1duasnueln Joyny vVd-HIN 1duasnueln Joyny vd-HIN

yduasnuey Joyiny vd-HIN

> " NIH Public Access
@@‘ Author Manuscript

2 HEpst

NATIG,

O

Published in final edited form as:
JAm Acad Child Adolesc Psychiatry. 2008 August ; 47(8): 858-862. doi:10.1097/CHI.
0b013e3181799f19.

Providing Evidence Based Practice to Ethnically Diverse Youth:
Examples from the Cognitive Behavioral Intervention for Trauma
in Schools (CBITS) Program

Victoria Ngo, Ph.D., Audra Langley, Ph.D., Sheryl H. Kataoka, M.D., M.S.H.S., Erum
Nadeem, Ph.D., Pia Escudero, L.C.S.W., and Bradley D. Stein, M.D., Ph.D.

Victoria Ngo is a Postdoctoral Fellow, UCLA Semel Institute, Division of Child and Adolescent
Psychiatry; Audra Langley, Sheryl. Kataoka are Assistant Professors, UCLA Semel Institute,
Division of Child & Adolescent Psychiatry; Erum Nadeem, is a Postdoctoral Fellow, UCLA Semel
Institute, Division of Child & Adolescent Psychiatry and the UCLA School of Public Health,
Department of Health Services. Pia Escudero is a Mental Health Field Coordinator for the Crisis
Counseling & Intervention Services, Los Angeles Unified School District: Bradley D. Stein is a
Natural Scientist, RAND Corporation and an Associate Professor of Psychiatry, University of
Pittsburgh School of Medicine

At first glance, implementing evidence-based treatments for ethnically diverse youth may
appear to raise some concerns. Do manualized treatments work for the diverse youth we see
in our communities? Should clinicians only use culturally-specific treatments?
Unfortunately, the literature is not definitive. Several studies have found that tailoring
interventions for specific populations can increase their effectivenessl— while others have
found that cultural adaptations of an intervention may actualy dilute the effectiveness of the
original treatment even though retention isimproved.® What appears to be important is to
strike a balance between fidelity to evidence-based treatment and culturally-informed care.

This paper provides illustrations from a school-community-academic partnership’s
dissemination of the Cognitive-Behavioral Intervention for Traumain Schools’ program to
ethnically diverse communities nationwide. CBITS is an evidence-based intervention
program initially developed for ethnic minority and immigrant youth exposed to trauma.
CBITS was created to decrease the negative effects of trauma exposure in an ethnically and
linguistically diverse group of primarily low-income children while being delivered in the
real-world setting of schools. 8 2 In arandomized controlled study, Mexican and Central
American youth showed significant reduction in post-traumatic stress and depressive
symptoms.10: 11 Similar positive effects have been found in dissemination evaluations of
CBITSin other communities'2, including urban African American®3, Native American4,
and rural communities.1®> Although our CBITS partnership recommends program
evaluations, we recognize that it is not always feasible for each community to do systematic
evaluation for each adaptation or modification of CBITS.

In delivering CBITS, we have confronted common issues that arise when trying to deliver an
evidence-based intervention to youth from abroad range of ethnic and socioeconomic
backgrounds. We present several examples of how we use community partnerships
throughout al phases of dissemination, from program development, pre-implementation
planning, to delivery of CBITS groups (see Figure 1). Community partnerships refer to
collaboration between key stakeholders from the local school and its surrounding
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community including school personnel, parents, community organizations, faith-based
groups, clinicians and researchers. This approach addresses contextua and cultural issues at
every stage so that CBITS istailored for each unique community. We have found thisto be
apromising model for reaching diverse and underserved populations and increasing
community engagement.8: 16

Program Development

To build a sustainable and accessible program, community partnerships with key
stakeholders are needed to develop treatment strategies that are consistent with community
priorities, culture, and values. During development of CBITS, school partnersidentified
exposure to violence as a key issue for many students with mental health problems and poor
academic performance.16 Different aspects of the intervention were then tailored in response
to formal (focus groups) and informal feedback from parents and community members.
These focus groups highlighted existing engagement strategies, specific cultural, school, and
community issues, and potential barriers. For example, in amulticultural school serving both
African American and Latino families, racial tensions were identified as a potential barrier.
We learned it was crucial to work with existing parent groups and school staff who
represented these ethnic groups and were familiar with their communities. The focus groups
provided insight into historical racial tensions and informed delivery of CBITSto minimize
mistrust and improve communication. As aresult, all information about CBITS was
presented to both African American and Latino families together, simultaneously translating
for monolingual Spanish-speaking parents, instead of presenting information in separate
forums, which likely would have raised questions about unequal accessto information.

Given the ethnically and culturally heterogeneous environments of many schoolsin which
CBITS has been implemented, school partners have emphasized the importance of the
program’ s flexibility in addressing trauma for students from a variety of different
communities. Thus, the core components of the program are not culture-specific. Instead, a
significant portion of consultation and training with cliniciansis devoted to discussing the
best way to meet the needs of the community being served, emphasizing cultural
competence and systems competence in working within the school organization, while
maintaining the essential components of cognitive-behavioral therapy.

Pre-implementation Planning

In addition to collaborating with community partners in the development phase of the
intervention, CBITS has focused on improving ongoing local community engagement
during pre-implementation planning. Multi-stakeholder planning committees have identified
optimal methods for local service delivery, including outreach, implementation, training/
supervision, and evaluation. This planning phase prior to delivering the program has been
essential in tailoring how this program isintroduced to a community and in identifying
important contextual issues specific to a population. In one faith-based setting serving
primarily immigrant Latino families, ongoing planning meetings with parents, providers,
community leaders, and lay health workers occurred well before any CBITS groups were
implemented at this parochia school. These planning meetings were instrumental in
developing ways to introduce the importance of a traumaintervention in this community.
Parents decided to share personal testimonies of their own traumatic experiences at a school-
wide parent meeting, illustrating from their first-hand accounts the need for such an
intervention.

CBITS clinicians have also worked with different types of providers, including case
managers, nurses, parents, and lay health promoters who have each attended CBITS
trainings and trauma awareness sessions. Thus, everyone who isinvolved in the CBITS
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program, from initial engagement and delivery of the intervention to parent outreach, is
conversant in trauma-informed practices even if they may not be implementing the
treatment. This has led to greater community outreach, buy-in, and support for the program.®

It has also been important for clinicians to be thoughtful about implementing a treatment
program within a school context and understanding the dynamics between community
members and school staff. School mental health clinicians are encouraged to understand the
culture and priorities of their particular school and the school’ s interface with familiesin the
community, to increase administrator, teacher, and community support, and to collaborate
with school personnel to address logistics and the competing demands on school staff.

Culturally-Sensitive Tailoring and Local Implementation

In the implementation phase of CBITS, local clinicians are encouraged to thread culturally-
relevant people, materials, and concepts throughout treatment as well as address language
needs, both to increase engagement and clinical salience. Asshownin Table 1, TV
characters (e.g., “That's So Raven”), sports or historical figures (e.g., Shaquille O’ Neal,
Rosa Parks, Cesar Chavez), musicians, and graphic novels can be used to convey examples
of treatment concepts such as cognitions and problem-solving. Clinicians have incorporated
local customs such as burning “sweet grass’ during relaxation exercises with particular
Native American groups.

Previous research has described important cultural issues to integrate into any treatment,
such as help-seeking preferences, expressions of distress, communication styles, migration
experiences, family values, and sociopolitical history.: 4 17. 18 These concepts are often
central to understanding the experience of specific populations, and we encourage these
issues to be addressed throughout planning and implementation. Collaborations with cultural
liaisons, who have cultural knowledge and clinical expertise, is critical to implementing
interventions in ways that are congruent with and respectful of the cultural issues specific to
communities,

As an example, at one school with alarge percentage of recent Latino immigrants, school
and community members were aware that a number of students had experienced traumas
related to their crossing of the U.S.-Mexico border. In response to these concerns, sessions
related to psychoeducation, cognitive restructuring, and problem-solving were modified to
be sensitive to migration traumas. For example, coping strategies were developed to address
traumatic reminders when students traveled back across the border to their native country for
visits. During the psychoeducation session, group leaders at this school &l so discussed
various expressions of distress, including somatization, to help students understand that
there are different ways of expressing psychological pain and help them to identify their
own experience. For parents, additional parent sessions were added to the existing
psychoeducation module to address parenting issues, immigration, and acculturative stress.

Throughout the CBITS consultation, training, and supervision, there is an emphasis on the
need for each clinician to implement CBITS in away that applies cultural and contextual
knowledge of the student population to effectively convey core treatment concepts. As
clinicians are taught the key components of this evidence-based trauma treatment, an
emphasisis placed on the importance of building a relationship with each child by attending
to each person’ s unique background even though thisis a group intervention. For example,
there is ongoing discussion of cultural sensitivity, such as not discounting a response as
unredlistic if it may be appropriate for the child’s family or cultural beliefs (i.e., belief in
ghosts, night walkers). The manual’ sindividual case conceptualization and treatment plan
also assists clinicians in thinking about each child’ sindividual needs based on endorsed
symptoms, functional impairment, and family and cultural context.
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Case Example

In asmall school on a Native American reservation, atribal elder offered a blessing for the
CBITStraining being conducted on the reservation site, aswell as at the outset of the actual
CBITS groups. Each group consisted of 6 middle school students who came from the same
reservation community and knew each other and their family members very well. Because
of the clinician’ s knowledge of a cultural custom within the tribe to not speak the name of
the deceased, part of the training focused on how to problem-solve thisissueif it were to
come up during the “exposure” exercises (sessions which involve recounting the traumatic
event). As the groups began, particular care was made to assess the acculturative status and
belief systems of each participant. In one group, all of the students were comfortable saying
the name of a deceased person and saw this belief as more “traditional” than their families
beliefs, so the exposure exercises did not have to be altered. However in another group at
this school, there was a boy who did follow this custom, and the group members did
imaginal exposures and drawings during those group sessions and respected this custom
when they recounted their traumas in group by not speaking the names of anyone who had
died.

Conclusion

A community-partnered framework in the development and dissemination of CBITS has
been a useful and effective approach to integrating cultural sensitivity and evidence-based
practice. Local community partnerships also increase access, engagement, and treatment
retention. Although the core components of CBITS remain intact, the way in whichitis
implemented or “ packaged” is aways group-specific. Critical discussions about the cultural
characteristics of the students and families being served can occur in the planning phase,
during training, and throughout supervision. During early phases of the group leader’s
efforts to master delivering CBITS to a culturally diverse clientele, supervision is especialy
critical. Delivering an EBT, even those that have been manualized and are run in a group
modality, requires clinicians to remain vigilant about learning from each student and
community about how the treatment components can be conveyed in a respectful and
relevant way.
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Figure 1.
Model for Using Community Partnerships to Provide Culturally-Sensitive Evidence-Based
Treatment
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Table 1

Tailoring CBITS Core Components for Diverse Communities

Treatment Components  CBITSImplementation Examples

Psychoeducation « Expression of distress
Use terminologies that are relevant. For example, with certain Latino groups may refer to “nervios’ or “mal 0jo”

Cognitive Coping « A child keeping a Y ugioh “power card” in his pocket to remind him to use his “hot seat” (coping) thoughts
« Describing the link between thoughts and feelings and how to use cognitive restructuring using the example of
Shaguille O’ Neill entering a basketball game or Raven from “That’s So Raven” making assumptions about what
will happen in the future
« Showing a Spongebob comic strip where he catastrophizes a situation as dangerous that really is not.

Relaxation « Burning “sweet grass’ during relaxation exercises with particular Native American groups

Social Problem-Solving « Blending in aspects of spiritual coping (i.e., prayer, meditation, talking to areligious leader, seeking forgiveness,
rituals) as potential actions to take in faith-based schools and with diverse groups of students where thisisan
important part of their culture/context.

« Incorporating the language the students use during brainstorming activity (i.e, “Call her out”, “ Get in hisface”)

Trauma Narrative « Writing a song or rap about the traumatic event
« Creating a poem or graphic novel to help process part of their trauma narrative in away that feels both
developmentally and culturally-sensitive.
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