measures teachersd6 perceptions of a childds a
problem behavior. The problem behavior items measure three broadband scaleltand eig
syndrome scales that are identicathose on the CBCL. Further, there is evidence of validity
and reliability of the TRF scores with diverse populations of children and adolescents
(Achenbach & Rescorla, 2000).

Both the CBCL and TRF (@8) include iems that survey eight behavioral ando@ional
problems for the preceding six months, including: (a) anxiety/depression, (b)
withdrawal/depression, (c) somatic complaints, (d) social problems, (e) thought problems, (f)
attention problems, (g) ridereakingbehavior, and (h) aggressive behaviamswers to each
guestion are given on a scale of O (not true), 1 (somewhat or sometimes true), or 2 (very true or
often true). The participantsdé behavioral and
total, irnternalizing, and externalizing problefrscoresTs cor es O 60 are in the

(Achenbach & Rescola, 2001).
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SchootBased Academic Data

The school district provided data for the participants who completed tivedl0trauma
informed counseling pgram and students who formed the matick@mple control group. The
schootbased academic data that the school district provided were (a) number of days the student
attended schoand(b) number of office discipline referralShe academic data components
consist of prantervention (the acadamsemester prior to counseling services) and-post

intervention (the academic semester following counseling services).

The UCLA Posttraumatic Stress Disorder Reaction Index for the-BS)

The RI Pynoos et al.,998, 2017 consists of a child and parteversion. The Rl is used
to assess exposure to trauma, addressing a variety of traumatic experiences a child may
experience such as accidental trauma, physical abuse, and loss. Participants were eligible for
trauma informed aanseling services if they rhthe cutoff criteria of endorsing one of the
twenty-threetraumatic events (e.g., bullying, separation, and bereavement) included in the
trauma history profile at baseline. The Rl is aitedn scale using a-point Likert respase
rating of hpdrderetnd& argpoats of PTSD sHnhpt oms
RI measures changes in trauma symptomology experienced by participants. The RI contains four
subscales that align with the DSBAPTSD categories, including thessociative type. In
additon, the RI provides a total composite symptomology score. The Rl demonstrates
convergent validity; the DSNV version correlates with the PTSD Module of the Schedule for
Affective Disorders and Schizophrenia for Schagke Chidren(r = 0.70),and the Chd and
Adolescent Version of the Cliniciaaxdministered PTSD Scale= 0.82) A cutoff of 38 has a

specificity of 0.87 in detecting PTSD (Rodriguez, Steinberg, Saltzman, & Pynoos, 2001a,
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2001b). The RI scores have demonstraédence of internal consency reliability across
versions; several reports have found Cronbach
2005). Finally, the different versions of the RI testiest reliability have ranged from good to

excelent; Roussoand colleague@005) reported a tesetest reliability coefficient of = 0.84

for the DSMIV version.

Data Analysis

The researcher used the Statistical Package for Social Science (SPSS Version 24) to
analyze the data. The dataset for this-phased investigation ihaled one independent variable
(time) and multiple continuous dependent variables: (a) CBCL scores (Achenbach & Rescola,
2001); (b) TRF scores (Achenbach, 1992); (ckd®kres (Pynoos et al., 1998, 20:13nd (d)
academic data (school attendaaoe discifine referrals). Additional demographic variables
were collected through a brief psychosocial form, The Counseling Psychosocial Intake Form
Elementary School Version (CPIF; Lambie, 2016). The additional demognagibles
i ncluded par de gendpraethhictybrace /504 djagnasis, and free and reduced
lunch status.

All analyses followed a screening for missing data, and underwent analyses to examine
statistical assumptions, including (a) assegssaormality, (b) sphericity among the deent
variables (i.e., CBCL scores, TRF scores, Rl scores, discipline refanmdklttendance rates),

(c) checking internal consistency using Cronbach alphas of each instrument, and (d) checking for
outliers (&borne, 2015)The researcher stored themaeted data collection materials in a
locked desk in a locked office, and all participants were given a research ID to which only the

research team and counselors had access.
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Data Analysis for Research Questibn

An interrupted single group time seriessgyn was implemented where data collection
was collected at three time points including pre (prior to th&egsion), mid (following the's
session), and post (following theession). The purpose of Ph&me was to examine change
in(a)studenpar t i ci pantsd®é behavior and emotional pr o
and teacher report (TRF), (b) trauma symptomology (RI parent and child yepdr{c) schoel
based data (office discipline refesanhdschool attendance) after participagim a 10week

traumainformed counseling intervention in their elementary schools (Glass, 1980).

For Behavioral and Emotional Problem Scores

A repeateemeasures multivariate analysis of varia(R&-MANOVA) was utilized to
assess changes in internalizamgd externalizing behavior for TRF and CBCL scores over time,
as the dependent variables of internalizing and externalizing problem scores are theorized to be
related (Achenbach, 2009). In additjdhe researcher used a repeatexhsures analysis of
variance (RMANOVA) to assess total problem composite scores and account for
multicollinearity. The independent variable was time and the dependent variables was the TRF

and CBCL, internalizing, exteatizing and total problem scores.

For Trauma Symptomology

A RM-MANOVA was utilized to assess changes in subscale symptomology scores over
time, including:(a) intrusion, (b) avoidance, (c) negative thoughts, and (d) traelaizd
arousalFurther, data waanalyzed using a RMNOVA to assess trauma symptomologyeo

time as measured by thd total scores (Pynoos et al., 192817. Specifically, the researcher
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implementedwo separate RMANOVAGs t o assess for RI total sy
parent ad child report. The independent variable was time, andegpendent variable was the

outcome trauma symptomology score.

For Schoolbased Data

The researcher analyzed tif@ta usingwo separate RMANOVAS to assess univariate
changes. The RM\NOVAs assaesed changes:ifa) discipline referral rateand(b) school
attendance, over time following a-W@&ek TEFSBMHCI.

In Phase One of the study, RMANOVAGs were i mpl emeubjegd t o i
multivariate effects across time for behavioral antbtional problem scores measured on the
CBCL and TRF and a RM\NOVA to account for multicollinearity for total problem scores.
Furthermore, the researcherused aRM OV AG6s t o i dent isubjgcteffatts var i at
across time on trauma symptomologyachoolbased data for individuals receiving Tl

SBMHCI (Hair & al., 2006).

Data Analysis for Research Question 2

A matched sample control group was created through PSM based on covariates. Once a
control group was formed, data collection was collectedntervention (during period ofl
session for experimentataup) and posintervention (following 18 session period of

experimental group).
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For Schoolbased Data

The researcher analyzed the data using three separafeR@V A6s t o assess

change in(a) disciplinereferral rates, and (b) attendantée researcher used RMNOV A0 s t
identify with-in subject effects over time for the control groups, and betsabject effects over

time between the control group and theSBMHCI experimentiegroup (Hair et al., 2006).

Ethical Considerations

The resealttter took steps to ensure that the investigation was conducted in an ethical
manner. She (a) obtained approval from the IRB (including all recruitment assess(hgnts)
provided a detailed coseling and research informed consent to families, includingslitoi
confidentiality (c) removed all identifying information from research packets and kept data
collection materials in a locked cabinet behind a locked;domt (d) expressed to participa
involved that this study was completely voluntary and paeitts had the right to withdraw
from the study and receive an appropriate referral. Due to the involvement of a vulnerable group
of children who experienced trauma in this study, there whrea¢ considerations specific to
the population. Thus, superers did not permit counselem-training to practice outside of

their competency and training involving trauiméormed care.

Potential Limitations of the Study

There were several limitationgthin this study. Specifically, the PSM procedure only
controled for observed variables; therefore, any hidden bias due to latent variables may have
remained after matching. Another issue was that PSM requires large samples, with substantial

overlap beween treatment and control groups, which may not have beenaltiw@aivithin this
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sample. Furthermore, although results from ANOVA and MANOVA supported the intervention,
they did not necessarily verify causation. In addition, the intervention was cogrtbelirwas
tailored to the individual needs of the participahteugh a traumanformed lens; thus,
generalizability of the treatment was questionable (e.g., treatment fidelity). Lastly, the limited

contr ol i n the couns el otaklimitatomaforkhgstudyu nds pr esen

Summary

This chapter introducetthe constructs of interest, soe&hotional functionality,
academidehavior and trauma symptomology. In addition, this chapter presented the rationale
for the study, significance of the gty and operational definitions of terms used throughout the
study. The researcher also reviewed aspects of the research methods including the (a) design, (b)
research questions, (c) population, (d) sample, (e) recruitment procedures, (f) intervention, (g)
instrumentation, and (h) data analysis. Finally, this chagéstified limitations of the study and

ethical considerations.

22



CHAPTER 2
REVIEW OF THE LITERATURE

Introduction

The primary purpose of this study svep investigate the effeof a traumanformed
schootbased mental health counseling interventionSBMHC1 ) on st udent sd soc
functionality, trauma symptomology, and acadeb@baviorin three Title 1 elementary schools.
In this chapter, the researcher reviews the literaturenglagithe following three theoretical
constructs (a) trauma; (aumainformed treatment; and (c) mental health counseling,
specifically in a schoebased setting. The following sections of the chapter preddeverview
of these three constructs wipecific focus on research pertaining to the population oesiter

elementary school children living in leilmcome homes who have experienced a traumatic event.

Theories and Definitions of Trauma

Trauma Theory

Trauma theory emerged in the 1960s duest@gal societal issues, including violence
against women,; the @ahtification of postraumatic stress disorder (PTSD), resulting from
veterans returning from the Vietnam War; and awareness oftéongmental health
consequences from torture and genocketd, Courtois, & Cloitre, 2009). Although an
understanding ofauma emerged in the 1960s, it was not until the 1990s that the impact of
trauma on children was recognized; including early antecedents in childhood, the impact on
long-term social and profegnal functioning, and the role of trauma in the development of
personality disorders (Herman, 1992). Terr (1990) was the first to complete a longitudinal study

examining traumatized children to gain an understanding of how trauma presents within
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children Speci fically, Terr not ed,ctedi dverahelmag occur s

intense emotional blow or a series of blows assaults the child from the outside. Traumatic events

are external, but they quickly become incorpo
Bloom (1999) develope@irauma Theory Abbreviateghich provideda framework to

understand the impact of trauma on children. Specifically, Bloom postulated trauma may impact

children in the following eight ways: (a) evolution and the fightlight response, (b) learned

hel pl essness, c(on)t rlodnkisg andfiménberingunder stress, (e)

dissociation, (f) endorphins and stress, (g) tratoorading (h) traumareenactment, (i) trauma

and the body, and (j) victim to victimizer. The following section introduces the eight ways

children may respondto&ru ma based on Bdviewssnétegiesttchirdeoveng a n d

with traumatized children at each response.

Evolution and the Fight or Flight Response

Cannon (1915) was the first to identify the figinflight response, and hteeory posited
that animad react to threats based on their sympathetic nervous system. Bloom (1999) observed
that this response involved blood flow, tension, heart rate, and respiration, thereby preparing the
animal to fight or fleeHu ma n s 6 mmtedtive meclsanisi isphight-or-flight reaction
as they protect themselves from outside threats (Cannon, 1915). Further, when the brain
interprets a traumatic event, it triggers the stress hormone cortisol, initiating therfight
response (McCab& Schneider, 2009). Thuthe brain changes with every new threatening
experience that generates the fighfflight response (Bloom, 1999). Due to thin
developmentvithin children, exposure to several traumatic events changes the way a child

resporms to any threat, physid¢gl cognitively and emotionally (Bloom, 1999). Specifically,
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chil drenbés brains change by experiencing high
to minor threats (Bloom, 1999). Therefore, when therapists interviéhehidren who have
expeienced trauma, it is important for them to create a safe environment to help counteract long

term emotional and physiological effects of str&3sf¢sky et al., 2015Ferr, 1990).

Learned Helplessness

In situations that are coidered to be traumatic,child may feel helpless, and
helplessness goes against the human instinct of survival (Seligman, 1992). Additionally,
childrends neurochemistry is altered when exp
humans to escamangerous situations (Sginan, 1992). Thus, children experiencing trauma
receive the message that nothing they do will affect the outcome and they may give up,
increasing the risk of developing depression and suicidality in adolescence (Felitti, 1998).
Repeated helplessness maguk in learned helplessness, where a child becomes accustomed to
trauma (Bloom, 1999). Therapeutic interventions with children who experience trauma should
focus on making children feel empowered, serving as a protective fagtesented with future

experiences where they may feel helpless (Bath, 2008).

Loss of iVol ume Control 0O

When a child experiences a traumatic event accompanied with terror, the internal volume
control system is impacted (Bloom, 1999). A volume controksyss the control childrehave
over their emotions based on the level of the threat presented (Bloom, 1999). For example, an
infant has an all or nothing mentality within emotional regulation, (e.g., baby cries when

hungry), based on the need for survifxgn der Kolk, 1985). Thsj children, during brain
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development, learn how to regulate emotions based on the significance of the stimulus (Janis,
1982). Children who experience trauma lose the capacity to regulate their emotions through their
volume contrband, instead, reduce &m all or nothing emotional mentality (Janis, 1982). The
development of children in an all or nothing response results in their losing all control over their
arousal state, even during nonthreatening situations. Therefore, tirtadtildren may present
as irritable, aggressive, jumpy, impulsive, and anxi@sfdsky et al., 2015an der Kolk,
1985).

Children exposed to repeated traumatic experiences have an overpowering internal
arousal influencing their feelings of safety (\ar Kolk, 1985). To regaiselfcontrol and a
feeling of security, traumatized children ssetfothe (van der Kolk, 1985). However, without
proper coping skills, traumatized children frequently turn to unhealthy behaviors, such as
aggression and violenciaat may lead to substanabuse and risky behaviors in adolescence
and adulthood@sofsky et al., 200)5When working with traumatized children, therapists need
to be cognizant that childrenés unheal thy beh
regulate (Bloom, 1999). Thusherapists working with traumatized children should assist them in

developing healthy coping skills to sedgulate Bath, 2008 Bloom, 1999).

Thinking and Remembering Under Stress

Stress is an unavoidable aspect of the humparence; however, the igue ways a
childés mind and body react to the stressful
1990). Childrerexperiencing immense stress have impaired abilities to think rationally (Bloom,
1999). Consequently, when hans encounter danger, thane physiologically programmed to

act (i.e., fight or flight response) as compared to taking time to process the situation (Alford,
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Mahone, & Fielstein, 1988). A manner in which children process traumatic events affects the

way they think under stress,dding to unhealthy thought patterns such as using anger to solve
problems (Janis, 1982). When therapists design intervention strategies for children who
experience trauma, they shoul d feyallowingtheo r educ e
childrento process situations in an effective manner (Bloom, 1999).

Stressful stimuli alter how children remember and process new and old memories (Janis,
1982). Specifically, trauma affectystemsftvanl dr eno
der Kolk & McFarlane, 1996). For example, children overcome with fear may have difficulty
identifying words to describe their traumatic
memoryo takes over, using s e pewdding\isoal, anditk,e me an
olfactory, and kinesthetic images (LeDoux, 1996). The emotional memory (LeDoux, 1996) is
more difficult to erase aneapereocmdoftheldraumatis t o c h
memory through flashbacks (Bloom, 1998n der Kolk & McFarlane]996). During a
flashback, children may feel overwhelmed with the same emotions that were present during the
time of the trauma (van Der Kolk & McFarlane, 1996). During a flashback overwhelming state,
it is difficult for childrento articulate their expegnce, and without words the trauma feels as if it
is being experienced in the present (LeDoux, 1996). Thus, therapists intervening with children
who experience trauma should facilitate the children in articulating their trauewptcience
through expressns such as play, art, music, and bibliotherapy (Marrs, 1995) as a means to put

the trauma in the past (Bloom, 2Q0Bthottelkorb, Doumas, & Garcia, 2012).
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Dissociation

Dissociation is common in children who have experiencednteau and i s fAa di sr
the usually integrated functions of consciousness, memory, identity, or perception of the
environmento (Bl oom, 1999, p. 8). Although th
the most common dissociative behavior@séd by childrenisbecaomn g fnemoti onal |y
(Boom, 1999). According to Pennebaker (1997), children cut off all their ematssosiated
with their trauma and avoicircumstances that trigger their emotions, such as going to school.
Further, childrerexperiencing trauma do nbave healthy coping skills, a sense of self, or a
sense of self in relation to others (Bloom, 1999) as their sense of self becomes determined by the
trauma, leading to feelings of worthlessness (Pennebaker, 1997). For manyinedictaldren,
trauma beames a norm, resulting in distorted concepts of healthy and normal (Terr, 1990).
Therapeutic interventions strengthening chil d
aware, control and express their emotions, may hélgate possible lifdong adjustment
problems Bath, 2008 Goleman, 1996 Such problems may impact the mental health of

children, lead to substance abuse in families, and result in delinquency (Bloom, 1999).

Endorphins and Stress

Endorphins are hormones that calm anxiety, improwed, and decrease aggression; and
they discharge in times of stress to provide pain relief (van der Kolk, 1985). According to van
der Kolk (1985), children repeatedly exposed to high rates of chrorss gxaibit high rates of
endorphin release. Theyaybecome accustomed to elevated endorphins levels during prolonged
states of stress. For example, children may not be able to function in a calm environment and

may create stress to achieve equilibriunotigh endorphins (Bloom, 1999). Consequently, as
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noted by van der Kolk (1985), traumatized children may resort to behaviors that trigger the same
endorphin release (e.g., shlirm, risktaking behaviors, violence, binging and purging, and
substance use).sfa result, therapists working with children whxperience trauma should work

to create a safe environment, allowing the children to detox from their consistent stress and
elevated levels of endorphinB4th, 2008yan der Kolk, 1985). In addition, theliats should

provide children experiencing traumathvpsychoeducation on trauma and the effects of trauma

on their bodies, as a means to normalize and validate their experience (Bloom, 1999).

Trauma Bonding

After a trauma has occurred, children may exqrezeé trauma bonding (Herman, 1992).
Trauma bondings an emotional attachment based on terror (Herman, 1992). For example,
abused children may bond to their abuser, narrating unhealthy attachments and affecting
interpersonal relationships throughout adoégxe and adulthood (Herman, 1992; James, 1994).
Trauma bonding results in children lacking skills in creating healthy relationships (James, 1994).
Therapeutic interventions focusing on develop
adults and peelis imperative in mitigating possible future untieg relationships in adulthood

(Herman, 1992Bath, 2008.

Trauma Reenactment

Trauma reenactment is the notion that a traumatic history may repeat itself due to
children not being able to cope with thexperiences, leading to compulsive repetition (@an

Kolk, 1985). Therapists should provide interventions to create a safe environment to counteract
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these habits socialized through the trauma, to assist in healthy change of behavior, and prevent

repetiton to occur (Bloom, 1999; van der Kolk, 1985).

Victim to Victimizer

Individuals experiencing trauma may enter the role of victimizer (e.g., bullying) over
time (Bloom, 1999). Traumatized children may experience feelings of helplessness and
powerless; anchian attempt to reclaim their power, they may bthers (Felitti, 1998).
Specifically, taking on a victimizer role allows children to alleviate anxiety symptoms (Felitti,
1998). Children changing their role from victim to victimizer is more common iestdle to
societal stereotype of masculinity anat permitting males to be helpless (Felitti, 1998).
Strengthbased therapeutic approaches that promote instilling power within children may assist
in preventing possible victimizer role change (Bath, 20B8jther, therapists should provide
traumatized ciidren with psychoeducation on trauma to normalize and validate the traumatic

experience, especially male children socialized not to be vicBais (2003.

Posttraumatic Stress Disorder

The most commorepresentation of trauma is the diagnosis of P{IS&tional Institute
of Health [NIH], 2010). Thd®iagnostic Statistical ManugDSM) did not include psychological
trauma and the diagnosis of PTSD until 1980, when returning Vietnam War veterans presented
with prolonged severe psychological symptoms (FGa@lrtois, & Cloitre, 2009). The initial
PTSD diagnosis within the DSMI criteria included immediate symptoms following combat
experiences, rape, domestic violence, and child abuse (Herman, 1981). Nkl B$SD

diagnosis consisted of five clusterssgimptoms: (a) intrusive thoughts, (b) avoidance, (c)

30



hyperarousal, (d) hypervigilance, and (e) brief descriptors of anxiety and dysphoria (American
Psychiatric Association [APA], 1980). Further, the iliagnosis did not incorporate painful
ordinary $ressors that could be equally traumatic, such as divorce or chronic illness (Herman,
1981). Additionally, the initial diagnosis lacked a focus on early development (e.g., childhood
sexual abuse or negleethd the impacts on individuals into adulthoodr@F& Courtois, 2009).
Finally, the initial diagnosis did not offer a comprehensive view of psychological stressors and
daily functioning over all areas oohinggfordi ndi vi
& Courtois, 2009).

Over time, the dignosis of PTSD has evolved, and the current EBSkhade changes in
both conceptual and clinical implications (APA, 2013). Based on the prevalence of trauma, the
DSM-5 created a new category, Trauma andsStreRelated Disorders, in which the onset of
evely disorder was preceded by a traumatic event (Pai, Suris, & North, 2017). Further, the DSM
5 includes the presentation of symptoms based on the development of children, specifically, and
descriptions of bét PTSD symptoms for children six years and abowksix years and younger
(APA, 2013). Predominantly, the DSMemphasized that PTSD is not just an anxiety disorder
(primarily recognized by the DSMI and DSM- IV); rather, it has been expanded to incltide
presentation of anhedonia (the lack of pleasr joy) and dysphoric (the state of depression)
symptomology (Pai et al., 2017).

The current PTSD diagnosis within the DS&Vhas eight criteria: (a) stressor, (b)
intrusive recollection, (c) avoidandgl) negative cognitions and mood, (e) alterationsrousal

or reactivity, (f) duration, (g) functional significance, and (h) exclusion criterion (APA, 2013).
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The following section introduces the PTSD criterion within the DBMpecifically, the

following section includes PTS&/mptomology for children.

Stressor (exposure) Criterion

The stressor criterion requires direct or indirect exposure to at least one traumatic event
involving death or injury, or threaff death or injury to individuals or someormey love (APA,
2013). Indirect exposure can incki(h) witnessing a violent or accidental traumatic event, (b)
learning that a traumatic event occurred to a loved one, and (c) repeated etxpdstais of
trauma such as those experienced by first redps (APA, 2013)However, DSM5 PTSD
diagnosticcriteria has not considered electronic media (television, movies, and pictures) as
exposure APA, 2013). The National Child Traumatic Stress Network (2005) described
childhood trauma exposure as a perceiedat of harm that renders children feeling
ovewhelmed and fearful for their safety and the safety of those around them, including neglect,

natural disasters, violence, death of a loved one, etc.

Intrusive Recollection Criterion

The intrusiverecollection criteriommequires one or more intrusion sympi® associated
with the traumatic event to be present (APA, 2013). Specifically, individuals must meet one of
the following intrusive symptoms: (a) recurrent, involuntary and distressing membiies o
traumatic event(b) recurrent distressing drean(is) flashbacks(c) dissociative reactions (i.e.,
feels or acts as if the trauma is occurrijr{d) intense psychological distress with (internal or
external) cues that symbolize the trayarad (e) physiological distress with (internal or external)

cues thasymbolize the trauma (APA, 2013). The DS\pecifies that for children older than
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six yeas of age, repetitive and/or trauma reenactment play may occur as a way for them to
express aspects of the traumatic event. Further, children may not know the obtitein

dreams but will wake up in immense fear (APA, 2013).

Avoidance Criterion

The avadance criteriorconsists of behavioral strategies individuals use in an attempt to
avoid stimuli associated with a traumatic event (APA, 2013). An individual deumsbnstrate
avoidance in one of the following ways: (a) efforts to avoid distressing mesnthraeights, or
feelings surrounding the traumatic event, and/or (b) avoiding external reminders of the traumatic

event (i.e., people, places, activities) that roayse distress (APA, 2013).

Negqative Cognition Criterion

The DMS5 added the negative cogoh criterion component of PTSD due to depressive
symptoms being common among traumatized individuals (Pai et al., 2017). Thus, negative
alteration in cognition embles the diagnosis of depression, resulting in mood or cognition
worsening following a saumatic eventAPA, 2013). The negative cognition category requires
individuals to have two or more of the following symptoms: (a) inability to remember important
aspects of the traumatic event, (b) persistent and distorted negative beliefs aboutioneself (, 06 |
am worthless), (c) distorted cognitions about the cause or consequences of the trauma (i.e., self
blame), (d) persistent negative emotional state (i.gerafear, guilt), (e) feelings of detachment
from others, and (f) persistent inability el positive emotions such as happiness or love (APA,

2013).
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Increased Arousal Criterion

The alterations in arousal criteriamost closely resemble symptoms preésdnn panic
and generalized anxiety disordéPai et al., 2017). Within the PTSD diagnesmlividuals must
endorse two or more of the following symptoms: (a) irritable behavior, (b) reckless-or self
destructive behavior, (c) hypervigilance, (d) exagtgd startle response, (e) problems

concentrating, and (f) sleep disturban@&BA, 2013).

Duration, Functionality and Exclusion

The duration criterionpecifies that symptoms must persist for at least one month
following exposure to a traumatic eventqgorio a diagnosis of PTSD (APA, 201Burther, the
functionality criterionspecifies an indidual must experience significant social, occupational, or
other distress because of PTSD symptddmclusively, the exclusion criteri@pecifies that
the sympbms must not be due to medication, substance use, or other physical illnesses (APA,

2013).

Dissociative Symptoms and Delayed Expression

The DSM5 added two specifications within the PTSD diagnosis: dissociative symptoms
and delayed expression. The disatiee symptoms specification includes depersonalization,
feeling det ac h erderehlizatian, feelimgodureahty a surrouralings, as if
their life was a dream (APA, 2013Jhe second specification, delayed expression, includes the

full notes diagnostic criteria not met until six months following the traumatic €&, 2013).
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Trauma and Children

Over the past decade, there has been an increased awareness of the prevalence of trauma
and the impact on scheabed children (Santiago et &Q18). Further, Overstreet and Mathews
(2011) have categorized trauma occurring in childhooas a &6épubl i ¢ heal th cr
trauma continue to increase in schagked youth (p. 742). In 2008, the U.S. Department of
Health and Human Services refeal roughly 3.5 million cases of child abuse or neglect. Also,
the national estimate of dtiren who received a child protective service investigation increased
9% from 20112015 (Department of Health and Human Services, 2015). According to Briggs
Gowan ¢al. (2010), approximately, 26% of schaged children will experience or witness a
traumadic event before the age of four, and 60% to 70% of children will be exposed to at least
one traumatic event by the age of 17. Additionally, in 2015, 47.6% ofrehilmhes six to nine
reportedly had experienced a physical assault, 13.8% had experieritedtmant, 10.7% had
witnessed violence within their community, and 5.8% had witnessed violence within their family
(Finkelhor, Turner, Shattuck, & Hamby, 2015).2017, an estimated 34 million schagled
children in the United States had experiencddagt one traumatic event (Bethell, Davis,

Gombojav, Stumbo, & Powers, 2017).

The National Child Traumatic Stress Network has identified the following experiences
that may be categorized as traumatic for children: (a) physical, sexual and psychological abuse;
(b) natural disasters; (c) family or community violence; (d) sudden fas$oved one (i.e., death
or incarceration); (e) familial substance use; (f) refuyekwar experiences (i.e., torture); (g)
serious accident or lifthreatening iliness; and (h) military famifglated stressors (i.e.,

deployment, injury, etc.Further witnessing an event that threatens the life of a loved one is
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traumaticforachild as chil drends sense of safety depen
attachment figuredNational Child Traumatic Stress Network, 2DJ&direct or direct exposure

to a traumatic event can negatively influence childhood development, resulting imalbboain
structure and functioning, cognitive functioning, emotional health, behavioral health and
physical health (Martin et al., 201 As observed by Kerig et al. (29)) untreated childhood

PTSD symptoms are associated with negative outcomes dunieseence (e.g., aggression,
anxiety, criminal activity, depression, and substance abuse), and childhood mental health
disorders negatively affect social and academictfaning and decrease opportunities for
educational advancement and future employr(leartson, Spetz, Brindis, & Chapman, 2017).

Yet, up to 70% of children and adolescents with mental health disorders do not receive mental
health services, with racial/etlenininorities and lower socioeconomic children

disproportionately not receiving treag¢mt (Larson et al., 2017).

Larson and colleagues (2017) created a conceptual framework to understand childhood
trauma and negative adult health outcomes, based on; {@)determinants of health (Link &
Phelan, 1995), (b) measurements of health disgaiiBraveman, 2006), and (c) exposure to
childhood adverse events (Felliti et al., 1998). The conceptual framework demonstrates that
exposure to childhood trauma increafige risk for developing mental health disorders, and
mental health disorders leaafjoor academic achievement (Larson et al., 2017). Also, poor
academic achievement leads to lower levels of social capital and higher rates poverty in
adulthood, decreagithe ability to escape exposure to adverse events (Larson et al., 2017).
Withoutear y i nt ervention, transiti omaypasistfronmi | dr e n ¢

generation to generation (Larson et al., 2017).
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Children in Lowincome Families or Gamunities

In a nationally representative samgdhe< 2,030) elementargged childrercompleted the
National Survey of Exposure to Violen@@nkelhor et al., 2013) and the results identified
several risk factors contributing to childhood trauma, inclu@diving in a low socioeconomic
household, (b) being of a radiathnic minority,(c) caregivers having low education levels, and
(e) living with single parent or stgmarent. Osofsky and colleagues (2015) observed that children
from low-income familiesand/or communities are exposed to several traumatic events
throughout their childhood including abuse, neglect, and community violence. In addition, racial
group membetsp has been associated with adverse childhood experience risk, with
Black/African Ameican and Hispanic/Latino populations being at the greatest risk (Larson et al.,
2017). The rates for ethnic minority youth in the United States who have experienceduadus
neglect are significantly higher than for ethnic majority children who havedssned to be
approximately 26.5% more likely to be exposed to a violent trauma (Overstreet & Mathews,
2011).

The National Survey of Crhretohotic lrardéhpwaseha |l t h
most common factor, nationally, in reported adverse childlegeriences. Children from lew
income families are at an increased risk of adverse development, due to negative environmental
factors such as violence, crime, inadegusthools, and abuse (Collins, 2016). Possible adverse
development events triggered pgverty include: food insecurity, parental substance abuse,
parental unemployment, episodes of homelessness, marital discord, parental mental illness, and
parental incareration (Larsen et al., 2017). Schagled children from lodncome and/or

racial/etimic minorities, who are exposed to trauma or victimization, have a greater risk for
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developing anxiety, depression, conduct disorder, PTSD, suicidal ideation, anomtiefitit

hyperactivity disorder (Overstreet & Mathews, 2011). Becker, Greenwalliécinell (2011)

noted that several effective strategies have been implemented to help engage impoverished

minority children and their families in mental health treatmi@ctuding (a) community and

schootbased services, (b) providing servicesinthedaagg e of t he famil ydés ch
on the family system opposed to an individual, and (d) using motivational interventions to

encourage treatment participation.M#ever, the majority of the approaches implemented in
impoverished environments havet eaplicitly addressed the impact of trauma (Becker et al.,

2011; Santiago et al., 2018).

Mental Health

The most common representation of trauma within children isiiggasis of PTSD;
however, based on the development of the child, trauma symptommoboggiffer (Osfosky et
al., 2015) Due to the rapid development of children both emotionally and physiologically,
exposure to trauma and childhood maltreatment can leais psychological impact (Osfosky
et al., 2015). Symptoms that may be presentviotig a trauma include: (a) the development of
new fears, (b) separation anxiety, (c) sleep disturbance (e.g., nightmares), (d) sadness, (e) anger,
(f) irritability, (g) somatic complaints, and (h) loss of interest in normal activities (Osfosky et al.,
2015. Untreated childhood trauma symptoms can lead to more severe mental health disorders
and negative behaviors such as depression, suicidality, and incarceration (Szralgdd18).
Trauma symptomology differs among each child and developmental dedesome
symptomology is more visible (i.e., aggression), whereas other symptomology such as negative

selftalk is more difficult to identify (Martin et al., 2017).
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Phystal Health

When a child experiences a traumatic eyvn@ stress hormone cortisslreleased to
provide the body with the tools to escape the stressful situation (McCabe & Schneider, 2009).
However, due to the physiological and psychological develapwofechildren, extended periods
of cortisol rel ease rrhegistly and leweng resistance to disease ¢ hi | d
(Gunnar & Barr, 1998). Other physiological symptoms resulting from trauma that are seen in
children include an increase in Ineate, muscle tension and breath rate, which contribute to
aggressionand anxiety(MCabe & Schneider, 2009); and indi v
accompanies irrational thoughts, promoting a decrease neggifation and impulseontrol
(Hollin & Palmer, 2003). Children of chronic trauma are at risk for multiple physical disorders

due to the impact of stress on the body (Felitti, 1998).

Adverse Childhood Experiences Study

Felitti (1998) examined the | mpaphysiclf adve
health. Initially, Felitti conducted interviews with adult patients andddhemes supporting a
relationship between childhood trauma and adult diseases (i.e., heart disease, cancer, and liver
disease). Felitti joined the Center for Diseaset@band Prevention (CDC), launching the well
known Adverse Childhood Experiences StdCE) to examine the impact of childhood trauma
on health decades later, with adufks=17,000) recruited between 199897.

Although the ACE study remains activegroviding longterm follow-up for health
conditions, it provided groundbreaking insight into childhood trauma. The initial findings linked

one adverse childhood experience to (a) risky health behaviors (e.g.nsehste, obesity,
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smoking, promiscuity)(b) chronic health conditions (e.g., heart disease, cancer, stroke, and
diabetes), and (d) early death (Dube, Felitti, Dong, Chapman, Giles, & Anda, 2003).
Over 40% of the original sample reported having two or radwerse childhood
experiences, which waassociated with a 700% increase in alcoholism, a doubling of risk of
being diagnosed with cancer, fetimes more likely to be diagnosed with emphysema, and a
3,000% increase in attempted suicide (Dube et al.,)2Q2mately, based on preliminary
findings of the ACE study, the link between childhood trauma and adult onset of chronic disease
was attributed to the chronic stress trauma i

2012).

Academic Functioning

Mental health and behavioral probleresulting from childhood trauma may influence
negative atcomes on academic behavior and functioriP@rche, Fortuna, Lin, & Alegria,
2011). Specifically, trauma infl uadginges chil dr
attention, and the ability to refate emotions and behaviors within the classroom (Porche et al.,
2011). Blodgett (2015) examined childréh= 2,100) at 10 elementary schools and found
children who had three adverse childhood experiences, inglddinrce, homelessness,
community violece, or family member substance use, were three times more likely to fall
academically, four times more likely to demonstrate poor health impacting functioning at school,
five times more likely to have severe attemcka problems, and six times more likedyhave
school behavioral problems, as compared to children with no known trauma. Children exposed to
trauma have an increase in stress hormones, leaving them in a constant state of arousal making it

difficult to learn; furthermore, traumatized childrenviestrouble trusting teachers and school
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staff and may have difficulty creating relationships with school peers, affecting their feeling of

connectedness to school (Blodgett, 2015). With this lack of connectednlgncmay not see

the value in educativand are at an increased risk of discipline problems, truancy or high

absence rates, and academic failure, resulting in repeating a grade level (Blodgett, 2010).
Academic functioning impairments contribute to adckent higkschool dropout and

delinquen behavior (Bruce & Waelde, 2008). Specifically, 90% of children in juvenile detention

have experienced a traumatic life event, and the majority have an identifiable diagnosis of PTSD

(Abram et al., 2004). Therapetinterventions designed to assistchildn 6 s t r aumat i c

symptomology are significant in mitigating their possible future delinquent behavior that may

lead to incarceration (Abram et al., 2004; Bruce & Waelde, 2008). Voisin, Neilands, and

Hunnicutt (2011) onducted a cross sectional analysis symith urban high school studeni$ (

= 563) to examine the effects of violent trauma on academic performance and found that

exposure to violence increased aggressive behaviors in females and psychological pnoblems i

males, contributing to less studgeacher connectedness and lower grade point averages.

Ultimately, chronic childhood trauma has a significant negative impact on academic performance

mediated by mental health disorders (Larson et al., 2017). Childdead®lescents exposed to

trauma are maerlikely to perform poorly in schodeading to diminished educational and

employment opportunities and an increased risk for chronic mental health conditions (Larson et

al., 2017).
Complex Trauma
Compl ex trauma 1 s fiass o taumaticestlesssrsdanth hi st or i
exposure experiences, along with severe distu

41



(Courtois & Ford, 2009, p. 18). Although the DSMattempted to provide an alhclusive

definition of PTSD, it did not address early amt@gents within childhood and the letgrm

impacts (Herman, 1992). Thus, Herman (1992) was the first to identify complex trauma and its
association with PTSD. Herman (1992) suggested that Complex Bfic&Id be included within

the umbrella of PTSD due todmultiple origins of trauma influencing all aspects of an
individual 6s | i fe. For example, ment al heal t h
personality disorder due to the misunderstagdif the connection of their early childhood

traumatic &periences that influenced personality development (Herman, 1992). Courtois and
Ford (2009) expressed the belief that untreated childhood complex trauma impacts psychological
functioning and can leat severe mental health and behavioral issues in addltisoch as,

substance use, personality disorders, and delinquency. Therefore, clinical interventions tailored
to address complex childhood trauma should not only address immediate trauma symgtoms, b

al so other aspects offromthettauma Coustoist&Uord; 20099.ni ng r

Evidencebased Trauma Treatment for Children

A common theme in the literature pertaining to childhood trauma is the emphasis for an
early traumebased clingal intervention (Gardiner, larocci, & Moretti, 2017) vBral trauma
based clinical interventions are effective with traumatized children (Bartlett et al., 2018);
however, many differ in theoretical framework and implementation. Some core components of
effective trauméabased interventions include (a) a cogrtbhehavioral framework, (b) exposure
techniques, and (c) attachment theories (The National Child Traumatic Stress Network, 2012).
The following section presents supported clinical interventionstvatimatized children,

including traum&ocused cognitivdehavioral therapy (HEBT; Cohen, Mannarino, &
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Deblinger, 2016), play therapy approaches, and gqialént psychotherapy (CPP; Barlett et al.,
2018).

TF-CBT is a structured conjoint parecttild treatment intervention that utilizes
cognitivebehavioralpi nci pl es and exposure techniqgues to
symptomology, depression, and behavioral problems (Cohen et al., 2016). de Arellano and
colleagues (2014) conducted a matelysis examinig the effectiveness of TEBT with
children and adolescenwho have experienced trauma. Findings identifiecCTBT 6 s
effectiveness in reducing PTSD symptoms, depressive symptoms, behavioral and sexual
problems, and parenting practices (de Arellano e2@l4). Further, TECBT has been tested
with diverse poplations including African American and Latino youth in urban, suburban, and
rural areas, and it has shown effectiveness in Australia and Europe (de Arellano et al., 2014).
Furthermore, TRCB T 6 s obkdas dbden translated into over 15 languages, inctuding
Spanish, German, Polish, Korean, and Russian (de Arellano et al., 2014). A criticism of child
trauma interventions grounded in a cognitive behavioral therapy framework (Beck, 1960) has
been that th structured cognitive intervention approach is not agreéntally appropriate, as
young children do not yet have the cognitive skills for causal reasoning, perspective taking, self
reflection, and verbal expression (The National Child Traumatic StressNe 2012).

Play therapy approaches have shown to fee®fe with children following a traumatic
event (Association for Play Therapy [APT], 2017). Specifically, play therapy is the systematic
use of a theoretical model and the therapeutic power otplaglp children psychosocially to
achieve optimal growtand development (APT, 2015). Cognitive behavioral play therapy

(CBPT) has been shown to be effective in the reduction of trauma related and behavioral
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symptoms in childrenN = 13) following the Ban earthquake (Knell, 1998; Mahmot@haraei,
Bina, YasamiEmami, & Naderi, 2006). Also, a lorigrm play therapy (once a week for nine
months) intervention resulted in a significant decrease in trauma severity, anxiety, depression
and postraumatic stressymptoms inN = 18) sexually abused children (Reye#\&orand,

2005).

Child Parent Psychotherapy (CR®an intervention for children under the age of six
based on attachment theory that examines the impact trauma has on thelplaresiationship
(Lieberman & Van Horn, 2005). CPP focuses on safetyctffad regulation to improve the
child-caregiver relationship and to return the child to a normal developmental trajectory
(Lieberman & Van Horn, 2005). Three randomized control studies have examiteP P 6 s
effectiveness with traumatized children (Liberm®an Horn, & Ippen, 2005; Toth, Maughan,
Manly, Spagnola, & Cicchetti, 2002; Tynddlind, Landreth, & Giordano, 2001). These
researchers found CPP to be effective in the reduction of PTSD andsiepigymptoms,
improvement in representations of selflararegiver, and change in attachment classification.
Limitations with CPP include the long treatment length (average of 50 sessions), constricting age
group, and difficulty in replication due to ammanualized approach (The National Child
Traumatic Stres Network, 2012).

Although TFCBT has been identified as best practice for use with abused and
traumatized children based on evidence of efficacy with children in multiple randomized
controlled stugks (Rubin, Washburn, & Schieszler, 2017), empirical @vog has suggested
other forms of traumapecific treatment equally effective. Schottelkorb, Doumas, and Garcia

(2012) were the first to implement a play therapy intervention within a school detadgress
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trauma symptomology in children. SpecificalBchottelkorb and colleagues examined the
effectiveness of a chitdentered play therapy (CCPT) treatment approach for setysal
refugee childrenN = 31) demonstrating trauma symptomology (Axlib869). Researchers
implemented a randomizexmbmparison gup research design to compare CCPT and€CBF.
The CCPT intervention included 17 sessions twice a week for 30 minutes. T®BTTF
intervention included 18 sessions with nine child sessions oneelafar 30 minutes, and nine
parent sessions once a wéek30 minutes, a total of an hour of treatment a week. Results
indicated that both interventions equally demonstrated reduction in PTSD severity.

Bartlett and colleagues (2018) examined the affeness of three communibased
trauma treatments withN(= 842) children (ages-18) involved in the child welfare system, with
four observation points of measurement (i.e., baseline, 6 months, 12 months, and 18 months).
The three trauma treatments irsda (a) attachment, selgulation and competency (ARCh)
CPP, and (c) THEBT. All three groups showed effectiveness in child PTSD symptom reduction
by the sixmonth timeframe. However, strength of results differed by treatment model; as TF
CBT and ARCprovided a reduction in more traumatic symptomologylZmonths the
reduction of trauma symptoms was less consistent, with change only in avoidance/numbing
symptomology within the T'EEBT model. Barlett and colleagues (2018) noted several
limitations within their study: (a) the lack of a control group withtremtment, (b) unequal
groups as ARC was only implemented to children under the age of three, (c) did not include
measures of treatment fidelity, (d) lacked interrater reliability among clinicendata
collection by clinicians as opposed to researshawntributing to rater bias, and (f) the high

turnover rate of clients due to services being provided in a mental health agency. Thus, when
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examining the effectiveness of trauma interventions ehildren, it was suggested that future
studies should inade a control group, making trauma treatment more accessible to children to
account for attrition (e.g., schebhsed setting), and implementing strergéised approaches for
children with complexrauma (Barlett et al., 2018).

Although evidencéasedreatments are effective with children who have experienced
trauma, challenges related to transferring eviddrased treatments to community settings,
foster care, residential treatment settingsl, school settings have been noted (Bright, Raghavan,
Kliethermes, Juedemann, & Dunn, 2010). Thus, evidbased treatment approaches may not
be suited for various treatment contexts (Greenwald, Siradas, Schmitt, Reslan, & Sande, 2012).
For example, TFCBT has a strong evidendmse for use with children, buthas not been
evaluated within a schodlased setting (Santiago et al., 2018). As access to treatment is the
greatest barrier in children receiving the mental health services they need, modutiadesvi
based treatment interventions may not be the nifesttize treatment option for traumatized
children (Greenwald et al., 2012). For this reason, the implementation of thaiamaed

treatment approaches has increased (Greenwald et al., 2012).

Traune-informed Care

Traumainformed care (TIC) serves as arftework that involves understanding,
recognizing, and responding to trauma, and incorporating the understanding of trauma into
treatment approaches (Osfosky et al., 2015). Hopper, Bassuk, and(20id#@} defined TIC as:

A strengthsbased framework th&t grounded in an understanding and responsiveness to

the impact of trauma, that emphasizes physical, psychological and emotional safety for
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both providers and survivors, and that creates oppossriir survivors to rebuild a

sense of control and empomreent. (p. 81)
Hopper and colleagues (2010) conducted a review of literature and identified four key principals
of TIC, including (a) traumawareness, (b) emphasis on safety, (c) opportunitiebtold
control (e.g., emotional regulation, impulse cohtetc.), and (d) use of a strengtiased
approach. The effective use of the described principles minimizes the riskadfimeatization,
fosters seHefficacy, increases the ability to regulateations, and improves relationships
(Gardiner et al., 201). Similarly, Bath (2008) identified three universal critical factors that
promote healing within the context ©fC, creating the three pillars #1C (safety, connections,
and managing emotiongjurther, the National Child Traumatic Stress Network (ST also
provides a comprehensive focus to childhood trauma and offers a defined and evaluated
componentdased approach for TIC (Cook et al., 2005). The six core components identified
include (a) skety concerns, (b) setlegulation, (c) selfeflective nformation processing, (d)
traumatic experiences integration, (e) relational engagement, and (f) positive affect enhancement
(Cook et al. 2005).

Key principals from the TIC frameworks (Bath, 200&dR et al., 2005; Hopper et al,
2010) have the potentitd be effective in counseling a child who has experienced trauma
(Hopper et al., 2010). TIC is both a preventative and rehabilitative approach, as the goal of TIC
is to addresses the impact of trauamal decrease symptomology in attempts to prevent future
problematic behavior and severe mental health disorders (Yeager, Cutler, Svendsen, & Sills,
2013) . I n addition, TIC acknowledges the prof

emotional and physat safety, behaviors, and relationships (Yeager et@l32
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Traumainformed Treatment

Berliner and Koklo (2016) have criticized TIC as lacking definitional clarity and being
insufficiently different from effective clinical car@IC differs from an eidencebased trauma
specific intervention such as I&BT, as it aims to transform the entire system of care by placing
priority on an individual dés safety, choice, a
working with traumatized children (cowslsrs, teachers, health care providers, etc.) can provide
TIC (Yeager et al., 2013). Although, TIC is not a tratspacific clinical intervention, clinical
practice can incorporate TIC principals to create trainftamed treatment (Yeager et al.,

2013). Geenwald (2005) stated that a counselor must have asapeutic skills when
counseling traumatized children, and tradmfarmed treatment is distinguished in how the
interventions are informed and organized around trauma theory (Greenwald, 2005). Thus
counselors demonstrate the core conditions of unconditpositive regard, empathy, and
genuineness (Rogers, 1957) throughout trainftamed treatment (Greenwald, 2005). When
implemented, it is recommended to use a number of preffentive treatmennterventions

(i.e., motivational interviewing, cognitvbehavioral therapy, parent training, and play therapy)
to assist clients in reaching their goals (Greenwald, 2005).

TIC within counseling tailors the clinical approach to recognize how a traumatic
experience infl uences ingdnmotionalandbesvdor respanges | hea
(Becker et al., 2011). Trauniaformed treatment considers trauma within a comprehensive
approach and is applicable to a wide range of presenting problems (Beekef011). The
purpose of traumaformed treatmensito facilitateree st abl i shing clientsd s

triggers associated with the traumatic event, develop healthy coping skills, and decrease trauma
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symptomology (Becker et al., 201 Bdditionally, traumainformed treatment is a person
centeredrespnse focused on i mproving al/l aspects of

treating symptoms of mental illness (Rivard, Bloom, McCorkle, & Abramovitz, 2005).

Research oifraumainformed Treatment

Implementing traumanformed treatment techniquestinn clinical practice serves as an
accessible and promising strategy for address
research on the impact of traumdormed treatment iBmited, as studies tend to focus on
evidencebased traumapecific treatmetrthat is not always accessible to children and families
(Becker et al., 2011). In the following sections, tratnfarmed treatment models that have
been researched and have baetermined to be effective with traumatized youth are described,

including heir limitations and implications for practice.

Sanctuary Model

Bloom (1997) created the Sanctuary Tratinfarmed Model to incorporate a trauma
focused framework in addressirgetspecific needs of children with serious emotional
disturbances resultingdm trauma. The Sanctuary Model integrates trauma theory (Bloom,
1997), and Friedrichdés (1996) recommended chi
symptoms, emotional and beli@ral developmental disruptions, and unhealthy attachments.
Bloom developedie Sanctuary Model to provide shtetm treatment, in acute inpatient
psychiatric setting for adults who experienced childhood trauma (Bills & Bloom, 1998; Rivard et
al., 2005).The model has since been adapted in other settings, including resideatimaétre

settings, outpatient settings, substance abuse programs, and parenting support programs.
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The Sanctuary Model aims at strengthening the therapeutic environment by emgowerin
children to make positive change within their own lives (Bloom, 1997)nmidael also includes
the application of a traurr@covery framework (Foderaro & Ryan, 2000) and cognitive
behavioral strategies to teach children effective behaviors and coplisgskeplace unhealthy
cognitive, social, and behavioral patterns that vaegired following a traumatic event (Rivard
et al., 2005). Specifically, the Sanctuary Model serves as a psychoeducation group framework
that covers four stages of recoveryereéd demonstrated in the acronym, SELFsé#ty (i.e.,
attaining safetyn self, relationships and environment), ¢bjotional management (i.e.,
identifying and managing emotions in response to the traumadsgcyi.e., grieving losses
associated Wi the trauma), and (dliture (i.e., demonstrating healthy thoughts and \dehs).
In 2013, the Sanctuary Model was used as a systematic organizational change process model for
over 250 human services delivery programs around the country and interhgtioaay
serving children and adolescents (Bloom, 2013). Howevalate oy one controlled
randomized trial of the implementation of the Sanctuary Model was conducted to examine the
effectiveness of the model on child trauma symptomology (Rivard, &04l5).

Rivard and colleagues (2005) were the first to examine the Santodsf in a
residential treatment program for traumatized children using 12 psychoeducation groups
organized around the SELF recovery framework. The school provided trainiagrmettheory
and the Sanctuary Model 6s SE lplEmentedacomparison f r a me
group design with three data collection observation points (baseline, three months, and six
months) to measure the effects of the Sanctuary Model on théiapevironment outcomes, as

measured by the Community Oriented Programsrinment Scale (COPES; Moos, 1996). In

5C



addition, youth outcomes were measured by six constructs: (a) the CBCL (Achenbach, 1991), (b)
the Trauma Symptom Checklist for Childrriere, 1996), (c) thRosenberg SeHsteem Scale
(Rosenberg, 1979), (d) tidowicki-Strickland Locus of Control ScafBlowicki & Strickland,
1987), (e) therouth Coping IndegMcCubbin, Thompson, & Elver, 1996) and (f) tBecial
Problem SolvingQuestionnairgSewell, Paikoff, & McKay, 1996). The Sanctuary Model was
piloted in fourresidential unitsN = 158) and the control comparison group consisted of eight
other units providing a standard residential treatment. Results indicated there vegficarst
difference across two conditions at baseline and three months in relaienapeutic

community outcomes and youth outcomes. However, by six months there was a statistically
significant difference between groups, as the treatment group ietbmvthe COPES domains
of support, spontaneity, autonomy, personal problem orienta@dety, and total composite
scores. Youth outcomes showed a statistically significant difference within the two groups,
favoring differences with the treatment groupnh baseline to six months outcomes in domains
of locus of control, externalizing behavs, and verbal aggression (Rivard et al., 2005). Results
identified the traumdnformed treatment approach may be more beneficialtteatment as

usual with traumatied youth (Rivard et al., 2005). Rivard and colleagues (2005) noted that
future researchsing the Sanctuary Model should include greater treatment fidelity efforts and
the use of shorter assessments to measure behavioral outcomes. Additionally, authors
enphasized the need for continued research surrounding the Sanctuary Model, speaifically t
measure trauma symptomology, emotional and behavioral outcomes of traumatized youth

following the traumanformed treatment intervention (Rivard et al., 2005).
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Fairy Tale Model of Traumdanformed Treatment

The Trauma Institute and Child Traumatic Inget(2015) identified the Fairy Tale
Model of Traumanformed Treatment (Greenwald, 2005) as the standard of care in trauma
treatment, and the California EvideAgasedClearinghouse recognized it as an evidenaged
traumainformed treatment, grounded empirical support (Trauma Institute & Child Trauma
Institute, 2015). The Fairy Tale Model includes a traunfiermed psychotherapy framework
that facilitates a childnitelling a fairy tale (Greenwald, 2003). Further, each element of the story
corresponds$o one of the phases of treatment. The phases of treatment include (a) evaluation
(i.e., strengths, trauma history, and presenting problems), (b) identificatioe af tlio s goal s,
traumainformed case formulation and treatment contracting, (d) stabdn (i.e., parent/staff
training, problerrsolving, and avoidance of high risk situations), (e) identification and
enhancement of coping skills, impulse control agléigulation, (f) resolution of trauma and
memory loss, (g) consolidation of gainsddh) anticipation of future challenges.
Fidelity to the Fairy Tale Model of Traumaformed Treatment (2015) includes working toward
each phase of treatment, allowithg therapist the freedom to choose specific interventions and
counseling techniques.{e, motivational interviewing, trauma resolution, relapse prevention,
parental training, attachment work, and cognitive behavioral therapy) on how to best work
througheach phase based on the unique needs of the child (Greenwald et al., 2012). The model
involves a traumanformed perspective and provides strategies and skills, but does not involve
scripted interventions (Greenwald, 2005). Thus, the Fairy Tale mogglisable to various
settings such as schools, community agencies, residential céee cire, outpatient clinics

(Greenwald et al., 2012).
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Greenwald (2003) introduced the Fairy Tale Trauniarmed Treatment Model in a
youth residential facility thatdd experienced significant problems with resident violence and
other serious problem baViors. Researchers trained the therapists, supervisors, and direct care
staff in the traumanformed treatment model (Greenwald, 2003). Following two months post
training, the behavioral incident count (i.e., assault, runaway, property destruction, etc.)
decreased by 50% on all five residential units, as compared to any incident counts of the prior six
months. Specifically, at the smonth observation point, physicasault had the greatest
reduction of incident report. Further, Farkas, Cyr, Lebeaulanmthy (2010) introduced the
Fairy Tale model in Quebec, providing an individualized traimf@med therapeutic
intervention for sexually abused children. Farkas atidagues (2010) conducted a randomized
study to compare standard care to the indivithegtment portion of the Fairy Tale model for
children in foster and residential care. Results indicated a statistically significant reduction of
PTSD symptoms and imgved behavioral outcomes for the children in the Fairy Tale model
condition, with improements persisting at the thremnth followup observation point.
Becker and colleagues (2011) examined the effectiveness of the Fairy Tale model within
community outrach focus groups with childrei & 59) living in an impoverished urban
neighborhood thaexperienced at least one traumatic event. Results demonstrated an 87%
retention rate and clinically significant reduction of PTSD symptoms per parent and child report
Limitations included the lack of a comparison group and difficulty in generalizatilftgdings
due to the unique features of the urban neighborhood where the intervention was implemented
(Becker et al., 2011). However, results demonstrated thatehilding in poverty might benefit

from traumainformed treatment such as the Fairyelalodel, if appropriately adapted and
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presented within their community (Becker et al., 2011). Becker and colleagues (2011) suggested
future research should (a) continveengage impoverished multicultural children and families,
(b) include a comparisonagup, and (c) increase efforts to maintain treatment fidelity.

Greenwald and colleagues (2012) provided the Fairy Tale treatment model training to
therapists working wh children \ = 48) in a residential treatment facility. Greenwald and
colleagues (20)Zompared outcomes from the Fairy Tale treatment model with children from
the year prior who did not receive the traumfmrmed treatment intervention. A factorialsiign
was implemented to include between subject (treatment for year one and yeardtwitham
subject (pretest and posttest assessment scores) change. Results of a multivariate mixed model
betweenwithin analysis of variance (ANOVA) identified significawithin-subject change
within the Fairy Tale treatment grofjys, 18y= .52.11p<0. 0 0 1 ; E] = .75 on the
Scale (PRS; Greenwald, 1996) per parent report. Participants who received the Fairy Tale
treatment model had a significantly greatduction in PRS scores (60%) than in year
comparison group (16% decrease) with adeaetfect size of 0.73. Researchers noted the
limitations included lack of treatment fidelity and inconsistency in sessions completed by the
children in both the treatméand comparison groups.

Overall, the Fairy Tale model (2005) of trauiméormed treatrant is one of the only
models that has bridged the gap between tragpeaific treatment (i.e., FEBT) and trauma
informed treatment by integrating trauiimiormed cae within psychotherapy. Further, the Fairy
Tale model is effective with children, includj diverse populations (e.g., urban youth and
Canadian youth; Becker et al., 2011; Farkas et al., 2010). The Fairy Tale model is a replicable

and adaptable treatmengpaoach to various settings (Greenwald et al., 2012). The approach is
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flexible in clinical execution, and therapists have the freedom to choose counseling skills and
interventions to help children work through each stage of the model. Greenwald andueslleag
(2012) reported that the Fairy Tale model may contribute more to stabilizatiop@sedgo
transformation in traumatized children. However, the researchers noted the need for
investigations with larger sample sizes, with diverse populations, irsdigettings, and with
stronger treatment fidelity procedures to continue to examineffibetiveness of the trauma

informed treatment model (Greenwald et al., 2012).

Schootbased Mental Health Counseling

Trauma symptomology in elementaaged studentsdm families or communities of low
socioeconomic status (SES) often worsen and persisadolescence and adulthood due to
barriers in mental health care (Overstreet & Mathews, 2001; Solomon et al., 2016). The delivery
of mental health services in schowisreases the likelihood that students will receive treatment,
as schocbased servicesssist in mitigating barriers, (e.g., stigma and cost), to accessing
treatment (Overstreet & Mathews, 2011). Access to mental health treatment is important for low
income minority youth, as they are more likely to experience trauma and not receivevitesser
they need (Overstreet & Mathews, 2011). However, families from low SES communities will
preferentially utilize schodbased mental health counseling services (5B8) over alternative
community options due to the no cost and accessible componeBMHESS (Solomon et al.,

2016). Early intervention is recommended in treating trauma that originates in childhood;
however, middle and high schools offer far more mdmgalth services within the school setting

than elementary schools (Reback, 2010). Adddilly, the majority of SBMHCS are often
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expensive, tim&onsuming, modulated programs, led by teachers and are lacking in a mental
health clinical focus (Farahmandadt, 2011).

Larson and colleagues (2017) conducted an extensive review of the legeatamining
studies between 2003 and 2013 that focused on (a) chronic childhood trauma and the impact on
mental health and academic achievem@tdisparities in ctidhood and adolescent mental
health carpand (c) United States schemhsed health cemits (SBHC), specifically centers that
provided mental health services. Larson and colleagues (2017) reviewed the literature to explore
the impact of chronic childhoodaiuma on academic achievement (mediated by mental health
care) and the effectivenesssuzhootbased health care. Larson and colleagues (2017) examined
the need for access, utilization, and funding of mental health care services provided in schools,
specifcally in the context of chronic childhood trauma.

Results pertaining to chronic childbd trauma and impact on mental health literature
showed a significant risk of mental health disorders and poor academic achievement when
children or adolescents wengp®sed to trauma (Larson et al., 2017). Frequent exposure to
traumatic events was founa have had the most impact on mental health disorders and risk for
dropout, and significant disparities were also found in child and adolescent mental health care in
domains of access, utilization, quality, and funding (Larson et al., 2017). Incomethaacsty,
and site of resideneafluenced disparities in mental health care were also impactful (Bethell et
al., 2011). Further, among publicly insured families; Asigfrican American/Black, and
Hispanic/Latino children were less likely to receive maéhealth services (Larson et al., 2017).
African American/Black and Hispanic/Latino youth had higher numbers of mental health

symptoms, with reports of fewer clientaving received mental health care (Larson et al., 2017).
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Further, the use of outpatiemiental health services by African American and Latino youth (ages
5-17) was significantly lower than White children (Le Cook, Barry, Busch, & 2013).

Schootbased hedtt centers$BHC) are funded programs often operated as a partnership
between the schoahd community health organizations including hospitals and local health
departments (Larson et al., 2013BMHsprovide health care to meet several needs of students,
including medical care, dental care, health education, substance abuse counseling, case
management and mental health services (Larson et al., 2017). Results pertaining to the SBHC
identified that SBHCs increased access to and utilization of mental haadthervices (Larson
et al., 2017). However, African American/Black and Hispanic/Lathmren were less likely to
have used SBHCs (Larson et al., 2017). Furthermore, SBHCs providing mental health services
were determined to be effective in increasingdgr point average (GPA), attendance rate, and
improving mental health symptomology (Larset al., 2017).

Larson and colleagues (2017) reported bringing traimfoamed care onto campus to
create trauma awareness to teachers, families and children. $BMEsften not provided
adequate mental health services, as they have often beendrbylaeconsiderable lack of
funding. Larsorand colleaguef017) suggested that fre@BMHCIs may be effective providing
access for children in receiving mental healthinseling to address trauma symptomology and

to promote academic performance.

Researclon Schoolbased Mental Health Counseling

Bernstein, Layne, Egan, and Tennison (2005) comprised one of the first groups of
researchers to examine a clinical intervemtielivered by outside clinical providers during after

school hours in a scheblsed sting. Specifically, researchers examined the effectiveness of a
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schootbased cognitivbdehavioral therapy (CBT) intervention for childrésh£ 453) with
anxiety symptms from three elementary schools. The treatment design compared three
randomly assignegroups: (a) children receiving nine weekly CBT group sessions, in addition to
a parent training groupN(= 17); (b) children receiving nine weekly CBT group sessioithowt
a parent training groupN(= 20); and (c) a control group that did not receivg @BT treatment
(N = 24). Findings identified that both CBT treatment groups (with and without the parent
training group) were significantly more effective than themeatment control group, in
decreasing anxiety symptomology and in facilitating remiseifdbaseline anxtg diagnosis per
child, parent and clinician report. Furthermore, the CBT treatment group plus a parent training
showed significantly greater i mprovement in p
with a notably higher effect szof .88. A limitaion noted within this study was that the sample
included mostly Caucasian families in a suburban location. Researchers noted the lack of racial
and economically diverse participants influenced the generalizability of the results (Beghste
al., 2005).

Farahmand and colleagues (2011) conducted a-amnetlgsis to assess the effectiveness
of SBMHCS for urban youth living in loncome homes. Findings indicated the majority of
SBMHCS included a psychoeducation modulated treatment prograwmiged by a tedeer or
school staff member. Farahmand and colleagues (2011) reported SBMHCS appeared to be
effective in improving sockemotional and behavioral outcomes for children living in-low
income communities. Results identified SBMHCS as mdext¥e when intergntions were
internalizingfocused, as compared to externalizingused and were concentrated on conduct

problems or substance use.
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Based on the results of Farahmand d c o | | e a g uvanay8is, mtadidnd ) met a
within the SBMHCS esearch included (a) small sample sizes, (b) lack of control group, (c)
insufficient evidence of developmentally appropriate clinical intervention (requiring focus on
externalizing behawrs), (d) lack of followup procedures (e.g., six of 23 studies puedi
follow-up data), and (e) potential for rater bias (the majority of services were provided by usual
care providers). Farahmand and colleagues (2011) recommended that future SBM#4@&3B res
should be employed by outside clinical providers and shoulddeck developmentally
appropriate clinical intervention that addressed externalizing behavior, incorporate a control
comparison group and larger sample sizes, and implement fop\qwwacedures.

Foll owing Farahmand aandlysis, sebrdl 8BMbBlCichave ( 201 1)
demonstrated positive outcomes in elementary
behavioral symptoms (including externalizing behavioral change). Wolpert ardguds
(2013) examined the impact of the Targeted Mental Health inds(TaMHS), which is a
nationally mandated schebbhsed mental health program in England. TaMHS has aimed to
improve mental health for-aisk students by providing eviderggormed ounseling.

Researchers implemented a clusserdomized, waitist cortrol design to assess studenitis{(8,

172) from 268 schools, with two observation points pretest (at baseline) and posttest (a year

following the intervention) in comparison to studeintschools that did not partake in the

counseling intervention. Ressllindicated that students in the treatment group exhibited

statistically significant reductions in behavioral problems as compared to the control group.
However, there was notastatist al | 'y signi ficant difference bet

problans (Wolpert, Humphrey, Belsky, & Deighton, 2013). Researchers noted that emotional
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problems may take longer than a year of counseling to improve and suggesteriosghool
based trenent (Wolpert et al., 2013).

Further, Liber, De Boo, Huizenga, andrRr(2013) investigated the effectiveness of a
child-focused CBT schodbased intervention for disruptive behavioral problems in elementary
school studentd\= 136) from 17 elementargools in lowincome communities. Researchers
employed a randomized ol trial comparing the intervention to a waitlist control condition
with preintervention and poshtervention measurements; in addition, researchers employed a
follow-up procedure th the treatment group. Results demonstrated that children who
partidpated in nine intervention sessions had feweugisve behavior problems with afifect
size of .31 compared to the waitlist control condition. Further, treatment gains were stiable at
follow-up observation point with an effect size of .39. Reseasatencluded that a schelohsed
CBT program may be beneficial with difficttib-reach children (i.e., low SES and racial/ethnic
minority backgrounds) with disruptive behavior, as thiglg had a 97% treatment completion
rate.

In another study, MontafieBergerJenkins, Rodriguez, McCord, and Meyer (2015)
provided schoebased mental health promotion and prevention programs to ethnic minority
Latino atrisk studentsN = 174) from two upan elementary schools in New York City. Results
demonstrated increagesocial and behavioral functioning, academic achievement, and school
attendance. Teacher reports revealed statistically significant effects over time on social and
classroom performanaeith a moderate effect size of .08. Students showed a statistically
significant improvement on mathematic standardized test scores (with a large effect size of .27)

and English standardized test scores (with a moderate effect size of .06). Reseandtethesha
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outcomes of their pilot study to enhance the limited researthe effectiveness of elementary
schootbased mental health prevention and promotion programs serviciAgdome atrisk

youth. They suggested that using both eviddrased practiceand innovative culturally

sensitive strategies would help promotentaéhealth literacy and foster positive social,
behavioral, and academic functioning. Montafiez and colleagues (2015) recommended future
researchers should implement controlled studiasitlerstand the specific contributions of
schootbased mental healthterventions.

Pfiffner and colleagues (2016) examined the effectiveness of a psychosociallsdembl
intervention, Collaborative Life Skills (CLS) on elementachool students withti@ntion
deficit/hyperactivity disorder (ADHD) symptoms as comparesttolents who did not receive
the intervention. Schoddased mental health providers consisting of school, parent, and student
treatments (Pfiffner et al., 2016) delivered CLS. Urbarip@ementary schools were randomly
assigned to two groups: CLS (1¢hsols) and usual services (11 schools). A cluster randomized
design was implemented to compare the CLS treatment grkba@2) and the control groupl(
= 66) on five constructs: (a) AED symptoms, (b) oppositional defiant disorder (ODD)
symptoms, (c) orgnizational functioning per parent and teacher report, (d) social skills, and (e)
academic functioning.

Results identified significant CLS treatment effects were found for post trelafétD
symptoms per parermnty= 13.64p = .0002) and teacher rep@xt = 8.7,p = .0032); ODD

symptoms per parermt¥= 13.77 p = .0002); organizational functioning per paregt£ 14.68p

.0001); and teacher repoxt £ 8.58,p = .0034); and soal skills per parent reporkq{ = 4.25,p

.0393). Although there wamot a statistically significant group difference on academic
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functioning, 72% of the CLS group scored in the average or above average range, as compared to
52% of the control group. Filmermore, teachers did not report a change in CLS social skills or
ODD symptoms. The results demonstrate the effectiveness of a multicomponenitsdembl
ment al health treatment model with parent and
organizationg academic and social functioning.

Severalplay therapyinterventiors have been impmented in schoedettings as
SBMHCIs with racial/ethnic diverse studentsn and Bratton (2015) conducted a matzalytic
review of CCPT approaches and found the oVemaberate treatment effect size of;.dith
statistical improvemenn internalizing behavior problems (effect size, .48), externalizing
behavior problems (effect size, .42), and academic performance (effect sizejti16)
statistically significant higer effect for norCaucasian childrenFurther, Ray and colleagues
(2015) conducted a metmalytic review of CCPT in school settings. Results indicated
statistically significant moderate effect size of {88play therapy interventions when compared
to control groups with significant decrease in total problem behaviec{efize, .34),
internalizing problem behavior (effect size, .21), externalizing behavior (.34), and academic
performance (effect size36). Examples of CCPT approaches in schools are reviéMiéshn
(2018) implemented a randomizeaitlist control degn to examine the effectiveness of CCPT
in a school setting\ = 71) with a diverse sample for-ieeks. Results indicated parents
repored statistically significant decrease in aggression and an increase in empathy; however,
teachers reported nonstaitistily significant results. Further, Swank aralleague42018)
implemented a repeated measures single case randecoizgzhrison group déen to examine

the impact of achootbasedCCPT group interventio(N = 10). Results indicated children

62



participatirg in the CCPT group intervention exhibited decrease in total problem behavior
opposed to children who were in a psychoeducational stiaseld group. Gaa and colleagues
(2005) implemented a schebbdsed CCPT intervention with Hispanic childréh=29) and
found externalizing behaviors significantly decreased over @oehran and Cochran (2017)
examined the effects of CCPT for studenithviighly-disruptive behavior in higpoverty
schools using a nonrandomizeshitlist control with elementary schodhitdren (N = 65).
Results indicatedtudents in the treatment group demonstrated a significant decrease in
externalizing, attention probies, and total problem behavior. Results of sctasled CCPT
differ from past SBMHCI research (Farahmand et al, 2Gisljesultslemonstrate effectiveness
of play therapynterventionsan improvings t u d externaizingoroblembehavior(Meany
Waen, & Teeling, 2016)

Despite the identified limitations of SBMHCS, prior researchers have indicated-school
based programmay be effective in improving social and behavioral functioning, academic
achievement, and school attendance, especially for haedd¢h populations including children
from low-income communities and racial ethnic minority backgrounds (Bernstein 20@b.,

Liber et al., 2013; Montafiez et al., 2015; Pfiffner et al., 2016). Furthermore, SBMHCS continue
to increasefor examplen 2015 60% of U.S. districts provided mental health and social services
to students through arrangements with organizationkoated on school property

(Jayawardene, Erbe, Lohrmann, & Torabi, 2017). As SBMHCS continue to become more
common, future researchauld address existing SBMHCS limitations in future practice,
including; implementing control groups, including larger pnsizes, completing followp

procedures, and providing developmentally appropriate clinical interventions.

63



Schootbased Service®f Child Trauma

Although the literature has recognized the need for tranfbamed schocbased
counseling for childrerthere is a lack of empirical evidence providing an individualized Tl
SBMHCI. Additionally, screening for childhood trauma exposure@ogision of empirically
supported treatments in schools is hot common (Santiago et al., 2018). Martin and colleagues
(2017) note the importance of incorporating tradim@rmed counseling into schebbhsed
programs. They further touched upon currenttitnons for schools in providing trauma
informed counseling, including (a) lack of support from administrators and teager
problems engaging parents, and (c) stigma regarding mental health (Martin et al., 2017).
Santiago and colleagues (2018) alstedcseveral challenges in providing evidebesed
trauma treatment in a school setting, including limited resourcesct@nstraints, and competing
educational demands. Il n addi t dedated sympeoomsohter s 6 a
distingush these symptoms from other challenges (e.g., cognitive or language delays, acting out)
may hinder children from receigrnthe appropriate traumaformed care they necessitate.
Despite the barriers faced within a scheetting, traumanformed approadats have
shown to be effective in schools, by benefiting students, teachers and students. Specifically,
traumainformed sclol-based approaches have been effective in decreasing children's
symptoms of trauma (i.e., PTSD), anxiety, depression, and avomaingcstrategies (Santiago
et al., 2018). In addition, traunriaformed schocb ased ser vi ce I mprove chi
regulation, academic competence, classroom behavior, and discipline (Santiago et al., 2018).
Schools have implemented schbalsed groumterventions to address trauma within

children, as they are cestfective and more applicable for school mental hediltic@ns, due
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to the ability to serve more students in need (Langley, Gonzalez, Sugar, Solis, & Jaycox, 2015).
Traumainformed groupnterventions are more likely to be found in high schools and be

provided by school staff not needing a clinical backgdosunch as in Support for Students

Exposed to Trauma (SSET; Jaycox, Langley, & Dean, 2005). However, Cognitive Behavioral
Interventionfor Trauma in the Schools (CBITS; Stein et al., 2003) and Bounce Back (BB;
Langley & Jaycox, 2011) are both group tradimf@mrmed treatment interventions delivered by
school clinicians in elementary school settings. Both CBITS and BB have demonstrated grea
promise in terms of effectiveness and access to underserved youth with PTSD (Jaycox et al.,

2010).

Cognitive Behavioralntervention for Trauma in the Schools

Although, the use of HEBT in mental health clinic settings is supported, it has not been
evalated in a school setting (Cohen et al., 2006; Santiago et al., 2018). Thus, given practical and
psychological barriers asciated with attending mental health clinics (Gamble & Lambros,
2015), access to and engagement irCBd may be limited for many faifres. CBITSis a
schootbased traumanformed group treatment that incorporatesGBT component§Stein et
al., 2003) CBITS is a 16session schodbased intervention that teaches cognitive behavioral
skills in agroup format (i.e., relaxatiomaining, cognitive coping, developing trauma narrative,
and building social problersolving skills). Further, CBITS includes onettoee individual
child sessions, two optional parent sessions, and one teacher session.

Kataoka and colleagues (2003) were the fosgtxamine the effectiveness of CBITS
through the implementation of a quasiperimental design with a waitlist controbgp, with

Latino immigrant studentdN(= 152) who experienced community violence. Results
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demonstrated the intervention group had iicemtly greater improvements in PTSD and
depressive symptoms compared to individuals on the waitlist and therbrebfollow-up
observation point. Stein and colleagues (2003) conducted a randomized control trial with
children (N = 126) to examine theffectiveness of 10 sessions of CBITS. Researchers randomly
assigned students to the immediate treatment group and stveaititrol group, assessing them
prior to the intervention and three months following the intervention. Similar to the initial study
of Kataoka et al. (2003), at thre@onth assessment, students in the early intervention group had
significantly lower seHreported symptoms of PTSD than students in the delayed intervention
group. Results within the immediate treatment group at the-thoeeh follow-up observation
point identified 86% of students as having reported reduction in PTSD symptoms, 67% of
studens having reported reduction in depression, and 78% of parents having reported less
psychosocial dysfunction. Results from the-signth follow-up indicated there was no
significant difference between groups after the intervention, further supportindetivehess
of CBITS. However, teachers did not report significant improvements for either group at any
observation point.

Jaycox andolleagues (2010) conducted a study following Hurricane Katrina With (
118) students presenting with traunedated syrptoms in three schools. Researchers randomly
assigned students to a clisbased TFCBT intervention or schoddased CBITS. Results
indicated that both treatments led to significant improvements in PTSD symptoms. However,
CBITS was far more accessible tnfilies. Only 12% of those assigned toTBT completed

treatment compared to 93% of those assigned to CBITS (Jaycox et al., 2G10s Re
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emphasized the importance of a tradimfarmed, schoebased intervention to improve access
and positively affect &arge number of children.

Langley and colleagues (2010) explored CBITS implementation barriers by conducting
semistructuredelephor interviews with 35 site administrators and clinicians across the United
States after their schools received CBITS trainBased on the interview findings, researchers
identified several barriers in implementing CBITS: competing responsibilities afiahs, lack
of parent engagement, and lack of support from school administriibas indicatingthat
implementing a smumainformed group intervention provided by school staff may not be
achievable in many schools. Langley and colleagues (2010) also identified sites that successfully
overcame barriers in providing CBITS and found that these schadla social network of
outside clinicians who implemented the schibased trauménformed counseling services

rather than school clinic staff.

Bounce Back Intervention

The Bounce Back program (Langley & Jaycox, 2011) is a sdbese@d group
intervention to improve functionig in multicultural elementargchool students exposed to a
traumatic event. The Bounce Back program integrates components of two exbdsade
interventions of TFKCBT which has a parental component and the sebaséd group formaif
CBITS (Langley & Jagox, 2011). Similarly, to CBITS, the intervention consists of 10 group
sessions, with two or three individual sessions, and one to three parental education sessions
(Langley & Jaycox, 2011). Bounce Back includes components simild-©OBT,
psychoeducatio, relaxation training, cognitive reconstructing, and completing a trauma

narrative.
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Langley and colleagues (2015) were the first to implement Bounce Back in four Title |
elementary schools in Los Angeles County, between the acaglears of 2011 and 281
Participants included scheabed childrenN = 74), and data were collected at three time points
(at baseline, three months, and six months) to assess posttraumatic stress per parent and child
report, depression, anxiety and pded education. Resedrers randomly assigned students to an
immediate or delayed three monthaitlist control group. Schoddased clinicians provided the
intervention as part of their job responsibilities. Results indicated that there was no statistically
significant group diference on any measure except parental education in the immediate group,
demonstrating that parents were more educated on trauma than the delayed gr@32).
However, the immediate treatment group showed statistically sigrifirognovements on all
primary outcomes: traumsymptomology per parent report, child and parent report of
depression, and anxiety (ghvalues < .0035) at the simonth observation compared to baseline.
Further, the delayed treatment group showed sigmfianprovement on atlotedfive primary
outcomes at the threto six-month observation period, when they were receiving the
intervention (allp-values < .02)Largeeffect sizesff > .34) were demonstrated in three of the
five outcomes following the tervention; includingghild report of trauma symptomology for
both immediate and delayed treatment grddps 80, anxiety? = .80 for the immediate
treatment group, and parent report of trauma symptomdfegyd4 for the delayed treatment
group folloving the intervention@ohen, 1998).

Results identified that a schelshsed group service such as Bounce Back may be
beneficial in circumventing barriers for children receiving treatment in addition to improving

child trauma symptomology, and anxious aegréssive symptoms. Litations noted by

68



researchers included (a) pilot study (e.g., had to modify CBT component for younger children),
(b) small sample size, (c) waitlist control design, (d) possibility of rater bias with assessments,
and (e) attrition (e., 13 African America students discontinued). The researchers suggested that
future research should include a shorter duration of treatment to account for attrition and
longitudinal procedures to assess sustainability of the Bounce Back interventigiefL&
Jaycox, 2011).

Santiago and colleagues (2018) replicated the initial Bounce Back trial (Langley et al.,
2011) with elementary school students exposed to traNmeb@) in eight lowincome schools
in lllinois. Researchers assigned students to idiate treatment or a vthst control group
treatment to compare trauma and depression symptomology over time (Santiago et al., 2018).
School social workers led tiBounce Backntervention, and children, parents, and teachers of
both groups completed assenents at baseline rée months, and six months. Results revealed

differential treatment effects (time and group interaction) for child reports of PRSI .(79,p

~

= .02; E] = .11) and FFEdllpst .0époEls=o0f 18hil &f

demonstrated the immediate treatment group showed greater reduction in PTSD symptoms and
coping over time as compared to the delayed group (Santiago et al., 20d@)er, there were

not significant differential treatment effects for depression andegnf®antiago et al., 2018).

There were no significant changes in teagleported classroom behavior in each group

(Santiago et al., 2018). Researchers noted tranfoemed early interventions might be effective

in reducing traumatic distress and impraystudent coping for students in lemcome

communities (Santiago et al., 2018).
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Limitations noted within the Bounce Back program included (a) social workers
conducing groups and individual sessions, (b) small sample size, (c) limited groups duelto socia
workers job demands, (d) referrals made based on what sstladidknew about students (as
opposed to a universal screening), (e) lack of consistent pareigeem®a (23% missing data),
(f) lacking in treatment fidelity/clinician seteport(Santiago et al., 2018and (g) lack of
teacher engagement, resulting in nonstatistically significant changes in teacheMitesrt
researchers noted implications for futtn@umainformed schoebased mental health counseling
services (a) including larger sample size, (b) having outside providers conduct sessions, (C)
incorporating a more flexible individualized trawindormed treatment approach, (d) increasing

effortsto maintain treatment fidelity, and (e) increasing efforts for teacher invohteme

Summary

This chapter provided an overview of the constructs of interest for this investigation,
including (a) components of trauma theory and definitions, (b) trauma ddceaoh(c) trauma
informed treatment, and (e) mental health counseling in a sblased sting. The background,
conceptualization, and research for each construct was presented. First, the researcher examined
the relationship between trauma and childspecifically children from lowncome
communities and racial/ethnic minority backgroundext, the researcher differentiated between
(a) traumaspecific treatment, (b) traumaformed care, and (c) traurnaformed treatment. The
researcher examined teffectiveness of each approach with traumatized children and identified
limitations and imptations for future research and practice. Finally, the researcher assessed

SBMHCI s6 intervent itbasedserndcesdor chijpgaumal i ¢ s chool
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This chapteemphasized the necessity of both trauniarmed treatment and SBMHCls,
specifically to miigate barriers and make services accessible for children frormtmsne
communities. The ability for traurriaformed mental health treatment interventions tosassi
schootaged children in soci@motional and academic functionality have been discussed.
Although theory and research findings identify the utility of both SBMHCIs and trauma
informed treatment for lovincome youth, there remains a need to deliver divinualized
traumainformed treatment intervention within a schbalsed mental health imtention. Thus,
at the time of the present study, there was no current research pertaining to the effectiveness of
an individual traumanformed schoebased mentdiealth counseling intervention for
elementaryaged children. Based on this review of therkture, there are implications for an
individualized and flexible traura@mformed treatment intervention incorporating TIC principals
into clinical practice, deliered by outside clinical providers in a schbaked setting. There
remains a demand for momebased research to test the usefulness of these constructs in
assisting children with their traursgmptomology, social functioning, emotional functioning,

andacademic functioning.
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CHAPTER 3
RESEARCH METHODS

Introduction

The primary purpose of iistudy was to investigate the effectiveness of a trauma
informed schoebased mental health counseling intervention§BMHCI) on students enrolled
in multiple Title | elementary schools. Specifically, this study aimed to examine the impact of a
TI-SBMHC1 on par t remotipnal funcsobalitys pergarent report (as measured by
the CBCL; Achenbach & Rescola, 2001) and teacher report (as measured by the TRF
Achenbach, 1992), trauma symptomology per child and parent report (as measured by the RI;
Pynoos et a) 1998, 201y, and academibehavior(as measured by school office discipline
referrals,and schoottendance

This chapter reviews the research moels used in the investigation and provides a
description of the twhase research desigre(, timeseries design and quastperimental
design). Additionally, the researcher reviewed threats to validity and steps that she took to
mitigate threats to ternal and external validity. Data collection procedures are outlined;
including, populationsample, recruitment, incentives, and screening. The data collection
instruments used in the study are reviewed and the rationale for the selection of eachismeasure
presented, including a discussion oft the meas
datasets (i.e., validity and reliability). The researcher introduces the primary characteristics of the
TI-SBMHCI and describes her efforts to maintain treatrfidetity. Additionally, the research
guestions which guided the study are restated andssisdun terms of their alignment with each

phase of the study and the data analysis procedures used to respond to them. The chapter
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concludes with a review of théhécal considerations and potential limitations for the proposed

study.

Research Design

This study implemented a twphase research design, including two different sets of data
collection at different time points (Creswell, 2013). The study utilized dditarMing the
implementation of the TEBMHCI and schoebased data within the fall 2018pring 2019
academic terms. The researcher chose theptvase design to obtain a larger sample size,
include a control group, and answer the two research questiocis guided the study.

The first phase of the study utilized an interrupted tsmees ddgn (pretest, mid,
posttest). Participants received aSBMHCI once a week for approximately 50 minutes after
school hours for 10 consecutive weeks. Data colle¢bok place at three observation points
within the first phase of the study: (a) the fcsunseling session meeting, constituting the
beginning of the intervention (pre); (b) the fifth counseling session, constituting the midpoint of
the intervention (na); and (c) the tenth counseling session, constituting the final observation
point (post).The second phase of the study utilized a ga&perimental comparison group
pretest posttest research design with a matched sample, based on covariates tadloempare
following two groups of participants: (a) those participants who receivedise&R Tt
SBMHCI, and (b) those participants who did not receive any SBMHCI from the University and

school district partnership, created through P&dsenbaum & Rubin, 1983).
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Threats to Validity

Validity has been defi ned aentsécaumtelgtboseo u nt
features of the phenomena, that is intended
p. 69). Thus, prior to affirming that a methrs valid, judgments are made on the trustworthiness
of the measurement (Winter, 2000). &sesult, threats to validity contribute to the possible
inaccuracy of claims made lbgsearchers andaking efforts in mitigating threats to validity is
crucial indesigning a sound study. The following section of the chapter presents how the

researcher ade efforts in limiting the threats to internal and external validity.

Internal Validity

In experimental research, internal validity refers to the extent to wiiécinanipulation
of the independent variable impacts the dependent variable (i.e., outanch&)reats to internal
validity indicate that there is not a causal relationship within the study (Cahit, 2015). In quasi
experimental research, internal validigfers to implementing an appropriate research design to
control for extraneous variableg that observed change is attributed to the treatment condition
(Gall et al., 2007). Thus, in the case of this investigation, internal validity referred to thetexte
which the implementation of the -HBMHCI influencedparticipantamproved sociaemotonal,
trauma symptomologynd academibehavior Within this investigation, threats to internal
validity included (a) history, (b) maturation, (c) testing effe@$ instrument change, and (e)

treatment mortality.
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History and Maturation

Time can be aisk within a research study and external events that happen during the
time of the study can influence treatment (Creswell, 2013). H®&BMHCI was implemented
ove a 10week period during the fall and spring academic semesters. Although the intervention
was not conducted for an extended period of time (i.e., a year), histatgd threats can be
present. For example, since providing the interventions in therbagiof the semester,
studentsd6 symptomol ogy may c¢ hanagmforableeasthet i me ,
academic semester progresses, resulting in improved scores. Further, validity of data may be
impacted by maturation and changes in participavis time, specifically fatigue, when it
comes to the specific assessments (Creswell, 2Bb8kxample, the CBCL and TRF are long
assessments with over 100 items each tlaadengthmay cause the guardian and primary
teacher to report inaccurate scofBsus, when recognizing assessment fatigue as a limitation,
the guardians and primary teachers were allowed a week to complete the necessary paperwork.
The researcher gave the priméegchers the TRF in their mailboxes with instructions to return
the compéte TRF a week later. Further, the researcher offered the primary caregivers the options
to complete the CBCL at the school site or to take it home for completion. With this figxibili
individuals were able to take their time and record meaningful andate responses. Allowing
caregivers to complete the CBCL at their homes may be beneficial in terms of time; however, a
chil dés behavior may have disaghedtpegthofhedatai n t he
collection instrumentshosenand time flexbility allowed to complete the assessments were

noted limitations within this investigation.
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Testing Effects and Instrument Change

Throughout a study grounded in survey data, chaimgestrumentation may alter the
results following treatment, leadingf@lse conclusions (Gall et al., 2007). To account for
instrument change as a potential limitation, the researcher did not alter the measures, and the
researcher gave the same assessipacket to participants at each observation point (pre, mid,
post.Incontrast, participantsd exposure to the sa
limitation, as the participants may have become familiar with each instrument and this may have
influenced the scores. The researcher acknowledges that instrumentation wigetiatinvithin

the study (Christian, Dillman, & Christian, 2008).

Treatment Mortality

Treatment mortality occurs when participants fail to remain in the study for its intended
duraton (Creswell, 2013). Due to the vulnerable population of children anddarnom low
income communities receiving treatment, individuals may have failed to complete treatment for
a variety of reasons such as lack of transportation, iliness, or timeitoenh(Gall et al.,
2007). To account for attrition and treatment mdstathe researcher aimed to recruit more
participants than needed based on the minimum sample size calculated in the a priori analysis. In
addition, the researcher offered the faeslan incentive of a $30 gift card upon completion of
the study. Additioally, childcare and snacks were provided throughout the duration of the
afterschool program between 3:00 pm and 6:00 pm; thus, participants were able to attend their
scheduled sessisrand caregivers could be flexible in pickiag their children due to ¢side

commitments they may have had.
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External Validity

External validity allows results from a study to be generalizable to other settings
(Creswell, 2007). Thus, threatsaxgternal validity may be attributed to characteristics of the
study, (i.e., the @riod of the study, unique sample characteristics, and setting), interacting with
the independent variable (Creswell, 2013). Specificalligraal validityrefers to the extd to
which the results of a study are generalized to other settings, othee,peaghlover time
(Shadish, Cook, & Campbell, 200Possible threats to external validity within this study

included (a) population validity, (b) ecological validity, andH{storical validity.

Population Validity

Population validity refers to the extanferences from a sample apply to the population
(Shadish et al., 2002}.is difficult for the researcher to examine the overall population due to
the broad umbrella of ddren, from lowincome communities, who have experienced a
traumatic event. Theesearcher recognized that these three Title | elementary schools in a large
school district in a Southeastern state may have unique characteristics that differ from other
elementary schools throughout the United Statesationwas therefore viewed adimitation

in this study.

Ecological Validity

Ecological validity refers to the extent in which findings from a research study can be
generalizable in other settings andhwather samplesShadish et al., 2002).0 account for
ecological validity, theagsearcher provided a thorough description of the treatment methods of

each phase of the study, allowing other researchers to replicate the investigation. The researcher

77



also tained the counselors on the three pillars of trainfa@med care (Bath, 2008y created
a treatment manual that could be used during the delivery of the intervention in replication
studies in an attempt to mitigate the concern for ecological valfdityough the researcher
made efforts to strengthen treatment fidelity, the tpigrs of traumanformed care is not a
modulated intervention. Rather, it is a traumi@mrmed framework implemented in counseling.
Therefore, the researcher acknowledges titue replication of the counseling service and the

investigation was a limitain of the study.

Historical Validity

Historical validity, also known as societal validity, pertains to the degree in which the
research findings apply at different time psitiiroughout history (Gall et al., 2007). Trauma
and its impact on psychologida¢alth, specifically with children, has been an area of research
focus since the 1980s (Hallett et al., 2018). In addition, 35 million U.S. children have
experiencedoneormoe types of childhood trauma (Nati on
2017).Based n t he fASchool209a8Bf)edt yatAdthe( 2t 74 onal and
been a rise in awareness of the need to increase mental health services in schools., Therefore
researcher hopes that these research findings will contribute to thalsoeest of addressing the

health epidemic of trauma affecting childr&spfsky et al., 2015).

Procedures

Prior to beginning the first phase of theSBMHCI, the researcheeceived approval
from the wuniver si Boad dRB)amdghe prticipatirig scholldistriRteprior e w

to recruitment or data collectigAppendixB). The IRB application contained fundamental
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information regarding thimvestigation including, (a) objectives and rationale, (b) methods and
procedures, (c) participant poptitan selection, (d) treatment, (e) participant compensation (i.e.,
incentives), (f) confidentiality and data storage, (g) data analysis and evalaatiqfn) risks

and benefits of participation. The researcher included all additional research maiehas s
recruitment flyers, counseling and research consent forms, and data collection instruments in the

IRB application.

Sample Size

Determining sam size, statistical power and effect sizes is essential prior to initiating
any quantitative study desigBartlett, Kotrlik, & Higgins, 2001). The researcher used the
statistical software ¢power 3.1 to calculate an a priori analysis to identify a desmeatple size
based on previous effect sizes within existing literature (Peng et al., 2012). The calouéeti
conducted to assess the statistical analysis that would require the largest sample size within the
two-phase design; a repeatertasures analysbf variance (RMANOVA), containing a within
between group interaction, consisting of two groups (tindsereceive TAISBMHCI and those
who do not) and three sources of measurement data. Based on tanatgses conducted by
Farahmand and colleagues 120 examining schodbased mental health counseling
interventions with lowincome youth Nl = 33), a powenf 80% and a mean effect size of 0.25
was implementedl he analysis identified that the minimum sample size needed for the proposed
investigation woud bel6 cases for appropriate powdherefore, to account for attrition, the
researcher aimed to recruaibre thar25 participants within the treatment group {SBMHCI)
that would match at lea86 participants in the treatment group (SBMHCI) that wasatad

through schoebased data using PSM.
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Data Collection

Phase One

The first phase of the study liged an interrupted time series design with three
observation points (pre, mid, post). The interrupted time series design measured the effect of the
independent variable (time in-BBMHCI) on the dependent variables (behavior and emotional
problem scoresacademibehavior and trauma symptomology) over time with no control group
(Glass, 1980). The purpose of Phase One of the study was to examjrieetigaior and
emotional problem scores, as measured by CBCL and TRF; (b) acdmdraigor as measured
by student attendance, and office discipline referrals; and (c) trauma symptomology, as measured
by RI (Pynoos et al., 1992017 changedver time because of participation in at6ek Tt

SBMHCI.

Recruitment

The researcher facilitated recruitment of éhementary school students through school
personnel, including administrators, teachers, school psychologists, social workers, family
liaisons, and school counselors. Recruitment also took place at parent and community events at
the schools, and recruitmematerials were provided to interested families. Guardians were able
to contact a research team member if they were interested in liainghild receive services
and participate in the research investigation. The school personnel made initial wahttuos
guardians to provide information on their referral. Once the guardian was informed, the
researcher conducted a prescreeningvigerto provide details about the-EBMHCI before
completing initial paperwork (e.g., Parent/Guardian Informed CariseResearch, Client
Information, and Consent for Counseling Services).
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Screening

The researcher screened the guardians to ensutbe¢hBtSBMHCI was appropriate to
meet the unique needs of their children. Specifically, the researcher confirméd)ttta;child
was a student at one of the Title | elementary schools; (b) the identified child and families were
willing to participate m the 16week counseling intervention; (c) transportation could be
provided to and from each scheduled session; {Bdided sessions would be attended on a
regular basis and two missed sessions would result in termination of services; and (e) the child
had experienced at least one traumatic event and met cutoff criteria of endorsing at least one
traumatic event indicatl on the RIRynoos et al., 1998, 20}l They were deemed eligible for
the TESBMHCI. If the participant did not meet the criteria (d@t experience one traumatic
event via RI screening), a SBMHCI without a trauma focus was provided, or other meltikal hea
service referrals were provided. The researcher collected data at the first counseling session

(pre), the fifth counseling session (ijiand the 10th counseling session (post)

Incentives

As noted, measur ement and signdicant threatspoa nt s 6
validity (Creswell, 2013). Thus, to mitigate these threats to validity, the researcher provided
incentives to impove participation and data collection procedures (Creswell, 2013). Incentives,
specifically monetary in nature, incesaresponse rates and retentiéangeneh et al., 2008).
Therefore, the researcher provided a $30 gift card at the conclusion ofweeK 8tudy. The
researcher provided snacks and childcare for the duration of4BBNIHCI program between
the hours 0B8:00 pm and 6:00 pm, to encourage increased patrticipation in data collection and

improve attendance rates.
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Traumainformed Schocebased Matal Health Counseling Intervention

Counselor education graduate students enrolled in a supervised clinical practicum
conducted all the traurnaformed counseling sessions with the participants. These trauma
informed counseling sessions took place durregschool year, once a week after school hours.
Hopper and colleagues (2010) define traunfarmed care (TIC) as,

astrengthsbased framework that is grounded in an understanding and responsiveness to

the impact of trauma, that emphasizes physical, psychological and emotional safety for

both providers and survivors, and that creates opportunities for survivors ita reebu

sense of control and empowerment. (p. 81)

Although, TIC is not a traumspecific clinical intervention (e.g., traurfiacused
cognitive behavioral therapy), TIC principals are incorporated in clinical practice to create
traumainformed treatment (Yegr et al., 2013). Traumeformed treatment interventions are
organized around trauma theory (Greenwald, 2005). Counselors incorporated TIC principals
throughout treatment and demonstrated the core conditions of unconditional positive regard,
empathy, angenuineness (Rogers, 1957). Counselors also used a number of gifeotine
treatment interventions (i.e., motivational interviewing, cognibedavioral therapy, parent
training, and play therapy) to best assist clients in reaching their goals (@e2905). The
counselors were instructed to build on a Humanistic Counseling approach. Clinical supervisors
instructed and supervised the counselors in this Humanistic approach to ensure that the core
conditions of unconditional positive regard, empatmg genuineness were present throughout
the counseling intervention (Rogers, 1957). The clinical supervisors and counselors also worked

collaboratively with participants and their caregivers to develop goals for counseling in order to
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honor t hights and abditres te ditermine the direction of counseling (Cain, 2001).
Throughthe ©SBMHCI , t he focus of the counseling ses
personal goals through a Humanistic lens using a tranfoamed approach.

The traumanformed treatment addressed presenting concerns related to the trauma and
were practiced under the three pillars of tratinfarmed counselingBath, 2008). Three
fundamental aspects of trausimiormed care create the three pillars: (a) safety, (b) connections,
ard (c) managing emotions (Bath, 2008). The three pillars build on one another and focus on the
chil dés strengt hs ( Ba t-ihnformed feattgnt wasltd facilitptaithepeo s e o
establishment of safety, identify triggers associated wittrauenatic event, develop healthy
coping skills, and decrease trauma symptomology (Becker et al., 2011).

Clinical supervisors monitored the progress of counselors as it related to the model
through live, triadic, and group supervision. In addition, memiffetfee research team served as
outside auditors and periodically viewed counseling tapes and filled out a treatment fidelity
checkilist to assess the consistency of the tranfoamed treatment. Initially, the first pillar was
completed between sessiond;l counsel ors assessed for safety
environment and intervened if necessary (i.e., child abuse). Additionally, counselors created a
safe counseling environment with the traumatized child by building rapport (Bath, 2008). Once
children felt safe with their therapists, they moved forward in the relationship, addressed their
trauma, established trust, and formed healthy attachments with the counselor (Bath, 2008).
Safety serves as the initial groundwork for the second pillar, corgstdtconnections (Bath,
2008). Following the establishment of a positive therapeutic relationship with a child, the

counselor implemented the second pillar of connections between sesZiamsl 4aught the
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participant social skills (i.e., boundaries)ypmmote healthy development with caregivers, peers,
and authority figures, such as teachers (Osfosky et al., 2015). Finally, counselors moved into the
third pillar of traumainformed care, consisting of managing emotions for the final duration of
treatmenin sessions-10. The third pillar emphasizes emotion gelfjulation and impulse

control andakes the majority of the time that the individual is in counseling (Bath, 2008).

During this period, counselors taught and supported the participants in desfifieictive ways of
managing their emotions and impulses when in threatening or nonthreatening environments
(Bloom, 1999). These setégulation skills were intended to serve as a buffer against future
mental health and behavioral issues such as deprgeasiaaty, dropping out of high school, and
delinquent behavior (Alvord & Grados, 2005).

Wit hin Bat h-pikar frarBev@k3 qounselons lead the flexibility to meet the
specific needs of participants wtheitthuma bei ng aw
affected them. The three pillars of trauméormed care recommend a strengtfased approach,
encouraging counselors to utilize the skills a child already possesses when providing for safety,
encouraging positive relationships, and teachingtiemal regulation (Bath, 2008). According to
Overstreet and Mathews (2011), once children feel safe and are able to form healthy
relationships and manage their emotions, they are able to regain the power that was lost from the

trauma, thereby promoting ademic and sociatmotional functioning.

Treatment Fidelity

Treatment fidelity was important in this quasiperimental research design, and the
researcher made efforts to maximize treatment fidelity. The counselors who provided the

intervention adhereathe specifications of the traurmaformed treatment intervention in order
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to alleviate threats to internal validity (Gall et al., 2007). Prior to implementation of the Tl

SBMHCI, all counselors attended a hd#y training. The researcher provided anirag on the

definition of trauma and the presentation of trauma symptomology in children. The researcher

also provided information regarding background information on the three Title | elementary

schools (e.g., racial/ethnic identification, economicaladirantaged student rate, English

|l anguage | earners, etc.). Based on the partic

reviewed cultural considerations when providing treatment. The researcher instructed the

counselors on the logistics of the SBMHCI and data collection procedures. Finally, the

researcher trained the counselors on the three pillars of tiafonaed care (Bath, 2008) and

provided various resources on how to implement this intervention within the setting provided.
Prior to accepnce to complete a practicum in the school setting, counselors were

required to have completed a graduate course on counseling children and adolescents and/or the

graduate play therapy course to ensure competency in counseling children. Counselors also

conpleted the UCLA PTSD reaction index DSbAraining prior to seeing clients to ensure that

they could properly administéne Rl (Pynoos et al1,998, 2017 to the participanturing

implementation of the TEBMHCI, counselors were responsible for keepmagk of their

progress in weekly progress notes, providing evidence that they were adhering to the trauma

informed intervention. The researcher team members served as lextelit@ars by randomly

observing counseling sessions to assess the congruenesbéeh& services being delivered and

the intended FEBMHCI (Gall et al., 2007).
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Supervision

An appropriately credentialed clinical supervisor trained in traunftamed cae
supervised all counseling sessiofie clinical supervision consisted of thiespects: group,
live, and triadic supervision. Prior to each traudmfarmed counseling session, counselors
participated in group supervision with their clinical supervisame of the Title | elementary
school sites. Group supervision provided the opaty for counselors to present their cases,
demonstrate traurAaformed counseling techniques and strategies, and conceptualize their
clients while receiving further feedtiafrom peers. Additionally, all counselors had live
supervision during their trane-informed counseling sessions. Due to the vulnerable population
of children from Title | elementary schools who have experienced a traumatic event, live
supervision allowedbr the clinical supervisor to observe counselors in action and provide
immediatefeedback if necessary, intervening if client welfare was a concern. Triadic supervision
consisted of counselors meeting with their clinical supervisor and one other pessloou
outside of the Title | elementary school setting to process their wosktyesieedback, and
discuss treatment goals. Through these three aspects of supervision, clinical supervisors provided
formative and summative feedback to facilitate theceuno r s 6 gr owt h and t o
work aligns with the premises of trausmdormed treatment, specifically the treatment fidelity

checklist and th€ounseling Competency Scitevised CCSR; Lambieet al, 2018).

Phase Two

The second phase of the @stigation utilized a quasixperimental comparison group
pretest posttest resehrdesign to compare the treatment group§FBMHCI) and a matched

sample control group comprised of those who did not receive a SBMHCI intervention (Glass,
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1980). The matchesbmple control group was created through the statistical procedure of
propensityscore matchingRosenbaum & Rubin, 198&pm a convenience sample of children
enrolled in Title | elementary schools. This quasperimental design was chosen to measure th
impact of the independent variable {SBMHCI) on the dependent variables of aochdata, as

measured by attendan@mdoffice discipline referrals (Hair et al., 2006).

Recruitment

The school district provided demographic data for children enrolleakcim e ementary
school.Thus, the researcher created the matched sample conuplugiong propensity score
matching based on covariates that matched with t#&BMHCI treatment group; (a) free and
reduced lunch status; (b) IEP and/or 504 diagnosisgés)(d) grade; (e); ethnicity/race; and (f)

gender.

Setting

The participants weneecruited from the current student body of three Title | elementary
schools in the Southeastern United States where the counseling sessions also took place. Each
school was anagnet school offering a special program such as engineering and technology. The
three Title | schools had a high rate of students coming fromrloeme families and
racial/ethnic minority backgrounds. Each school was economically disadvantaged with the
majority of students on free and reduced lunch: (a) School 1, 93%; (b) Sché&b;2aB8d (c)

School 3, 92%. Under the statéde grading system, School 1 had earned a grade of C, had 9%
English language learners (ELL), and the students identified witioltbe/ing ethic/racial

groups: Black/African American (51%), Hispanic (23%), &vidite (21%). School 2 also had
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earned a grade of C, had 5% ELL, and the students identified with the following ethic/racial
groups: Black/African American (50%), Hispanic 85 and White (18%). Finally, School 3
had earned a grade of D, had 10% English Bhd the students identified with the following
ethic/racial groups: Black/African American (36%), Hispanic (29%), and White (30%).
Geographically, all three schools weredted within five miles of each other. The presented

data were from the 2012018academic year.

Instrumentation

The data collection packet included three measures: (a) the CBCL (Achenbach &
Rescola, 2001), (b) the TRF (Achenbach, 1992), and (c) theyRb@RB et al.1998, 201Y.
These packets were administered at three data coligmtiats during Phase One of the study.
The researcher collected the consent and demographic information at the beginning of the first
session to serve as baseline d&all et al., 2007). The researcher administered the second
packet at the end of thdth session. The researcher distributed the third and final packet

following the completion of the tenth session.

Counseling Psychosocial Intake Form

The legal guardiamcompleted th€ounseling Psychosocial Intake Fo(@PIF; Lambie,
2016) at intake. ThEPIF collected information related to the demographic, seomdtional,
relational, and academic background and functionality of the elementary spadgcipants,
specifically, (a) demographic data (b) presenting problem (i.e., traumatic event)y$ma
health, (d) emotional health, (e) family background, (f) educational history, and (¢g) peer

relationships. The information collected from the CPIF provided ctansseith a baseline of
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symptomology to inform them about traumatic events and howot@ forward with the trauma

informed intervention.

The Child Behavioral Checklist

The Child Behavior Checklist (CBCL; Achenbach & Rescola, 2001) for children ages 6
to 18 years of ag&as completed by legal guardigmsor to the first session, aftereth
completion of the fifth session, and then again after the completion of the tenth sEssion.
CBCL618 gathers -capegi vas sé&s s méhaviorswithinthehei r chi |
preceding sixmonth period (AMHendawi et al., 2016). The first sext of the CBCL requests
background information on the childbds positiyv
competence as it relates to peers and family membeesiemaining 113 CBCL items comprise
a problem behavior checklist that measures threadband scales; including, internalizing
behavior, externalizing behavior, and total problem behavior.

The eight syndrome scales include: (a) anxiety/depression, (b) withdrawal/depression, (c)
somatic complaints, (d) social problems, (e) thought prab| (f) attention problems, (g) rule
breaking behavior, and (h) aggressive behavior. These eight syndrale® are associated with
disorders from the DSNV -TR such as operational defiant disorder, anxiety, conduct disorder
(APA, 2000). The answerstaec h questi on are given on a scale
= fisomewhat or someériymesrteuer oobhdn2t rue. 0 T
converted intdl-scores50 i s average for the youthodés age a
of 10 points (Achenbach, 2001). Thus, higher scores indicate greater problems. For each
syndrome, internating, externalizing, and the total problem scores can be interpreted as falling

in the normalT-score < 60 and borderline/ clinical range with-scoreO60 (Achenbach &
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Rescola, 2001). For the purpose of this study, the researcher examined the imgynaliz
externalizing, and total problemscores to assess overall so@aiotional functioning from a

caregiverod6s perspective.

Psychometric Features ofetfcBCLScores

The CBCL is a widely used instrument to measure competency in age appropriate
activities and problem behavior in children (Greenbaurm & Dedrick, 1998). As such, mental
health professionals, behavioral specialists, and educators use therC8ariety of settings;
including, educational, inpatient psychological service, and jlev@rstice settings (Moruzzi et
al., 2010).The revised CBCL 4.8 has been translated into approximately 70 languages or
dialects (Achenbach & Rescorla, 2001;Aé¢ndawi et al., 2016). Evidence of validity and
reliability for CBCL scores has been supporti@ugh their use in a variety of settings;
including mental health services, schools, medical settings, child and family services, public
health agencies, chilguidance, and training programs (Achenbach, 2009). In addition, the
CBCL has been used in avg 500 published scholarbrticles andested in over 20 societies
outside of the United States, including samples from Australia, Asia, the Middle East, and

Europe (Dedrick, Tan, & Marfo, 2008; Kariuki et al., 2016).

The Teacher Report Form (TRF)

TheTeacher Report ForriTRF) for children ages 6 to 18 years of &§ehenbach,
1992) was completed by primary classroom teachers before the first session, aftergletion
of the fifth session, and then again after the completion of the 10th sessiarRF1&el8 was

devel oped t o greporisefrobsénatiorstofestuderd prablerh hehavior,
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perceptions of academic performance, and adaptive functiaiihip the classroom of their
studentso6é behavior ( Achenb ths Bimilarit®ttee ZBCLfther t h e
first section of the TRF requests background information of academic performance and

adjustment, and the remaining 112 TRF items a@seamm problem behavior checklist that

measures three broddnd scales; including, internahg behavior, externalizing behavior, and

total problem behavioil he eight syndrome scales are identical to the CBCL and include: (a)
anxiety/depression, (b) viitirawal/depression, (c) somatic complaints, (d) social problems, (e)

thought problems, (f) t&ntion problems, (g) rulbreaking behavior, and (h) aggressive

behavior. Again, answers to each question are givenonascak ofOwher e 0 = HAnot
fisomewhat or sometimes true, 0 and 2 = fAvery tr
swres are converted infiescores and can be interpreted as falling in the nofrsabre < 60

and borderline / clinical range withTascoreO60 (Achenbach, 1992). For the purpose of this

study, the researcher examined the internalizing, externalizidgotai problenT-scores to

assess overallsocialmot i onal functioning within the ¢l as
The TRF and CBClare complementary to one another and provide a more detailed analysis of

the child, as they share similar itefhsu, Cheng, & Leung, 2011)

Psychometric Features of the TREores

There is evidence of validity and reliability of the TRF scores with devpopulations of
children and adolescents in Germany, Australia, Canada, Netherlands, angACher@®ach &
Rescorla, 2000)The TRF has demonstrated validity with moderately significant correlations
with the CBCL, theTrauma Symptom Checklisind thevouth SelHReport(ranging fromr =

0.09- 0.3). The TRF has demonstrated good to excellent eiteamsistency (ranging from 0.73
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to 0.96). Further, in the Netherlands the TRF has shown good reliab#it9.95) and is
consi der ed t o aldeescrdenring insirumermt to assess thre glbbal emotional and
problem behaviors thatarereporte¢ t eacher s based on their

(Bean, Mooijaart, & Spinhoven, 2007, p. 53).

SchooiBased Academic Data

The school district provided dafor the participants who completed thevi®ek T}
SBMHCI and students who formed the matcheda control group. The school district
provided the following schoddased academic data: (a) number of days the student attended
school,and(b) numberof office discipline referralsThe academic data components consist of
pre-intervention (the academsemester prior to counseling services) and-pastvention (the

academic semester following counseling services).

The University of California Posttraumatstress Disorder Reaction Index for the DSM 5

Both legal guardians (caregiver version) and e¢kitdchild version) completetie
UCLA Posttraumatic Stress Disorder Reaction Index for the 13%d4 children ages 6 to 18

years of age (RPynoos et al., 198, 2017 prior to the first session, after the completion of the

obse

fifth session, and thenagaiha er t he compl eti on of the 10th s

studentp ar t i c i -peporistobpdesesnt érdufisymptomologyThe Rl is not intended toe
an instrument for diagnosis; however, it provides preliminary E&Sfiflagnostic information and
PTSD symptom frequency scores (Pynd®98, 201Y. Further, the RI consists of a child and

parent version, containing a-2ém scale using a-point Likertr e sponse rati ng
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the time, 0 2 = dndlittle offimibheh tofmet Me 3t i=md,s@® m:

of the time. o0

The RI child version was administered verbally, thereby enabling the child to assess
trauma symptomology eepienced, whereas the caregiver version was completed independently.
The four RI subscales alignth the DSM5 PTSD categories; (a) intrusion (criterion B, 4
items); (b) avoidance (criterion C, 2 items); (c) negative thoughts (criterion D, 13 items); (d)
traumarelated arousal (criterion E, 7 items); and (e) the dissociative type (4 items). ADSM
diagnoses is also calculated. For the purpose of this study, the dissociate type was not included in
data analysis, as it does not contribute to the total taymptomology score. Finally, a final RI
composite score was computed based on the summatiseaseiscores. For the purpose of this
study, the researcher examined the Rl subscale scores and composite score to assess specific

symptomology and the overathuma symptomology presented by student participants.

Psychometric Features of the RI

Sincel930, there has been a great deal of attention devoted to the development of
instruments for assessing PTSBugser et al., 2001), amdultiple instruments haveeen
developed. Among these instruments, the RI is unique, as it has a caregiver and child version that
permits a more holistic view of trauma symptomology experienced by a child. The RI has
demonstrated convergent validity; tB8&M-1V version correlates = 0.70 with the®TSD
Module of the Schedule for Affective Disorders and Schizophrenia for Ssgpedhildren
(Epidemiologic version), and= 0.82 in comparison with thehild and Adolescent Version of
the Clinicianadministere PTSD ScaleThe RI scoredemonstrate evidence of internal

consistency reliability across versions. Several researchers have found Cronbach's alpha to fall in
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the range of 0.90 (Roussos et al., 2005). Finally, the different versions of the- iRtesst
reliability have ranged ém good to excellent. Roussos et al. (2005) reported-eetest

reliability coefficient of 0.84 for the DSNV version.The factor structure of the RI has been
examined with diverse sample; such as, Chinese children who X@ememced childhood
physial abuse (Chou, Su, Wu, & Chen, 2011), Norwegian children who were exposed to a
tsunami(Nygaard, Jensen, & Dyb, 2012), and an ethnic diverse American youth sample who

experienced sexual abuse (Wherry, Graves, & Rhodes, 2008).

Data Analysis

The researcharsed the Statistical Package for Social Science (SPSS) software package
(Version 24) to analyze the data. The dataset for this investigation included one independent
variable (time) and multiple continuous dependent variakdgsniernalizing, externaing and
total problem scores per parent report, as measured by CBCL scores (Achenbach & Rescola,
2001); (b) internalizing, externalizing and total problem scores per teacher report, as measured
by TRF scores (Achenbach, 1992)) {rauma symptomology, aseasured by Rdcores
(Pynoos, et al., 1998, 20t ‘and (d) academigsehavior (as measured by school attendance, and
office discipline referrals). Additional demographic variables were collected using a brief
psychosocial formCPIF (Lambie, 2016). The ddional demographic variables included
participantsodé6 (a) age, (b) grade, (c) gender,
and reduced lunch status. The researcher cleaned and examined the data to ensure that th
following necessary statical assumptions were met prior to analysis: (a) sphericity, (b)

multivariate normality, (c) homogeneity of variance, (d) matrices, and (e) homogeneity of
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regression slopes. Additionally, the researcher conducted psychometsisia on the

measuremergcales to assess them for internal consistency.

Research Questions

The purpose of this research study was to investigate the effectivenesswéaki Dk
SBMHCI on Title | el e mesympeoomojogysacddemidhavierandd ent s 0
sociatemotonal functionality that have experienced at least one traumadid.evhis
investigation examined whether or not aSBMHCI will be effective in decreasing child
symptomology related to the four measures (CBCL, TRFpdRént/caregiver, and Rehild)
over time, decrease the rate of office discipline referrals, imgoveolattendanceln an effort
to contribute to the knowledge base in the fields of counseling and counselor education, this

investigation sought to answer the following research question

Research Question 1

Do participant sod b demaocorespacademiethavierana traurnan a | pr
symptomology change over time as a result of participating inveeb® TEFSBMHCI, in Title |
elementary schools via parent/guardian report scasasieasured by CBCL (Achenbach &
Rescorla, 2001); and teacher remzores as measured by TRF (Achenbach, 1992); sbaset
data, as measured by attendance, and office discipline referrals; and trauma symptomology per

parent and child report, as measliby Rl (Pynoos et al., 19980177
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Data Analysis for Research €stion 1

In Phase One of the study, the researcher implemented an interrupted single group time
series design. Data were collected at three time points including®segdion), mid (fébwing
the completion of the'session), and post (following tikempletion of the 10session) to
examine changesinstudgntar t i ci pant sé6 (a) behavior and emo
parent report (CBCL), teacher report (TRF); (b) trauma symgitwgy, as measured by RI
parent and child report, and school badath after participating in a #eek TEFSBMHCI in
their elementary schools (Glass, 1980).

For behavioral and emotional problem scotles researcher used a RMANOVA to
assess changesiitternalizing and externalizing behavior for TRF and CBCL scoves time,
as the dependent variables of internalizing and externalizing problem scores were theorized to be
related (Achenbach, 2000). In addition, the researcher usedANFOW A to assesotal
problem composite scores and account for multicollinearhg. ihdependent variable was time,
and the dependent variables were internalizing, externalizing, and total problem scores measured
by the CBCL and TRF.

For trauma symptomology, data wereguaed using an RMMANOVA for subscale
symptomologyijncluding: @) intrusion, (b) avoidance, (c) negative thoughts, and (d) trauma
related arousal. ARM-ANOVA was used to assess trauma symptomology over time as
measured by thRI total scores (Pynoos at, 1998 2017 to account for multicollinearity; ah
two separate RMANOVAs were implemented to assess RI total symptomology scores per both
parent and child report. The independent variable was time, and the dependent variables were the

subscale and cgmosite trauma symptomology scores.
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For schoolbasedlata, the researcher analyzed the daiag three separate RM
ANOVAs. These were used to assess univariate change in (a) office discipline referrahchates,
(b) schoolattendance, over time followiry10week TEFSBMHCI.

In Phase One, the researcherlenpented RMMANOVAS to identify a withinsubject
multivariate effect across time for behavioral and emotional problem scores measured on the
CBCL and TRF. Additionally, the researcher implemented anANDVA for both the CBCL
and TRF to account for multidmearity for total problem scores. The researcher also used RM
ANOVAS to identify a univariate withisubject effect across time on trauma symptomology and

schootbased data (Hair et al., 2006).

Researh Question 2

What is the effect of a }@eek TFISBMHCI i n Titl e | schools on
behavior as measured by attendanaegoffice discipline referrals, as compared to students who

did not receive a *eek schoebased counseling intemion?

Data Analysis for Research Question 2

The researcher chose a quasperimental research design with a matched sample using
covariates througpropensity score matching (PSM)nce the researcher formed the control
group, data were collected girgervention, during the first session of thgpexmental group,
and postintervention, following the 10th session period of the experimental group.

In regard to the PSM procedure, PSM attempts to control for differences to make the
groups receiving treatméand notreatment more comparalflRosenbam & Rubin, 1983)

PSM also verifies that covariates are balanced across treatment and comparison groups in the
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matched or weighted sample. PSM is used to reduce selection bias by equating groups based on
the covariates or characteristics of participarR®g¢enbaum & Rubin, 1983). Thus, the goal of
Phase Two was to approximate a random experiment to examine the effectiveness of a Tl
SBMHCI (Glass, 1980).

For schoolbased data, the researcher analyzed the daig thsee separate RM
ANOVAs to assess univate change in (a) office discipline referral rates](b) attendance, to
identify with-in subject effects over time for schdmsed data for the control group, and
betweenrsubject effects over time betweerotgroups (control group and experimental grou
Thus, the researcher analyzed the data usingARKdVAs to identify a univariate within
between subject effect across time on sciasled data for individuals receiving $BMHCI

and the control group (Haét al., 2006).

Ethical Considerations

The researcher took steps to ensure that this investigation was conducted in an ethical
manner. The researcher (a) obtained approval from the IRB to conduct the study and for all
recruitment assessmengb) provideda detailed counseling and research infornmtsent to
families, including limits to confidentiality(c) removed all identifying information from
research packets and maintained data collection materials in a locked cabinet behind a locked
door, and (d) epressed to participants involved that thisdy was completely voluntary and
participants had the right to withdraw from the study and receive an appropriate referral. Due to
the involvement in this study of a vulnerable group of children who had erped¢rauma,

there were ethical consideratgsapecific to this population. Thus, supervisors did not permit
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counselorgn-training to practice outside of their competency and training involving trauma

informed care, (e.g., having the counselors undergosxe therapy).

Limitations of the Study

The researcher has delineated a number of the limitations of this investigation in the
threats to validity section, noting limitations in areas such as population, research design,
instrumentation, and treatme®{pecifically, PSM procedure only controls fuyserved
variables; therefore, any hidden bias due to latent variables may have remained after matching.
Another issue was that PSM requires large samples with substantial overlap between the
treatment and cordl group, and this was not obtainable withimi s st udy6s sampl e.
although results from ANOVA and MANOVA can support intervention, they do not necessarily
verify causationln addition, the intervention was counseling that was tailored tmdnadual
needs of the participants throughraumainformed lens; thus, generalizability of the treatment
was gquestionable (e.g., treatment fidelity).

backgrounds presented a potential limitation for thdys

Summary

In this chapter, the researchgesented the methods and procedures that were
implemented for the investigation examining the effectiveness ofSBMHCI on students
enrolled in three Title | elementary schools. The impact of8BMHClonp ar t i ci p-ant s 6
emotional functionalityper parent report (CBCL) and teacher report (TRF), trauma
symptomology per child and parent report (Rl), and acadeefiavioras measured by office

discipline referralsandattendanceateswere detailed. Thehapter provides a detailed
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description oflie research design in each phase of this investigation (i.e., time series design,
guastexperimental approach with nonrandom assignment control group, PSM) and methods
used to conduct the study. Threats to valioh addition to mechanisms that were impknted

to mitigate these threats have been considered. Also described in the chapter were relevant
aspects of data collection including, population, sample, recruitment, incentives, and screening.
The researcheeviewed the instrumentation used in thalgfypresenting a rationale for

selection of instruments and a discussion of their corresponding psychometric properties. The
primary characteristics of the intervention were introduced. The research questtansdbd

the study were restated and theadabalysis procedures used to respond to each question were
explained. Finally, issues related to ethical treatment and limitations of the study were

illuminated and clarified.
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CHAPTER4
RESULTS

Introduction

This chapter contains the results of the analysis per research question that guided the
investigation. The primary aim of this study was to examine the influence of a tnatfomaed

schootbased mental health counseling interventionQBMHCI) on studets enrolled in three

Title | elementary schools. Specifically, this study was conducted to examine the impact of a Tl

SBMHCI on par teinaiong fanctiosality per pareintaguardian report as measured

by the CBCL (Achenbach & Rescola, 2001) amalcher report, as measured by the TRF

(Achenbach, 1992), trauma symptomology per child and parent/guardian report, as measured by

the RI (Pynoos et al., 1998, 2017), and academic behavior, as measured by school office
discipline referrals and school attemce. In the first phase of the study, the researcher utilized a

repeated measures multivariate analysis of varianceNFRMOVA) to measure changes in the

participantsd6 subscale scores ove,andpasteg acr os

(Session 10). Further, the researcher utilized a repeated measures analysis of variance (RM
ANOVA) to measure changes in participants®o
mid (session five) and posttest (session ten), in addition to chiamgeademic behavior across
pretest (semester prior to-EBMHCI) and posttest (semester followingSBMHCI).

In the second phase of the study, the researcher utilized aepasimental comparison
group pretest posttest research design with a masaneple, based on covariates to compare the
following two groups of participants: (a) those participants who receivedhe&Rl TEFSBMHCI
and (b) those participants who did not receive any SBMHCI from the University and school

district partnership, createdrough propensity score matching (PSM; Rosenbaum & Rubin,
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1983). Specifically, the researcher utilized FANOVA betweensubject design to compare the
two groups in changes in academic behavior across pretest (semester prSBtdHCI) and
posttest (sewster following TEFSBMHCI).

This chapter reviews the following areas of the study: (a) research design; (b) sampling
and data collection methods; (c) participants
of the 1 nst r umbilytofinfervention; (f)erelimingryedata anaykis paocedures
and assumption testing; (g) data analyses for the research questions; and (h) results of the
research questions. The first research quest.
emotioral problem scores, academic behavior, and trauma symptomology scores changed over
time as a result of participating in a-@ek TFSBMHCI. Next the researcher examined the
effect of the 16nveek TFISBMHCI i n Titl e | school wor,asn partic
compared to students who did not receive -av&é@k schoebased counseling intervention using

PSM.

Research Design

This study utilized a time series quasiperimental research methodology. Experimental
designs are considered the most vigorousarebemethod of determining the relationship
between the independent and dependent variables (Gall et al., 2006). Howe\ertle: ethical
concern of withholding mental health counseling opportunities from elementary school children
who have experiencdthuma, the researcher utilized a one group egpgserimental design for
the first phase of the research study. Furtlmerrésearcher formed a control group using PSM in
order to answer the second research question. The inclusion of multiple measpnisnt

(pretest, mid, and posttest), the addition of the PSM control group, and the presence of several
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intervention sitegthree Title | elementary schools) increased the methodological precision of
this quasiexperimental design (Gall et al., 2006).

Characteristics for inclusion to participate in the investigation included: (a) participants
were active students in the Sbheastern School District; (b) the identified children were willing
to participate in the mental health counseling services; (c)ywatation could be provided to
and from each scheduled session; (d) scheduled sessions would be attended on a regular basis
(participants missing more than two sessions were discontinued from services); and (e)
participants had experienced one traumatpeernce, as measured by Rifoos et al., 1998,
2017). The researcher facilitated recruitment of the elementary schigipants through
school personnel, including administrators, teachers, school psychologists, social workers, family
liaisons, andchool counselors. The researcher also recruited participants by attending parent
and community events at the schools, ping recruitment materials to interested families.
Parents/guardians and their children participated in a prescreening interviewitie metails
about the TISBMHCI prior to completing initial paperwork. The prescreening interview
consisted of Parent/@Gudian Informed Consent for Research, and Consent for Counseling

Services forms.

Data Collection

The researcher received Institutfeview Board (IRB) approval prior to data
collection (Appendix B). Data collection took place between August 2018 ap@01®. The
researcher collected data from participants at thinee points: (a) prgrior to Session 1; (b)
mid-following Session 5and (c) postollowing Session 10. Assessments took approximately 25

minutes to complete for legal guardians and 10 remta complete for child participants. The
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researcher gave each participant a research identification number to which only tloh resear
team and counselors had access (Gall et al., 2007). The researcher stored all physical data in a
locked office in a lockd filing cabinet. In addition, digital data were stored on a password
protected computer in a passwgmabtected file to which onlthe research team and primary

research investigator had access.

Sampling
The target population for the investigation wampased of students enrolled in multiple
Title | elementary schools in a southeast state. If children met cutoff criteria of egdumsin
traumatic event at baseline, they were eligible for trauma informed counseling services. If the
potential clients dichot meet criteria for trauma informed counseling (i.e., did not endorse one
traumatic event via RI), the partnership provided tlstsdents with a SBMHCI without a
traumafocus. The researcher administered the data collection packetiatgouention Session

1), mid-intervention (Session 53nd posintervention (following Session 10).

Response Rates

A total of 61 individuals inqued about participating in the study by signed parental
informed consents, and a total of 56 students were eligibleafam&informed counseling and
experienced one traumatic event, as measured by Pynoos et al. (1998, 2017). The five students
who did nd experience a traumatic event at baseline received a free SBMHCI counseling
without a traumdocus. From the 56 participemnat pretest, 13 participants did not complete the
10-week trauma intervention due to: (a) conflicting extracurricular activitiggatnily

conflicts; (c) illness; or (d) unknown reasons. The researcher removed all participants who did
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not complete th&0-week TFSBMHCI to account for missing data and more accurately describe
the sample (Osborne, 2013). In summary, 56 participamgpleted the first assessment packet;

and 50 of these same students participated irpwiict data collection, reflecting &@9.3%

retention rate from pretest to mid. Further, of the same students, 43 students participated in post
test data collection, reftting an 86% retention rate from mid to posttest and a total 76.8%
retention rate between pretest and posttest. Thulafal3 participants completed the-10

session ISBMHCI. Following data cleaning, three participants were removed, leaving 40

participants included in data analysis, whaid meet the recommended G*Power analysis=(

25).

Summary of Intervention

The ntervention consisted of 10, B0inute mental health counseling sessions based on
the three pillars of traumianformed cargBath, 2@8). The researcher made efforts to ensure
that counselors addressed participants presenting concerns and provided ousitbelo
appropriate training in the trauamaformed counseling intervention (Bath, 2008). Counselor
education graduate students elawlin a supervised practicum conducted all the counseling
sessions for the participants. The counseling sessions to@kdueang the academic school
year, once a week after school hours. The three pillars of tranforened care include: (a)
safety (Sesions 14); (b) connections (Sessions/} and (c) managing emotions (Sessions 8
10). The counselors tailored the seniittervention to address the individual participants
presenting concerns, while practicing under the three pillars of tranforenedcare (Bath,

2008).
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To enhance treatment fidelity, counselors uploaded a progress note each week which
identified how the counseling session met the goal of the trénfioraned pillar. Additionally,
the research team members served as external auditarslmmly observingaunseling
sessions to assess the congruence between the services and the intSBRMHCTI (Gall et al.,
2007). Specifically, research team members completed tB8WVIHCI checklist at each phase
of treatment and th€ounseling Competey ScaleRevised CCSR; Lambie et al., 2018) at
midterm and final, to account for test retest reliability and to ensure counselors were staying true
to the intervention (See Appendix A). The research team included two doctoral students in the
counselor ducation program, tiee faculty supervisors, and the associate dean of the college
who serves as the lead supervisor of the partnership program. Further, all counselors completed a
counseling children and adolescents graduate course and/or a gradutiierpiay course,
ensuing their competency in providing therapeutic services to children. Three trained and
appropriately credentialed clinical supervisors supervised the counseling section at each school
site. Finally, counselors completed the UCLA PTS&ctmn index DSMb training prior to
seeing clients to properly administlr (Pynoos et al., 1998, 2017) to children participants.

The researcher randomly selected six counselors (20% of counselors), and members of
the research team audited their recordmahseling sessiora each phase of treatment. In
addition, the research team completed a midterm and finaiRC@T&mbie et al., 2018) focusing
on counseling skills and therapeutic conditions for selected counselors. Due to the scales
consisting of lesthan 10 items, theesearcher calculated the mean kitem correlation value
to assess the relationship among the items, with .48 to .76 suggesting a strong relationship

(Pallant, 2016). The SBMHCI checklisxhibited a strong relationship across thedtime
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points(rpre = .42;rmia = .57;rpost= .56) Further, the CCR scores also showed a strong

relationship between midterm afidal (rmidsterm= .62;rfinai = .69).As a result, the correlations

bet ween the external aatetesttetest mbility m assessmgthe dent i f
counselors staying true to the intervention at each phase and exhibiting appropriate counseling

skills.

I nternal Consistency Reliability of Dat a

Data collection were collected thiree time pointsncluding (a) theChild Behavioral
Checklist(CBCL; Achenbach & Rescola, 200Xb) theTeacher Report For(rRF;

Achenbach, 1992); (¢he UCLA Posttraumatic Stress Disorder Reaction Index for the EBSM
(RI-parent/caregiver; Pynoes d., 1998, 2017); and (dhe UCLA Posttraumatic Stress

Disorder Reaction Index for the DSBARI-child; Pynoos et al., 1998, 2017). Demographic
information was collected at pretest, prior to the first session, alongside the screening if a child
was eigible for the TISBMHCI, as measured by RI (Pynoos et al., 1998, 2017). Internal
consistency values above .7 are considered acceptable; whereas, values above .8 are preferable
(Pallant, 2016).

The CBCL scores (Achenbach & Rescola, 2001) exhibited strtegal consistency
reliability across the thregme points( pre=.94;| mia= .96;| post= .93).Similarly, theTRF
scoreJAchenbach, 1992) displayed strong internal consistency reliability across altitheee
points( pre=.89; mida=.90;| post=.89). Further, the Rparent(Pynoos et al., 1998, 2017)
maintained sound consistency across all thirae points( g =.80;| mid = .80; post= .82)

Finally, the Richild (Pynoos et al., 1998, 2017) had acceptable to good levels of internal



consigency across the threéegne points( pre=.78;| mia= .82; post= .81).Table 1 presents the

Cronbachos

Tablel

Chronbach's Alpha: Reliability ohktruments

tAotetpdh, mid,aral pasteest foreeach of the four instruments.

Pretest Mid Posttest
n=43 n=41 n=39
CBCL 0.94 (good) 0.96 (good) 0.93 (good)
n=43 n=43 n= 38
TRF 0.89 (good) 0.90 (good) 0.89 (good)
n=43 n=41 n=41
RI-parent0.80 (good) 0.80 (good) 0.82 (good)
n=43 n=43 n=43
RI-child 0.78 (acceptable) 0.82 (good) 0.81 (good)

Demographic Statistics

A total of 43 elementary schosludent participants (76.8%) were retained throughout the
10-week intervention and 40 elementary school student participants were included in data
analysis. As a whole, participants were all students between the ages of 5 and 11 yeaid of age (
=7.93,SD=1.62,MDN = 8, Mode= 7). Participants reported being in kindergarten 3,

7.5%), first = 6, 15.0%), seconahE 9; 22.5%), thirdrf = 5; 12.5%), fourth {1 = 10; 25.0%),
and fith h= 7 ; 17. 5%) grades. The participantsd mo:
(a) bereavement (35.0%), (b) separation (25.0%), and (c) domestic violence (12.0%). Table 2

presents the trauma history profilerasasured by the RPynoos et al., 1998, 201 at baseline.
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Table2

Participantsdé Trauma History Profile
Traumatic Event n %
lliness/Medical Trauma 1 2.5
Serious Accidental Injury 1 2.5
Domestic Violence 5 12.5
Disaster 2 5.0
Neglect 3 7.5
Sexual Assault 1 2.5
Bereavement 14 35.0
Separation 10 25.0
Bullying 3 7.5

Table 3 presents the participantso additi

identified as male (62.5%) than female (37.5%). Regarding ethnicity, 18 participants identified
as Black/African Americafd5.0%), 11 (27.5%) students identified as Hispahi@2.5%)

students identified as Caucasian/White, and 2 (5.0%) students identified asamaltiThe
resear cher udigbdity fpra free brecedyces tunck as a metric of family income
level. At the time of the study,student from a hasehold with an income at or below 130% and
185% of the poverty income threshold was eligible for free or reduced lunch (USDA, BR04.9).
the present study, 38 (95%) participants reported qualifyingfifeesor reduced lunch. Further,

18 (45%) participants had an active IEP. In regard to IEP diagnosis, six participants (15%)
received services for Specific Learning Disability (SLD);rfparticipants (10%) received

services for Autism Spectrum Disorder§B); five participants (12.5%) received services for
Giftedness; two participants (5%) received services for Emotional and Behavior Disorder (EBD);

and one student (2.5%) received segsitor Speech and Language Pathology (SLP).
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Table3

DescriptiveStatistics of Participants

Demographics n %

Gender

Male 25 62.5%

Female 15 37.5%
Race/Ethnicity

African American 18 45.0%

Caucasian 9 22.5%

Hispanic 11 27.5%

Multiracial 2 5.0%
Free/Reduced Lunch

Yes 38 95.0%

No 2 5.0%
IEP

Yes 18 45.0%

No 22 55.0%
IEP Diagnosis

SLD 6 15.0%

ASD 4 10.0%

Gifted 5 12.5%

EBD 2 5.0%

SLP 1 2.5%

DataScreening and Statistical Assumptions for Repeated Measures MANOVA

To investigate the search questions, the researcher usedNRANOVA as the primary
data analysis procedure. Prior to data analysis, the researcher cleaned the data, examined the
dataset fomissing values, and tested the statistical assumptions associated wWMARMVA.

In the following section, the researcher presents the results of these analyses.
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Missing Values Analysis

The researcher conducted a Missing Value Analysis in SPSS tondeteghe percentage
and distribution of missing data. All missing data were randonslyibuted across all
observations> .05), with less than 2.089% of data missing overall. Thus, missing data were
determined as missing completely at random (MCARyatanick & Fidell, 2013). For the
2.089% of missing values, the researcher replacedngidata using mean imputation on an
item-by-item basis with the average input for a given item replacing the missing value (Osborne,
13). The researcher imputed aversfor missing values to decrease variability between

response and allow the assessnfi@nbtherwise valuable participant responses (Pallant, 2016).

Statistical Assumption Testing for RMANOVA

Statistical assumption testing helps to ensure that resgarate not drawing false
conclusions from their analyséhe researcher checked seggatistical assumptions for the
RM-MANOVA prior to data analysis. If an assumption was not met, the researcher made
corrective procedures andtested the assumptio(iallant, 2016).

Assumption One: All dependent variables must be measured at contiauelss
(Osborne, 2013). The dependent values for the present study were sum scores derived from
instrument scales with continuous scores (i.e., CBRF, and th&JCLAPTSD Reaction
Index in addition to academic behavior scores (office discipline rééegahool attendance).
Therefore, assumption one was met.

Assumption Two: Independent variables should consist of two or more categorical,
related groupand goups are related when participant data are measured at each time point

(Osborne, 2013). In tharesent study, the independent variable was time and the investigation
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measured participants at pretest, mid and posttest; thus, the groups were considerelatedo
As a result, assumption two was met.

Assumption ThreeA RM-MANOVA requires more casethan number of dependent
variables (Pallant, 2016). Specifically, Tabachnick and Fidell (2013) recommended that the
sample size must be at least 10 plus tmalver of dependent variables to obtain appropriate
power. For the present study, there were @3igpants and 8 dependent variablgpassing
both Pallant (2016) and Tabachnick and Fidell
power.

Assumpton Four: MANOVA is sensitive to outliers; as a result, the researcher checked
for each dependentrriable and multivariate outliers (Pallant, 2016). To examine the presence of
multivariate outliers, the researcher evaluated Mahalanobis Distances atreapbitit and
assessed if these values were statistically significan&#t.001 (Tabachnick &idell, 2007).

The researcher found no multivariate outliers; therefore, assumption four was met. To examine
the presence of univariate outliers, the researekemined histograms and boxplots (Pallant,

2016). There was a total of 45 outlier scores withendataset. At pretest: (a)-Bhild (n = 6);

(b) RI-parent (= 3); and (c) CBCL{= 3). At mid: (a) Richild (n = 6); (b) Riparent = 7),

and (c) TRFif = 4). At posttest: (a) Rkhild (n = 4); (b) Riparent i = 10); (c) CBCL (= 2);

and (d) TRRn = 3). First, the researcher examined each score to determine if the outlier was due
to human error and corrected three data input ®ribext, the researcher examined the raw data
assessments to assess if the outlier scores reported were purpogefalintentional or

motivated misreporting such as fatigue and social desirability (Osborne, 2013). After examining

patterns within the da set and the raw data, the researcher identified three cases that contributed
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to 24 of the remainingt2 outliers wihin the dataset. These three cases showed evidence of
invalid responses due to fatigue or social desirability (Osborne, 2013). The heseancoved
these three cases from the data analysis and ran tHdARNDVA analysis on each instrument
to see if thes three cases altered the results. In running the analysis examining the TRF, CBCL,
RI-child, Rlparent/caregiver over thregne points, lhe results were altered, and the cases were
removed (Pallant, 2016). With these three cases removed, a total ofidipag@ts remained in
the sample, providing sufficient power for the RWANOVA, which met the recommended
G*Power analysisn( = 25) with apower of .80 and a mean effect size of .25.

Following the removal of the three cases, the researcher examiregtdmss and
boxplots to further identify univariate outliers. Results identified a total of 18 univariate outliers
in regard to instrumentada: (a) Richild (h= 1); (b) Riparent = 1); and (c) CBCL1{ = 2). At
mid: (a) Riparent (= 2); and (c) CBCL{= 2). At posttest: (a) Rkhild (n = 3); (b) Riparent
(n=4); (c) CBCL (=1); and (d) TRFr(= 1). Further, one of the eighteen @ (posttest for
RI-parent) had a-score of a magnitude of 3.29 or higher; therefore, the researcher replaced this
outlier with an imputed mean score (Tabachnick & Fidell, 2011). The researcher reviewed the
remaining 17 univariate outliers, as they amtores of less than 3.29 and appeared to be valid
responses when the researcher examined the raw data (Osbo®)el|rR2fHgard to academic
behavior there were seven univariate outliers: (a) office discipline referral prete3j;((b)
school attendace pretestr(= 2); and (c) school attendance posttast ). Academic behavior
outliers were replaced with meanputation scores. Following deletion and review of cases and
univariate outliers, the researcher examined the presence of multivariaespatialuating

Mahalanobis Distances at each time point and assessed if these values were statistically
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significantatp < 0.001 (Tabachnick & Fidell, 2007). Again, the researcher found no multivariate
outliers and this assumption was satisfied.

Assumpion Five: There is multivariate normality within the data (Osborne, 2613},
theresearcher first visuallyassee d hi st ograms of partic-i pantso
pointandvisual inspection yielded no cause for concern. Academic behastogtams showed
evidence of nonnormality and skewness; however, the majority of sagedIchildren do not
miss dag of school or receive office discipline referrals (January, Lambert, Epstein, Spooner, &
Gebreselassie, 2018). Further, the researchérated values for skewness and kurtosis to
ensure univariate normality. All values except fordRild at posttest fewithin the acceptable
range for assuming univariate normality in regard to skewness and kurtosis; however,
MANOVAOGs ar e opreasiations ie motmality ¢Osbuing) 2013). The researcher then
examined multivariate normality through normalXlots. Visual inspection of the-Q plots
resulted in apparent normality for all four of the main scales at each timepoint subscales. Tables
3, 4, 5, and 6 presents skewness and kurtosis values and Figures 1, 2, 3, 4, 5, and 6 present
histograms and @ plots.

Assumption Six: There is a linear relationship between each pair of dependent variables
for each group of the independent variable @sb, 2013). Theesearcher createtatterplot
matrix for each related group of the independent variabbnalyzdinearity. The plots did show
minor error of evidenceofneni near i tvy; however, MANOVAOGs ar e
minor variations in linearity (Osborne, 2013). The researcher addressed correlations in
Assumption Seven, as scatterplots do not giefinite answers to the relationship of variables

(Pallant, 2016). Scatterplot matrices are presented in Figures 7, 8, and 9.
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Assumption Seven: Dependent values should be moderately cory¢tatedhe
researcherancorrelations between each assesdraepretestto assess multicollinearity and
singularity.No correlationsriolatedthe threshold valug .80 (Pallant, 2016)utther, tolerance
andvariance inflation factor (VIF)vere suitable, as no tolerance value was less than .1 and no
VIF exceededO;therefore, assumption seven was met. Table 7 presents correlations for the four

instruments.

11t



Posttest

RI-
Parent

Pretest

Hisiogram

RI-Child

CBCL

TRF
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Figure 4. Q-Q Plots RiParent/Caregiver
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Figure 5. Q-Q Plots CBCL
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Figure 6. Q-Q Plots TRF
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