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1.1 Preview

This research began in response to a placement as a trainee Educational 

Psychologist (TEP) in Alternative Education Provision (AEP)1 where a key 

problem identified by staff was engaging adolescent students who had been 

excluded from mainstream education due to a range of social, emotional, 

behavioural difficulties. This was often seen as a particular challenge with the 

female students, which was problematic due to the increased numbers of female 

students in AEP. Given the often chaotic and disruptive backgrounds of many of 

these students, educators within AEP were keen to explore the idea of whether a 

TEP may be of assistance in engaging these students, who appeared to feel 

alienated and marginalized.

Often in AEP settings, the focus is on the behaviour of the students. However, an 

exploratory screening process2 highlighted that many students had been exposed 

to, and affected by, adverse life events, and were subsequently presenting with 

trauma symptoms. It was felt that a shift in focus was needed, to take account of 

the social and emotional difficulties these students were presenting with, and also 

the wider factors that may have led to these symptoms.

Thus, a holistic, rather wide-ranging approach is taken in the following review, 

with the aim being to understand the adversities these students face and why 

young people excluded from mainstream education may be presenting with trauma 

symptoms, to therefore allow for an appropriate and potentially effective 

intervention to be identified and trialled. This necessitated a deeper understanding

1 Post-primary students who have been excluded from mainstream education often attend 
Alternative Education Provision (AEP). AEP falls under the larger umbrella term Education Other 
Than At School
2 This was a separate research study undertaken by another DECAP student
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of the contexts in which these students live and potential risk factors in their lives. 

The structure of the review is therefore as follows; it begins with looking 

specifically at alternative education in Northern Ireland (NI), and then takes a 

broad approach to consider the challenges that young people attending AEP may 

face. This warrants consideration of NTs somewhat unique context as a post- 

conflict society, as well as other social problems including social deprivation and 

mental ill-health. A social-ecological perspective is adopted in considering the 

multiple levels of risk in these young people’s lives, rather than trying to 

understand their difficulties on a one-dimensional, individual level. The negative 

life trajectories that often follow school exclusion are considered, leading us to the 

importance of intervention for this vulnerable group of young people.
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1.2 Procedure:

As this research is exploratory in nature, the literature review was quite wide- 

ranging, needing to encompass rather separate research areas and then tie them 

together to form a rational justification for the need to provide a school-based 

mental health programme for students attending alternative education. Thus, 

separate searches were initially carried out.

Search 1 used the key words/phrases “Alternative Education”, “Education Other 

Than At School/EOT AS”, “Pupil Referral Units/PRU”, “NI”, “school exclusion”, 

“social, emotional, behavioural difficulties/SEBD”, “anti-social behaviour”, and 

“interventions”. The databases Psychlnfo and ERIC were used, along with Google 

to obtain Nl Department of Education documents and reports. The method of 

‘snowballing’ was also used whereby references of the most relevant papers were 

searched and sourced if considered to be of relevance. Research that was focused 

on Northern Ireland or the UK was given priority for inclusion, as it was of most 

relevance to the current study. Searches took place on the 22nd & 23rd January 

2013, 12th & 13th March 2013, 17th July 2013, 3rd September 2013, 5th October 

2013, 15th December 2013, and 31st of December 2013.

Search 2 used the key words/phrases “Northern Ireland”, “the Troubles”, “post

conflict society”, “trauma”, “mental health”, “social deprivation”, “poverty”, 

“violence”, “war”, and “sectarianism”. Again, the databases Psyclnfo and ERIC 

were used. Google was also used in order to obtain government documents. The 

method of snowballing was again used for key papers. Papers that focused on 

children or young people were prioritised for inclusion. Research on adults was 

not necessarily excluded but was given less of an emphasis in this review.
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Searches took place on the 26th January 2013, 12th February 2013, 5th April 2013, 

15th July 2013, 2nd October 2013, 30th November, and 31st December 2013.

Search 3 used the key words “trauma”, “Post Traumatic Stress Disorder/PTSD”, 

“complex trauma”, “developmental trauma”, “transgenerational trauma”, 

“intervention”, “Cognitive Behavioural Therapy”, “children/adolescents/young 

people”. Psyclnfo and ERIC were used, with snowballing used for papers of most 

relevance. Again, inclusion criteria emphasized papers or studies that focused on 

children and/or young people. Further, papers that focused on the Northern Ireland 

context were considered important to include. Searches were carried out on 28th 

January 2013, 30th January 2013, 3rd & 4th March 2013, 5th July 2013, 3rd October 

2013, 2nd December 2013, and 31st December, 2013.
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1.3 Literature Review

1.3.1 Alternative Education Provision

In Northern Ireland (NI), post-primary students who have been excluded from 

mainstream education often attend Alternative Education Provision (AEP). AEP 

falls under the larger umbrella term Education Other Than At School (EOTAS). 

AEP can be community-based or part of the Education and Library Board3 

provision and is generally considered to be aimed at students with Social, 

Emotional, Behavioural Difficulties (SEBD) who fail to be catered for in 

mainstream schools. A similar service in other parts of the UK is often referred to 

as Pupil Referral Units (PRUs), although a key difference is generally length of 

placement time, with placements at AEP tending to be long-term, if not 

permanent. Data provided by the Department of Education in NI (DENI) show 

that, specifically in relation to post-primary pupils, 0.7% of pupils have a 

Statement of Educational Need with ‘social emotional and behavioural difficulties’ 

as their primary need (reported by Connolly, Sibbett, Hanratty, Kerr, O’Hare, & 

Winter, 2011). However, it should be pointed out that not all students who attend 

AEP have a Statement of Educational Need.

Collecting information regarding school expulsion rates on an annual basis has 

only recently been attempted in NI. The Pupil Referral Unit of the Department of 

Education for NI began collecting this information in 2001/02. In 1996/97, 

Kilpatrick, Barr, & Wylie (1999) reported that 76 young people were excluded 

from school in that year, increasing to 84 for 2001/02. However, more recent 

figures provided by the DENI (2013) indicate a reduction in expulsions, with

3 Education and Library Boards (ELBs) are the local authorities responsible for education, youth 
and library services within their geographical area. There are five ELBs in NI.
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recorded number of expulsions for the school year 2011/12 being 24 and 19 for the 

school year 2012/13. All expulsions were due to anti-social behaviour such as 

physical aggression, disruption in the classroom, substance abuse. While these 

figures do not necessarily suggest a significant problem within NI, there is 

increasing evidence of unofficial and informal exclusions (Smith, 1998; Osier, 

Street, fall, & Vincent, 2002). Smith (1998) argues that these exclusions are 

absent from official statistics, are mainly hidden, and will not include, for instance, 

other disaffected young people such as school refusers. Furthermore, many 

students who attend AEP have not necessarily been expelled, but rather have been 

suspended, sometimes multiple times. Indeed, this can be seen in data from 

Scotland where Parsons et al (2004) reported a 24% decrease in permanent 

exclusions between 1997/98 and 2002/03 (reported in Jull, 2008). However, if 

placements at pupil referral units were taken into account, which increased by 35% 

over the same period, it is clear that the extent of the problem is dampened by 

exclusion through other means, namely the displacement of students with SEBD 

from mainstream schools to PRUs (Jull, 2008). Indeed, within NI, a review by the 

NI Commissioner for Children and Young People (NICCY, 2008) reports that, 

while the use of permanent or temporary exclusion as a disciplinary measure 

should be used only as a means of last resort, and educational psychologists should 

be involved with schools in order to help children in conflict with the school, 

almost one in 50 pupils was suspended at least once during the 2008-2009 

academic year. Thus, the review raises serious concerns as to whether suspensions 

are being used as “means of last resort” within NI.
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1.3.2 Social Emotional Behavioural Difficulties as a Special Educational 

Need

As mentioned, AEP is generally considered to be provision of choice for students 

with SEED who are excluded from mainstream education, either on a permanent 

or temporary basis. All expulsions in NI in the school year 2012/2013 were due to 

behavioural issues, perhaps illustrating schools’ difficulty in managing disruptive 

behaviour, lull (2008) makes the shrewd argument that SEED is “perhaps the only 

category of Special Educational Needs (SEN) that exposes a child to increased risk 

of exclusion as a function of the very SEN identified as requiring special provision 

in the first place” (p. 13). Students identified with SEED have an increased risk for 

disruptive behaviour and the use of exclusion as a means of responding to the SEN 

of these children is contrary to the idea of inclusion. As Jull (2008) puts it, 

educators remain “confounded by how best to respond to students whose particular 

SEN seems to justify punitive disciplinary action, including exclusion” (p.13).

1.3.3 Alternative Education in NI - what do we know?

Very little work has been carried out in NI regarding AEP, and as such it is very 

difficult to give clear facts about the referral and admissions procedures for this 

type of provision, the difficulties of the students who attend, and outcomes of 

AEP. An exception to this is an extensive longitudinal piece of work carried out by 

Kilpatrick, McCartan, McKeown, & Gallagher, (2007), which highlights key 

issues concerning alternative education in NI. Some of the key points emerging 

from this research were summarised as follows:

“All types have some success in engaging learners, offering accreditation and 

building on the social and personal development of the young people in their care.
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There is no funding formula for AEP and resources are unevenly spread across the 

sector. There appears to be neither transparency nor logic as to which, how and to 

what level projects are funded. There are no clear procedures to access support 

services for young people. The nature of funding, resourcing, teaching and 

professional support services differs acutely across the sector with very few 

resources available” (p. 79).

Furthermore, this research reports that AEP has almost no access to various 

educational support service agencies for staff or students in the community-based 

projects. As Kilpatrick et al (2007) point out, it seems puzzling that there is least 

educational support for those young people whose needs appear to be greatest.

These concerns are echoed in a report carried out by the NI Commissioner for 

Children and Young People (NICCY, 2004) exploring the rights of children in NI, 

which reports that, while often viewed favourably by the young people who attend 

in comparison to their mainstream experience, alternative education has significant 

issues including:

• AEP is not accessible throughout NI and existing programmes can be 

discontinued due to lack of funding;

• there is a lack of clarity about referral and admissions criteria;

• the lack of breadth of education provided in some programmes;

• attendance at AEP programmes can be seen as stigmatising and can further 

alienate young people who are already marginalized;

• some programmes are reliant on short-term funding, are poorly resourced 

and receive little professional support to deliver curricular elements.
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This point, that AEP is poorly resourced and receives little external professional 

support, is of particular relevance to this paper. As Kilpatrick et al (2007) report, 

there is no “systematic or coherent support from the wider system, even though 

they are dealing with the most disadvantaged and vulnerable young people in our 

society” and that “these issues need to be addressed with a high degree of urgency 

before the AEP community becomes completely alienated and excluded from the 

mainstream education system” (Kilpatrick et al, 2007; 126-128).

Moreover, it appears that the concerns regarding AEP have been existent for some 

time now. An Education and Training Inspectorate Report on provision for pupils 

with emotional and behavioural difficulties in NI in 1997-98 (ETI, 1997-98) 

reported that significant numbers of pupils with emotional/behaviour difficulties 

(EBD, now referred to as SEBD) were being suspended or expelled from 

mainstream schools, and that mainstream school staff were reluctant to re-integrate 

these students. Evidence from the ELBs indicated a steady increase in the number 

of students with (S)EBD referred for specialist provision. The report outlined that 

pupils with (S)EBD often have low self-confidence and esteem, are considered 

severely disruptive, have poor attendance histories and often come from 

dysfunctional homes. However, despite this acknowledgement of the complex 

issues involved for students with SEBD, the report stated that educational 

psychology support for these centres varied considerably, concluding that the 

ELBs needed to review the quantity and quality of educational psychology support 

that they offered, especially in terms of appropriately helping schools and centres 

to develop strategies and programmes to meet the special demands of this 

provision. Yet little appears to have been done to address this lack of 

psychological support, despite these recommendations being over ten years old.
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The NICCY (2008) review makes the important point that many of these young 

people are amongst the most vulnerable in our society, having experienced 

significant problems throughout their lives. These young people require greater, 

not less, investment, provision and support. It should therefore be a priority that 

AEP be appropriately resourced to enable staff to meet the complex and varying 

needs of the young people being educated in these settings.

1.3.4 AEP - what is the typical student profile?

Following on from this, it is important to understand the types of students who 

attend AEP and make up this “vulnerable” group, as referred to by the NICCY 

(2008). As outlined, due to the different types of AEP, lack of consistency and 

transparency regarding referral and admission procedures, and little work 

investigating the outcomes of AEP, it is difficult to determine what might be a 

“typical” profile of an AEP student. The severe lack of information regarding AEP 

can be seen from a comment in the review by NICCY (2008), “it is not known 

how many children are currently receiving education in AEP programmes” (p. 

162).

However, the longitudinal study carried out by Kilpatrick et al (2007) of students’ 

experiences and outcomes of AEP provides some insight in to the nature of the 

students who attend AEP. They found that there is a stigma attached to students 

attending AEP, a finding also reported by NICCY (2004), indicating that young 

people attending AEP are stigmatized, thus becoming further alienated and 

marginalized. While every young person is different, Kilpatrick et al (2007) did 

find similarities or trends, stating that a typical young person engaged in AEP:

“lives with a lone parent, has a negative view of the mainstream education system
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and often has been subjected to a raft of social related problems which may 

include mental ill-health” (p.80).

Many of the students who come to AEP are at risk of social exclusion and face a 

wide range of very difficult and complex experiences, which has a negative effect 

on their ability to engage in school. These include issues relating to mental health, 

as well as family breakdown (Kilpatrick et al, 2007).

This research clearly indicates that young people excluded from mainstream 

education that ‘end up’ in AEP tend to have experienced multiple difficulties and 

disadvantages in life prior to coming to AEP and therefore require greater personal 

and social support than many of their peers. Indeed, as was noted in a report by the 

Department of Education;

“None of these young people, for a variety of reasons, has had a really good start” 

(DE, 2007a: 116).

1.3.5 The need to consider wider factors when working with excluded 

students

It may be helpful then to consider these young people in light of the wider context 

in which they live, in order to have a greater understanding of their difficulties and 

the challenges they face. Smith (1998) argues that much of the time the reason(s) 

recorded for exclusion are under very general categories such as “disruption” 

without any further explanation. Smith (1998) suggests that specific and accurate 

information is needed in order to identify the causes of exclusions so as to 

appropriately address the problems inherent in the lives of these disaffected, 

vulnerable young people. As Duncan and McCrystal (2002, p.2) point out, “such
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an approach will provide valuable information to discover the origins of these 

behaviours, that very often go much deeper than their experiences at school and 

may include levels of family stress arising from, for example, unemployment, low 

income and family disruption.” In attempting to gain greater understanding of the 

adverse experiences students attending AEP face and how they may be affected by 

them, four key areas emerging from the literature are considered here; social 

deprivation and poverty, the impact of the political conflict in NI, community 

violence, and mental heath4.

1.3.5i Social deprivation and poverty

There is clear evidence that school exclusion rates tend to be higher in areas of 

social deprivation (Social Exclusion Elnit, 1998). The NICCY (2008) review 

reports that pupils who are suspended are most likely to live in areas of high social 

deprivation in NI.

Poverty is a key determinant of educational achievement and outcome and may 

therefore be an important factor to consider when working with AEP students. In 

fact, it may be of particular relevance in the NI context given longitudinal analysis 

has found that 48% of children in NI were living in poverty at some time over a 

four-year period, and 21% were living in persistent poverty5, double that in Great 

Britain (9%) (Horgan & Monteith, 2009). The effect on education is significant as 

children growing up in persistent poverty in Britain are at risk for a range of poor 

outcomes including being suspended or expelled from school (Bames, Connolly, 

& Tomasszewski, 2008).

4 It is recognized that not all students attending AEP necessarily face these difficulties. The focus 
here is on students who have been found to have experienced adverse life events and been affected 
by them.
5 Living in poverty for three or four of the years
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Children living in poverty experience many disadvantages within education, 

beyond difficulties with educational attainment. According to a report by Save the 

Children NI (2007), they are less likely to be happy in school or to identify 

positively with teachers. They also experience less parental support, exhibit lower 

levels of motivation, and are more likely to experience bullying and/or 

stigmatization than other children within the school environment.

The Young Life and Times Survey (Schubotz, 2010), which has monitored the 

mental and emotional health of 16 year olds in NI since 2004, similarly reports 

that young people from disadvantaged backgrounds reported significantly worse 

school experiences than those from well-off backgrounds. Overall, they reported to 

be less happy at school and more likely to not feel respected by staff in their 

school. Such inequalities in educational engagement amongst these marginalized 

and vulnerable groups is leading to the development of what some researchers 

describe as an “educational underclass”.

“In recent years, increasing attention has been paid to young people who are at risk 

of being, or are actually, excluded from school, a group often referred to under the 

umbrella term of disaffected young people. These young people are likely not only 

to be excluded from school but also from society and, it has been argued, form part 

of an ever increasing underclass, living life on the margins of society” (Kilpatrick 

et al, 2007: p. 6)

Furthermore, the poorest young people in the most disadvantaged areas of NI face 

social exclusion even within their own communities (Morgan, 2009). The 

somewhat unique context of “post-conflict” NI can be a factor here as there is a 

risk that the level of exclusion faced by such young people makes them vulnerable
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to paramilitary groups who offer to give them a role within their community 

(Morgan & Monteith, 2009). Research by McAllister, Scraton, & Haydon (2009) 

demonstrates the power paramilitary groups maintain over disadvantaged 

communities and the influence they have on children and young people.

Indeed the impact of the conflict, known locally as “the Troubles”, becomes an 

important factor to take account of when we consider that, generally, the most 

disadvantaged communities map very closely onto the areas most affected by the 

conflict. Research by Fay, Morrissey, & Smith (1998) shows that the locations 

where child poverty is most concentrated in NI matches extremely closely to the 

locations where the conflict has been most severe. The present paper 

acknowledges that children and young people growing up in these areas of 

deprivation experience the same interactive mixture of poverty, low educational 

attainment, poor health, including mental ill-heath, and discrimination as any 

young people growing up in the most disadvantaged parts of Britain or Ireland. 

However, what is important to consider is the added element that they grow up in 

communities that are in “deep social distress” in the aftermath of the conflict 

(Morgan & Monteith, 2009, p. 10).

1.3.5ii The impact of the conflict

While it is not the aim of this review to discuss the history and political landscape 

of NI, it is felt that a very basic understanding of the historical and current political 

conflict that has affected, and continues to affect, NI is helpful in order to give the 

reader the necessary understanding of NI as a context of “protracted political 

conflict” (Goeke-Morey et al, 2009, p. 246).
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NI has a recent history of political conflict between Republicans or Nationalists 

(generally from Catholic community backgrounds, who contend for the 

reunification of NI with the Republic of Ireland) and Unionists or Loyalists 

(generally from Protestant community backgrounds who support NI remaining a 

part of the United Kingdom). Although this conflict can be traced back for 

centuries, contemporary studies focus on the 30-40 year period of ongoing 

violence. More than 3,500 people were killed as a result of the political violence 

since the 1960s, perpetrated mainly by paramilitary groups, with a further 

estimated 30,000 maimed and tens of thousands forced to leave their homes (Ferry 

et al, 2008).

Following paramilitary ceasefires and the development of a power-sharing 

executive, NI has had a status of “peace” for over 14 years. However, despite this, 

the impact of internecine violence continues to resonate throughout local 

communities. Violent clashes at residential interfaces continue to be a regular 

occurrence in some areas (Jarman, 2004; Poole, 2004). According to Stewart and 

Thomson (2005, p.194),

“Rioting, pipe bombs, car crime, family intimidation and torture (so-called 

“punishment beatings”) are frequent - sometimes daily - occurrences. And 

conflict is often as pervasive within communities as it is between them, 

particularly since the cease-fires where a current focus for violence is between 

rival gangs within one community.”

According to Gilligan (2006), the peace process has not brought an end to 

violence. Indeed, in 2002, Knox reported that over 100 people have died as a result
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of such violence since the cease-fires, and sectarianism and street violence remain 

on NI’s social issues.

As was touched upon earlier when looking at social deprivation in NI, evidence 

suggests that experiences of the conflict are not evenly distributed within the 

population (Cairns, 1996; Muldoon & Trew, 2000). Young people from deprived 

backgrounds generally report greater experience of political violence than those 

from middle class backgrounds. The effect of these wider social factors is 

fundamental to a fuller understanding of the impact of conflict. Inequality of 

experiences may lead to feelings of alienation and disempowerment in young 

people, which can be contributing factors to anti-social or aggressive behaviour. 

For instance, qualitative research by Cairns (1996) demonstrated how violence is 

seen as widespread and pervasive in disadvantaged communities in NI and an 

acceptable solution to problems.

Indeed, Miller (2007) suggests that, in post-conflict settings, violence remains a 

readily used solution to problems and discusses the perpetuation of this cycle of 

normative violence in relation to exposure to frequent media reports of violence, 

the existence of physical boundaries and intergenerational beliefs which devalue 

members of the ‘out’ group. Certainly, this segregation is still seen today in post

conflict NI. According to the NICCY report (2008), one of the most distinctive 

characteristics of the NI education system is the high level of religious 

segregation. Currently, about 5% of pupils in NI attend planned integrated schools. 

NICCY (2008) reports “the vast majority of pupils in NI receive their education in 

schools which are, for all practical purposes, homogenously Protestant or 

Catholic” (p. 191). Many areas continue to be segregated, as physical interfaces 

divide communities with a very tangible sense of identity, e.g. flags, murals.
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According to Cairns and Hewstone (2002, p.222), “NI remains a deeply segregated 

society at all levels”.

1.3.5iii Inter-community violence versus intra-community violence

Goeke-Morey et al (2009) carried out a noteworthy study which aimed to explore 

not just the impact of community violence on children in NI but more explicitly to 

examine whether or not a differential impact between inter-community and intra

community violence exists, i.e. are children impacted differently by sectarian and 

non-sectarian community violence?

An interesting result from this study was that mothers reported that their children 

experienced high levels of exposure to sectarian violence. Thus, despite a status of 

peace for over 15 years, exposure to sectarian violence and subsequent trauma 

continues to be an issue for some young people. This is significant as this study 

found that not only does children’s exposure to community violence serve as a 

significant predictor of adjustment difficulties, exposure to sectarian violence was 

identified as a greater predictor of emotional problems. That is, a difference was 

found between the impact of exposure to sectarian and non-sectarian violence on 

children, with exposure to sectarian violence reported to be more harmful 

emotionally. Lever and James’ (2000) work may help us understand these findings 

as they suggest that political violence has uniquely different consequences for 

individuals due to its wide-ranging, societal-level effects. Thus, the politically 

fuelled sectarian violence experienced by the young people in NI is potentially 

more harmful emotionally, as found by Goeke-Morey et al (2009), than other

forms of violence found in communities.
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1.3.5iv Mental Health

Inextricably intertwined with both social deprivation and emerging from a long 

period of political violence is the issue of mental health. Indeed, research has 

indicated that mental health disorders are more prevalent in post-conflict 

communities than during the actual conflict (De Jong, Komproe & Van Ommeren, 

2003). Gallagher, Hamber & Joy (2012) cite statistics estimating that 1 in 6 people 

in NI will suffer from medically defined mental ill health: 25% higher than the rest 

of the UK. A recent study of health, conflict and trauma in the adult population of 

NI similarly reports alarmingly high rates of PTSD: a lifetime prevalence of 8.5%, 

which is amongst the highest international rates reported throughout worldwide 

epidemiological studies (Ferry et al, 2008). Furthermore, the authors point out, that 

for a disorder that affects so many people, it must be a matter of concern that their 

research found just one in six sufferers received help that they felt was effective.

Morgan and Monteith (2009) state that using any number of measures, NI has 

“inordinately high rates of mental ill-health” (p. 8) and this is generally attributed 

to a combination of high levels of poverty and the effect of the conflict. The link 

between social deprivation, the impact of the political conflict and mental ill- 

health in NI is highlighted in research that shows that people in deprived areas 

were more likely to suffer significant mental health problems and more likely to 

have greater experience of‘the Troubles’ (O’Reilly & Browne, 2001).

When looking at the types of students attending AEP, one of the key findings by 

Kilpatrick et al (2007) was that of mental health problems and family breakdown. 

It is important to remember that many of the adults of today in NI were the 

children of the Troubles and there is growing evidence that the high levels of
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mental ill-health are significantly related to the conflict (Ferry et al, 2008; 

Kenway, Maclnnes, Kelly, & Palmer 2006; O’Reilly & Browne, 2001), thus it is 

important to consider what are the implications for children being raised by 

parents with mental health problems?

Extensive research has investigated the impact of parental mental health on child 

development and adjustment. While it is beyond the remit of this review to explore 

such research in depth, some important findings have particular relevance. Belsky 

(2008) discusses child development in relation to political conflict and explores 

the transfer of insecure attachment, depression and anxiety from one generation to 

the next. Weissman, Wickramarante, Nomura, Warner, & Pilowsky (2006) found 

that parental depression was a risk factor for heightened rates of psychological 

problems and substance misuse in their children. Looking directly at the political 

conflict in NI, a study by Merrilees et al (2011) demonstrated that mothers who 

reported a greater retrospective impact of the Troubles exhibited higher levels of 

psychological distress, which in turn correlated with elevated mental health 

symptoms in their children. Such findings have significant implications in relation 

to the mental health needs of young people who have a family background of 

mental ill-health. Furthermore, even in instances where parental mental health 

problems are not reported, studies in both NI and Palestine have shown that in the 

context of political conflict and community violence, the family environment is 

often high in stress and conflict (Cummings et al, 2010; Dubow, Huesmann, & 

Boxer, 2009) and parenting may be compromised (Merilees et al., 2011) placing 

youth further at risk.

Indeed, evidence suggests that young people are presenting with significant mental 

health issues in NI. The Young Life and Times (YLT) survey (Schubotz, 2010)



29

reports high rates of suicide, especially among young males, and increasing 

numbers in hospital admissions on grounds of self-harm, especially among young 

females, in NI. Again the link with social deprivation can be observed as, above 

all, this survey found poor mental health to be linked to social deprivation.

1.3.6 Cycles of trauma and negative life trajectories

It appears then that there are a host of possible adversities that the young people in 

NI may face, particularly for young people growing up in disadvantaged areas, 

with family mental health issues, or facing social exclusion - challenges frequently 

found to be faced by young people excluded from school and subsequently 

attending AEP in NI. The Adverse Childhood Experiences (ACE) study6 showed 

that adverse childhood experiences are vastly more common than recognised and 

that they have a powerful relationship to adult health a half-century later. The 

study found a highly significant relationship between adverse childhood 

experiences and depression, suicide attempts, alcoholism, drug abuse, sexual 

promiscuity and domestic violence (Dube, Anda, Felitti, Edwards & Croft, 2002; 

Dube et al, 2003; Hillis, Anda, Felitti & Marchbanks, 2001; Anda et al, 2007; 

Edwards, Holden, Anda & Felitti, 2003). The potential implications of such 

research are that without intervention young people in NI who suffer exposure to 

adverse life events will go on to develop mental health problems and potentially 

become perpetrators of violent crime if their levels of anger remain elevated. 

Indeed, adults with childhood histories of neglect, abuse and trauma make up

6 This study is one of the largest investigations ever conducted to assess associations between 
childhood maltreatment and later-life well-being. It is beyond the remit of this paper to discuss this 
study in depth, further information on this large-scale longitudinal study can be found at 
http://www.cdc.gov/ace/
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almost the entire criminal justice population in the US (Teplin, Abram, 

McClelland, Dulcan & Mericle, 2002).

Negative pathways are similarly seen in young people excluded from school. 

According to Duncan and McCrystal (2002, p. 176), young people excluded from 

mainstream schooling are “a vulnerable group who are at a high risk of 

experiencing social disaffection and are more likely to find themselves involved in 

anti-social behaviour.” School exclusion is associated with educational 

underachievement, social alienation and criminality, which result in significant 

repercussions for both the young people and society as a whole. Students excluded 

from school often suffer low self-esteem and are more likely to become 

unemployed long-term (Education and Training Inspectorate, 2000). As a young 

adult, many then find themselves at ‘Status Zero’, without educational or 

vocational qualifications to attempt employment, further reinforcing the 

detrimental effect of social exclusion (McVicar, 2000).

Evidence of such detrimental pathways clearly highlights the need for intervention 

for students attending AEP, above and beyond simply receiving education with 

smaller student to teacher ratios. Michael and Frederickson (2013) express concern 

about the quality of alternative provision for young people with SEBD and the 

poor academic and social outcomes many experience. They conclude, from their 

qualitative study, that there are important implications for professionals such as 

educational psychologists in promoting and supporting the implementation of 

preventative strategies. It is proposed here that for many students attending AEP, 

there are wider social factors that must be considered, and deeper psychological 

issues that must be dealt with before their disruptive behaviour can improve.
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1.3.7 Social Ecological Perspective

A helpful approach was used by Cummings et al (2012), who adopted a social 

ecological perspective to explore the idea of different pathways through which 

political conflict can impact on child adjustment. By examining the relationship 

between political violence and child adjustment in the context of existing social 

ecological models, such as Bronfenbrenner (1979), the authors hypothesised that 

this relationship is not a simple one; rather children are affected by political 

conflict on various individual and societal levels. Such an approach therefore 

considers a more holistic view and the researchers hypothesized that effects on 

children are more fully explained by taking into account the effects of associated 

changes in the communities (i.e. the exosystem), families (i.e. the microsystem), 

and other social contexts in which children live, as well as in children’s 

psychological processes (Cummings et al., 2009). Thus, their research on relations 

between political violence and child adjustment in NI went beyond simply 

demonstrating that political violence has negative effects on children by adopting a 

social-ecological model that posits that children’s exposure to political violence 

affects them through multiple levels of individual and societal functioning.

Support for this approach can be seen from research by Gibson (1989) who found 

that, among interpersonal factors, the family was the most consistent mediator of 

the impact of stress on children in situations of political violence. This again 

indicates the importance of parental mental health and parents’ ability to support 

their children in terms of child adjustment and outcomes. A review by Elbedour, 

ten-Bensel, and Bastien (1993) reported that the impact of political violence on 

children occurred through a dynamic interaction of multiples processes such as the 

breakdown of community, family conflict, and the psychological characteristics of
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the children. Such findings indicate the need to widen our perspective and take 

multiple levels of the social ecology into consideration when thinking about 

interventions for at-risk young people in NI.

1.3.7i Multiple pathways

Indeed, support was found for a social-ecological model for relations between 

political violence and child outcomes in a representative community sample in 

working-class Belfast in the work carried out by Cummings et al (2012). 

Compared with non-sectarian community violence, sectarian community violence 

had distinctive influences through various mechanisms on child adjustment 

problems and pro-social behaviour (Cummings et al, 2012). Among the pathways 

identified, sectarian community violence was linked with greater child adjustment 

problems through heightened family conflict and emotional insecurity about the 

community. These results suggest that sectarian violence affects children by 

elevating family conflict, consistent with previous findings of relations between 

community violence and family conflict (Cooley, Turner, & Beidel, 1995; 

Margolin & Gordis, 2000). New insights to come from this research, however, 

were the identification of persistent influences of sectarian community violence on 

children’s emotional security concerning multiple aspects of their social 

environments (the community, the family, and the parent-child relationship). Thus, 

multiple family systems, including marital conflict and parenting, were identified 

as contributing to pathways for the effects of sectarian community violence on 

children, with children’s emotional security also contributing to explanation.
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1.3.7H Educational Outcomes

Work by Goeke-Morey, Taylor, Merrilees, Cummings, Cairns, and Shirlow (2013) 

further illustrate the importance of taking a broader perspective and examining the 

influences of social ecological risks within the domains of parents, family 

environment, and community in the prediction of outcomes for 770 adolescents 

living in settings of protracted political conflict, specifically socially and 

economically deprived areas of NT Shifting the focus more specifically to 

educational outcomes, and thus of particular relevance here, the authors suggest 

that a social ecology characterized by “chronic stress and violence” (p.244) may 

compromise academic achievement. Indeed, research in the US found that 

exposure to community violence was negatively correlated with achieving 

academically (Overstreet & Braun, 1999). According to Schwartz and Gorman 

(2003), community violence exposure puts youth at risk for disruptive behaviour 

problems at school, also compromising students’ developing capacity for self- 

regulation and behavioural control, thus impeding academic performance. Goeke- 

Morey at al (2013) argue that there is a lack of research on this topic, yet in 

societies with sectarian or political conflict, educational outcomes may be 

especially threatened. They also suggest that exposure to sectarian conflict (e.g. 

politically motivated assault), and non-sectarian conflict (e.g. drug dealing) both 

warrant consideration as factors that are likely to compromise youths’ educational 

outcomes.

Controlling for religious community, age, and gender, Goeke-Morey et al (2013) 

found that lower academic achievement was associated with family environments 

characterized by low cohesion and high conflict. Behaviour problems in school 

were associated with greater exposure to community violence, or sectarian and
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non-sectarian antisocial behaviour. Young people’s expectations about educational 

attainment were undermined by conflict in the family home and anti-social 

behaviour in the community, as well as parenting low in warmth and behavioural 

control. Thus, the data highlight the contributions of families and communities 

towards young people’s poor academic achievement, low aspirations, and school 

behaviour problems. To address these issues, the authors suggest the need for a 

multi-pronged intervention strategy that addresses community, family, and 

parenting. They further suggest that school psychologists could play an important 

role in working with adolescents living in contexts of multiple risk, in assessing, 

consulting, and intervening with children and their families.

It seems clear that the relationship between exposure to conflict or antisocial 

behaviour and child adjustment is not a simple one. Rather, children are affected 

on several individual and societal levels. Taking an “ecological” approach, which 

considers “the nested contexts that constitute an individual’s developmental 

environment (e.g. the child is nested within the family, within the peer group, 

within the classroom, within the school, within the community, within the ethnic 

group)” (Dubow et al, p. 117) may therefore be the most fruitful and sustainable 

way to tackle problems where children have been negatively affected by 

community violence and anti-social behaviour. Thus, a model based on this will be 

kept in mind when considering potentially appropriate interventions;
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Figure 1: Model based on social ecological perspective to consider when 
exploring interventions

1.3.8 Trauma

Research has therefore indicated that the experience for some young people living 

in NI is, or has been, one of ongoing fear and exposure to adverse life events, 

either through direct exposure to political violence and anti-social behaviour, or 

indirectly through family conflict, social deprivation, emotional insecurity, and 

greater intra-community violence (Cummings et al., 2012). Thus, another 

important factor to consider when exploring what might be appropriate 

intervention for vulnerable young people excluded from mainstream education, is 

the possibility of exposure to trauma and how it might be affecting young people.

The ongoing nature of the adverse life events referred to by Cummings et al (2012) 

poses a fundamental challenge to traditional descriptions of trauma as discrete 

events, particularly the concept of Post Traumatic Stress Disorder (PTSD). 

According to the American Psychiatric Association’s Diagnostic and Statistical
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Manual of Mental Disorders 5th Edition (DSM-5) diagnostic criteria for PTSD 

include a history of exposure to a traumatic event that meets specific stipulations 

and symptoms from four symptom clusters: intrusion, avoidance, negative 

alterations in cognitions and mood, and alterations in arousal and reactivity (DSM- 

5, APA, 2013). However, many researchers now stress the limitation of the 

concept of PTSD, arguing that other similar syndromes should be recognized.

Such researchers, and clinicians, argue that the diagnosis of PTSD is not a perfect 

fit for the reactions experienced by victims where traumatization occurred 

repeatedly and extensively, e.g. child abuse, domestic trauma (Briere, 1987, 1992; 

Courtois, 1988; Finklehor, 1984; Herman, 1992a, 1992b). According to Courtois 

(2008, p.87), “individuals exposed to trauma over a variety of time spans and 

developmental periods suffered from a variety of psychological problems not 

included in the diagnosis of PTSD, including depression, anxiety, self-hatred, 

dissociation, substance abuse, self-destructive and risk-taking behaviors, 

revictimization, problems with interpersonal and intimate relationships (including 

parenting), and despair.” Researchers of this viewpoint proposed an alternative 

conceptualization, complex PTSD (CPTSD) or “disorders of extreme stress not 

otherwise specified” (DESNOS, Pelcovitz et al., 1997). Support for a diagnosis of 

CPTSD/DESNOS, although not incorporated into the recent DSM-5, is growing.

1.3.81 Complex/Developmental Trauma

In this respect, the concept of “complex trauma” or Straker’s (1987) concept of 

“continuous traumatic stress syndrome” is helpful, as it can be used more 

descriptively as a way of understanding the impact of continuous fear and trauma. 

As Van der Kolk (2005) notes, the traumatic stress field has adopted the term
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“complex trauma” to describe the experience of multiple, chronic, and prolonged, 

developmentally adverse traumatic events (e.g. sexual or physical abuse, war, 

community violence). It helps us think about the co-existence of both acute and 

continuous traumatic stress faced by many of the families living in NI today. 

Indeed, it seems particularly relevant to Nl given the finding by Ferry et al (2008) 

that the majority of individuals who reported an experience of a traumatic event 

had experienced more than one traumatic event type (64.4%). Furthermore, they 

estimated that approximately 50% of the traumatic events experienced by 

participants were Troubles-related in that they were directly related to war and 

social violence. The other 50% of traumatic events experienced included events 

such as sexual violence and domestic violence. Although one could argue that 

such traumas are indirectly related to the Troubles through pathways such as those 

explored by Cummings et al (2012), the point here is that traumatic events 

experienced by Northern Irish people are not only conflict-related, they are also 

interpersonally experienced in the home/community.

Moreover, the Young Life and Times (YLT) survey (Schubotz, 2010), reports that 

almost one third (29%) of YLT respondents were potential sufferers of a 

psychiatric disorder, measured by the General Health Questionnaire. 26% of 

respondents reported suffering from a serious mental or emotional problem in the 

past 12 months. This proportion is much higher among those from disadvantaged 

backgrounds (43%), again highlighting the effect of social divisions in NL

The YLT (2010) survey reports that a key finding is the fact that mental health 

issues can only be understood in their complexity. This report demonstrates that 

the young people affected by mental ill-health often suffer numerous problems, 

e.g. bullying at school, social pressures, high stress levels, and the absence of
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positive coping strategies. Mental and emotional health problems are therefore 

often connected to many factors, again alluding to this concept of complex or 

continuous trauma. This would suggest that one-dimensional approaches to 

dealing with mental health issues are likely to fail. A more holistic approach is 

arguably more suitable to deal with these issues.

1.3.8ii Trauma and school

Research has linked childhood exposure to violence with behavioural difficulties, 

academic performance, and trauma symptoms (Singer, Anglin, Song, & 

Lunghofer, 1995; O’Keefe, 1997; Schwartz & Gorman, 2003). Children exposed 

to violence are more likely to have poorer school performance, decreased IQ and 

reading ability, and more days of school absence (Hurt, Malmud, Brodsky, & 

Gianetta, 2001; Saigh, Mroueh, & Bremner, 1997). It is important for educators 

and policymakers to understand the impact of trauma and violence on children and 

their adjustment and ability to learn. Schwartz and Gorman (2003) reported a link 

between exposure to community violence and academic functioning in a group of 

children - exposure to violence may inhibit a child’s ability to regulate their 

behaviour within the classroom leading to concentration difficulties and 

subsequent poorer academic performance.

Whilst it is important for schools to be aware of the impact of exposure to violence 

or traumatic events and the ability to learn, it is also important to understand the 

role it plays in the child’s emotional and behavioural regulation. Traumatized 

children often have deficits in emotional regulation, resulting in problems with 

self-definition, poorly regulated impulse control and affect, aggression, and 

uncertainty about others, which manifests as suspiciousness, distrust, and problems
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with intimacy, resulting in social isolation (Cole & Putnam, 1992). Indeed, in a 

review by Van der Kolk (2005) numerous studies of traumatized children find 

problems with unmodulated aggression and impulse control, attentional and 

dissociative problems and difficulty negotiating relationships with caregivers and 

peers. Consequently, it is suggested here, that many children and young people 

suffering from exposure to traumatic events and presenting in these ways, are 

considered as disruptive to the classroom, which can then lead to their exclusion 

from mainstream education.

1.3.9 Female students attending AEP

This review therefore advocates the need to take a broad, holistic approach when 

considering the difficulties and needs of young people in alternative education and 

to consider their mental health, in light of possible adversities namely social 

deprivation, the impact of a post-conflict society, community violence, and family 

difficulties. Before exploring potentially appropriate interventions that would suit 

this approach, one last issue to discuss is the increase in female students attending 

AEP, as, anecdotally, one of the main concerns expressed by principals and centre 

coordinators of AEP centres is the significant increase in female students in recent 

years. As this appears to be a recent trend, it is difficult to obtain official Northern 

Irish data to support this, however, for instance, the principal of one Alternative 

Education Centre reports that ten years ago 4 out of the approximately 60 students 

were female, today 26 out of 62 students are female.

Internationally, research has some interesting findings that support the idea that 

anti-social behaviour by female adolescents is on the increase, but traditional 

support services are targeted primarily at males. For instance, in a US study.
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Washington (2008) reports that a segment of female adolescents have become 

more violent over the past decade and that this increase concerns the justice 

system and the community at large. Research by Zhang (2008) in Singapore 

similarly reports an increase in female juvenile delinquency and states that there is 

a critical need to focus on the difficulties at-risk girls are facing. However, 

appropriate consideration of intervention and ongoing care of at-risk young 

females has been lacking (Chesney-Lind & Shelden, 2004).

While this research admittedly has limited applicability to the issues being 

discussed here, given geographical and cultural differences, as well as relating 

more to the justice system than the educational system, the main point that female 

anti-social behaviour is on the rise and interventions are traditionally targeted at 

male offenders, leaving such females a potentially particularly vulnerable group, is 

of relevance. Indeed, this was recognized over ten years ago by Lloyd and 

O’Regan (1999), in a Scottish study, where they argued that the literature on 

deviance in school still “mainly fails to take account of the experience of girls” 

and “discussion of the disruptive or disaffected ‘pupils’ or ‘students’ often turns 

out to be only about boys” (p. 38). This qualitative study of young women who 

had experience of alternative education demonstrated how complex the link is 

between individual biographies and the structures of schooling.

In a review of practice in NI post-primary schools, Connolly et al (2011) report 

that there are very few sources that allow for reliable analysis of trends in children 

and young people’s mental health over time in NI. One source is the Young Life 

and Times Survey (Schubotz, 2010), already referred to. Findings show that 

females have tended to report worse mental health than males across all years and 

report higher levels of self-harm. Duncan and McCrystal (2002) report findings
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from another large-scale UK survey, the Youth Lifestyles Survey (Flood-Page, 

Campbell, Harrington, & Miller, 2000, which found that young people excluded 

from school tended to have significantly higher levels of illicit drug use than those 

attending school. Notably, among female excludees, a higher level of drug use was 

recorded compared with their male counterparts, with nearly twice as many female 

excludees reporting drug use. Such findings suggest negative coping strategies for 

young females excluded from mainstream education. Interestingly, a study by 

Muldoon (2003) exploring the perceptions of stressful life events in Northern Irish 

school children found that girls viewed many negative events as more stressful 

than their male peers. Perhaps, feelings of greater stress by young females in NI 

lead to these maladaptive coping mechanisms.

Some important pieces of qualitative research exploring the experiences of socially 

excluded/deprived young men have been carried out in the NI context (e.g. 

Rondon, Galway, & Leavey, 2012; Reilly, Muldoon, & Byrne, 2004; Cairns, 

1996), revealing a range of unmet social and psychological needs, the impact of 

sectarianism and segregation, and a paucity of support systems in place. Such 

studies give valuable insight into the experiences of young men coping with 

difficult life events in NI, however an extensive review of the literature revealed 

no studies exploring the experiences and mental health of at-risk young women in 

NI. It is perhaps time greater focus, both at an academic research level and a 

practitioner level, was dedicated to exploring, and dealing with, the issues girls 

growing up in adverse environments in NI face.
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1.3.10 Interventions used in Alternative Education - a focus on 

behaviour

Having considered the negative pathways that often follow school exclusion, as 

well as considering the range of difficulties and adverse experience these young 

people can face, interventions are surely of critical importance in this field. 

However, researchers, internationally, criticize the lack of empirical research into 

interventions in alternative education settings (Van Acker, 2007; Kilpatrick et al., 

2007; Zhang, 2008), although there are a few intervention programmes that have 

been investigated specifically with AEP students. Before examining these 

programmes, it is worth bearing in mind advice from the American Psychological 

Associations (APA).

The APA (1993) noted effective intervention programmes for youth who display 

antisocial behaviour share two primary characteristics;

1. They draw on the understanding of developmental and socio-cultural risk 

factors leading to antisocial behavior; and

2. They use theory-based intervention strategies with known efficacy in 

changing behaviour, tested programme designs, and validated, objective 

measurement techniques to assess outcomes.

Functional Behavioural Assessment (FBA) is a method for gathering information 

that identifies the function of a problem behaviour and the events that predict 

when it will occur (Sugai et al., 2000). The basis of FBA is frequently used with 

students with behavioural difficulties and has been applied to students in 

alternative education, for instance work by Turton et al (2011) examined the 

efficacy of a function-based intervention to support three adolescent boys with
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SEBD placed in an alternative educational setting. In this study, problem 

behaviours were identified and targeted, replacement behaviours taught to the 

students, antecedents adjusted to promote use of replacement behaviours and 

reinforcement provided for use of replacement behaviours. This approach was 

found to significantly reduce target behaviours in all three boys. However, aside 

from the obvious limitations of a small sample size and no evidence of long-term 

effects, this approach required highly individualized work that focused purely on 

behaviour as opposed to considering contributing emotional and/or psychological 

issues. Essentially, this approach ignores the S and E in a SEBD label.

Another approach that has been investigated as an effective and socially valid 

framework for responding to the needs of students with behavioral challenges is 

the Positive Behavioral Interventions and Supports (PBIS) (Homer, Sugai, & 

Anderson, 2010). PBIS, a three tier proactive behavioral framework for addressing 

problem behavior, is comprised of the (a) primary tier (school-wide), (b) 

secondary tier (small group), and (c) tertiary tier (individual). Primary tier 

interventions involve the development and teaching of school-wide rules and 

rewarding compliance for displays of the behavioral expectations (Lewis & Sugai, 

1999). Secondary tier interventions address larger groups of students as opposed to 

individuals (Hawken, Adolphson, MacLeod, & Schumann, 2009). The Check- 

In/Check-Out (CICO) strategy, also known as the Behavior Education Programme 

(BEP; Crone, Hawken, & Homer, 2010), has been evaluated as a tertiary tier 

intervention within the PBIS model. CICO involves pairing an adult mentor with a 

student to encourage positive, appropriate behavior. This emphasis on behaviour is 

often the approach taken in intervention programmes used with students in 

alternative education settings. A review by Tobin and Sprague (2000) provides a
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summary of strategies used in alternative education (see Appendix 1), which 

clearly highlights how the focus is on behaviour.

While such behavioural approaches often meet the second criteria suggested by the 

APA (1993), “They use theory-based intervention strategies with known efficacy 

in changing behaviour, tested programme designs, and validated, objective 

measurement techniques to assess outcomes”, it is difficult to see how this 

emphasis on behaviour takes into consideration possible underlying emotional and 

social difficulties the students exhibiting behavioural difficulties may be 

experiencing. Nor do such approaches take into consideration the APA’s first 

suggestion, “draw on the understanding of developmental and socio-cultural risk 

factors leading to antisocial behaviour”. While behavioural approaches such as 

FBA and PBIS do report reductions in target behaviours, few studies report long

term maintenance of such changes. It is argued here that the focus must shift, or at 

least widen, and target these young people’s emotional and social issues, thoughts 

and feelings, as well as behaviours, in order to achieve and sustain real change in 

these alienated students’ overall well-being.

1.3.11 The need for holistic, systemic approaches

A helpful framework to use when thinking about intervention for adolescents 

excluded from mainstream education is suggested by Cross (2002) when he 

discusses Bronfenbrenner’s (1986) four spheres of influence that affect the way 

adolescents act and react in life situations; family, school, peers, and work or play. 

According to Cross (2002, p.247) “All four of these worlds are important to an 

adolescent’s development and when these worlds are out of balance, the 

adolescent may become alienated.” When examined from the perspective of
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ecology of human development, the multiple worlds of any child influence one 

another (Bronfenbrenner, 1977). In other words, one cannot assume why a child is 

feeling alienated simply by observing that child’s behaviours in a single setting, as 

the above mentioned interventions do. To discover why adolescents become 

alienated or begin to behave anti-socially, we must understand that every world 

affects the others. For instance, problems in the home environment influences how 

an adolescent behaves in school. Thus, once again, we are returning to the social- 

ecological framework (Cummings et al, 2012; Dubow et al, 2009), which stresses 

the need to examine child adjustment in the context of multiple social ecological 

factors.

A similar approach is advocated by Van Acker (2007) when he outlines how 

multiple risk factors are linked to the development of antisocial behaviour; 

biological and genetic variables, family variables, peer group variables, school 

variables, and community variables. No single risk factor explains enough of the 

variance to predict who will or will not develop traumatic symptoms or antisocial 

behavior. Thus, a focus on just one element, or one manifestation of the problems 

(i.e. target behaviours in the classroom) surely cannot adequately address such 

complex and wide-ranging difficulties. It is suggested here that a more holistic 

approach be taken, targeting underlying emotions and cognitions, and taking into 

consideration the different worlds of the adolescent. One potential medium for 

such an approach could be school-based, group-based intervention.

1.3.12 Why a school-based group intervention?

Group work with children is often endorsed in the trauma literature (Monahon, 

1993; Richman, 1993; Rousseau, 1995). The use of the group format facilitates
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recognition that the participants are not alone with their feelings and problems 

(Gillis, 1993) and that they can leam solutions for problems and coping from one 

another (Yule & William, 1990). Group treatment can rebuild trust and counteract 

isolation and implicitly acknowledges group/family/community resources in 

recovery (Stewart & Thomson, 2005). McMullen, O’Callaghan, Shannon, & Eakin 

(2013) found that working as a group reduced the risk of stigma and promoted 

understanding and normalization of symptoms. They found that the group fostered 

friendships, a sense of safety and emotional support, which may last long after the 

intervention. Also, from a practical point of view, the group format is often a 

necessity of economic constraints and the limited numbers of available mental 

health professionals (Kos & Derviskadic-Jovanovic, 1998). Group-based 

psychological interventions may therefore provide a practical medium to allow 

greater psychological services to AEP settings.

Using schools to deliver programmes aimed at reducing children and adolescents’ 

trauma symptoms encourages the development of more systemic approaches 

targeted at the familial and community level, builds capacity in schools to identify 

and treat trauma symptoms, and creates a safe environment for children to leam 

and develop. Social disconnection is recognised as one of the most common 

responses to community trauma and continuous traumatic stress (McFarlane & 

Van der Kolk, 1996; Crawford-Browne & Benjamin, 2002). Building partnerships 

with family and school could therefore be essential in resourcing parents and 

teachers, helping restore a sense of control that, in turn, can maximise children’s 

recovery. Importantly, implementing school-based interventions could be an 

important step towards increasing schools’ capacity to meet children’s and 

adolescents’ emotional needs. Finally, an advantage to delivering interventions in
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school is ecological validity, that is, providing support within an environment in 

which problems may occur (Cole, Treadwell, Dosani, & Frederickson, 2013).

1.3.13 Interventions for Children and Adolescents Exposed to 

Traumatic Events

A comprehensive review of evidence-based psychosocial treatments for children 

and adolescents exposed to traumatic events was carried out by Silverman et al, 

(2008). Their review covered a variety of trauma types (not just child maltreatment 

for instance) and reactions (e.g. not just post-traumatic stress). This review 

classified psychosocial treatments using the criteria of Chambless et al (1996) and 

Chambless and Hollon (1998): well-established treatments, probably efficacious 

treatments, possibly efficacious treatments, and experimental treatments. 21 

studies were included in this review, as well as two additional studies that 

provided follow-up data for two of the 21 treatment studies. All studies included in 

the review were either Type 1 or Type 2 of Nathan and Gorman’s (2002) criteria 

of methodological rigour. Type 1 studies are considered the most rigorous while it 

is considered that Type 2 studies do not merit the same consideration as Type 1 

studies but they still make important contributions to the knowledge base.

Trauma-Focused Cognitive-Behavioural Therapy (TF-CBT) was the only 

treatment to meet the well-established criteria for children and adolescents 

exposed to trauma (Silverman et al, 2008). In line with this, in a review of 

psychosocial treatments for children affected by conflict, Barenbaum, Ruchkin, & 

Schwab-Stone (2004) report that the psychotherapy intervention that has received 

the most attention and praise is CBT. Furthermore, a comprehensive meta-analysis 

by Peltonen and Punamaki (2010) showed that interventions that were CBT-based
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came up as the most effective interventions in alleviating PTSD symptoms in 

children affected by violence.

TF-CBT is the most commonly investigated treatment, although different labels 

have been used. All of the treatments share the following components: working 

with the children individually; training in cognitive and behavioural procedures; 

and using child exposure tasks via drawings, narratives or other imaginal methods. 

Some treatments also involve parents in either individual meetings with parents 

(e.g. Cohen et al, 2004) or joint child-parent meetings (e.g. Deblinger, Lippman, & 

Steer, 1996). According to Silverman et al’s review (2008), TF-CBT is the only 

well-established treatment for children exposed to traumatic events. Similarly, in a 

review of effective interventions for children with trauma symptoms, Little, Akin- 

Little, & Somerville (2011) cite TF-CBT as the intervention with the most 

empirical support.

Another CBT-based intervention, referred to as Mental Health for Immigrants 

Programme in Kataoka et al (2003) and Cognitive Behaviour Intervention for 

Trauma in Schools (CBITS) in Stein et al (2003) met criteria for probably 

efficacious. This school-based, group-based programme was designed for children 

exposed to community violence who were experiencing trauma reactions. The 

programme targeted child trauma symptoms, anxiety, and depression over ten 

group sessions. Emphasis was placed on psychoeducation, graded exposure, 

cognitive and coping skills training, and social skills training.

Silverman et al (2008) conclude that across the well-established treatments there is 

considerable commonality. Core components include psychoeducation, anxiety 

management, trauma/loss reminders, trauma narratives, cognitive and affective
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labeling, processing thoughts and emotions, problem-solving, parent skill-building 

and behavioural management, emotional regulation, and supporting children to 

recommence developmental competencies that were negatively effected (Amaya- 

Jackson & DeRosa, 2007).

Dyrgrov and Yule (2004) provide further support for the conclusion that cognitive 

behavoural therapy is the most evidenced treatment for children suffering from 

trauma experiences. They also make the point, however, that while TF-CBT is the 

most well-documented intervention method for traumatized children, most of the 

studies have been undertaken with sexually abused children and may therefore not 

be as relevant for children traumatized by other events.

1.3.14 What might be suitable for students attending AEP presenting 

with trauma symptoms?

Research has been presented that clearly shows that young people excluded from 

school are a vulnerable, ‘at-risk’, alienated group. The Northern Irish context has 

also been considered, in terms of historical conflict and pathways to child 

adjustment difficulties such as; ongoing political violence, intra-community 

violence and anti-social behaviour, mental health problems, family conflict, and 

social deprivation. Research has also been presented that demonstrates the 

negative pathways that can often follow from exclusion, indicating the need for 

intervention. The issues and difficulties in AEP in NI have been outlined, with a 

lack of support from professional services, being a key one. Thus, the aim of the 

present study is to explore whether an evidence-based psychological treatment 

could be successfully implemented into alternative education settings that would:

1. engage alienated students found to have experienced traumatic events;



50

2. alleviate trauma symptoms;

3. reduce anti-social behaviour;

4. be practical and cost-effective;

5. be sustainable.

1.3.14i Cognitive Behaviour Intervention for Trauma in Schools (CBITS)

Researchers in America (Stein et al. 2003) developed, and evaluated, a cognitive- 

behavioural therapy school-based group intervention to reduce symptoms of 

trauma and depression and to improve psychosocial functioning and classroom 

behaviour in students, aged 8-15 years. The Cognitive Behaviour Intervention for 

Trauma in Schools (CBITS) incorporates CBT skills in a group format (3-8 

students per group) to address symptoms of trauma, anxiety, and depression. It 

involves ten group sessions, as well as parent and teacher sessions. This 

intervention was found to be “probably efficacious” in the review by Silverman et 

al (2008).

CBITS teaches six cognitive-behavioral techniques:

• education about reactions to trauma;

• relaxation training;

• cognitive therapy;

• real life exposure;

• stress or trauma exposure;

• social problem-solving.
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Thus, the programme appears to have the trauma-specific core components found 

by Silverman et al (2008) to be common across well-established and probably 

efficacious treatments. Its application in a group format also helps overcome 

economic constraints, whilst availing of the benefits of group treatments as 

outlined. Furthermore, designed specifically for administration in schools, it lends 

itself as a potentially useful programme for Educational Psychologists to 

implement, as well as ensuring sustainability by providing teacher sessions.

1.3.14H Evidence for CBITS

Research in the US used a randomized controlled trial to evaluate CBITS. 

Participants came from areas of Los Angeles renowned for gang violence. 

Children in the CBITS intervention group (n=65) had significantly greater 

improvement in trauma and depressive symptoms compared to those on the wait 

list at a three-month follow-up. Parents of children in the CBITS intervention 

group also reported significantly improved child functioning compared with 

children in the wait-list group. Furthermore, these improvements continued to be 

seen at a six months follow-up (Stein et al, 2003). Interestingly, improvements in 

classroom behaviour, as reported by teachers, were not found. The authors suggest 

varying reasons for this, including disagreement about symptoms in children as 

rated by children, parents, and teachers being common in studies using multiple 

informants; students’ classroom behaviour is affected by many factors, not only 

the child’s mental health; there may be a time lag before children’s emotional 

improvement translates into improved classroom behaviour.

An important limitation to this study is that none of the informants were blinded to
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the treatment condition, which may have affected the post-intervention 

evaluations. Thus, using blinded evaluators is an important step for future 

research, to provide an objective rating of outcomes.

CBITS was also found to be effective in reducing PTSD symptoms and depressive 

symptoms in Latino immigrant children in the USA who had been exposed to 

community violence, compared to a waitlist control group, post intervention and at 

3-month follow-up. 152 children aged between 8-15 years were included in the 

intervention group in this quasi-experimental study (Kataoka et al, 2003).

In a review of effective interventions for trauma symptoms in children, Little et al 

(2011) report that the CBITS intervention has been evaluated by the National 

Registry of Evidence-based Programmes and Practices (SAMSHA, 2010) and 

received outcome ratings of 3.1 out of 4.0 for PTSD symptoms, 3.0 out of 4.0 for 

depression symptoms, and 3.4 out of 4.0 for psychosocial dysfunction. CBITS has 

been used with children who have been exposed to violent acts (Stein et al., 2003), 

natural disasters (Cohen et al., 2009, Jaycox et al., 2010, Walker, 2008), or been 

physically injured/ abused (National Child Traumatic Stress Network, 2012). 

Since it was first implemented in 2000, CBITS has been used widely across the 

US, and with different cultural groups including African Americans (Jaycox et al., 

2010), Latinos (Kataoka et al., 2003) and Native Americans (Morsette et al., 

2009). Thus, CBITS has been implemented in diverse cultural settings, as it can be 

implemented using a flexible approach, which is both culturally informed and 

maintains fidelity to treatment protocol (Ngo et al, 2008).
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1.4 Conclusions

This review is purposefully rather wide-ranging and exploratory in nature, as it is 

trying to shed some light on the adverse life events young people excluded from 

mainstream education may be experiencing, how they have been affected by them, 

and the nature of the trauma they may be experiencing. We have seen that young 

people excluded from mainstream education tend to come from socially 

disadvantaged areas and are more likely to be exposed to the interactive mix of the 

impact of the conflict, mental ill-health and community violence. NTs somewhat 

unique context as a “setting of protracted conflict” has been considered, along with 

the harmful effects of non-sectarian community violence, family conflict, parental 

mental health difficulties, and social deprivation. Furthermore, the literature 

reveals a lack of research on females, both in terms of alternative education and 

the impact of social exclusion/deprivation in Northern Ireland. Given the increase 

in female students attending AEP, along with this gap in the literature, female 

students are therefore a focus for this study, in terms of gaining some 

understanding into their adverse experiences and how they might be engaged using 

a mental health intervention.

The review is also exploratory in that research into this area, specifically young 

people excluded from education in NI, is extremely lacking and thus it was felt 

important to consider many different variables. A social-ecological perspective 

lends itself to such an approach and also provides a helpful model from which to 

consider what interventions might be most appropriate and effective. Taking the 

literature into consideration, it is felt that CBITS, as a group-based, school-based, 

evidence-based CBT intervention for trauma may be a helpful and productive way
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for Educational Psychology to play a role in helping AEP settings engage their 

young people who have been negatively impacted by adverse experiences. 

Delivering a group-based intervention coincides with a social-ecological model, 

addressing issues and difficulties as part of a peer group, while individual sessions 

still allow for individual-personal factors to gain attention and focus. Furthermore, 

by involving parents and teachers in the intervention, it address the wider school, 

family, and community levels, key to a social-ecological framework.



55

Levels of the social 
ecology to consider:

m Community
• Social problem solving- negative social environment

• Parent sessions
Family • Psychoeducation

- relationships with parents •Worksheets for home

School
- relationships with staff ’ Teacher sessions

- staff understanding * Psycltoeducation

Peer Group • Group sessions
- social identities • Psychoeducation
- peer influences • Relaxation training

Child • Individual sessions
- self-schemas ■ Cognitive therapy

-normative beliefs • Exposure

Figure 2: How CBITS applies to a social-ecological framework
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1.5 Research Questions

This research is concerned with evaluating the usefulness of CBITS as an 

intervention for female AEP students who have experienced traumatic events, in 

two main regards - how well it engages participants and how well it effects 

changes in symptoms. Thus, the research questions are concerned with both 

process evaluation and outcome evaluation;

Engagement: Will the intervention be successful in engaging female students 

and involving staff and parents?

1 a) How do female students attending AEP, presenting with trauma symptoms and 

known to have experienced stressful life events, engage with a school-based, 

group-based mental health intervention?

lb) What factors within the intervention and its delivery facilitated female student 

engagement?

1 c) How do staff respond to a school-based mental health intervention for female 

students?

Id) How do parents respond to a school-based mental health intervention for their 

children?

Effectiveness: Will the intervention be successful at improving symptoms?

2a) How does a school-based group-based mental health intervention affect trauma 

and depressive symptoms (e.g. anxiety, anger, depression) in female students 

attending AEP?
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2b) How does a school-based, group-based mental health intervention affect 

psychosocial functioning in female students attending AEP?
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2. Empirical Paper

Implementing a school-based mental health programme with 

female students attending alternative education found to have 

experienced, and been affected by, difficult life events.

An explanatory case study with embedded units.

Word count: 15,022
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2.1 Abstract

Aim: To explore how 6 female students would engage with a group-based mental 

health intervention in an alternative education setting, and whether such an 

intervention would be effective at alleviating trauma and depressive symptoms, 

and improve psychosocial functioning.

Participants: 6 female students aged 15 years old took part in the intervention. 

Four staff members participated in qualitative interviews and 29 members of staff 

completed feedback surveys.

Method: A mental health programme was delivered to two groups, each with 3 

students. The programme involved ten sessions delivered over a 5-week period. 

Participants’ trauma symptoms, depressive symptoms, and psychosocial 

functioning were measured pre- and post-intervention. Participants also took part 

in semi-structured interviews to gain insight into their experience of the 

programme. Two staff members were interviewed prior to the intervention to 

determine whether the intervention would be appropriate while two other staff 

members were interviewed on completion of the programme to determine whether 

staff had noticed any changes in the girls during the course of the intervention.

Results: All participants showed positive changes in a number of symptoms on 

completion of the programme. However, changes were variable and some negative 

changes were also observed. All participants reported to enjoy the programme and 

find it helpful. Staff reports towards the programme were very positive.

Conclusions: As a first step towards working with disengaged students excluded 

from mainstream education, this study illustrates the usefulness of group-based,



60

school-based mental health programmes for students with social and emotional 

difficulties.
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2.2 Introduction

In Northern Ireland (NI), post-primary students who have been excluded from 

mainstream education often attend Alternative Education Provision (AEP), which 

falls under the larger umbrella term Education Other Than At School (EOTAS). 

AEP is generally considered to be provision for students with Social, Emotional, 

Behavioural Difficulties (SEED) who have been excluded from mainstream 

education, either on permanent or temporary basis. A similar service in other parts 

of the UK is known as Pupil Referral Units (PRU).

Very little work has been carried out in Northern Ireland regarding AEP, and as 

such it is very difficult to give clear facts about the difficulties of the students who 

attend, and outcomes of AEP. An exception to this is an extensive longitudinal 

piece of work carried out by Kilpatrick et al (2007), which highlights key issues 

concerning alternative education in NI. While some success in engaging learners is 

reported, this research reports that, in general, services for young people attending 

AEP are severely lacking. As Kilpatrick et al (2007) point out, it seems puzzling 

that there is least educational support for those young people whose needs appear 

to be greatest. These concerns are echoed in a report carried out by the NI 

Commissioner for Children and Young People (NICCY, 2008), which reports that 

AEP are poorly resourced and receive little external professional support. 

Furthermore, attendance can be seen as stigmatizing and can further alienate 

young people who are already marginalized.

Indeed, Kilpatrick et al (2007) reported AEP students to be typically alienated, 

vulnerable young people, who came from single-parent families, have been
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subjected to a range of social related problems which can include mental ill-health, 

and are at a risk of social exclusion. Furthermore, the trajectory for young people 

excluded from mainstream schooling is not a positive one. According to Duncan 

and McCrystal (2002), young people excluded from mainstream schooling are a 

vulnerable group who are at a high risk of experiencing social disaffection and are 

more likely to find themselves involved in anti-social behaviour. School exclusion 

is associated with educational underachievement, social alienation and criminality, 

which result in serious costs for young people themselves and society as a whole.

Interestingly, research indicates that male students have dominated AEP, and 

female students, and their needs, can be somewhat overlooked (Lloyd & O’Regan, 

1999). On an international level, research has some interesting findings that 

support the idea that anti-social behaviour by female adolescents is on the increase 

(e.g. Washington, 2008; Morley et al, 2000; Zhang, 2008). Relating it more 

specifically to the NI context, the Young Life and Times Survey (Schubotz, 2010) 

reports that adolescent females have tended to report worse mental health than 

males across all years and report higher levels of self-harm. Female students 

attending AEP are perhaps an especially vulnerable and somewhat neglected group 

empirically, and research needs to spend greater time addressing their needs.

Evidence of the detrimental pathways that often follow for AEP students clearly 

indicates the need for targeted and specific intervention. However, internationally, 

researchers criticize the lack of empirical research into interventions in alternative 

education settings (Van Acker, 2007; Kilpatrick et al., 2007; Zhang, 2008). 

Furthermore, many intervention strategies that have been used in AEP, appear to 

have a focus on behavioural strategies, for instance Functional Behavioural 

Assessment (Turton et al, 2011), Positive Behavioral Interventions and Supports
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(Homer, Sugai, & Anderson, 2010), and the Behavior Education Programme 

(Crone, Hawken, & Homer, 2010). Such an emphasis on behaviour neglects 

contributing psychological and emotional factors, as well as wider social factors.

This is important, as young people excluded from education in NI are more likely 

to come from areas of social deprivation (NICCY, 2008). Such areas have been 

significantly linked with a range of challenges, particularly mental health problems 

and greater impact of the political conflict existent in NI (Fay et al, 1998; O’Reilly 

& Browne, 2001). Thus, in considering wider psychological, social and emotional 

factors, it may also be productive to take NTs status as a “post-conflict” setting 

into account. Despite a status of peace, conflict continues to resonate throughout 

many local communities (Jarman, 2004; Poole, 2004; Stewart & Thomson, 2005). 

Thus young people in NI can experience both the violence and anti-social 

behaviour that exists in every society, but also the more context-specific sectarian 

violence and conflict that exists in NI. This is noteworthy because research 

indicates that exposure to sectarian conflict is more harmful emotionally than 

exposure to non-sectarian conflict (Goeke-Morey et al, 2009) and has a more 

detrimental impact on child adjustment (Cummings et al, 2012). Furthermore, 

Lever and James (2000) argue that political violence has uniquely different 

consequences for individuals due to its wide-ranging, societal-level affects. Thus, 

it is proposed here that for some young people who “end up” in alternative 

education, exposure to adverse experiences such as social deprivation and conflict, 

both sectarian and non-sectarian, may be an important contributing factor to their 

SEBD.

A helpful framework for understanding how political conflict may impact young 

people is provided by Cummings et al (2012) who adopted a social ecological
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perspective to explore the idea of different pathways through which political 

conflict can impact on child adjustment. This holistic approach demonstrates the 

need to take various individual and societal levels into account. It may be usefully 

applied to this context as it can be related to a framework suggested by Cross 

(2002) to use when thinking about intervention for adolescents excluded from 

mainstream education; Bronfenbrenner’s (1986) four spheres of influence that 

affect the way adolescents act and react in life situations; family, school, peers, 

and work/play. In other words, one cannot presuppose why a child is feeling 

alienated simply by observing that child’s behaviours in a single setting, as the 

above mentioned interventions do. To discover why adolescents become alienated 

or begin to behave anti-socially, we must begin to consider their wider context.

A mental health programme that may lend itself to this wider social-ecological 

approach is called Cognitive Behavioural Interventions for Trauma in Schools 

(CBITS). CBITS is a group-based, cognitive behavioural therapy programme 

designed to be delivered in a school setting that includes parent and teacher 

sessions, as well as group and individual sessions for the students. By delivering 

the intervention in a group setting, the importance of the peer group is immediately 

recognized, whilst also providing individual sessions to ensure participants feel 

supported. Using a cognitive behavioural approach allows for the young people’s 

psychological and emotional difficulties to be focused upon, as well as their 

behavioural issues. CBITS has been widely reported to improve psychosocial 

functioning and alleviate trauma and emotional symptoms in a number of school- 

based studies (Stein et ah, 2003, Jaycox et al, 2009, Walker, 2008, Kataoka et al, 

2003, Jaycox et al, 2010). More information on this research and CBITS can be 

found in Paper 1.
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Thus, the present study aims to implement an intervention in an AEP setting that 

fits with a social-ecological model and so targets students’ social and emotional 

well-being, as well as taking into account the wider family and social contexts. It 

is suggested that CBITS may be an appropriate intervention that fits this approach.

2.2.1 Research Aims:

To explore whether a group-based, school-based mental health intervention is 

effective at alleviating trauma symptoms and depressive symptoms, as well as 

improving pro-social behaviour.

To explore how female students will engage with the intervention.

To explore how parents and teaching staff will respond to the intervention.
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2.3 Method

2.3.1 Ethical Considerations

The research process paid due regard to the Health and Care Professions Council 

(HCPC) Standards of Conduct, Performance and Ethics (HCPC, 2012) and the 

British Psychological Society’s (BPS) Code of Ethics and Conduct (BPS, 2009). 

Ethical approval for the research was granted by the Queen’s University Research 

Ethics Committee7 (see Appendix 2).

2.3.2 Context

Two AEP Centres were involved in this study, each receiving the intervention 

programme with a small group of students. One AEP centre was located in Belfast 

Education and Library Board (BELB) and the other in South Eastern Education 

and Library Board (SEELB). These two ELBs differ in their AEP service, with the 

BELB providing one large centre to cater for its area and the SEELB providing 

four separate smaller centres to cater for its area (one of which was involved in the 

intervention). Thus, difference in size and student numbers is a key difference 

between these two settings (BELB centre student number = 62, SEELB centre 

student number = 18), which has ripple effects in how the centres are differentially 

run and organized. Therefore, it was felt more representative to include a group 

from both settings.

7 Given the vulnerable nature of the students involved and the sensitive topics being explored, the 
researcher made particular consideration to ensure that the research would not cause participants’ 
undue stress of anxiety
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2.3.3 Participants

(i) Students

Both groups consisted of three students*. Thus, six female students participated in 

the intervention programme. Criteria for inclusion were as follows:

• Attending an AEP centre

• Female

• Aged between 13-16

• Had been exposed to one or more adverse life events*

• Shown to be affected by the adverse life event(s)*

• Presenting with trauma symptoms, depressive symptoms, or psychosocial 

difficulties*

• Parental consent obtained

• Participant consent obtained

(*see “Measures” section for further details)

(ii) Staff

Four members of staff took part in interviews. The principal of each centre was 

interviewed prior to the intervention. On completion of the intervention, two other 

members of staff were interviewed, again one from each centre. These staff 

members were selected on the basis that they had a pastoral role within their centre 

and had daily interactions with the student participants. 29 members of staff 

completed a feedback survey on completion of the intervention.

8 The SEELB group initially consisted of four students. However, one participant was excluded 
from analysis as she attended less than half of the intervention (3 out of 10 sessions). While reasons 
for her non-attendance are considered relevant and will be discussed later, her data are considered 
invalid as she missed the majority of the intervention
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(iii) Parents

Each participant’s parents/guardians were asked to complete pre- and post

intervention questionnaires, and attend two parent sessions at which they could 

provide verbal feedback. However, no parents/guardians completed 

questionnaires, and only one parent attended one parent session.

2.3.4 Design

To gain thorough insight into the usefulness and effectiveness of the CIBTS 

programme with this specific population, an explanatory embedded case study 

design was selected, with both qualitative and quantitative research methods used. 

A case study is an empirical inquiry that investigates a contemporary phenomenon 

in depth and within the real-world context, which was felt to be important for 

capturing the challenges of working within an AEP setting. Furthermore, case 

study design is considered a valuable method for evaluating and developing 

interventions (Baxter & Jack, 2008). Because the case study approach adopted was 

explanatory in nature, meaning its purpose is to explain how or why some 

condition came to be (Yin, 2014), this design lends itself to understanding not just 

if the intervention works, but how and why it works (or not). Thus, this design 

allows both outcome and process evaluation. Furthermore, by using embedded 

units (i.e. two centres, six participants, and four staff informants), the evidence is 

considered to be more compelling and “powerful” (Baxter & Jack, 2008, p.550) as 

the data can be analysed within and across the subunits.
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Thus, an embedded case study design allowed the collection and analysis of data 

on a within- and across-participant basis9, while a mixed methods research 

approach was utilized in order to, as Yin (2014) outlines, address more 

complicated research questions and collect a stronger array of evidence than can 

be achieved by any single method alone. The figure below therefore demonstrates 

that the unit of analysis (“case”) being investigated was the intervention (CBITS), 

using embedded units in order to gain multiple sources of information.

Case:

CBITS

How will students 

engage with it? 

How will it effect

Unit: Staff informants -
how did staff feel towards 

the program?

Unit: Across participants
- how was the program 

helpful/effective?

Unit: Within participants
- how did the program 
impact on symptoms?

trauma and depressive symptoms?

Figure 3 An embedded case study design - where CBITS is the "case” under 
study, using a number of embedded sub-units

Embedded units also allows for analysis between units, however it was not an aim of this study 
to explore differences between participants or between the two centres, as this could be an entire 
research project in and of itself. Rather, two centres were selected in order to represent ELB 
Alternative Education Provision in Northern Ireland
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2.3.5 Measures

Prior to the intervention, students were identified as meeting the criteria through a 

separate screening process10 using the following measures;

• Life Events Checklist (LEC) (Gray, Litz, Hsu & Lombardo, 2004).

• The Children's Revised Impact of Events Scale (CRIES) (Perrin, 

Meiser-Stedman, Smith, 2005).

Outcome measures used in present study (for full details see Appendix 3):

• The Trauma Symptoms Checklist for Children" (TSCC) (Briere, 1996).

• Child Depression Inventory (CDI) (Kovacs, 1985).

• Pediatric Symptom Checklist12 (Jellinek et al., 1988).

• The Strengths and Difficulties Questionnaire (SDQ) (Goodman, 1997).

10 This was a separate research study undertaken by another trainee Educational Psychologist
11 The TSCC was used as both a screening and outcome measure
12 This measure was not included in analysis as no parent/guardian returned completed measures



71

\r
Cases identified 
from screening 

process as 
suffering from 

traumatic 
experiences 

(separate 
research study)

Develop 
theoretical 

framework to 
help identify 
appropriate 
intervention

aocial-ecologica 
framework 

utilised - CBITS 
program 
identified

Design data 
collection 
protocol

Mixed methods, 
embedded case 

study design

Formative 
evaluation: 
Exploratory 

interviews with 
AEP centre 
principals - 
intervention 
considered 
appropriate

| Pre-
[ intervention 
t data collection
1 ■ measures

administered to 
female student 
participants, 
their parents 
and teachers

Figure 4 Stages of research



72

2.4 Procedures

There were three main stages to this research that will be discussed in this paper:

• Formative evaluation: Exploratory interviews conducted to inform the 

choice and implementation of intervention

• Delivery of the programme, which included;

o Completion of pre-intervention measures 

o Completion of post-intervention measures

• Summative evaluation: Comparison of pre- and post-intervention measures 

and post-intervention feedback from key informants (i.e. participants and 

staff).

2.4.1 Formative Evaluation 

2.4.1i Exploratory interviews

The research began with exploratory interviews with the principals of the BELB 

and SEELB AEP centres, in order to gain insight into whether a mental health 

programme could be of benefit to students and what sort of challenges/difficulties 

should be targeted. Aiming to deliver as practical and appropriate an intervention 

as possible, these interviews helped determine whether CBITS would be 

appropriate and whom it could be targeted towards. A number of key themes 

across these two interviews emerged which indicated that a mental health 

programme would be very appropriate, indeed needed. A very brief summary is 

reported here, with quotes to illustrate the key points in Appendix 7.

Both principals felt a mental health programme would be very appropriate for their 

students. They felt that psychology input for their service had been, or was
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currently, lacking or misplaced, i.e. not addressing key issues. This need perhaps 

stems from the fact that both also consider that the type of student attending AEP 

has changed significantly in the last few years with students now presenting with 

much more complex needs and mental health issues, as opposed to just 

behavioural problems. Both principals also described a significant increase of 

female students attending and the associated challenges with this. Trauma, or 

traumatic experiences, were identified by both principals as important areas that 

needed greater focus with their students. As one principal said, “almost without 

exception they will have had issues and elements that no girl their age should have 

had to endure”. Finally, family and social factors were identified as significant 

challenges in both centres.

Following these interviews, it was felt that CBITS, as a mental health programme 

that targeted trauma symptoms and included sessions that targeted wider contexts 

(i.e. peer group, school, and home) would be an appropriate intervention to trial 

with these students. Further, to be of most practical use to the centres it was 

decided to run it specifically with female students.

2.4.2 Implementation of the Intervention

2.4.2ii Completion of pre- and post-intervention measures

The six participants completed measures prior to beginning the programme, and 

again on completion of it, providing pre- and post-scores for each measure. A class 

teacher considered to know the student well was also chosen for each participant, 

to complete the SDQ (Teacher-report version) prior to the student beginning the 

programme, and again when the student had finished it. A parent/guardian was 

also asked to complete the SDQ (parent-report version) and the Pediatric Symptom
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Checklist (parent-report version) prior to their child beginning the programme, and 

again on completion. However, no parent/guardian returned completed 

questionnaires, despite multiple letters, phone calls and home visits by the 

researcher. This is considered a significant limitation to the research, reducing the 

desired triangulation and will be discussed further. A summary of the measures 

used and completed by whom at which stage is illustrated in the table below;

Table 1: Summary of measures used to assess changes in trauma and depressive symptoms, and 

psychosocial functioning

Participant-report 
Pre- and Post
measures

Teacher-report Pre- 
and Post- measures

Parent-report Pre- 
and Post- measures

The Trauma
Symptom Checklist 
for Children

Strengths and
Difficulties
Questionnaire

The Pediatric
Symptom Checklist 
(none returned)

Child Depression 
Inventory

Strengths and
Difficulties 
Questionnaire 
(none returned)

Strengths and
Difficulties
Questionnaire

2.4.2iii The Programme

The CBITS programme is a school-based group intervention designed to reduce 

symptoms of trauma, depression, and behavioral problems; improve peer and 

parent support; and enhance coping skills among students exposed to traumatic 

events, such as community violence, abuse, domestic violence, and accidents. It 

involved ten sessions, which were delivered twice weekly over a five week
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period13 by two Trainee Educational Psychologists, here on referred to as the 

programme facilitators. Sessions were held at the same time each week, having 

collaborated with both students and teachers to ensure participants would not miss 

out academically or socially. Sessions were approximately one hour long. The 

BELB group took place in April/May 2013 and SEELB group took place in 

September/October 2013. In each centre, a room was allocated for the sessions, 

creating a consistently private and safe environment for the participants. Drinks 

and snacks were provided.

Each session introduced a new set of techniques by a mixture of didactic 

presentation, age-appropriate examples and games to solidify concepts, and 

individual work on worksheets during and between sessions. Six key cognitive 

behavioural techniques were taught to students: Education about reactions to 

trauma, relaxation training, cognitive therapy, real life exposure, stress or trauma 

exposure and social problem-solving. Participants also had 1-3 individual sessions 

with the programme facilitators in order to prepare them for the exposure sessions 

and provide an opportunity for participants to discuss anything they did not feel 

comfortable sharing in the group. See Appendix 8 for an outline of the 

programme.

Teachers were invited to attend a teacher session and parents invited to attend two 

parent sessions. The purposes of these sessions were to provide parents and 

teachers with education about trauma and the cognitive behavioural techniques 

their children were learning to help manage trauma symptoms. A total of 29

13 . .Typically, this programme is delivered with once weekly sessions over a ten week period, 
however following advice from the AEP staff, it was felt delivering the programme in a shorter 
time span would result in less interferences from school holidays as well as greater participation by 
students as once as week may be too spread out for them
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teachers were involved in the teacher sessions (across both centres). However, 

only one parent attended a parent session. Reasons for, and implications of, this 

are discussed later.

2.4.3 Summative Evaluation

2.4.3i Post-intervention Interviews

On completion of the programme, each participant completed a semi-structured 

interview with the researcher to provide greater insight into their experiences of, 

and feelings towards, the programme. For the interviews, a semi-structured format 

was adopted as this combines a degree of focused information gathering with 

flexibility for exploration (Robson, 2002; Smith, 1995) (see Appendix 9 for 

interview questions).

On completion of the intervention, a staff member from each centre was 

interviewed to gain insight into whether they felt the programme had been of 

benefit to the students involved and to the staff/centre as a whole. These staff were 

selected on the basis that they had a pastoral role within their centres and were 

considered to have the most interactions with, and knowledge of, the students 

involved, particularly in terms of their emotional well-being. Interviews were 

semi-structured (see Appendix 10).

2.4.3ii Staff Survey

Finally, having attended the staff session of the programme, on completion of the 

intervention as a whole, staff14 were surveyed to explore whether they felt mental 

health programmes were of use in their centres and whether they had noticed 

changes in the students involved (see Appendix 11).

14 Staff included teachers, teaching assistants, and youth workers
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2.5 Analysis

2.5.1 Quantitative data

Pre-intervention and post-intervention scores were compared using descriptive 

statistics for each individual case, in order to determine whether trauma and 

depressive symptoms had decreased and psychosocial functioning had improved 

from pre-intervention to post. Changes in TSCC and CDI scores were also 

compared to the standard error of difference (SED) for each scale, to determine 

whether any observed changes were greater than what might be expected due to 

random error from testing at two different time points and therefore likely the 

result of significant change in an individual’s symptoms. The SDQ does not 

provide information on the necessary reliability coefficients to calculate standard 

error of difference, thus only descriptive statistics are used for that measure.

2.5.2 Qualitative data

Qualitative data comprises of data collected during group sessions (e.g. field notes 

of programme facilitators and drawings, story-boards and written work by 

participants) and interviews with the student participants and staff members. 

Interviews were analysed using thematic analysis. Thematic analysis is a method 

for identifying, analyzing, and reporting patterns (themes) within data. However, it 

also goes further than this and interprets various aspects of the research topic 

(Boyatzis, 1998). In the case of the student participants, interviews were first 

analysed individually to gain insight into how each participant experienced the 

intervention and to elucidate and expand upon their quantitative data. Interviews 

were then further analysed looking for themes that were common across
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participants. Similarly, staff interviews were analysed looking for themes across 

the different centres. A critical realist approach was used in this analysis. This 

epistemological position is discussed in Paper 3.

Analysis of transcripts began by the researcher developing an in-depth knowledge 

of the data through constant reading of it. Data was coded using the six-stage 

thematic analysis procedure documented by Braun and Clarke (2006). The phases 

are as follows: gaining familiarity with the data, generating initial codes, searching 

for themes, reviewing themes, defining and naming themes and producing the 

report (See Appendix 12 for examples of the coding process and development of 

themes used in the present study). An independent researcher in the university 

reviewed the interviews and themes developed by the researcher, finding 

consistent agreement.
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2.6 Results

In order to evaluate the CBITS programme, as set out by the research questions, 

results are presented in an integrated manner, as follows:

Firstly, a short descriptive background is presented for each student participant, 

followed by her pre- and post-intervention scores, which are presented both 

numerically and graphically, in order to address the research questions concerned 

with effectiveness (Research Questions 2a and 2b). Data related to the student 

participants are presented individually in order to gain a detailed insight into how 

the intervention affected symptoms. Across-case analysis of student quantitative 

data is later presented in order to identify possible trends in symptoms affected;

Secondly, in order to address the research questions concerned with how well the 

programme engaged the student participants, qualitative data from their interviews 

and group sessions are presented (Research Questions la and lb). Again, across- 

case analysis is later presented to identify themes across student participants’ 

experience of the programme;

Lastly, to address the research questions concerned with staff and parent response 

to the intervention (Research Questions 1c and Id), data from post-intervention 

staff interviews and survey are presented. Very limited parent information, due to 

lack of parental response, is also presented.

Summary of presentation of results:
Individual presentation of each student participant’s data

• Quantitative (effectiveness)
• Qualitative (engagement)

Across student participant data
• Quantitative (effectiveness)
• Qualitative (engagement)

Feedback from staff
• Qualitative (engagement)

Feedback from parent
• Qualitative (engagement)
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2.6.1 Participant l15 

2.6.1 i Background

Pamela16 is 15 years old and in her second year of alternative education at the time 

the research was carried out. School report longstanding family issues, particularly 

a very controlling father, who is extremely aggressive and involved in 

paramilitaries. Pamela is emotionally very unstable and can be physically violent 

and aggressive - school report that people can be afraid of her. School fdes report 

the home environment to be aggressive and controlling. There are also 

unconfirmed suspicions of sexual abuse.

From the screening process prior to the intervention, Pamela indicated that she had 

experienced the sudden unexpected death of someone close to her, had witnessed 

physical violence, and had been exposed to a “war-zone” (referring to riots). Her 

score on the Children’s Revised Impact of Events Scale17 (CRIES) was 42, 

indicating that she had been significantly impacted by negative events.

2.6.1ii Engagement with the programme

Pamela’s attendance at the AEP could be sporadic and there was some concern 

that she might not engage with the programme. However, her attendance was good 

(7 out of 10 group sessions) and she caught up with sessions she missed in 

individual sessions with the programme facilitators. Initially very quiet in sessions, 

Pamela became a very active and vocal member of the group and engaged well 

consistently. At the beginning of the programme, Pamela identified feeling angry 

and upset as the main feelings she wanted to focus on.

15 Participants 1-3 are from the BELB group, while participants 4-6 are from the SEELB group)
16 All names have been changed throughout this report to protect the identity of those involved
17 Scores over 30 indicative of PTSD (Perrin, Meiser-Stedman, & Smith, 2005)
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2.6.1iii Quantitative data

The Trauma Symptom Checklist for Children (TSCC):

Table 2: Pamela’s scores in the TSCC from Pre- to Post-intervention

Anx Dep Ang PTS Dis Dis-
0

Dis-
F

sc SC-
P

SC-
D

UND HYP

T-score
Pre

73* 70* 75* 69* 65* 68* 58 64** 54 76* 42 82

T-score
Post

61** 65* 65* 63** 74* 73* 63* 41 43 41 42 70

Change -12 -5 -10 -6 +9 +5 +5 -23 -11 -35 0 -12

SED18 2.4 2.9 3.1 3.4 2.9 2.3 0.9 1.13 0.9 0.4 NA NA

Raw
score
change

-6 -3 -6 -4 +5 +2 +1 -5 -2 -3

Change
greater
than
SED

V V V V X V V

V indicates a statistically reliable change 
‘Clinically significant score 
“Score suggestive of difficulty

Key:

Anx = Anxiety Dep = Depression

Ang = Anger PTS = Post Traumatic Stress

Dis = Dissociation Dis-O = Dissociation Overt

Dis-F = Dissociation Fantasy SC = Sexual Concerns

SC-P = Sexual Concerns Preoccupation SC-D = Sexual Concerns Distress

UND = Under-response HYP = Hyper-response

' SED =

X2 - Xt

= ^2{SEM) 2 5

where SEM = standard error of measurement xf^7x

S rwhere x = standard deviation of the scale, 1 x- the estimated reliability coefficient of the scale.

SED is based on changes in raw scores
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Figure 5 Graph illustrating changes in Pamela's trauma symptoms from pre- to post-intervention

Pamela shows meaningful improvements in many areas of trauma symptoms, i.e. 

greater than what could be expected due to testing at different time points and 

therefore indicative of “true” change. Her greatest improvements are seen in the 

areas of anxiety, anger, and sexual concerns, while meaningful reductions in PTS 

and depression were also found. Importantly, anxiety, PTS and sexual concerns 

have decreased sufficiently to no longer be in the clinical range. One area that did 

not improve and indeed appears to have significantly increased is that of 

dissociation. The subscales indicate that the area of fantasy is where the increase 

has occurred which includes items such as pretending to be someone or 

somewhere else and daydreaming. Perhaps in dealing with difficult feelings and 

events for the first time, Pamela has engaged in some fantasy thoughts to help her

feel better.
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Children’s Depression Inventory (CDI):

Table 3: Pamela's scores in depressive symptoms from pre- to post-intervention

Total
Depressive
score

Negative
Mood

Interpersonal
Problems

Ineffectiveness Anhedonia Negative
self
esteem

T-score
Pre

75* 59 84* 66* 71* 64

T-score
Post

66* 54 84* 66* 60 58

Change _9** -5** 0 0 .11** -6**

SED 3.7 1.7 0.98 1.3 2.1 1.4
Raw
score
change

-5 -1 0 0 -3 -1

Change 
greater 
than SED

V X X V X

* indicates clinically significant score 
** indicates clinically significant change 
V indicates a statistically reliable change

Figure 6 Graph illustrating changes in Pamela's depressive symptoms from pre- to post-intervention
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Again, positive changes can be observed as Pamela’s Total Depression score 

shows both a clinically significant and statistically reliable improvement, as do the 

subscales negative mood, and anhedonia. Negative self-esteem does not show a 

statistically reliable change, although clinically the change is considered 

significant. Two areas show no change, interpersonal problems and 

ineffectiveness.
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Strengths and Difficulties Questionnaire (SDQ) :

Table 4: Pamela's scores in the SDQ from pre- to post-intervention, as reported by 

Pamela

Self-report SDQ Emotional Conduct Hyperactivity Peer Prosocial

Scores Total Difficulties Problems Problems Behaviour

Pre 26* 8* 6* 8* 4 10

Post 24* 9* 4 9* 2 7

Change -2 +i -2 +i -2 -3

* indicates abnormal score

Figure 7 Graph illustrating changes in Pamela's SDQ scores from pre- to post-intervention, as reported 
by Pamela

Changes are slightly more inconsistent in terms of Pamela’s social, emotional, and 

behavioural difficulties. Some important improvements are seen, with her overall 

score reducing, although still remaining in the “abnormal” range. Conduct 

problems and peer problems improve, and indeed Pamela did report improved 

relations with her peers following the group sessions. However, emotional 

difficulties show a slight increase - this may be due to increased exposure to her
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emotions through the programme, which Pamela reported as being a new 

experience for her. Pro-social behaviour shows a decrease, however it does remain 

in the normal range.

Table 5: Pamela’s changes in SDQ scores from pre- to post-intervention, as 

reported by her teacher

Teacher- SDQ Emotional Conduct Hyper- Peer Prosocial

report Scores Total Difficulties Problems activity Problems Behaviour

Pre 23* 8* 5* 6 4 5

Post 21* 7* 3 7* 4 5

Change -2 -1 -2 +1 0 0

* indicates abnormal score

Figure 8 Graph illustrating changes in Pamela's SDQ scores from pre- to post-intervention, as reported 
by teacher

Although very slight changes, a general trend of improvement can be seen from 

the teacher’s report, with the overall total difficulties score reducing (although 

remaining in the “abnormal” range), along with emotional difficulties and conduct
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problems. Peer problems and prosocial behaviour show no change, remaining in 

the normal range, and hyperactivity has increased slightly.

2.6.1iv Qualitative Data:

During the exposure sessions of the programme, Pamela drew pictures of events 

that had happened to her or she had witnessed which then helped her be able to 

talk about them to the group and process her feelings towards them.

Figure 9 Picture drawn by Pamela during the programme depicting her hand bleeding 
and the door broken following a physical fight with her parents

Indeed, a key aspect of the programme for Pamela appears to have been feeling 

like she could speak about the events that had happened to her and how she felt
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about them, perhaps for the first time. For instance, when asked what she liked 

about the programme;

“Fow could express your feelings...aye and you could try and get your anger 

problems solved”

Similarly, when asked what she found helpful;

”Just, like, being able to talk about it. ‘Cos it lets you just get it all out ... instead 

of like, keeping it all, like in, bottled up ”

Pamela reported finding the exposure sessions, such as the one where she drew the 

above picture, particularly helpful, as well as commenting on the benefit of the 

group aspect for her;

“Just ‘cos you could talk about it when you couldn 7 before. And then you knew 

somethin ’ happened them ones as well and it wasn 7 like just you...

Pamela’s feedback depicts the new found ability she feels she has in being able to 

express how she is feeling and also to control her anger, which was a key aim for 

her at the beginning. Overall, Pamela reported liking the programme, finding it 

useful, feeling more able to manage stressful events and control her emotions.
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2.6.2 Participant 2 

2.6.2i Background

Carla is 15 years old and in her second year of alternative education at the time of 

intervention. School fdes report an extremely abusive family background. Carla 

has had pervasive child protection issues since she was a young child as her 

mother’s partner is on the sex offenders list. Abuse and neglect led to Carla being 

taken into care and she now lives with her aunt. The head of pastoral care in the 

AEP describes Carla’s childhood as “chaos at its height”.

From the screening process prior to the intervention, Carla indicated that she had 

been exposed to a number of serious accidents, life-threatening injury, assault with 

a weapon and sudden, violent death. Her score on the CRIES was 34, indicating 

that she had been significantly impacted by negative events.

2.6.2ii Engagement with the programme

Carla’s engagement with the programme was inconsistent, although her attendance 

was good, attending 8 out of 10 group sessions and catching up on what she had 

missed in individual sessions. During some sessions Carla was highly engaged, for 

instance providing examples from her own life to work on, giving suggestions for 

relaxation strategies, and offering emotional support to her peers. At other 

sessions, she was extremely quiet and reserved and did not contribute to group 

discussions. It is possible that events going on in her home life were having an 

effect on her on certain days as she had recently started to have contact with her 

mother again, which was described by her aunt as an “emotional roller coaster” for 

Carla. Anger was the main feeling identified by Carla that she wanted to focus on.
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2.6.2iii Quantitative Data

The Trauma Symptom Checklist for Children:

Table 6: Carla’s scores in the TSCC from Pre- to Post-intervention

Anx Dep Ang PTS Dis Dis-
0

Dis-
F

SC SC-P SC-
D

UND HYP

T score 
Pre

48 41 53 47 43 45 41 36 37 41 52 46

T score 
Post

46 45 45 47 47 52 41 36 37 41 42 46

Change -2 +4 -8 0 +4 +7 0 0 0 0 -10 0

SED 2.4 2.9 3.1 3.4 2.9 2.3 0.9 1.13 0.9 0.4 NA NA

Raw
score
change

-1 +2 -5 0 +2 +3 0 0 0 0

Change
greater
than
SED

X X V X X X X X X

V indicates a statistically reliable change

0J ■‘-J QJ ^ OJ J-J

Q- P a- a- P £X 0 a- P a- P cl o B-
= 2 r q

Figure 10: Changes in Carla's trauma symptoms from pre- to post-intervention



91

Despite scoring 34 on the CRIES19 in the screening process, Carla did not score in 

the clinically significant range in any of the TSCC subscales. Her highest score 

was in Anger and, importantly, this is where the biggest change was observed, 

showing a meaningful reduction. Anxiety was also seen to decrease slightly, while 

Depression and Dissociation showed small increases, however these changes do 

not exceed the SED and are therefore not indicative of meaningful change in 

symptoms. Dissociation-Overt does however indicate a meaningful increase. This 

scale reflects reduced responsivity to the external environment, emotional 

detachment and a tendency to cognitively avoid negative affect. There is thus no 

clear pattern in Carla’s TSCC scores. A possible reason for this is that they were 

all quite low to begin with, possibly due to Carla’s somewhat numbed response to, 

and denial of, difficulties in her home environment, leaving little scope for 

changes in these scores.

19 A score over 30 indicates that she had been significantly effected by negative events and likely 
to experience traumatic stress symptoms



92

Children’s Depression Inventory:

Table 7: Carla's scores in depressive symptoms from pre- to post-intervention

Total
Depressive
score

Negative
Mood

Interpersonal
Problems

Ineffectiveness Anhedonia Negative
self
esteem

T-score
Pre

60 64 54 52 60 52

T-score
Post

60 64 43 59 60 52

Change 0 0 _1 1 ** +1** 0 0

SED 3.7 1.7 0.98 1.3 2.1 1.4
Raw
Score
change

0 0 -1 + 1 0 0

Change
greater
than
SED

X X V X X X

* indicates clinically significant score 
** indicates clinically significant change 
V indicates a statistically reliable change

Figure II Graph illustrating changes in Carla's depressive symptoms from pre- to post-intervention
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Again, there is no clear pattern to changes in Carla’s depressive symptoms from 

pre- to post-intervention, with little changes observed. The only score to be both 

clinically significant and statistically reliable is an improvement in interpersonal 

problems. A clinically significant improvement is also found for feelings of 

ineffectiveness, however, as this change does not exceed the standard error of 

difference this change is interpreted with caution. A point made by the Head of 

Pastoral care in this AEP was that Carla was facing much more difficult family 

circumstances by the end of the programme than she had been at the start of it. 

Thus it may be considered a positive, and a sign of enhanced coping skills in 

Carla, that results do not indicate negative changes in Carla’s depressive and 

trauma symptoms despite these new difficulties. Increased feelings of 

ineffectiveness may also make sense in this interpretation, as it may be possible 

that Carla feels no matter what she does, difficult and stressful things continually

confront her and she has little control over them.
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Strengths and Difficulties Questionnaire:

Table 8: Carla’s scores in the SDQ from pre- to post-intervention, as reported by Carla

Self-report SDQ Emotional Conduct Hyperactivity Peer Prosocial

Scores Total Difficulties Problems Problems Behaviour

Pre 20* 8* 3 8* 1 10

Post 17* 6 2 8* 1 10

Change -3 -2 -1 0 0 0

* indicates abnormal score

Figure 12 Graph illustrating the changes in Carla's SDQ scores from pre- to post-intervention, as 
reported by Carla

Carla’s social, emotional, and behaviour difficulties show a more consistent 

pattern of improvement, with her total difficulties score reducing (although 

remaining in the “abnormal” range). Her emotional difficulties score reduced from 

the abnormal range to the normal, while conduct problems were also seen to 

reduce. Hyperactivity did not change and remains in the abnormal range, while 

peer problems remain low, in the normal range.
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Table 9: Carla’s changes in SDQ scores from pre- to post-intervention, as 

reported by her class teacher

Teacher- SDQ Emotional Conduct Hyper- Peer Prosocial

report Scores Total Difficulties Problems activity Problems Behaviour

Pre 11 7* 1 3 0 7

Post 7 5 1 1 0 9

Change -4 -2 0 -2 0 +2

* indicates abnormal score

Figure 13 Graph illustrating changes in Carla's SDQ scores from pre- to post-intervention, as reported 
by teacher

Social, emotional, and behavioural difficulties as seen by her class teacher also 

show an improvement, with the total difficulties score reducing. Similarly, the 

emotional difficulties score is lower, moving from the “abnormal” to normal 

range, as seen in the self-reported SDQ. The teacher report also sees an increase in 

prosocial behaviour following intervention, while hyperactivity decreases. 

Conduct problems and peer problems see no change, remaining low.
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2.6.2iv Qualitative Data:

Throughout the programme, Carla generally focused on traumatic or adverse 

events that had happened to her within her community, rather than within her 

home. As it is up to the participant what they choose to focus on throughout 

CBITS, Carla was not pushed towards focusing on any adverse events that had 

happened to her within the family context. It is possible that Carla, having been 

exposed to an extremely violent and disruptive environment from an early age, 

was perhaps not ready to begin to process those experiences and associated 

feelings and so began with something that was perhaps easier for her.

During the exposure sessions Carla drew pictures of events she had been exposed 

to in the social environment in which she lives. Drawing enabled Carla to begin to 

speak about these events and the feelings she had towards them.

Figure 14 A drawing by Carla during an exposure session, describing an event she had witnessed 
whereby a neighbour's house had petrol bombs thrown at it
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A key aim for Carla at the beginning of the programme was to be able to control 

her anger and when asked post-intervention if she had liked taking part in the 

programme she replied that she had, saying that;

‘7/ helped me, I can control my anger better “

Carla was able to identify that she now had greater awareness of her emotions and 

was therefore more able to control them;

"Yeah, like I know when I’m gettin ’ angry and all and / can try stop it now before 

I do something that ’ll make me feel bad after. ”

Carla identified the activities where the participants had to generate Helpful Other 

Thoughts as being of particular use to her;

"like having to think about like a problem in different ways ... And like think about 

things more before I do anything ... / can do it now and I coiddn 't before. ”

Overall, Carla reported liking the programme and finding it useful, feeling more 

aware of how stress affects her and how she can manage it.
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2.6.3 Participant 3 

2.6.3i Background

Anna is 15 years old and in her first year of alternative education at the time of 

research. School files report a “chaotic family background”. Her parents’ 

relationship broke down when Anna was a young child. Her mother had serious 

mental health issues when Anna was younger, and, in general, there is a huge 

amount of conflict between Anna and her mother. They are continuously fighting 

and her mother will be extremely aggressive towards her in public, for instance at 

the school bus in front of Anna’s peers. Her mother frequently “kicks her out” of 

home, and Anna spends some time in respite foster care.

From the screening process, Anna reported causing serious harm to others, 

witnessing physical assault, assault with a weapon, life-threatening injury/illness, 

severe human suffering, and had been exposed to a “war-zone” (referring to riots 

and physical fights against police officers). Her CRIES score of 30 indicated that 

she had been significantly affected by these adverse events.

2.6.3ii Engagement with the programme:

Anna engaged very well with the programme, attending all ten sessions as well as 

individual sessions. Generally, Anna was quiet at the beginning of sessions, 

listening to the others before contributing to the discussions and she would often 

bring in situations or problems from her own life that she wanted to work on. Anna 

worked hard at practicing new strategies and developed a very positive 

relationship with the programme facilitators, which represented a significant 

change from her initial interactions. At the beginning of the programme, Anna 

identified feeling scared and angry as the main emotions she wanted to work on.
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2.6.3iii Quantitative Data

The Trauma Symptom Checklist:

Table 10: Anna’s scores in the TSCCfrom Pre- to Post-intervention

Anx Dep Ang PTS Dis Dis-
0

Dis-
F

SC SC-P SC-
D

UND HYP

T score 
Pre

42 47 62** 44 58 52 69* 41 37 53 47 58

T score 
Post

44 56 57 42 58 61 47 36 37 41 47 46

Change +2 +9 -5 -2 0 +9 -22 -5 0 -12 0 -12

SED 2.4 2.9 3.1 3.4 2.9 2.3 0.9 1.13 0.9 0.4 NA NA

Raw
score
change

+1 +5 -4 -1 0 +4 -4 -1 0 -1

Change
greater
than
SED

X V X X V X X

*indicates clinically significant score 
**score suggestive of difficulty 
V indicates a statistically reliable change

QJ 4-> 0J 4-1

a- P ^ P ^ P

1

Figure 15 Graph illustrating changes in Anna's trauma symptoms from pre- to post-intervention
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Anna’s trauma scores show an inconsistent pattern from pre to post-intervention. 

Importantly, anger, the main emotion she wanted to work on, shows a meaningful 

reduction, that exceeds the standard error of difference. Also important, her only 

score in the clinical range pre-intervention, Dissociation-Fantasy, shows a marked 

decrease and is now in the normal range. This is of particular interest as, during 

the programme, Anna did report spending lots of time daydreaming and pretending 

to be other people. Arguably, the intervention helped her to stop using fantasy 

dissociation as a coping mechanism to deal with her stressful life events. Such an 

argument may also propose that this shift may have also played a role in the 

increased feelings of depression as she stopped resorting to fantasy to escape how 

she was feeling. However while dissociation-fantasy has reduced, dissociation- 

overt has increased (although not to the clinical range), thus it is possible Anna has 

replaced one dissociation strategy for another.
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Children’s Depression Inventory:

Table 11: Anna's scores in depressive symptoms from pre- to post-intervention

Total
Depressive
score

Negative
Mood

Interpersonal
Problems

Ineffectiveness Anhedonia Negative
self
esteem

T-score
Pre

58 59 64 52 52 58

T-score
Post

54 43 64 59 52 52

Change -4 -16** 0 +7** 0 -6**

SED 3.7 1.7 0.98 1.3 2.1 1.4
Raw
score
change

-3 -3 0 + 1 0 -1

Change
greater
than
SED

X V X X X X

** indicates clinically significant change 
V indicates a statistically reliable change

Figure 16 Graph illustrating changes in Anna’s depressive symptoms from pre- to post-intervention
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While a fairly consistent pattern can be seen in Anna’s depressive symptoms, 

generally improving from pre- to post-intervention, only negative mood shows a 

statistically significant change. However, it is important to note that clinically 

significant changes are observed in self-esteem. The only area to show a negative 

change is ineffectiveness although this change is not statistically reliable.
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The Strengths and Difficulties Questionnaire:

Table 12: Anna’s scores in the SDQfrom pre- to post-intervention, as reported by Anna

Self-report SDQ Emotional Conduct Hyperactivity Peer Prosocial

Scores Total Difficulties Problems Problems Behaviour

Pre 13 2 3 6 2 4*

Post 13 4 2 5 2 6

Change 0 +2 -1 -1 0 +2

* indicates an abnormal score

Figure 17: Graph illustrating changes in Anna's SDQ scores from pre- to post-intervention, as reported 
by Anna

Changes in Anna’s social, emotional and behavioural difficulties show little 

changes. Emotional difficulties show a slight increase, while conduct problems 

and peer problems show slight improvements from pre- to post-intervention. 

Perhaps most noteworthy is the improvement in prosocial behaviour, moving into 

the normal range post-intervention.
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Table 13: Anna’s changes in SDQ scores from pre- to post-intervention, as 

reported by her class teacher

Teacher- SDQ Emotional Conduct Hyper- Peer Prosocial
report Scores Total Difficulties Problems activity Problems Behaviour

Pre 18* 5 5* 6 2 5

Post 21* 5 5 7* 4 5

Change +3 0 0 + 1 +2 0

* indicates an abnormal score

Figure 18 Graph illustrating changes in Anna's SDQ scores from pre- to post-intervention, as reported 
by teacher
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Anna’s social, emotional and behavioural difficulties do not show the same 

changes when measured by the SDQ-teacher report. Although small, negative 

changes are observed in total difficulties, hyperactivity, and peer problems. 

Interestingly, teacher ratings of classroom behaviour and functioning in other 

studies evaluating CBITS did not show improvements (Stein et al., 2003). The 

authors offer possible reasons such as disagreement about symptoms being 

common in studies using multiple informants; students’ classroom behaviour is 

affected by many factors, not just the child’s mental health; there may be a time 

lag before children’s symptomatic improvement translates into improved 

classroom behaviour.
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2.6.3iv Qualitative data:

In both individual and group sessions, Anna spoke about the aggression she faces 

on a day-to-day basis, both within her community and her home. She found this 

quite difficult, saying she had never spoken about it before. During the exposure 

sessions, Anna found that drawing story-board type drawings of events she had 

experienced helped her work through the event and process how she felt about it.

Figure 19: Story-board by Anna to talk through a physical altercation that took place in the 
family home
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In her interview, Anna described the relaxation strategies and the alternative 

thoughts as the strategies that had helped her the most and felt that these new skills 

were helping her to control her anger, her main goal set at the beginning of the 

programme;

“Like the positive thinking things cos like I couldn ’t do that before, I’d always just 

think the worst thing. And trying to control your anger and, like, using positive 

thinking to help you do that. ”

Importantly, Anna was aware that although she was good at using these strategies 

in the group sessions, it was harder in reality;

“In the sessions I could but when it comes to actually trying to do that I dunno. It’s 

harder. But I 'm tryin'. “

Anna reported to like the exposure sessions and felt that drawing pictures had 

helped her because “It was just like, it made it easier to talk about them and all ”

Overall, Anna reported to like the programme and found it helpful. However, 

importantly, she felt that although she was more aware about how to manage stress 

and negative emotions, she felt it was not enough and felt it would be better if the 

programme could go on for longer. This was a really important insight by Anna, 

and is perhaps reflected in some of her quantitative scores that show a small but 

inconsistent trend towards improvement, i.e. this idea that she had learnt some 

helpful strategies and was beginning to use them in real-life situations but perhaps 

needed continued support to do this, especially given the stressful and aggressive

environments she faces.
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2.6.4 Participant 4 

2.6.4i Background

Zoe is 15 years old and in her second year of alternative education at the time the 

intervention took place. When younger, Zoe experienced a particularly traumatic 

period of time where her stepfather sexually abused her. When Zoe disclosed this 

to her mother, her mother did not believe her and Zoe moved out to live with her 

father. Zoe had had a close relationship with her stepfather prior to this and 

therefore experienced significant feelings of hurt, as well as huge anger and 

resentment. Following this, Zoe has also experienced situations in her community 

where older men have attempted to sexually abuse her. Due to repeated 

experiences Zoe has begun to view these situations as her own fault. Zoe is now 

living with her mother again whose relationship with the stepfather has since broke 

down due to drug abuse and violence. Zoe experiences mixed feelings towards her 

mother and there can be conflict between the two.

In the screening process prior to intervention, Zoe reported that she had 

experienced physical assault, sexual assault, other unwanted or uncomfortable 

sexual experiences, severe suffering, sudden unexpected death of someone closer 

to her, and had witnessed assault with a weapon, and sudden violent death. Her 

CRIES score of 38 indicated that Zoe had been significantly impacted by such

events.
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2.6.4ii Engagement with the programme

Zoe engaged extremely well with the programme. She missed two group sessions 

out of ten but caught up on what she had missed in individual sessions. Zoe was an 

enthusiastic and vocal member of the group from the beginning, often initiating 

discussions and offering support to the rest of the group. She frequently told the 

programme facilitators how much she enjoyed the group sessions and felt it was 

helping her. Emotions Zoe identified as wanting to work on at the beginning of the 

programme were anger and anxiety.
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2.6.4iii Quantitative data

The Trauma Symptom Checklist:

Table 14: Zoe's scores in the TSCCfrom Pre- to Post-intervention

Anx Dep Ang PIS Dis Dis-
0

Dis-
F

SC sc-
p

sc-
D

UND HYP

T score 
Pre

63** 74* 61** 58 67* 64** 68* 59 48 76* 42 70

T score 
Post

61** 56 51 63** 54 57 47 59 54 64** 42 46

Change -2 -18 -10 +5 -13 -7 -19 0 +6 -12 0 -24

SED 2.4 2.9 3.1 3.4 2.9 2.3 0.9 1.13 0.9 0.4 NA NA

Raw
score
change

-1 -10 -6 +3 -7 -3 -4 0 + 1 -1

Change
greater
than
SED

X V X V V X V V

* indicates clinically significant score 
**score suggestive of difficulty 
V indicates a statistically reliable change

b. b- <D CLon O O Q Q
O. CJ

Q Q

Figure 20 Graph illustrating changes in Zoe's trauma symptoms from pre- to post-intervention
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There is a fairly consistent trend seen in Zoe’s trauma symptoms with most 

decreasing from pre- to post-intervention. Importantly, Depression, Anger, and 

Dissociation show meaningful reductions and move from clinically significant 

scores to the normal range. Improvements can also be observed in anxiety 

although the change does exceed the SED. An increase in Sexual Concems-Pre- 

occupied is evident. It may be that talking about her unwanted sexual experiences 

again made Zoe more pre-occupied with sexual thoughts than she currently had 

been, importantly however her Sexual-Concerns Distress has reduced 

significantly, indicating that while she may be thinking about it again it does not 

appear to be causing her stress.



Children’s Depression Inventory:

Table 15: Zoe’s scores in depressive symptoms from pre- to post-intervention

112

Total
Depressive
score

Negative
Mood

Interpersonal
Problems

Ineffectiveness Anhedonia Negative
self
esteem

T-score
Pre

71* 81* 43 59 67* 64

T-score
Post

52 54 64 45 49 52

Change -19** -27** +21** _14** -18** -12**

SED 3.7 1.7 0.98 1.3 2.1 1.4
Raw
score
change

-12 -5 +2 -2 -5 -2

Change
greater
than
SED

V V V V

* indicates clinically significant score 
** indicates clinically significant change 
y/ indicates a statistically reliable change

Figure 21 Graph illustrating changes in Zee's depressive symptoms from pre- to post-intervention
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Again a fairly consistent pattern can be observed in Zoe’s depressive symptoms 

from pre- to post-intervention with all areas showing clinically significant 

improvements, with the exception of interpersonal problems, which shows a 

significant increase. Zoe did report having difficulties with a new classmate who 

joined the AEP towards the end of the programme and this may have been a factor 

in her heightened interpersonal difficulties. Importantly, Zoe shows significant 

improvements in her overall depressive score, negative mood, ineffectiveness, 

anhedonia, and self-esteem, with all of her scores now in the normal range.
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The Strengths and Difficulties Questionnaire:

Table 16: Zoe’s scores in the SDQfrom pre- to post-intervention, as reported by Zoe

Self-report SDQ Emotional Conduct Hyperactivity Peer Prosocial

Scores Total Difficulties Problems Problems Behaviour

Pre 28* 10* 6* 9* 3 9

Post 19 7* 3 7* 2 5

Change -9 -3 -3 -2 -1 -5

* indicates an abnormal score

Figure 22 Graph illustrating changes in Zoe's SDQ scores from pre- to post-intervention, as reported by 
Zoe

Zoe demonstrates improvements in nearly all areas of the measure of social, 

emotional and behavioural difficulties. Importantly, she moves from the 

“abnormal” range to the normal range for total difficulties, emotional symptoms 

and conduct problems. While hyperactivity has improved, it remains in the 

abnormal range. Interestingly, pro-social behaviour shows a decrease, although it 

remains in the normal range.
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Table 17: Zoe’s changes in SDQ scores from pre- to post-intervention, as reported 

by her class teacher

Teacher- SDQ Emotional Conduct Hyper- Peer Prosocial

report Scores Total Difficulties Problems activity Problems Behaviour

Pre 18* 4 3 7* 4 9

Post 15 4 2 7* 2 10

Change -3 0 -1 0 -2 + 1

* indicates an abnormal score

Figure 23 Graph illustrating changes in Zoe's SDQ scores from pre- to post-intervention, as reported by 
teacher

Although small, positive changes can also be seen in Zoe’s social, emotional and 

behavioural difficulties as reported by her class teacher from pre- to post

intervention. Her total difficulties score has reduced to the normal range and 

improvements in conduct problems and peer problems are reported. In contrast to 

Zoe, her teacher reports an improvement in pro-social behaviour.
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2.6.4iv Qualitative data:

Zoe had experienced a number of very difficult events, both within her home and 

her community, which had resulted in a number of negative feelings such as 

shame, betrayal, hurt, resentment and anger. She was open about her experiences 

but little had been done to address her emotions surrounding them and she did not 

understand why she would often “wake up feeling angry” or “start crying for no 

reason”. Zoe found the psychoeducation sessions helpful for beginning to 

understand how her experiences had affected her and engaged really well with the 

exposure sessions to process her feelings. She used rap songs to help her do this, 

saying she liked writing to music and seeing her feelings written down on paper. 

Many feelings emerged from writing these raps, one key one being 

acknowledgement of her anger towards her mother for not believing her about the 

abuse. For instance, Zoe wrote;

"Dear Mama, let’s go back, to where it happened 

You think its forgot,

But I forgive not forget.

I was so young, so naive, so innocent.

What? You think cos 1 was bad in school,

Growing up as a kid 

Maybe a bit of devious in me 

That I’m a marriage wrecker?

You told me you didn 't believe me

How the hell you think that shit make me feel?

For God’s sake Mom I was a kid.
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You think it’s the past so you think 

It needs to stay there.

Snap out of your own world Mom - this is reality! ”

Zoe reported finding the programme helpful for learning how to think through 

things before reacting;

yous really taught me like to think about things before / reacted ... And like 

whenever / went to do something it always just came into my head, I ’d consider 

like right is this what I do or do I do something else like [programme facilitators’ 

names] said. And then I thought it through more before I react. ”

Zoe recognized that thinking before reacting helped her to calm down and control 

her emotions when coming into conflict with people in her life;

helped me to know how to calm down and what way to react when she 

annoyed me. To just be like alright y’know what I mean and not fizz up. ”

Zoe reported that strategies such as the Helpful Other Thinking helped her to stay 

in control of her emotions. When asked what she would take away most from the 

programme, she said;

'‘‘‘The hot seat one, just being able to think of different reasons and all instead of 

just getting pissed off”

Overall, Zoe reported to really enjoy the programme and felt it was helpful. 

Importantly, however, she felt that she was just beginning to know how to deal 

with stressful life events and manage her emotions and felt it would be better if the 

programme could be expanded to include more topics and go on for longer.
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2.6.5 Participant 5 

2.6.5i Background

Sarah is 15 years old and in her second year of alternative education at the time of 

research. Parental marriage break down as a child led to a period of great 

disruption for Sarah and she continues to feel a great deal of anger towards her 

mother, who she feels betrayed the family. There is a lot of conflict within the 

family and school reports that the home environment can be aggressive. School 

files also report that Sarah’s family have been involved with paramilitaries and 

there has been threatening behaviour towards the family in the past. Sarah is 

involved in a relationship that appears to be very detrimental to her self-esteem 

and confidence; her boyfriend can be physically aggressive as well as emotionally 

abusive.

In the screening process prior to intervention, Sarah, reported being exposed to 

events involving physical assault, life-threatening injury/illness, severe human 

suffering, and sudden unexpected death of someone close to her. Her CRIES score 

of 38 indicated that she had been significantly impacted by adverse life events.

2.6.5ii Engagement with the programme

There were initially some concerns with how well Sarah would engage with the 

programme, as she was hesitant to be involved, telling the programme facilitators 

that she did not talk to anyone about her problems. However, Sarah engaged 

extremely well with the programme, attending every session. This was particularly 

significant as Sarah found the group sessions quite difficult as she frequently 

became very emotional, something that shocked both her and her peers who
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reported that they had “never seen Sarah cry”. Sarah initially identified anger as 

the only emotion she needed to work on, however as the programme progressed 

she also began to focus on feelings of hurt and sadness.
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2.6.5iii Quantitative data:

The Trauma Symptom Checklist:

Table 18: Sarah’s scores in the TSCCfrom Pre- to Post-intervention

Anx Dep Ang PIS Dis Dis-
O

Dis-
F

SC SC-
P

SC-
D

UND HYP

T score 
Pre

64** 56 67* 69* 67* 71* 52 65* 65* 53 42 82

T score 
Post

54 59 72* 52 81* 76* 86* 41 44 41 42 70

Change -10 + 1 +5 -17 + 14 +5 +33 -24 -21 -12 0 -12

SED 2.4 2.9 3.1 3.4 2.9 2.3 0.9 1.13 0.9 0.4 NA NA

Raw
score
change

-4 +2 +3 -11 +8 +2 +6 -5 -4 -1

Change
greater
than
SED

X X V V X V

* indicates clinically significant score 
**score suggestive of difficulty 
V indicates a statistically reliable change
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Figure 24 Graph illustrating changes in Sarah's trauma symptoms from pre- to post-intervention

Sarah’s trauma symptoms show inconsistent patterns from pre- to post

intervention. Some symptoms show marked improvement, while others appear to 

have increased. Anger and depression show increases, which may be a point of 

concern, however these are not statistically reliable increases. Dissociation 

however does show a meaningful increase and investigation of its subscales show 

that the increase is in the area of Dissociation-Fantasy. Sarah did report that she 

liked to “make up stories” if she was finding it hard to sleep and pretend to be 

famous singers. This may have been a coping mechanism for her when dealing 

with difficult emotions for the first time. Importantly, a number of significant 

improvements are also seen, in anxiety, PTS, and, notably, sexual concerns. This is 

important as Sarah had reported to engaging in some inappropriate sexualized 

behaviours but by the end of the programme reported feeling more able to say no 

and stay away from potentially adverse sexual situations.



122

Children’s Depression Inventory:

Table 19: Sarah's scores in depressive symptoms from pre- to post-intervention

Total
Depressive
score

Negative
Mood

Interpersonal
Problems

Ineffectiveness Anhedonia Negative
self
esteem

T-score
Pre

81* 70* 64 88* 63 76*

T-score
Post

68* 64 84* 74* 56 52

Change _13** -6** +20** .14** _7** -24**

SED 3.7 1.7 0.98 1.3 2.1 1.4
Raw
score
change

-8 -2 +2 -2 -2 -4

Change
greater
than
SED

V V V X V

* indicates clinically significant score 
** indicates clinically significant change 
V indicates a statistically reliable change

Figure 25 Graph illustrating changes in Sarah's depressive symptoms from pre- to post-intervention
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Generally, a very positive pattern can be seen in the changes in Sarah’s depressive 

symptoms from pre- to post-intervention. Scores that were in the clinical range 

have all reduced, although some remain in the clinical range. Negative mood has 

significantly improved - indeed, this was observed by both teachers and Sarah’s 

mother (who was the only parent to attend a parent session). Ineffectiveness and 

anhedonia show clinically significant improvements, although the change in 

anhedonia is not a statistically reliable one and thus must be interpreted with 

caution. Also significant is the improvement in her self-esteem, which may have 

been a factor in her feeling more able to say no to unwanted sexual advances. 

Interpersonal problems have increased. Sarah and her boyfriend were going 

through a series of break-ups towards the end of the intervention and this may 

have affected her interpersonal score as she reported improved relations with her 

mother and family in general, and peers.
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The Strengths and Difficulties Questionnaire:

Table 20.' Sarah's scores in the SDQfrom pre- to post-intervention, as reported by Sarah

Self-report SDQ Emotional Conduct Hyperactivity Peer Prosocial

Scores Total Difficulties Problems Problems Behaviour

Pre 21* 4 7* 7* 3 10

Post 24* 6 7* 8* 3 10

Change +3 +2 0 +1 0 0

* indicates an abnormal score

Figure 26 Graph illustrating changes in Sarah's SDQ scores from pre- to post-intervention, as reported 
by Sarah

Sarah’s overall social, emotional and behavioural difficulties score shows a small 

increase from pre- to post-intervention, with emotional difficulties being the main 

area of increase. Again, this may reflect Sarah’s heightened emotions, which was a 

new experience for her.
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Table 21: Sarah’s changes in SDQ scores from pre- to post-intervention, as 

reported by her class teacher

Teacher- SDQ Emotional Conduct Hyper- Peer Prosocial

report Scores Total Difficulties Problems activity Problems Behaviour

Pre 16* 4 3 9* 0 7

Post 14 3 2 9* 0 10

Change -2 -1 -1 0 0 +3

* indicates abnormal score

Figure 27 Graph illustrating changes in Sarah's SDQ scores from pre- to post-intervention, as reported 
by teacher

Social, emotional and behavioural difficulties as seen by Sarah’s teacher, by 

contrast, indicate a small improvement. In fact, several of Sarah’s teachers 

commented on seeing a new side to Sarah during the course of the programme, 

seeing a much warmer, emotional side than they had done previously.
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2.6.5iv Qualitative data:

Sarah openly said at the beginning of the intervention that she never talked about 

her problems and that she would never cry in front of other people. The 

programme thus appeared to be a very cathartic experience for Sarah as she 

frequently became emotional and cried during group sessions. She reported that 

she had cried a few times at home and this had shocked her mother. In turn, Sarah 

had been shocked that her mother responded in a warm and caring way. This was 

perhaps the most significant thing to happen for Sarah during the programme as a 

new understanding was beginning between her and her mother. Teachers and the 

other girls in the group also reported being shocked at seeing Sarah becoming 

emotional, a side they had never seen to her. Indeed, Sarah herself said that main 

thing the programme did for her was “/ opened up and I never done that before. ”

In the exposure and individual sessions, Sarah began to talk through the events that 

had happened, particularly in her childhood, involving both her family breakdown 

and threatening behaviour from her community. Sarah found that drawing pictures 

and writing letters helped her do this;
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Figure 28 Drawing by Sarah during exposure session describing her parents' marital breakdown

Sarah reported the alternative thinking strategies as being helpful for her in 

controlling how she reacted, especially when angry;

“the wee helpful other thinking thing. It just, I dunno, makes you think of other 

things I wouldn 7 have thought about before ”

Indeed Sarah felt that this was the most important thing she had gained from the 

programme;

“That there are other ways to look at things... And not to lose your head straight 

away and be an asshole. To think about things first. ”

Another aspect of the programme that Sarah felt had helped her feel like she could 

open up was the fact that it was done in a group;
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“Cos then you don’t feel like, 1 dunno, everything’s not just about you ”

Overall, Sarah reported to enjoy doing the programme, that it had been helpful and 

she felt she was more able to manage stress saying she was more aware now that

“ you do need to talk about things. Cos it doesn 7 just go away. ”
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2.6.6 Participant 6 

2.6.6i Background

Holly is 15 years old and in her second year of alternative education at the time of 

research. School files report an extremely violent background, in which Holly 

witnessed and experienced domestic violence. Her mother has 9 children from 

several different partners and Holly has had periods of time in care due to neglect 

and emotional abuse, as well as earlier physical violence. Currently Holly is living 

with her mother and six younger siblings, which she finds difficult as she is 

frequently left to look after them. Holly is in a relationship where there has been 

physical violence and emotional abuse in the past.

In the screening process prior to intervention, Holly reported experiencing a car 

accident, assault with a weapon, exposure to a “war-zone” (referring to riots 

against police officers), and severe suffering. She had also witnessed serious injury 

to others. Her CRIES score of 65 indicated that Holly had been seriously affected 

by adverse life events, indeed this is the highest score possible on this measure.

2.6.6H Engagement with the programme:

Holly engaged extremely well with the programme, she missed one session due to 

illness and was an active participant throughout. She showed a determination to 

practice new ideas, for instance, she asked for a notebook to keep at home to write 

down how she was feeling when she experienced stress at home. Holly identified 

feeling angry, scared and upset as the main feelings she wanted to work on.
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2.6.6iii Quantitative data:

The Trauma Symptom Checklist:

Table 22: Holly’s scores in the TSCC from Pre- to Post-intervention

Anx Dep Ang PTS Dis Dis-
0

Dis-
F

SC SC-P SC-
D

UND HYP

T score 
Pre

75* 61** 65* 72* 79* 80* 68* 110* 111* 110* 42 82

T score 
Post

43 50 58 52 59 57 58 73* 77* 53 47 46

Change -32 -11 -7 -20 -20 -23 -10 -37 -34 -57 +5 -36

SED 2.4 2.9 3.1 3.4 2.9 2.3 0.9 1.13 0.9 0.4 NA NA

Raw
score
change

-15 -6 -4 -13 -11 -10 -2 -8 -6 -5

Change
greater
than
SED

V V V V

*indicates clinically significant score 
**score suggestive of difficulty 
V indicates a statistically reliable change

QJ -t-J

Q- i3 o- P o- ^ Q- ° CL °rs CL
C Ml

Figure 29 Graph illustrating changes in Holly's trauma symptoms from pre- to post-intervention
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Prior to the intervention, all of Holly’s trauma symptom scores were in the clinical 

range or suggestive of difficulty. By the end of the programme, all had reduced 

significantly and are now in the normal range, with the exception of sexual 

concerns and sexual concems-preoccupation, although both reduced significantly. 

Thus, Holly shows a very positive pattern of improvement in trauma symptoms 

from pre- to post-intervention in all areas.
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Children’s Depression Inventory:

Table 23: Holly’s scores in depressive symptoms from pre- to post-intervention

Total
Depressive
score

Negative
Mood

Inter
personal
Problems

Ineffectiveness Anhedonia Negative
self
esteem

T-score
Pre

73* 64 64 81* 63 66*

T-score
Post

76* 75* 74* 66* 71* 58

Change +3 + 11** + 10** .15** +8** -8**

SED 3.7 1.7 0.98 1.3 2.1 1.4
Raw score 
change +2 +2 +1 -2 +2 -1
Change 
greater 
than SED

X V V V X

* indicates clinically significant score 
** indicates clinically significant change 
V indicates a statistically reliable change

Figure 30 Graph illustrating changes in Holly's depressive symptoms from pre- to post-intervention
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Changes in Holly’s depressive symptoms are more sporadic. Clinically significant 

improvements can be seen in self-esteem and ineffectiveness, however the change 

in self-esteem does not exceed the SED, thus it may warrant further attention. 

However, negative mood, interpersonal problems and anhedonia show significant 

increases. This negative change is somewhat surprising as Holly did report 

improved relations at home and at school. However she did also report break-ups 

with her boyfriend towards the end of the programme which, while seen as a 

positive by school staff given the abusive nature of the relationship, it may have 

affected her mood and interpersonal problems.
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The Strengths and Difficulties Questionnaire:

Table 24: Holly’s scores in the SDQ from pre- to post-intervention, as reported by Holly

Self-report SDQ Emotional Conduct Hyperactivity Peer Prosocial

Scores Total Difficulties Problems Problems Behaviour

Pre 19 5 6* 4 4 6

Post 12 2 4 3 3 6

Change -7 -3 -2 -1 -1 0

*indicates an abnormal score

Figure 31 Graph illustrating changes in Holly's SDQ scores from pre- to post-intervention, as reported 
by Holly

Changes in Holly’s social, emotional and behavioural difficulties show positive 

improvements in all areas from pre- to post-intervention. Importantly, conduct 

problems reduce to the normal range, and all scores of social, emotional and 

behavioural difficulties post-intervention are now in the normal range.
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Table 25: Holly’s changes in SDQ scores from pre- to post-intervention, as 

reported by her class teacher

Teacher- SDQ Emotional Conduct Hyper- Peer Prosocial

report Scores Total Difficulties Problems activity Problems Behaviour

Pre 13 6* 0 5 0 9

Post 11 4 0 5 0 10

Change -2 -2 0 0 0 +1

* indicates abnormal score

Figure 32 Graph illustrating changes in Holly's SDQ scores from pre- to post-intervention, as reported 
by teacher

Similarly, although small, changes in Holly’s social, emotional and behavioural 

difficulties as observed by her teacher, again show improvement, particularly in 

emotional difficulties which moves into the normal range post-intervention
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2.6.6iv Qualitative data:

Holly first shared her experiences of violence in the home in an individual session 

before talking about it at the group session. During exposure sessions, she found it 

helpful to draw a story-board to help her talk through events and describe her 

feelings at different stages.

Figure 33 Holly drew a picture to help her talk about an event where her mother's partner 
had assaulted her after watching his team lose in a football match

Holly reported that she had liked the programme and found it helpful because

“I calmed down a lot and then me and mum started getting along again. ”

She felt that being able to talk about the events that had happened to her had been 

important in helping her feel calm;
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“probably just being able to talk about it all. Cos like me and mum were fighting 

and all and now we’re like best mates. It’s like 1 can be calm when I talk to her 

now and not get so angry and now she's better at understanding at me. ”

Holly also found the relaxation strategies helpful, saying “I always do it now’’. She 

also referred to the group element of the programme as being helpful for her and 

playing a role in helping her feel like she could open up;

“Cos if it was with just me and you guys I never would have said anything about 

my past or nothing. I just liked when the other girls were talking and I knew they 

were going through the same things / was. ”

The most important thing Holly felt she gained from the group was learning to 

control her emotions and calm herself down.

“I just feel calmer. More in control. ”
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2.6.7 Data across participants

Table 26: Summarised statistical changes in participants ’ trauma symptoms from 

pre- to post-intervention

Pamela

Carla

Anna

Zoe

Sarah

Holly

Anx Dep

^ V

X X

X 11

X V

V X

V V

Ang PTS Dis

V V 11

V x x

V X X

V x V

x V n

V V V

Dis-O

X

X

11

V

X

V

Dis-F SC SC-P SC-D

n V V V

x xxx

V X X V

V x 11 V

H V V V

Key:
■/ = meaningful improvement 
X = no meaningful change 
H = meaningful negative change
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Table 27: Summarised statistical changes in participants ’ depressive symptoms 

from pre- to post-intervention

Total
Depressive
score

Negative
Mood

Inter
personal
Problems

Ineffectiveness Anhedonia Negative
self
esteem

Pamela 7 X X X 7 X

Carla X X 7 11 X X

Anna X 7 X X X X

Zoe 7 7 11 7 7 7

Sarah 7 X 11 7 X 7

Holly X 11 11 7 11 X

Key:
7 = meaningful improvement 
X = no meaningful change 
| = meaningful negative change
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These tables are helpful for giving a broad overview of what trauma and 

depressive symptoms appeared to have responded best to the intervention, and 

which areas may require adaptation to see better results. Anger appears to have 

been the symptom that showed the most improvement across participants, with 5 

out of 6 showing positive meaningful change. This is important, as this was the 

main emotion identified by participants that they wanted to work on. Perhaps then 

anger showed the greatest improvements as it was the area that participants 

focused most on. Sexual Concerns and its subscales also responded well, with 

meaningful improvements in 5 participants for at least one of these scales. 

Depression, Anxiety and PTS improved for half of the participants, thus greater 

focus on these areas may be warranted. Finally, the area with perhaps the greatest 

need for consideration is that of dissociation and its subscales, with only two 

participants showing improvement and significant negative changes observed in at 

least one scale of dissociation for 3 participants.

In terms of depressive symptoms, self-esteem shows the most consistent clinical 

improvement across participants, with 5 out of 6 participants’ self-esteem showing 

clinically significant improvement, however only two show changes that are 

statistically reliable. Depressive symptoms in general show quite inconsistent 

responses to the intervention across participants. Three show statistically 

significant improvements in overall depression, with three showing no change. All 

participants improved in at least one area of depressive symptoms, however it 

should be noted that interpersonal problems actually increased for three 

participants and showed significant improvement for only one. Again, this area 

may require more careful focus.
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2.6.8 Themes across participants

All the participants reported to like doing the programme and finding it helpful. 

Post-intervention interviews were useful for finding out exactly why each 

individual participant liked it and how they found it useful. While certainly there 

are similarities across the participants, the table in Appendix 13 also demonstrates 

individual differences, which shows the benefit of conducting this study using a 

case-study design.

As outlined, key themes were identified using the six-stage thematic analysis 

procedure documented by Braun and Clarke (2006). A summary of these themes 

and sub-themes can be found in Appendix 14. The thematic map in Figure 34 

illustrates the codes that led to these themes;
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Theme 1: Feeling as though they could talk, express feelings, be understood

This was a key theme expressed across participants and it suggests that if the time 

is taken, on a consistent basis, and an appropriate environment provided, these 

students will engage in therapeutic processes that allow them to express how they 

are feeling. Certainly, it takes time and a relationship must be built up but it is 

clear that the participants involved in this mental health programme valued having 

the opportunity to express feelings and feel listened to;

“I liked the way yous talked with me and all of us as well, like it really seemed as 

ifyous understood” (Zoe)

‘‘being able to talk about it all” (Holly, when asked what had helped her feel 

calmer)

‘‘You could express your feelings ”

‘‘Just, like, being able to talk about it. ‘Cos it lets you just get it all out ... instead 

of like, keeping it all, like in, bottled up. ” (Pamela, when asked why the group had 

been helpful)

‘‘It was just like, it made it easier to talk about them and all” (Anna, speaking 

about how the exposure sessions had helped her).

It appears that a mental health group provided these girls with the supportive 

environment they perhaps need to begin to express how they are feeling, possibly 

for the first time;

“/ opened up and I never done that before ” (Sarah)
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Theme 2: The importance of the group element

This was perhaps the most significant theme expressed by the participants, and has 

very important implications for current practice, i.e. the advantages of providing 

group-based therapeutic work in AEP centres. Staff expressed surprise at how well 

the girls engaged with the programme and a possible reason for this is the fact that 

it was delivered in a group setting that made the girls more willing to engage:

“Cos if it was just me and you guys (programme facilitators) / never would have 

said anything about my past or nothing” (Holly)

Key benefits of the group aspect included:

Knowing that others were going through the same feelings and experiences.

“/ just liked when the other girls were talking and I knew they were going through 

the same things I was ” (Holly)

“Just like I thought I was the only going through, you know, like the pain and all. 

But now I know the other girls are going through it too. It aint just me. ” (Holly)

This also helped the girls feel like they were not the only ones feeling the way they 

were. They felt normalized and not as if they were the only ones with difficulties:

“Cos then you don’t feel like, I dunno, everything’s not just about you ” (Sarah)

“Cos like it's not just me and like I've people to talk to and all. And I’m not doin ’ 

it on my own, everyone else is getting to do their part as well. ” (Anna)
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Thus there was a sense of being apart of something bigger, like a team, and 

building friendships with people:

“It was good being in a group ‘cos everyone understands each other. It’s better 

being in a group than on your own ... ‘cos you can have a laugh and get to know 

people. ” (Pamela)

As well as shared understandings, the peers in the group were seen as a source of 

support and advice:

“they like understand on the inside how I’m feeling and they’d be able to give me 

advice and vice versa, I’d be able to give them advice too ” (Zoe)
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Theme 3: Alternative thoughts, combating negative thinking

Finally, learning how to think about possible alternatives and not always jump to 

negative conclusions was seen by many participants as key to helping them control 

their feelings and behaviours. Furthermore, it was a very new idea to them, which 

meant they could sometimes find it difficult to apply in real-life. However, they 

realized the benefits of being able to do it.

“just being able to think of different reasons and all instead of just getting pissed 

off ” (Zoe, when asked what she will remember most about the programme)

“It makes you think of other things I wouldn't have thought about before ”

“That there are other ways to look at things” (Sarah, when asked what she will 

remember most about the programme)

“think about things more before I do anything” (Carla, when asked what has 

helped her manage her anger)

The programme helped the girls realize they have a tendency to think negatively in 

the first instance.

“when we did the Hot Seat, and we had to think about positives and negatives, my 

thoughts are always negative. Like if 1 seen someone lookin ’ at me I just wanta dig 

‘em. Or if someone puts their hand in their pocket 1 think they have a knife in their 

pocket. 1 just think negative straight away. ” (Pamela)

Being aware of this meant they could begin to stop themselves and look for 

positive alternatives:
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“Like the positive thinking things cos like I couldn ’t do that before, I'd always just 

think the worst thing ” (Anna, when asked what she had found helpful)

“to not always think the negative straight away and to think about other 

possibilities" (Sarah when asked what she can use from the programme)
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2.6.9 Staff feedback

Post-intervention interviews

A member of staff from both centres was interviewed on completion of the 

programme in their centre to gain feedback into what they saw as the benefits, 

limitations, and challenges to the programme. Both members of staff were 

considered to know the participants from their centre well and had daily 

interactions with them, thus they were considered likely to have noted any changes 

in the girls on completion of the programme. The member of staff from the BELB 

centre is the Head of Pastoral Care, Ms. B, and the member of staff from the 

SEELB centre is the Centre Co-ordinator, Ms. E. A very brief overview of the key 

themes emerging from their interviews is provided here with quotes illustrating 

these themes in Appendix 15.

Both noticed changes in the girls having completed the programme. For Ms. B the 

key success was the fact that the girls had engaged so well with the programme, 

something the girls had not done before, while Ms. E noticed changes particularly 

in the girls’ emotional well-being. Both felt that a programme like CBITS was 

very appropriate for their centers, and in fact very much needed for their students. 

Following this, both discussed the need for trauma and its associated effects to be 

an area of focus for AEP students. Another common theme identified by both was 

the challenges of parental involvement and the home environment in general. Ms. 

E felt that as well as finding it extremely difficult to get parents involved in 

programmes, they also often do not provide support for the young person at home. 

Ms. B also felt that significant adverse factors affecting these young people

revolved around the home environment.



149

One interesting area of difference was found, regarding how they felt parental 

engagement with the programme might have been improved, with Ms. E feeling 

that there was nothing else that could have been done and that it was a “bonus” to 

have gotten signed consent forms back from those particular parents. Ms. B on the 

other hand felt that perhaps more could be done to engage parents and that the 

same amount of effort that went into engaging the young people is what is needed 

to engage parents, which is something to consider in future work in this area.

Staff survey

A teacher session was held in both centres during the course of the programme. On 

completion of the programme, all teaching staff were invited to give feedback via 

a survey (see Appendix 11). Ten staff members from the BELB centre returned 

questionnaires, and 19 from the SEELB centres did. Overall, the vast majority of 

staff felt the intervention was appropriate for their students, that trauma was an 

important area of research within this population, and had noticed positive changes 

in the students who had taken part in the programme. Feedback is summarised in 

Appendix 16.

2.6.10 Parental response

Similar to the earlier stages of the research, where parents did not return 

questionnaires, despite significant effort by both the programme facilitators and 

AEP staff, the majority of parents continued to not engage with the intervention, 

with only one parent attending one of the two parent sessions. Thus, lack of 

parental response to, and engagement with the programme is a key limitation to 

the research and is discussed further, both in this paper and Paper 3. However, the

Staff were from all four SEELB centres, not just the centre in which the programme was run20
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one parent who did engage with the programme and attended a parent session 

(Sarah’s mother) reported significant changes in Sarah at home, both emotionally 

and behaviourally. She reported that Sarah had been very upset at times while 

participating in the intervention but that it had been a relief to see her acknowledge 

some of the negative things that had happened to her and allow herself to cry 

instead of being angry all time. Sarah’s mother reported to be shocked that Sarah 

had been willing to open up to her and felt a very positive change in their 

relationship had occurred. Overall, she reported Sarah to be calmer, less 

withdrawn, and more affectionate on completion of the intervention.
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2.7 Discussion

As discussed in Paper 1, young people excluded from mainstream education face a 

range of difficulties, key ones identified in the literature review being: coming 

from areas of social deprivation, greater exposure to the political conflict in 

Northern Ireland, as well as community violence, family breakdown and mental 

ill-health. Certainly, these were challenges found to be faced by the participants. 

Furthermore, it was evident that their difficulties and stressful experiences were of 

a continuous nature, making the concept of ‘complex trauma’ (Van der Kolk, 

2005; Courtois, 2008) (see Paper 1 for more detail) relevant. Perhaps the most 

significant success of the present study was how well the girls engaged with the 

programme, above and beyond what was expected by staff. Using a case study 

design with mixed methods, allows us to explore the factors that may have 

contributed to this engagement.

The first research question (la) was directly concerned with how well participants 

would engage with a mental health programme. Participants’ engagement can be 

clearly seen from the mere fact that they attended so well, which staff did not 

expect. However engagement went further than simply attending sessions - the 

participants were responsive and interested in group sessions, they exposed 

themselves to difficult thoughts and feelings and, despite sometimes feeling 

uncomfortable or upset, continued to attend and take part, they practiced strategies 

outside group sessions, and they were able to discuss specific aspects of the 

intervention that they had liked or found helpful.
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As demonstrated by the qualitative data, the programme appears to have provided 

the time and space needed by these girls to begin to express feelings and process 

difficult events. For many, it was the first time they had engaged in such a process. 

This resonates with research carried out by Lloyd and O’Regan (1999) which 

reports that female students in alternative education would talk if they felt listened 

to and understood, and that professionals who treated them with respect, who 

listened, and provided support were valued and seen as supportive. However, this 

is not to imply that the concerns staff had about engaging the female students were 

over-exaggerated or misplaced - a significant amount of pre-planning went in to 

this intervention, not only in terms of its selection as a potentially appropriate 

programme but also in terms of getting to know the centre and the students before 

beginning. As the head of pastoral care in the BELB centre pointed out,

“They are the most difficult group to engage. And again it’s the getting to know 

you stuff and them allowing you in. For them to allow you in they have to feel that 

you are trustworthy, that you are bringing something to them that is worthwhile 

and that its relevant to their lives, otherwise just forget about it. So... I suppose 

there are a lot of barriers to get over. And the biggest one is the relationship 

barrier but 1 think that is easy got over if you approach it in the way that 

(researcher’s name) did. 1 think that was excellent, good practice as far as 

introducing any programme into this type of environment. ”

This leads us to the next research question (lb), what were the factors that 

facilitated this engagement? In answering this, important lessons can be gained 

from this study in terms of how to implement a programme in AEP settings. The 

feedback from both the students and the staff suggest that, perhaps most 

importantly, building up trust and a relationship before beginning the intervention
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was a key precursor to engagement. Following this, creating a safe and supportive 

environment and ensuring the girls feel listened to and not judged helped the girls 

be more open. Also important is the need to consider wider factors when working 

with these students, making it relevant to them, i.e. rather than a narrow focus on 

one issue in their lives, such as behaviour problems in school. Indeed this 

approach is specifically advocated when working with excluded or alienated 

young people, for instance Van Acker (2007) and Cross (2002) argue for the 

importance of considering the different worlds of the adolescents and a range of 

psychological, family, and social factors (refer to Paper 1 for more detail). Lastly, 

delivering the intervention in a group-based setting appears to have been a hugely 

important factor in increasing participant engagement. Certainly, many of the 

advantages to group work discussed in Paper 1 were evident here - recognition 

that the participants are not alone with their feelings and problems (Gillis, 1993), 

learning solutions for problems and coping from one another (Yule & William, 

1990), reducing stigma, normalizing symptoms, fostering friendships and creating 

a sense of safety and emotional support (McMullen et al, 2013).

It is also important to point out, however, the fact that one girl did not engage well 

with the programme, attending only three sessions and so excluded from analysis. 

This is discussed in terms of research limitations in Paper 3.

The research questions evaluating the intervention’s success at engagement also 

consider how staff and parents respond to the intervention (1c and Id), thus 

reflecting the social-ecological perspective applied to the study. Contrasting results 

can be seen. Looking within the school environment firstly, the qualitative data 

suggests that the teaching staff in the two centres were very positive towards, and 

responded extremely well to, the programme, with the majority attending the
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teacher session and feedback indicating that the vast majority of staff felt the 

programme had been helpful, was appropriate for their students, and that trauma 

was a relevant area of research in this setting. Furthermore, suggestions from staff 

as to how the programme could be adapted or improved included suggestions of 

greater staff involvement/training, extension of the programme, and for the 

programme to be embedded within the AEP service.

Parental involvement on the other hand was severely lacking and can be 

considered a major limitation to the research. Out of six parents/guardians, none 

returned the parent report measures and this was despite multiple phone calls, 

letters, and home visits. The lack of parent information is a significant limitation in 

terms of being able to observe whether any changes took place in the participants’ 

psychosocial functioning outside of the group and school environments.

Lack of involvement was again seen in parent sessions - two parent sessions were 

held for each group, however only one parent (Sarah’s mother) attended one. The 

programme facilitators were as flexible as possible - while these sessions are 

supposed to be group parent sessions, if parents were unable to make it in to the 

centre for the group session, the programme facilitators offered to come to the 

home and go through the session with them there. Lack of transport access, other 

children to mind, and work were the main reasons parents gave for not being able 

to attend.

From a theoretical perspective, the lack of involvement from the home 

environment was particularly disappointing as it meant that the CBITS programme 

struggled to meet the desired social ecological approach, which stresses the 

importance of moving beyond the individual to consider wider contexts
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(Cummings et al, 2012; Dubow et al, 2010). As discussed in paper 1, parental 

conflict and family cohesion are key mediating factors in child emotional 

adjustment and stress, as well as a range of educational outcomes, particularly in 

areas of political conflict or community violence (Cummings et al, 2012; Gibson, 

1989, Elbedour et al, 1993; Goeke-Morey et al 2012). In theory, it is possible that 

greater parental involvement, which would have intended to improve parental 

support, may have led to greater improvements in participants’ symptoms.

Lack of parental involvement and other key limitations to the study, such as small 

participant numbers and lack of follow-up data, are discussed in Paper 3, along 

with suggestions for future research.

The second aspect of the evaluation of the intervention addresses the more 

objective question of whether the intervention can successfully reduce trauma and 

depressive symptoms (2a) and improve psychosocial functioning (2b). As results 

demonstrated, there were quite variable patterns across participants, although 

certainly all participants showed significant improvements in a number of key 

areas, with anger and self-esteem showing the most consistent improvement across 

participants. Furthermore, the qualitative data clearly demonstrates that the girls 

themselves found it helpful and reported feeling happier and calmer on completion 

of the programme.

However, the negative changes in some scores for some participants warrants 

further consideration. For instance, the main area found to have negative changes 

for participants post-intervention was that of dissociation and its subscales. 

Children with clinically significant elevations of the dissociation scale(s) often 

present with a tendency to cognitively avoid negative affect, or can be over-
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involved in fantasy to the exclusion of the “real” world and its demands. 

Interestingly, dissociative responses may not be seen by the young person as 

problematic or unwanted, as dissociative symptoms often serve to reduce painful 

internal experience (Briere, 1992; Putnam, 1985). Indeed, different participants did 

report that they liked to make up stories in their head or pretend to be someone 

else, if they were, for example, having trouble sleeping. Perhaps participants did 

engage in greater dissociative strategies as they began to deal with a range of 

difficult feelings and experiences, and were not motivated to reduce this, as it 

made them feel better. It would appear then that a greater focus is needed to deal 

with dissociative strategies and support participants with developing more 

appropriate strategies.

Furthermore, in some cases, although scores did reduce, sometimes dramatically, 

some remained in the clinical range. This was also reported in a quasi- 

experimental study evaluating CBITS by Kataoka et al (2003). These authors 

suggest further research is needed to determine whether modifications to the 

intervention such as a longer treatment period or booster sessions improve 

outcomes. It is noteworthy that two of the participants specifically said they would 

like the programme to continue for longer.

This research was purposefully explorative in nature, investigating if and how a 

mental health programme could be successfully implemented in an AEP setting, 

with students known to be extremely difficult to engage. Certainly, there is still 

much work to be done to improve intervention further, as discussed in Paper 3. 

However, important successes were found with this programme and can be seen as 

a potential first step towards Educational Psychologists playing a greater role in
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working with students who have been excluded from mainstream education and 

addressing social, emotional and behavioural difficulties.
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3. Critical Appraisal

Exploring the strengths, limitations, implications and areas

for future research

Word count: 6,786
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3.1 Introduction

As this was an exploratory study, it inevitably has certain limitations and areas 

where adaptations or improvements could be made. The purpose of this paper is to 

show awareness of the limitations, as well as the strengths, justify decisions made, 

consider directions for future research, and reflect on practical and professional 

implications.

3.2 Methodological considerations

3.2.1 Design 

3.2.1 i Strengths

Looking firstly at the design and methodology employed, an explanatory case 

study with embedded units was utilized for a number of important reasons. Firstly, 

according to Yin (2003) a case study design should be used when the focus of the 

study is on “how” and/or “why” questions, as was the case here, as it was 

considered important to know more than just if the intervention worked, but also 

why and how it did (or did not), thus providing greater information for 

professionals working with similar students. Secondly, case study research should 

be used when contextual conditions are believed to be relevant and important (Yin, 

2003). Again, this was an important factor in this research as prior engagement 

with the literature highlighted the need to take into consideration the different 

contexts in which these students live. Using a case study design allowed research 

to take place in a challenging environment and went some way in showing how 

some challenges can be overcome in such settings, e.g. increasing student
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engagement. Furthermore case study research is reported to be a “valuable 

method” for evaluating and developing interventions (Baxter & Jack, 2008, p. 

544). Thus using a case study design allowed the researcher to explore whether or 

not CBITS was an effective and helpful programme to implement in AEP settings. 

The qualitative element of the design also helped to provide insights into aspects 

of the intervention that could be improved or developed for this student 

population. Finally, a key advantage to using this design is that it facilitates 

exploration of a programme using multiple data sources (Baxter & Jack, 2008), a 

strategy which also enhances data credibility. Indeed case study research is unique 

in comparison to other qualitative approaches in that both qualitative and 

quantitative data can be collected and integrated, allowing a holistic understanding 

of the phenomenon being studied. As Baxter and Jack (2008, p. 554) put it, “each 

data source is one piece of the ‘puzzle’, with each piece contributing to the 

researcher’s understanding of the whole phenomenon. This convergence adds 

strength to the findings as the various strands of data are braided together to 

promote a greater understanding of the case.” Using this design allowed for much 

greater insight into the experiences of the participants - for instance, only using pre 

and post quantitative measures would only have shown that Sarah’s anger score 

showed no meaningful change and would not have reflected the huge changes she 

made in terms of engagement with others, acceptance of emotions, improvement 

of relationship with her mother and staff.

3.2.lii Limitations

Despite these strengths, case study design also has disadvantages, which must be 

acknowledged. Generally speaking, case study design is not without its critics, 

with issues around validity and generalisability being key areas of debate (see
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McGloin, 2008 for a review). A discussion of this is beyond the remit of this 

paper, thus limitations specifically with regard to the current study are discussed. 

Firstly, while multiple units and data sources were used in an attempt to make the 

study more robust and the evidence more compelling, it is however recognized 

that the lack of control group restricts the ability to draw definite conclusions that 

the programme was responsible for any changes in the participants’ symptoms. In 

case study research, making links between the programme and observed impacts 

involves a level of interpretation. However, if the starting point is clear (e.g. pre

intervention measures), the time when the intervention occurred is clear, and clear 

differences exist between the starting point and the ending point (e.g. post

intervention measures), then a defensible case exists that these changes are linked 

(Balbach, 1999). Steps were taken to achieve this in the current study and it is felt 

that the links made are reasonable conclusions. However, going forward, it may 

now be beneficial and informative to evaluate this programme with this student 

population using a more stringent experimental design, such as a randomized 

control trial, that will allow for stronger cause and effect conclusions to be drawn 

from the data. Furthermore, delivering the programme using an RCT with greater 

numbers of participants will help overcome another limitation inherent in the 

design of this study, small sample size. What one gains in richness by doing a case 

study evaluation, one loses in breadth of generalizations about overall 

effectiveness of this programme with students with social and emotional 

difficulties, exposed to traumatic events. Other limitations to this approach is that 

it is time consuming, which may not be realistic and therefore sustainable for 

professionals working in this field, and that it may be difficult to replicate given 

the specific population and context in which the programme was delivered. As
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much as was possible within the confines of word count limits, information 

regarding participants, the context and programme procedures were provided to 

address this issue. Finally, a disadvantage to the design used in this study was that 

the researcher assumed the role of both programme facilitator and researcher. This 

was something to be continuously aware of as being so close to the research can 

lead to bias. Steps were taken to combat this, including supervision, reflective 

practice with the co-facilitator and objective review of the analysis by independent 

experts.

3.2.2 Mixed research methods

As discussed, a key advantage to case study design with embedded units is that it 

allows the adoption of both qualitative and quantitative research methods, using 

multiple data sources. In the current study this was done in an attempt to achieve a 

more detailed level of inquiry, gaining the advantages of both approaches - to 

objectively measure changes in participants’ symptoms with the use of quantitative 

methods, while gaining important insight into how participants experienced the 

programme, and how staff felt towards the programme, with the use of qualitative 

data. As Yin (2014) points out, a mixed methods research approach addresses 

more complicated research questions and collects a stronger array of evidence than 

can be achieved by any single method alone.

However, it is recognized that by adopting both methods, in a relatively small 

study, with neither being considered of greater importance than the other, perhaps 

neither were utilized to their full effectiveness. For instance, a greater emphasis on 

qualitative data could have led to much more in-depth interviews with students and 

staff. Similarly, the quantitative methods used were somewhat limited, for
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instance, the Strengths and Difficulties Questionnaire did not have the necessary 

information regarding reliability coefficients to allow the standard error of 

difference to be calculated for each scale. Therefore we cannot reliably say that 

changes observed in participants for these scales (emotional difficulties, 

hyperactivity, conduct problems, peer problems, and pro-social behaviour) were 

due to genuine symptom change following intervention, or due to random error as 

a result of testing at two different time points.

3.2.3 Measures

All measures used were chosen based on careful consideration of their strengths 

and weaknesses, as well as possible alternatives. A detailed account of this can be 

found in Appendix 17.

3.2.4 Self-report

A key consideration with all the measures used in the study is the issue of self- 

report. As Gray & Slagle (2006) note, an inherent difficulty with any self-report 

measure is that we must necessarily rely on respondents’ willingness to disclose 

potentially uncomfortable or embarrassing experiences. Although there is no way 

to guarantee honest reporting of such events, administration conditions 

characterized by assurances of confidentiality may promote greater disclosure. 

Accordingly, the validity of a measure can vary across contexts due to factors such 

as perceived confidentiality and anonymity, and rapport with the individual 

administering the measure. This again points to the importance of having a degree 

of familiarity and trust with the participants, and to not attempt to ask disengaged 

vulnerable young people to complete potentially distressing questionnaires with 

unfamiliar adults. Significant steps were taken in this study so that the researcher
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was known to the students and, as noted in one of the staff interviews (BELB Head 

of Pastoral Care), this approach, of building a relationship and trust before asking 

the young people to do anything, is “excellent practice” that needs to be applied to 

any planned interventions in these settings. Furthermore, significant attempts were 

made to achieve triangulation to help overcome challenges associated with self- 

report, by also utilizing parent- and teacher-report (although parent-report 

information was not gained, as will be discussed).

3.2.5 Analysis

Lastly, when looking at the methodological decisions made, the analysis used must 

be considered. In terms of the quantitative data, advice was sought from a research 

and statistics lecturer within the university and, given the small participant 

numbers, it was felt that using descriptive statistics to observe changes in 

participants, as well as comparing changes to the standard error of difference, was 

the most reliable way to objectively explore whether changes were likely due to 

intervention.

The qualitative data comprised of field notes, participant drawings and writings, 

and interviews with participants and key staff. Observations from programme 

sessions and examples of the girls work were included to give insight into the 

difficulties they addressed through the programme and were not analysed at a 

deeper level. Again, this may be something that could have received greater focus 

had there been a greater emphasis on qualitative methods within the study. 

However interviews were considered the main source of qualitative data 

(“interviews are the foundation of case study evaluation”, Balbach, 1999, p. 7) and 

were analysed using thematic analysis. When using thematic analysis, it is
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important to acknowledge one’s theoretical and epistemological commitments as, 

as Braun and Clarke (2006, p.12) point out, data is not analysed in an 

“epistemological vacuum”. A realist method reports experiences, meanings, and 

the reality of the participants. This was a key focus of the present study, i.e. 

understanding the experiences of the participants as they see it. However, the 

views of Braun and Clarke (2006, p. 7) are taken into consideration: “we do not 

subscribe to a naive realist view of qualitative research where the researcher can 

simply ‘give voice’ to their participants”. As Fine (2002) argues, even a giving 

voice approach involves focusing on unacknowledged pieces of narrative evidence 

that we select, edit, and position to support our arguments. Thus, the researcher’s 

active role in both the collection and analysis of the data is recognized and a 

critical realist approach was adopted when analyzing the qualitative data, using 

thematic analysis.

Furthermore, a ‘theoretical’ thematic analysis was adopted, driven by theoretical 

interest in the area, formed from the necessary prior engagement with the relevant 

literature. This deductive form of thematic analysis tends to provide less a rich 

description of the data overall and a more detailed analysis of some aspect(s) of 

the data. Given that this was a mixed methods study and therefore limited in the 

amount of qualitative data collected, this approach was considered most 

appropriate for meeting the research aims. Again, advice was sought from a 

qualitative research methods lecturer within the university in order to determine 

the most appropriate analysis for this study.
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3.2.6 Credibility and validity

Overall, steps were taken to make the research credible, valid and transparent. 

Relevant strategies from Shenton’s (2004) paper on making research “trustworthy” 

were borne in mind throughout the research process (although this paper does refer 

specifically to qualitative research only, many of the strategies were considered 

relevant for the present research). For instance, in terms of credibility, the 

following strategies were used;

• The adoption of well-established research methods - an explanatory case 

study with embedded units.

• The development of an early familiarity with the culture of the 

participating organizations - spending significant time in both centres 

prior to beginning the intervention so participants were familiar with the 

programme facilitators and the programme facilitators in turn had a good 

understanding of the culture of the AEP and how things were run.

• Triangulation - through the use of multiple informants (although not to the 

desired extent)

• Tactics to help ensure honesty in participants when contributing data - 

participants were assured confidentiality as well as the ongoing opportunity 

to refuse or withdraw at any point and have their data destroyed.

• Frequent debriefing - the programme facilitators engaged in a process of 

debriefing and reflection after each session. Furthermore, a consultative 

committee was set up prior to the intervention beginning to provide support 

and advice in the event of any child protection issues or undue stress to the 

programme facilitators. This committee consisted of a clinical
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psychologist, senior lecturer in social work21, and psychology teaching 

staff from Queen’s University Belfast.

• Peer scrutiny of the project - the study was continuously subject to 

scrutiny and feedback from independent experts in different areas, for 

instance, in terms of appropriate methodology, analysis, measures, as well 

as continuous feedback from the researcher’s supervisor.

In terms of external validity, the research is of course restricted due to its very 

small sample size. Whilst this is the nature of case study research, the issue was 

recognized and attempts were made to address it, although aware of the fact that it 

could not be wholly overcome. Firstly, by implementing the intervention in two 

different ELB AEPs that differed greatly in their size, student numbers, 

management structure and geographical area, it can be said that the programme 

was considered beneficial and useful by both centres and therefore potentially 

relevant to students attending ELB AEPs. However, while representative of most 

ELB AEP settings, it must also be remembered that these can differ to community- 

based AEPs (see Kilpatrick et al, 2007). Thus, conclusions as to how well students 

attending community-based AEP would engage with a mental health programme 

delivered in a similar manner cannot be drawn. Secondly, descriptive information 

regarding the backgrounds of the students involved and their difficulties was 

provided in the attempt to, as Bassey (1981) proposes, help practitioners decide if 

their situations are similar to that described in the study, and whether they may 

relate the findings to their own positions. Firestone (1993) presents a similar 

argument, and suggests that it is the investigator’s responsibility to ensure that 

sufficient contextual information is provided to enable the reader to make such a

21 Also holds the position of Chair Elect of the British Association for the Study and Prevention of 
Child Abuse and Neglect National Executive Committee
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transfer. It is hoped that sufficient information was provided to allow readers to 

decipher whether the approach taken here could be applied to their own specific 

contexts and relevant to the young people they work with.

Furthermore, strategies specific to achieving trustworthiness in case study research 

(Baxter & Jack, 2008) were sought and again considered throughout the research. 

Key strategies included: clearly written research questions, purposive sampling 

strategies, triangulation of data sources and types, building rapport with 

participants and informants so that multiple perspectives could be collected and 

understood, and the use of reflection, maintenance of field notes and examination 

of the data by objective researchers to enhance credibility.

3.3 Summary of Strengths and Limitations

Methodological strengths and limitations have therefore been considered. Other 

limitations were briefly mentioned in Paper 2 and warrant further discussion.

3.3.1 Lack of parental involvement

Firstly, there is the issue of lack of parental involvement, which incidentally can 

also be related to low participant numbers as the difficulty in getting parental 

consent to allow participants to engage in the screening process, which was the 

precursor to the current study, significantly reduced eligible participants. To give a 

small indication of how difficult it was to gain parental consent, 150 consent forms 

were sent out and 45 returned . This was in conjunction with multiple phone calls 

and letters being delivered by AEP staff to the parents’ homes, all of which took

22 This was across both the BELB AEP centre and the 4 SEELB AEP centres
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significant time and effort that might not be typically available to people working 

within AEP settings.

3.3.li Active versus passive consent

The difficulty in gaining parental consent, which certainly limited the ability of the 

research to work with more students, sparked an interesting ethical debate with 

AEP staff members, who advocated the need in this setting to use passive consent 

as opposed to active consent. This approach was used in both AEP centres and 

staff strongly felt it was the only way they could gain consent from parents for 

necessary school issues, e.g. school trips, administration of medicine, etc. 

However, ethical approval for the current study was only given on the basis that 

active consent was obtained. This highlights the conflict between conducting 

research in real-life settings and the constraint of ethical ideals. While certainly 

ethical procedures are of the utmost importance in research, surely the question 

can at least be asked, is it more ethical to have active parental consent, or to 

provide mental health interventions to greater numbers of vulnerable students on 

the basis of passive consent? Indeed, it is well documented in the literature that 

active consent results in low response rates (Stein, Jaycox, Langley, Kataoka, 

Wilkins & Wong, 2007; Unger et al, 2004) and that samples recruited using active 

parental consent are less likely to include those from low socio-economic status, 

who engage in health risk behaviours or have poor health status (Anderman, 

Cheadle, Curry, Diehr, Schultz, & Wagner, 1995; Chartier, Stoep, McCauley, 

Herting, Tracy, & Lymp, 2008; Unger et al, 2004). Thus, active parental consent 

can result in an important group of children and young people missing out on 

research participation. Here, it may be have been that the most vulnerable students
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were potentially missed out, as they may be the ones whose parents are least 

engaged.

For the parents who did give consent, there was little further involvement, with the 

exception of one mother who asked the programme facilitators to come to her 

house to deliver the parent session. As discussed in Paper 2, the programme 

facilitators were as flexible as possible in order to get questionnaires completed 

and to encourage parents to attend the parent sessions.

From a methodological point of view, lack of parent involvement reduced 

triangulation, which is a significant limitation to the research as we have no 

information regarding participants’ emotional well-being and behaviour at home 

and whether any changes were observed on completion of the programme23. From 

a theoretical point of view, lack of parental involvement is a limitation in that it 

impedes the attempt to adopt a wider social-ecological perspective when working 

with excluded young people. Finally, from a practical point of view, lack of 

parental involvement may reduce the potential effectiveness of the programme, as 

it is suggested in the literature that a cognitive-behavioural approach without 

parental involvement may be less effective (Cole et al, 2013). Indeed, in the 

CBITS programme, parent sessions are designed to promote parents’ 

understanding of and support towards their children, which would likely benefit 

the participants’ and their relationships with parents.

Difficulty involving parents was a key challenge reported by both centres, thus it 

was not specific to this particular research study. Furthermore, it is widely reported 

in the literature that family variables, particularly ineffective parenting practices,

23 Sarah is the exception to this as her mother reported her to be much friendlier, warmer, 
emotional and approachable during, and on completion of, the programme
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are significant factors in the development of anti-social behaviour, leading to 

school exclusion (Van Acker, 2007; McEvoy & Welker, 2000). It appears that the 

procedures involved in this programme did not address this barrier effectively - 

perhaps too much was expected from parents and a lower amount of involvement, 

to begin with, may have been more effective. Alternatively, perhaps even greater 

time needed to be spent on engaging parents and getting to know them and build 

up a relationship and trust with them. Indeed, an important observation made by 

the head of pastoral care of the BELB centre was that as much time that went into 

engaging the young people is what is needed to engage the parents. She remarked 

that “Oi/r parents are very like our children ” and that parents will typically avoid 

getting involved because they’re afraid that ‘77 shows them up and allows people 

to see into their lives and they don’t really want people to see into their lives 

because they ’re afraid of what that will mean. They 're afraid that they will lose 

their children, they ’re afraid of being, y ’know, castigated as a bad mother or a 

bad father”. Such comments certainly suggest that as much careful planning that 

went in to engaging the young people is needed for engaging the parents, which 

would have benefited the programme overall.

It is, however, arguably, a strength to the programme that positive changes in 

participants were found, in spite of being unable to involve the home environment. 

This also lends itself to the applicability of the programme to these settings as it 

does not depend on parental involvement for success, and, as was clearly 

evidenced in interviews with staff from AEP centres, parental involvement is a 

challenge they come up against constantly. While the intervention programme was 

not able to overcome this barrier, it is noteworthy that it was still able to be 

effective without parental involvement and reflects the real-life challenges of



172

working in alternative education settings. This is often noted as a key strength of 

the CBITS programme in the literature, as its flexible approach means not only can 

it be administered to a wide range of cultural settings, it is an intervention that can 

be readily accessible to all students regardless of parent ability to be involved 

(National Child Traumatic Stress Network, 2012).

3.3.2 Lack of follow-up data

A significant limitation to this research is the lack of follow-up data. It is therefore 

not known if any changes found were sustained. Ideally, participants should have 

been measured at 3-month follow-up and again after 6 months. There were two 

main barriers to gaining this important follow-up information; firstly, the nature of 

AEP means that students rarely attend for more than two years. Thus, for the first 

group of participants who completed the programme in May 2013, only one 

returned to the BELB AEP in September when 3-month follow up data collection 

would have taken place. Secondly, the time constraints of the current research 

meant that for those who completed the programme in October 2013, there was not 

sufficient time to include 3-month follow up data collection. However, it is 

recognized that follow-up data is extremely important for demonstrating 

sustainability of changes made and is an important limitation to the present study. 

It should also be pointed out that other studies using CBITS have reported that 

improvements in symptoms and functioning continued to be seen at 3- and 6- 

month follow-up (Stein et ah, 2003).

3.3.3 Engaging students with poor attendance

A final limitation to consider is that, despite success in engaging the majority of 

participants, one participant did not engage well with the programme, attending
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only 3 out of 10 sessions (and therefore excluded from analysis). While this girl is 

noted to have extremely poor attendance in general, it must be taken into 

consideration that the programme failed to engage her and perhaps needs to be 

adapted to be more appropriate for students such as this one who are perhaps most 

at risk as they are the least engaged. This is discussed further in directions for 

future research.

3.3.4 Strengths

Several of the strengths of the study have already been mentioned, namely the 

benefits of a case study approach using mixed methods and finding some success 

in symptom changes even without involvement from parents. A key strength to 

this study was how well the participants engaged with the programme, and it is felt 

that the use of group work and the creation of a very safe and trustworthy 

environment were crucial to creating this engagement. Through collaboration with 

the AEP staff and an extensive review of the literature, this study identified an 

evidence-based mental health intervention that appeared to suit the needs of the 

AEP and their students, thus careful planning and collaboration with staff is 

thought to be a strength to this study. Finally, the adoption of a social-ecological 

perspective meant that the approach taken was grounded in theory, that has 

particular relevance to the Northern Ireland context (see Cummings et al, 2012), 

and allowed for a wider, holistic approach to be adopted when working with 

excluded young people. While certainly this approach was not as successful as 

hoped, in terms of home/parental involvement, the approach allowed the 

intervention to focus on wider factors in these young peoples’ lives (i.e. not just 

problems at school, or not just behaviour issues). Such an approach appears to
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have worked well, in terms of their engagement, report of enjoyment and value, 

and successful symptom change in some areas for all participants.

3.4 Future directions

3.4.1 Address methodological limitations

This study was exploratory in nature, therefore future research could look to build 

on this and address the methodological limitations of the present study. For 

instance evaluating this programme using a randomized control trial, with follow

up assessment, will provide important information lacking in this study, i.e. 

stronger causal conclusions, greater participant numbers enhancing 

generalisability, and evidence of sustainability of symptom changes.

3.4.2 Greater focus on engaging students with poor attendance

An area for future research could be to explore what else needs to be done to 

engage the students with the poorest attendance. For instance, research indicates 

that intervention for school refusal behaviour is often highly individualized (e.g. 

Nuttall & Woods, 2013), thus if this is an issue it may be that a period of 

individual work is needed as a precursor to group work such as CBITS.

3.4.3 Tailoring intervention more specifically

The idea of more specific tailoring of the intervention is relevant to other 

instances, for example, while anger was found to reduce significantly for 5 out of 6 

participants, Sarah’s anger levels showed no meaningful change. Possible reasons 

are suggested for this, namely that Sarah was dealing with feelings of anger that 

had been pent up for many years. While certainly it was considered helpful and
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productive that she was now working through this anger, it surely would be more 

appropriate for anger levels to peak during the course of the programme and then 

reduce by the end of it. For Sarah to finish the programme while still experiencing 

elevated levels of anger indicates the need for (perhaps individual) adaptations to 

be made. Thus, further work needs to be done on perhaps tailoring the programme 

more specifically for individuals towards the end to ensure that all areas have 

sufficiently reduced, therefore achieving more consistent reductions in symptoms 

than was found in the present study. For instance, an interesting study called 

Project Fleur-de-Lis addressed trauma symptoms in children in the US following 

Hurricane Katrina, using a three-tier model of service delivery. CB1TS was used at 

Tier 2 level and for any students whose symptoms were not ameliorated by the 

CBITS intervention went on to receive Tier 3 level intervention of Trauma- 

Focused CBT (TF-CBT) (Jaycox et al, 2010). Such a tiered approach may be 

useful to explore in this setting.

3.4.4 Who is the intervention most suitable for?

Further research could explore what students are most likely to benefit from the 

intervention. Interestingly, results indicate that it was the participants with the 

higher levels of trauma and depressive symptoms prior to the intervention that 

showed the most response, namely Holly, Zoe, and Pamela (with the exception of 

dissociation) who showed the most consistent patterns of reduction of symptoms. 

Those with the lower scores prior to intervention, namely Carla and Anna, showed 

less change. Again then there may be a need for some adaptations, for instance, 

perhaps only those with higher scores should be included in the intervention

groups.
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However, it feels difficult to defend such an approach given both staff and 

participant report of how much the participants found the programme beneficial. 

Furthermore, given the long-term denial many of these girls have had towards 

their feelings and experiences, it is possible that pre-intervention measures do not 

give the most accurate reflection of how the girls are feeling. Issues with self- 

report have already been discussed and may have relevance here, in terms of girls 

being reluctant to acknowledge or report “embarrassing” or uncomfortable 

experiences/feelings. Additionally, research indicates that there is a strong 

tradition within the Northern Ireland context of not talking about traumatic events. 

Ferry et al (2008) suggest that, partly as a feature of the environment created by 

the context of civil conflict, people who have suffered trauma related disorders and 

problems have had limited opportunity to “tell their story” and to have their 

experiences heard, received and acknowledged. Stewart and Thomson (2005) echo 

this idea, stating that a use of silence and not talking about the experience and 

impact of the Troubles has been a powerful survival tool. If this is how generations 

of a family have dealt with difficult experiences, it is plausible that this is the only 

way that these young people know how to manage their upsetting feelings and 

experiences. Indeed, this was touched upon by a staff member in her interview; “7 

often think that if they went home and tried to express some of what they were 

feeling or dug up and needed to go into that with their parents that that wouldn’t 

necessarily be allowed to happen. Or it wouldn’t be a safe emotional place for that 

happen with them because there is a lot of negativity in their social and family 

backgrounds ... and you don’t want to be talking about your private life” (SEELB 

Centre co-ordinator).
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Perhaps then, rather than simply only offering intervention to those with the 

highest scores, a tiered approach may, again, have some relevance here. For 

instance those with the lower scores may avail of less intensive support, such as 

the Tier 1 level support in the Project Fleur-de-Lis which was a group psycho

social intervention designed to serve large members of trauma-exposed students in 

the short term (Walker, 2008). Careful monitoring of students’ psychological well

being, not only in terms of standardized questionnaires but also more thorough 

qualitative assessment such as observation and interview, would allow 

investigators to select more appropriately which students should avail of more 

intensive support and provide accordingly.

3.4.5 Improve parent involvement

As has been discussed, an area that requires greater focus would be to investigate 

different ways that parental involvement in mental health programmes for these 

students could be improved. A suggestion emerging from the present research is 

that greater time and focus needs to be spent on this. Future research could explore 

whether this is realistic given the time and economic constraints existent in all 

education facilities.

3.4.6 Male students

It would be worthwhile to explore the use of this mental health intervention with 

male students in AEP. The focus on girls in the present study was adopted in order 

to directly address concerns of AEP staff, as well as address a gap identified in the 

literature. However, the screening process, which informed and led on to this 

intervention, found that many male students presented with similar symptoms and 

experiences as found with the female students. Given research discussed in Paper
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1 that outlines the mental health challenges faced by many young people in 

alternative education, along with the particular concerns around high rates of 

suicide for young men in Northern Ireland (Schubotz, 2010) it would be valuable 

and worthwhile to implement this mental health programme with male AEP 

students.

3.4.7 Adoption of social-ecological practice within AEP settings

Finally, more broadly speaking, future research could look to continue, develop 

and expand the efforts made here to adopt a holistic, social-ecological approach 

when working within alternative education settings. As already discussed, 

exploring ways to improve parental involvement could be a part of this. Another 

approach would be to enhance staff involvement. Indeed, many of the feedback 

comments from the staff survey alluded to a desire by staff to be more involved in 

the mental health programme, greater staff training in the area of mental health, 

and for mental health intervention to be embedded within their service. 

Furthermore, many of the staff reported to feel ill-equipped to deal with the 

complex mental health issues many of their students have, reflecting the comments 

made by both principals in their interviews that the difficulties AEP students now 

present with have changed significantly in recent years, specifically in terms of 

greater mental health problems. Greater staff training in, and involvement with, 

mental health programmes may make such interventions more sustainable and 

allow greater numbers of students to access them. Future research could look to 

explore how this could be best achieved.

The success of the group setting found in the current study could also be further 

explored as a way of working with excluded young people. Of course, caution is
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advised with this approach and careful consideration must be paid to ensuring that 

a peer group environment is one that is perceived as safe and trustworthy. 

However, given the obvious value and joy the participants reported here as a result 

of working in a group with their peers to confront difficult issues, it seems a 

worthy avenue for further exploration as a means to engaging vulnerable young 

people who have difficulty trusting and forming relationships with others. Given 

that student alienation is one of the key factors leading to antisocial behaviour 

(Dryfoos, 1990), an educational setting with an emphasis on group work and peer 

support may be a valuable approach to engage such students.

3.5 Professional and scientific implications

The following implications are suggested with a cautionary note as it is recognized 

that this is a small-scale research project, with a very specific population, that 

involved time and flexibility not necessarily always available in practice.

3.5.1 Implications for Educational Psychology practice

Perhaps the most significant professional implication emerging from this research 

is that it demonstrates that educational psychologists can play an important role in 

working with excluded young people with significant social, emotional and 

behavioural difficulties. Through a collaborative approach with AEP staff and 

careful consideration of both the AEP context and the contexts of these young 

people’s lives, it is possible to identify suitable interventions that students not only 

will engage with, but report to enjoy and find helpful. Such implications begin to 

address the recent calls in the literature for greater involvement by school 

psychologists in promoting and supporting the implementation of strategies for
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young people with social and emotional difficulties (Michael & Frederickson 

2013) and for working with adolescents living in contexts of multiple risk and not 

achieving with, or engaging in, education (Goeke-Morey et al, 2012). Equally it 

begins to address the approach advocated by Van Acker (2007) and other 

researchers (McEvoy & Welker, 2000; Cross, 2002) to address wider factors in 

excluded young people’s lives, rather than a narrow focus on behaviour.

Very briefly, the main implications this study holds for educational psychologists 

and their practice within Northern Ireland are as follows;

• The benefits of group work (which also begins to address economic and 

practical constraints as multiple students can be worked with 

simultaneously)

• The need to establish trust and familiarity with excluded students before 

attempting to engage them in a programme

• With appropriate time, space, and respect, young people in AEP settings 

will engage with psychological processes to address their negative feelings 

and experiences

• The need to consider wider factors in disengaged young people and the 

context in which they live

• Consideration of trauma as being a relevant issue for young people who 

have been excluded from mainstream education

• The ability to work therapeutically with adolescents in school settings 

despite little involvement from the home environment

• The benefits of adopting a systemic approach to interventions in school 

(e.g. based on a socio-ecological model)
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3.5.2 Implications for AEP - greater investment into mental health well

being

As was discussed in Paper 1, one of the main issues reported within alternative 

education provision in Northern Ireland is the lack of resources and support from 

external professionals (Kilpatrick et al, 2007; NICCY, 2004). The few studies 

exploring AEP voiced the same concern of why those students whose needs appear 

to be greatest, are receiving the least support? A key concern was the need for 

greater, not less investment, provision and support (NICCY, 2004). This study 

shows the benefits that can be reaped if time and effort is invested in working with 

these young people and beginning to deal with their emotional and social 

difficulties. Many symptoms reduced and participants reported feeling happier, 

calmer, more in control, more able to manage stress. Staff observed positive 

changes in engagement, emotional well-being, and students being more settled and 

friendly towards them. Given the negative life trajectories that often follow school 

exclusion, as discussed in Paper 1 (see Duncan & McCrystal, 2002; McVicar, 

2000), this study holds significant implications for current AEP practice to address 

mental health difficulties in students through the implementation of programme 

such as CBITS.

3.5.3 Theoretical implications - a focus on females in Northern Ireland

In Paper 1, a gap in the literature was identified, as there tends to be a focus on 

males in terms of both alternative education/antisocial behaviour (Chesney-Lind & 

Shelden, 2004; Zhang, 2008; Lloyd & O’Regan, 1999) and the impact of the 

conflict in Northern Ireland (see e.g. Rondon, Galway, & Leavey, 2012; Reilly, 

Muldoon, & Byrne, 2004; Cairns, 1996). By focusing specifically on girls, this
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study addressed both the practical concern expressed by staff that engaging girls 

was proving to be extremely challenging, while also making some steps towards 

addressing the gap in the literature regarding girls, antisocial behaviour and 

exclusion from mainstream education, as well as considering the experiences of 

adolescent females living in contexts of risk in post-conflict Northern Ireland. 

While certainly more in-depth qualitative research could be done in this area, this 

study begins to shed light on the extremely adverse experiences these young girls 

have had to face, for instance sexual abuse, physical abuse, domestic violence, 

family breakdown, and neglect, and how it has affected them in terms of their 

emotional well-being, which in turn has affected their educational journeys.

3.5.4 Theoretical implications - the relevance of the concept of 

“complex trauma”

Following on from this, the experiences these girls shared, both during programme 

sessions and in questionnaires, clearly indicate the continuous, chronic nature of 

their adverse experiences. No participant reported one single traumatic event. 

Rather, they had all experienced multiple distressing events. Thus, this study has 

important implications for the theoretical debate that is ongoing in the literature 

with regards to the limitations of the term PTSD (see Paper 1), and the need for a 

concept such as complex trauma (Van der Kolk, 2005) to describe the experience 

of multiple traumatic events. Bearing the concept of complex trauma in mind 

played a role in selecting measures that would assess a range of emotional and 

psychological capacities, broader than the symptoms associated with PTSD (see 

DSM-5, APA, 2013). Had the concept of complex trauma not been considered, it 

is possible that a narrower focus might have been adopted thus neglecting
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important and relevant information, for instance with regards to the participants’ 

anger or self-esteem. It is therefore suggested that the findings of this study point 

to the need to have an appropriate understanding of the nature of the trauma 

experienced and, following this, to adopt the concept that is most suitable to guide 

the research.

3.6 Conclusion

In conclusion, this research may be seen as a first step in promoting greater 

therapeutic work with adolescents excluded from mainstream education in 

Northern Ireland. In relation to the original research questions, progress has been 

made in providing some answers and valuable information - the female students 

engaged extremely well with the programme, pointing to the benefits of group 

work and therapeutic work in general with these students; some successful 

changes were found in trauma and depressive symptoms and psycho-social 

functioning; and while parent involvement continues to be a challenge, AEP staff 

responded extremely well with the programme, indicating future opportunities for 

greater staff involvement.

It is suggested here that educational psychologists could play a key role in 

providing mental health support in these settings, particularly if a social-ecological 

approach is adopted and there is thus a focus on involving school staff and parents, 

as educational psychologists are well-placed to work with both home and school. 

There are many limitations to this small-scale study, as discussed, which open the 

possibility for many areas to be further explored so as to begin to establish an 

evidence-based “best practice” approach to working with young people in an
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educational setting, who have been subjected to a range of negative and distressing 

experiences and who subsequently present with significant social, emotional, and 

behavioural difficulties that often fail to be catered for in mainstream classroom 

environments, leading to exclusion. Given the negative pathways that often follow 

for such students, the overarching message this research wishes to portray is the 

need to invest in these young people’s mental health and to consider the wider 

factors that have led to their difficulties, rather than a narrow focus on behaviour.
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Appendix 1: Summary of Alternative Education Strategies

Summary of Research-based Alternative Education Strategies, provided 
by Tobin & Sprague, 2000.
Low ratio of students to 
teachers

More personal time for each student
Better behavioural gains
Higher quality of instruction

Highly structured 
classroom with 
behavioural classroom 
management

Level systems provide predictable structure 
Self-management skills are taught
High rates of positive reinforcement
High academic gains
Students are able to move to less restrictive 
settings

Positive rather than 
punitive emphasis in 
behaviour management

Rewards for acceptable behaviour and 
compliance
Directly teach clear classroom rules
Begin with rich reinforcement and then "fade" to 
normal levels when possible (4 positives to 1 
negative)

Adult mentors at school Mentor must use positive reinforcement
Mentor takes special interest in child
Mentor tracks behaviour, attendance, attitude, 
grades
Mentor negotiates alternatives to suspension and 
expulsion

Individualised 
behavioural 
interventions based on 
functional behavioural
assessment

Identify causes of the behaviour
Identify what is "keeping it going"
Identify positive behaviours to replace problems 
Interview and involve the student
Use multicomponent interventions

Social skill instruction Problem solving
Conflict resolution
Anger management
Empathy for others

High-quality academic 
instruction

Direct instruction plus learning strategies
Control for difficulty of instruction
Small, interactive groups
Directed responses and questioning of students

Involving parents Frequent home-school communication
Parent education programmes, provided either at 
school or in the community
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Appendix 2b: Participant Information letter and consent form

Participant Information Sheet
You have been asked to take part in a group-based programme that 
aims to relieve negative feelings like anger, depression and anxiety, 
as your scores on questionnaires you filled out indicate that you may 
have some difficulty with these areas.

This programme will involve ten sessions. These sessions will be held 
twice a week, for five weeks, in school. Each session is about 50 
minutes long. There will be 3-6 students in the group, which will be 
led by two trainee psychologists who are on placement here. A 
teacher who works here full-time will also help run the sessions.

The programme is called Cognitive Behaviour Intervention for Trauma 
in Schools, we call it CBITS for short. You will learn skills in 
relaxation, challenging upsetting thoughts, and social problem solving. 
You will also work on processing traumatic memories and grief. These 
skills are learned through the use of drawings and through talking in 
both individual and group settings. Between sessions, you will 
complete assignments and participate in activities that reinforce the 
skills you’ve learned. You will also have the chance to have some 
individual sessions with programme leaders if there is anything you 
would like to discuss that you are not comfortable discussing in the 
group.

CBITS also includes parent and teacher education sessions so we will 
be asking your parents and teachers to come in to tell them about 
the programme, the skills you are learning, the activities you are
doing, and how they can help.

Before starting the programme, you will be asked to fill out some 
more questionnaires. When the programme is over, you will complete
these questionnaires again. This is to help us see if the programme
has been of benefit to you, for example has it helped reduce
negative feelings you may have. Your parents and teachers will also 
be asked to fill out some questionnaires to see if they have noticed 
any changes in how you behave and feel.

Information you give during this study will be kept strictly 
confidential. Your name will never be used; you will be assigned a 
Research Participant Number that will be identifiable only by the 
researchers. If there are any questions you do not want to answer, 
you can choose to not answer them. Anything that is discussed in
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the group or individual sessions is kept strictly confidential and each 
member of the group must respect each other’s privacy. If at any 
point during the programme you would no longer like to be involved, 
you can withdraw at any time. If you would like your data to be 
destroyed before the study is finished you can also choose to have 
this done.

However, it is very important that you realize that any questions 
that are answered will be subject to child protection laws and the 
limits of confidentiality. Any information disclosed that indicates 
illegal activity, breach of child protection laws, or places anyone in 
potential danger, must be handled ethically and in accordance with 
child protection procedures.

Below gives an outline of what the ten sessions of CBITS will involve:

Cognitive-Behavioural Intervention for Trauma in Schools: Outline of Programme
Session 1 Introduction of group members, 

confidentiality, and group procedures; 
explanation of treatment using stories; 
discussion of reasons for participation 
(kinds of stress or trauma).

Session 2 Education about common reactions to 
stress or trauma; relaxation training to 
combat anxiety.

Individual Session(s): Between sessions 2 and 6.

Session 3 Thoughts and feelings (introduction to 
cognitive therapy); “fear thermometer”; 
linkage between thoughts and feelings; 
combating negative thoughts.

Session 4 Combating negative thoughts.

Session 5 Avoidance and coping (introduction to real 
life exposure); construction of fear 
hierarchy; alternative coping strategies.

Sessions 6 and 7 Exposure to stress or trauma memory 
through imagination/drawing/writing.

Session 8 Introduction to social problem solving.

Session 9 Practice with social problem solving and 
hot seat.

Session 10 Relapse prevention and graduation 
ceremony.
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Participant Consent Form

I understand that questionnaires involved in this study ask questions that 1 
may find upsetting. 1 understand that discussions in the group may be 
upsetting and encourage me to think about distressing experiences I have 
had. I understand that the programme leaders are there to support me in this.

I understand that if 1 disclose information that indicates illegal activity, 
breaches child protection laws, or places anyone in potential danger, the 
researchers must follow child protection procedures and pass this 
information on to the appropriate services.

1 understand that the group is confidential and I will respect other group 
members’ privacy and confidentiality.

I understand that the programme involves ten group sessions, twice a week 
for five weeks, as well 1-3 individual sessions, and a parent and teacher 
session.

I am aware that 1 can choose to not answer questions, that I can withdraw 
from the programme at any point, and that my data will be destroyed should I 
request this.

I consent to participating in this programme.

Signed: Date:
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Appendix 2c: Parent Information letter and consent form

Parent Information Sheet
Dear Parent,

Your daughter has been invited to participate in a group-based programme 
that aims to relieve symptoms of trauma, depression, and anxiety. This 
programme is called Cognitive Behaviour Intervention for Trauma in Schools 
(CBITS). She has been invited to join this programme due to her participation 
in another research study, which found that she has experienced traumatic 
events and may be suffering from trauma symptoms.

The programme involves ten group sessions that are run twice weekly over a 
period of five weeks. They will be held in school and there will be 3-8 
students in the group. The group will be led by two trainee Educational 
Psychologists, who are trained in the programme and who are on placement 
in the AEP. A member of staff will also be involved in running the sessions.

In these sessions, students learn skills in relaxation, challenging upsetting 
thoughts, and social problem solving, and work on processing traumatic 
memories and grief. These skills are learned through the use of drawings and 
through talking in both individual and group settings. Between sessions, 
students complete assignments and participate in activities that reinforce the 
skills they've learned. CBITS also includes parent and teacher education 
sessions, which you will be invited and encouraged to attend.

Your child will be asked to complete questionnaires prior to beginning the 
intervention that assesses trauma symptoms, depressive symptoms, and 
anxiety. She will complete the same questionnaires at the end of the 
programme to see if the programme has helped reduce these negative 
symptoms. A class teacher will also be asked to fill out a questionnaire 
regarding your child's classroom behaviour, before the programme, at the end 
of the programme. You will also be asked to fill out a questionnaire regarding 
your child’s behaviour at these different time points.

Information provided during this study will be kept strictly confidential. Your 
child’s name will never be used and they will be identifiable only to the 
researchers through a Research Participant Number. If there are any 
questions your child does not want to answer they can choose to not answer 
them. Your child can also withdraw from the programme at any point and can 
request that their data be destroyed.

However, it is very important that you realize that any questions that are 
answered will be subject to child protection laws and the limits of 
confidentiality. Any information disclosed that indicates illegal activity, 
breach of child protection laws, or places anyone in potential danger, must be 
handled ethically and in accordance with child protection procedures. These
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limits to confidentiality will be fully explained, both verbally and in writing, to 
your child.

Below gives an outline of what the ten sessions of the CBITS programme will 
involve:

Cognitive-Behavioural Intervention for Trauma in Schools: Outline of Programme
Session 1 Introduction of group members, 

confidentiality, and group procedures; 
explanation of treatment using stories; 
discussion of reasons for participation 
(kinds of stress or trauma).

Session 2 Education about common reactions to 
stress or trauma; relaxation training to 
combat anxiety.

Individual Session (s): Between sessions 2 and 6.

Session 3 Thoughts and feelings (introduction to 
cognitive therapy); "fear thermometer"; 
linkage between thoughts and feelings; 
combating negative thoughts.

Session 4 Combating negative thoughts.

Session 5 Avoidance and coping (introduction to real 
life exposure); construction of fear 
hierarchy; alternative coping strategies.

Sessions 6 and 7 Exposure to stress or trauma memory 
through imagination/drawing/writing.

Session 8 Introduction to social problem solving.

Session 9 Practice with social problem solving and 
hot seat.

Session 10 Relapse prevention and graduation 
ceremony.
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Parental Consent Form
I understand that my child has been asked to participate in this programme 
due to her answers on questionnaires that indicate she has experienced some 
difficult events and can have negative feelings such as anxiety, anger, and 
depression.

1 understand that during this programme my child will be encouraged to 
think about distressing events they have experienced and to share these 
experiences in the group discussions if they so wish.

1 understand that my child will learn skills in relaxation, challenging upsetting 
thoughts, and social problem solving and that he/she will also work on 
processing traumatic memories and grief.

1 understand that the programme involves ten group sessions that will be 
held in my child's school, that my child will have 1-3 individual sessions with 
programme leaders, and that there are 1-2 parent sessions, which I will be 
invited to attend.

I understand that all information provided by my child will be kept strictly 
confidential and his/her name will never be used. 1 understand that if my 
child discloses information that indicates illegal activity, breaches child 
protection laws, or places anyone in potential danger, the researchers must 
follow child protection procedures and pass this information on to the 
appropriate services.

I understand that my child has the right to withdraw from the programme at 
any point should he/she wish to do so. I understand that my child can decide 
to have his/her data destroyed at any point.

I consent to my child participating in this programme.

Signed: 

Date: _
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Appendix 3: Descriptions of measures used

Life Events Checklist (LEG) (Gray, Litz, Hsu & Lombardo, 2004). The Life 

Events Checklist (LEG) is a brief, 17-item, self-report measure designed to screen 

for potentially traumatic events in a respondent's lifetime.

The Children's Revised Impact of Events Scale (CRIES) (Perrin, Meiser- 

Stedman, Smith, 2005). CRIES is a widely used screening tool measuring children 

and young people at risk for post traumatic stress symptoms.

Outcome measures used in present study:

The Trauma Symptoms Checklist for Children24 (TSCC) (Briere, 1996). The 

TSCC is a 54-item self-report scale originally designed for trauma symptoms 

related to sexual abuse and other traumatic events. It has 6 clinical scales which 
measure anxiety, depression, anger, post-traumatic stress, dissociation (with 

subscales dissociation-overt and dissociation-fantasy) and sexual concerns (with 

subscales sexual preoccupation and sexual distress)25. For all clinical scales except 

Sexual Concerns and its subscales, T scores at or above 65 are considered 

clinically significant. T scores in the range of 60 through 65 are suggestive of 

difficulty. For the Sexual Concerns scale and its subscales, T scores at or above 70 

are considered clinically significant. The TSCC also has two validity scales - one 

that taps a child’s tendency to deny any symptomatology and one that indexes a 

tendency to over-respond to symptom items. It is recommended that TSCCs with 

an Under-response T score of 70 or higher be considered invalid and that a Hyper

response T score of 90 or higher be considered invalid (Briere, 1996).

Child Depression Inventory (CDI) (Kovacs, 1985). The CDI evaluates the 

presence and severity of specific depressive symptoms in youth. As well as 

providing an overall measure of depression, it measures five sub-scales; Negative

24 The TSCC was used as both a screening and outcome measure
25 Descriptions of these scales can be found in Appendix 4
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Mood, Interpersonal Problems, Ineffectiveness, Anhedonia, and Negative Self- 

Esteem26. T-scores at or above 65 are generally considered clinically significant. 

T-score changes of five or more points on the GDI subscales may be considered to 

be clinically significant (Kovacs, 1985).

Pediatric Symptom Checklist27 (Jellinek et al., 1988). The Pediatric Symptom 

Checklist is a psychosocial screen designed to facilitate the recognition of 

cognitive, emotional, and behavioral problems. The parent-completed version 

(PSC) was used in the research.

The Strengths and Difficulties Questionnaire (SDQ) (Goodman, 1997). The 

Strengths and Difficulties Questionnaire (SDQ) is a brief pscyhosocial screening 

questionnaire for 3-16 year olds. It measures emotional symptoms, conduct 

problems, hyperactivity, peer relationship problems and prosocial behaviour. It 

was included in the study to gain greater insight into the participants’ level of 

social, emotional and behavioural difficulties. It is a measure commonly used by 

Educational Psychologists in Northern Ireland and allows for multiple informants, 

specifically self-report, parents and teachers. Parent scores were unable to be 

obtained for participants, however teacher scores were obtained. Using bandings 

an abnormal score can be used to identify difficulties (see Appendix 6 for tables of 

bandings).

26 Descriptions of these scales can be found in Appendix 5
27 This measure was not included in analysis as no parent/guardian returned completed measures
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Appendix 4: Description of scales in the Trauma Symptoms Checklist 
for Children

Validity
Underresponse (UNO) Consists of the number of Os endorsed for those 

items least likely to be receive a 0 in the normative 
sample. Reflects a tendency toward denial, a general 
under endorsement response set, or a need to 
appear unusually symptoms free

Hyperresponse (HYP) Consists of the number of 3s marked on diverse 
items that rarely received a 3 in the normative 
sample. Indicates a general overresponse to TSCC 
items, a specific need to appear especially 
symptomatic, or a state of being overwhelmed by 
traumatic stress

Clinical
Anxiety (ANX) Generalized anxiety, hyperarousal, and worry; 

specific fears (e.g. of men, women, or both; of the 
dark; of being killed); episodes of free-floating 
anxiety; and a sense of impending dangers

Depression (DEP) Feelings of sadness, unhappiness, and loneliness; 
episodes of tearfulness; depressive cognitions such 
as guilt and self-denigration; and self-injuriousness 
and suicidality

Anger (ANG) Angry thoughts, feelings and behaviours, including 
feeling mad, feeling mean, and hating others; having 
difficulty de-escalating anger; wanting to yell at or 
hurt people; and arguing and fighting

Posttraumatic Stress 
(PTS)

Posttraumatic symptoms, including intrusive 
thoughts, sensations, and memories or painful past 
events; nightmares; fears; and cognitive avoidance 
of painful feelings

Dissociation (DIS) Dissociative symptomatology, including 
derealization; one’s mind going blank; emotional 
numbing; pretending to be someone else or 
somewhere else; day-dreaming; memory problems; 
and dissociative avoidance. Has two subscales, DIS
CI (Overt) and DIS-F (Fantasy)

Sexual Concerns(SC) Sexual thoughts or feelings that are atypical when 
they occur earlier than expected or with greater 
than normal frequency; sexual conflicts; negative 
responses to sexual stimuli; and fear of being 
sexually exploited. Has two subscales; SC-P 
(Preoccupation) and SC-D (Distress)
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Appendix 5: Description of scales in the Children’s Depression 
Inventory

Negative Mood Irritability or anger

Interpersonal Problems Difficulty making and keeping close 
relationships

Ineffectiveness Lack of motivation or inability to complete 
tasks

Anhedonia Inability or decreased ability to experience 
joy

Negative self-esteem Belief that you are not good at anything
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Appendix 6: Bandings as used in the Strengths and Difficulties 
Questionnaire to identify abnormal scores

Table 29: Self-report scores indicative of normal, borderline, and abnormal ranges

Self-completed Normal Borderline Abnormal
Total Difficulties
Score

0-15 16-19 20-40

Emotional 
Symptoms Score

0-5 6 7-10

Conduct Problems
Score

0-3 4 5-10

Hyperactivity
Score

0-5 6 7-10

Peer Problems
Score

0-3 4-5 6-10

Prosocial
Behaviour

6-10 5 0-4

Table 30: Teacher-report scores indicative of normal, borderline, and abnormal ranges

Teacher-report Normal Borderline Abnormal
Total Difficulties
Score

0-11 12-15 16-40

Emotional 
Symptoms Score

0-4 5 6-10

Conduct Problems
Score

0-2 3 4-10

Hyperactivity
Score

0-5 6 7-10

Peer Problems
Score

0-3 4 5-10

Prosocial
Behaviour

6-10 5 0-4
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Appendix 7: Key themes emerging from exploratory interviews with 
AEP principals

Table 31: Key themes emerging from exploratory interviews with AEP Principals

Main themes identified BELB Centre Principle SEELB Centre Principle
A need for greater 
psychological input for 
AEP students

"Undoubtedly (there is a 
need for mental health 
programmes)... / mean 
it's what I've been asking 
for since 1 got here ... we 
could see that young 
people were struggling... 
it's right in our faces and 
we need assistance in 
dealing with the more 
intensive interactions or 
even just advice"

"Very, very little 
(psychology input 
available)"

"It would be brilliant if we 
did have psychologists 
that we could use for 
therapies and actually 
talking to the young 
people about their 
individual needs"

Nature of young people 
attending AEP has 
changed - more 
complex, more mental 
health issues

"The calibre of young 
people here has 
transformed, they're 
young people with very 
complex backgrounds 
and histories ... they are 
much more complex, 
much more likely to have 
co-morbidities... working 
with them has become 
much more complex"

"In the time I've been in 
this service, now Tm into 
my third year, 1 would say 
we have seen a big 
increase in young people 
with mental health issues 
... most of our young 
people coming in have 
experienced mental 
health problems or are 
experiencing them ... they 
have experienced a lot of 
emotional abuse."

Increase of female 
students and challenges 
associated with this

"They are at the centre of 
my universe at the 
moment, 1 mean they are 
dominating everything 
that we do"

"Massive increase. And 
exponentially much more 
difficult than boys ... in 
every sense. They are just 
as aggressive. They are 
just as violent. They are 
less likely to listen to 
reason than the boys, 
they have all the female 
traits of grudge bearing,

"an increase in say the 
last 5 or 6 years, when it 
was pretty much all male.
1 would say that's the 
mental health side that 
we're seeing coming 
through, because we're 
seeing that more in the 
girls ... the girls coming in 
the service, 1 would say 
most of them have 
mental health issues, of 
different extremes you 
know."

"From the mental health
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long memories, mistrust, 
a lot of them have serious 
attachment issues".

side of things the girls 
could do with a lot of 
support"

Traumatic experiences 
as important factors in 
the lives of AEP students

"almost without 
exception they will have 
had issues and elements 
that no girl their age 
should have had to
endure"

"they have experienced a 
lot of emotional abuse 
and you know it would be 
great if we could provide 
a service that... have 
some understanding of 
that and the effects that 
that that can have"

Family and social factors 
as challenges

"young people who are 
from very fractured 
backgrounds, long 
histories of complex 
familial make-up... the 
actual family 
circumstances are very 
chaotic... very few 
boundaries or very few 
stable elements in their 
life"

"we're talking about 
domestic violence, 
mental health issues with 
parents, alcoholism..."
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Appendix 8: Outline of CBITS Programme

Table 32: Cognitive-Behavioural Intervention for Trauma in Schools: Outline of Programme

Session 1 Introduction of group members, confidentiality, 
and group procedures; explanation of treatment 
using stories; discussion of reasons for 
participation (kinds of stress or trauma).

Session 2 Education about common reactions to stress or 
trauma; relaxation training to combat anxiety.

Individual Session(s): Between sessions 2 and 6.

Session 3 Thoughts and feelings (introduction to cognitive 
therapy); "fear thermometer"; linkage between 
thoughts and feelings; combating negative 
thoughts.

Session 4 Combating negative thoughts.

Session 5 Avoidance and coping (introduction to real life 
exposure); construction of fear hierarchy; 
alternative coping strategies.

Sessions 6 and 7 Exposure to stress or trauma memory through 
imagination/drawing/writing.

Session 8 Introduction to social problem solving.

Session 9 Practice with social problem solving and hot 
seat.

Session 10 Relapse prevention and graduation ceremony.
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Appendix 9: Post-intervention interview questions for group 
participants

What did you like about this programme? (Can you tell me a bit more, why did 

you like that?)

Was there anything that you did not like? (Can you tell me some more, why did 

you not like that?)

Did you find the programme helpful? (What things were helpful?)

What do you think could make the programme better? (Why do you think that?)

How did you find being in a group? (Can you tell me any more, would you have 

preferred to have done the sessions individually? Why do you prefer being in a 

group?)

If you think back over the ten different sessions, were there any ones that you 

found most useful? (Why were they useful? What did you like about them?)

Were there any sessions that you didn't like or you didn't find helpful? (Why were 

they not helpful? What did you not like?)

What do you remember most about the programme? (What do you think you will 

take away from the programme/use most?)

Do you feel more aware about how stressful events effect you now that you have 

completed this programme? (Why/why not? What has made you more aware?)

Do you feel more able to manage this stress? (Would you like to be able to 

manage it more/is there more to be done? What has helped?)

Did you like doing the programme, overall? (What did you like? Why did you like 

it?)
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Appendix 10: Post-intervention interview questions for staff members
Have you noticed any changes in the students who took part in the CBITS 

programme that we did with them? (Can you tell me about them? What have you 

noticed? Why do you think there have been changes?)

How appropriate do you think a programme like CBITS is for your school?

Can you think of any ways that the programme could be better, or could be 

improved?

What limitations or challenges do you think school-based interventions will come 

up against when working with students who are in alternative education?

How do you think the home and social environments of these students impacts 

on intervention programmes?

For you, generally, and other staff as well as people coming in and wanting to do 

programmes, what are the challenges of working with students who are in 

alternative education?

How do you think parental involvement could have been improved?

Why do you think there were difficulties involving parents?

More generally speaking, do you think trauma is a relevant area to research with 

students here? (Why/why not?)

How do you think traumatic experiences effect the young people who attend 

AEP?
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Appendix 11: Post-intervention staff survey
Staff Feedback

Please circle and comment as appropriate

1. Do you think the CBITS programme is a programme that could be beneficial 
to your students?

Yes No Not Sure

2. Do you think the programme could be adapted to make it more 
appropriate/beneficial for AEP students?

Yes No Not Sure

If so, how?____________________________________________

3. Have you noticed any changes in any of the students who have just 
completed the programme?

Yes No Not Sure

If so, please comment____________________________________

4. Do you think the area of trauma is a relevant area of research with this 
student population?

Yes No Not Sure

5. What kind of challenges do you experience teaching AEP students, if any?

THANK YOU!
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Appendix 12: Examples of the coding process and development of themes 
used in thematic analysis

Phase 2 of Thematic Analysis: Systematic initial coding of entire interview

Post-intervention interview with SEELB Centre Co-ordinator 

Date: 18,h November, 2013

Interviewer: So, first of all, have you noticed any changes in the students who took 
part in the CBITS program that we did with them?

SEELB Staff member: \The majority of them yes, I would say that one young lady is 
definitely more emotional than she ever was and that's a positive thing for her. I 
think the very fact that she's experiencing emotions has actually helped her to calm 
and when she does feel angry or frustrated she's more able to deal with as opposed 
to want to lash out. And I think two of the other ones have become more settled and 
focused, then there is one where I couldn't tell you whether it made an impact 
on her or not.

Interviewer: Yeah, I would agree with that in that one girl did not engage as well as 
the others with the program, even just in terms of how often she was there.

SEELB Staff member: Yeah well 'per attendance is very poor in general \

Interviewer: Ok, so how appropriate do you think a program like CBITS is for your 
school?

F Flinn 2/9/14 12:20 PM
Comment: Emotional changes evident in girls 
post-intervention

F Flinn 2/9/14 12:21 PM
Comment: Girl who did not engage with the 
intervention, no changes evident

F Flinn 2/9/14 12:51 PM
Comment: Poor attendance in general for girl 
who did not engage with program

SEELB Staff member: Very appropriate

Why?

SEELB Staff member: Because \we do not have the time, or the skill, to explore the 
issues that some of these young people, not just the young ladies, but some of the 
young people come with. We can't help them unpack their suitcase and pack it neatly 
again, its just a case of well let's sit on it and close it and I'll help you carry it. But we 
can't help them unpack it and put it away again.

Interviewer: That's a really nice way of putting it. Can you think of any ways that the 
program could be better, or could be improved?

SEELB Staff member: / think the only improvement, and it's really only related to one 
young lady, and it was after she left the session she wasn't emotionally ready to

F Flinn 2/9/14 12:22 PM
Comment: The need for mental health programs 
in AEP settings
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come back so there needed to be either the counselor available here for that session 
finishing, so she could get her closure in a bit of privacy because there were some 
times when she came back and she just cried for like an hour and this isn't really the 
environment to do that |ond we don't have the resources to spend that hour sitting 
with her and reassuring her that it's ok to feel like that. That is what we ended up 
having to do. That's the only thing.

F Flinn 2/9/14 12:23 PM
Comment: Area for improvement: need for 
follow-up work when group sessions finished

Interviewer: That's a really good point, so it's really important, that kind of follow-up 
work?

SEELB Staff member: Yeah

Interviewer: What limitations do you think school-based interventions will come up 
against when working with students who are in alternative education?

SEELB Staff member: parental input, definite!^ Also a fear of them not wanting to 

engage with it because they see it as a part of school and maybe their engagement 
with us isn't full, fully on board yet. Like \the four young ladies you'd this year had 

been to AEP last year in some form or another, so they had relationship and 
emotional connection with school and they knew it was a safe place. But if you tried 
to do that with somebody who had just come in through the door, even if it was 
starting in October and they had been here a month, they don't have that...that 
relationship with the place and they don't know the security of it yet.

Interviewer: Yeah...yeah that's a really good point, which I hadn't really thought 
about before. How do you think the home and social environments of these students 
impacts on intervention programs?

F Flinn 2/9/14 12:24 PM
Comment: Difficulty involving parents a key 
challenge

F Flinn 2/9/14 12:24 PM
Comment: Importance of students feeling 
somewhat settled in their AEP centre before 

^ beginning mental health programs

SEELB Staff member: Massively.

Interviewer: How so?

SEELB Staff member: Emm, \they don't always have the parental support to be 

involved in something like that. The parents quite often sign the consent form to let 
them do it but if it comes to parent having an input into that work, that will not 
happen. And I often think that if they went home and tried to express some of what 
they were feeling or dug up and needed to go into that with their parents that that 
wouldn't necessarily be allowed to happen. Or it wouldn't be a safe emotional place 
for that happen with them because there is a lot of negativity in their social and 
family backgrounds regarding maybe if they opened a can of worms that social 
services would be at the door and you don't want to be talking about your private 
life. Very closed doors.

Interviewer: Ok, so a lack of support at home?

F Flinn 2/9/14 12:26 PM
Comment: Difficulties involving parents, 
challenges of the home environment
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SEELB Staff member: Yeah

Interviewer: So for you, generally, and other staff as well as people coming in and 
wanting to do programs, what are the challenges of working with students who are 
in alternative education?

SEELB Staff member: Ehi<r they are unpredictable. In terms of their attendance, their 
emotional state, how willing they are to cooperate and get involved^ You couldn't 

predict from one day to the next whether you’d be able to come down and they'll be 
running to the door "oh take me" and whether it's because they want to go and get 
involved in the work or if its because they're avoiding something else or whether it's 
just a day where they're gonna blank out and do nothing

F Flinn 2/9/14 12:26 PM
Comment: Challenges of working with AEP 
students

Interviewer: So mainly being unpredictable, anything else you would add to that in 
terms of challenges?

SEELB Staff member: Well I suppose it's the Recognition that if they are out for two 
hours every week that's two hours of academic work that they're missing]

Interviewer: Yeah, true. And even they would have said that themselves sometimes 
so yeah definitely another thing to take into consideration. So you have kind of 
touched on this a minute ago about lack of support at home, and we had a lot of 
difficulty ourselves involving parents. Why do you think there are those difficulties 
involving parents?

F Flinn 2/9/14 12:31 PM
Comment: Practical challenge to implementing 
mental health program in AEP centre

SEELB Staff member: l/t's generally nothing personal, its historical And parents got 

so hacked off with social services, schools, maybe CAMHS, people trying to get 
involved in their eyes to make things better, but they see it as interfering or 
judgmental, or that they are seen as a bad parent. Or they, fhere is traumas in their 
past which they haven't dealt with. And if they haven't dealt with them then their 
child trying to deal with it and getting involved in that, it doesn't work] Its different if 
the parent has themselves dealt with the issue. I think those types of parents are 
more open to helping their young person. But generally the parent hasn't and doesn’t 
really want to.

F Flinn 2/9/14 12:29 PM
( Comment: History of difficulty involving parents J

F Flinn 2/9/14 12:31 PM
I Comment: History of trauma within families

Interviewer: Ok. And how do you think parental involvement could have been 
improved? By us I mean, what else could we have done to get parents more 
involved?

SEELB Staff member:) don't think there's anything else that you could have done. I 

think knowing the young ladies and their parents, I think the very fact that you got 
signed consent forms back was a bonus!

Interviewer: Ok

F Flinn 2/9/14 12:32 PM
Comment: Difficulty getting any level of parental 
involvement
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SEELB Staff member: Because there are some mothers and if you rang them and said 
that you know like you would come up for half an hour, they would be at the door 
waiting for you. But those four in particular, we wouldn't see them.

Interviewer: Right. Ok more generally speaking, do you think trauma is a relevant 
area to research with students here.

F Flinn 2/9/14 12:34 PM
Comment: Other parents may have been more 
involved - those identified as having significant 
emotional difficulties therefore also identified as 
having least support from parents

SEELB Staff member: Absolutely. 

Interviewer: And why do you think that?

SEELB Staff member: Because with 11 years of working with these young people, 
they have all, in some way, been traumatized whether it be a family situation, 
something within the home, or something within the educational setting jf/iof has 

happened that has completely turned them off from education. And some in 
particular are stuck in flight or fight. And it's quite often fight in here. And they get 
here because school didn't work.

F Flinn 2/9/14 12:34 PM
Comment: The importance of considering trauma 
when working with these students

Interviewer: You have sort of just touched on this aswell, but what sort of effect do 
you think these traumatic experiences that you've just talked about, what sort of 
effect do they then have on the students in terms of their behaviour, their emotional 
development and their ability to learn?

SEELB Staff member: (A lot of them are quite emotionally stunted. They cant put a 
name to the emotion that they may or may not be feeling. Some are very blocked off 
from that and they have difficulties trusting and forming relationships, as do their 
parents or their carers. Behaviour-wise, you will get some young people who cannot 
cope with a female member of staff, and some will come in who cannot cope with a 
male member of staff and you will see a totally different reaction just based on your 
gender, In terms of how you approach a young person with their work, the trauma 
that they have been through will effect how they perceive what you are doing, going 
even to give them help.\ We had one young lady and you could never, like you’ve seen 
our rooms, like you could never actually approach her from behind. You always had 
to make sure you came in to her side and get her attention and then came in and 
even the young people had to learn that if they were in the corridor they had to make 
her aware that they were there and they weren’t sneaking up on hert So you know it 
can impact across the whole centre, it's not just with the staff, it's with their peers as 
well. |

Interviewer: Yeah which is a really interesting point. Like how do you find the 
students, in general, get on with each other?

F Flinn 2/9/14 12:35 PM
Comment: How trauma may have affected the 
young people in AEP

F Flinn 2/9/14 12:37 PM
Comment: How trauma may have affected the 
young people in AEP

F Flinn 2/9/14 12:38 PM
Comment: How trauma may have affected the 
young people in AEP

SEELB Staff member: *laughs* on the whole, I do find that they fight each others' 
battles in here put it may mean that they're best friends one day and they're sworn
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enemies the next. There is no consistency I do find them quite loyal when it comes to 

the staff, like if someone is kicking off at a member of staff, someone will generally 
butt in and go "don't speak to her like that". You know they will have, they might tell 
you to F way off tomorrow but today because he's saying it, then no, don't speak like 
that. And I have found over the years that some of the young men are very, very 
protective of the staff. And I don't know if it's because we're all females, because we 
didn't have Andy at the time. But they would have been very, very protective of us. 
Like today, I have been asked "did you get a cup of coffee?", "do you need one?", 
"did you get your lunch, did you eat something?". And I think that’s very strange 
coming from a 15 year old lad, and that's come from two different lads today. [So it's 

very strange, they have this love/hate relationship amongst themselves and there is 
loyalty and there is recognition that they are a group but that whole inner fighting 
thing does go on [ond then there's the wider, looking at the centre as a whole.

Interviewer: Well that has all been really helpful, do you have any other comments 
in general about working with AEP students?

SEELB Staff member: iCan you come back in next term? Can you do more than four? 

Interviewer: ‘laughs* I wish!

F Flinn 2/9/14 12:38 PM
Comment: AEP students difficulty forming and 
maintaning relationships

F Flinn 2/9/14 12:39 PM
Comment: AEP students difficulty forming and 
maintaning relationships

F Flinn 2/9/14 12:39 PM
Comment: Staff wanting more mental health 
work done with their students
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Data Extract Coded for

Interviewer: So, first of all, have you noticed any 
changes in the students who took part in the CBITS 
programme that we did with them?

Noticeable changes
noticed in female
students post-

SEELB Staff member: The majority of them yes, 1 would 
say that one young lady is definitely more emotional 
than she ever was and that's a positive thing for her. 1 
think the very fact that she's experiencing emotions has 
actually helped her to calm and when she does feel 
angry or frustrated she's more able to deal with as 
opposed to want to lash out. And 1 think two of the 
other ones have become more settled and focused.

intervention, changes
centred around
emotional well-being

SEELB Staff member: then there is one where I 
couldn't tell you whether it made an impact on her or 
not.

No changes noted for
student who did not
engage with

Interviewer: Yeah, I would agree with that in that 
one girl did not engage as well as the others with the 
programme, even just in terms of how often she was 
there.

programme

Student who did not
SEELB Staff member: Yeah well her attendance is 
very poor in general

engage has poor 
attendance in general

Interviewer: Ok, so how appropriate do you think a 
programme like CBITS is for your school?

Mental health
programmes

SEELB Staff member: Very appropriate considered appropriate
for AEP centres

Why?

SEELB Staff member: Because we do not have the 
time, or the skill, to explore the issues that some of 
these young people, not just the young ladies, but 
some of the young people come with. We can't help 
them unpack their suitcase and pack it neatly again, 
its just a case of well let’s sit on it and close it and I'll 
help you carry it. But we can’t help them unpack it 
and put it away again.

There is a need for
mental health
programmes as current
staff do not have the
time, skill or resources
to deal with the mental
health issues the 
students present with

Can you think of any ways that the programme could Greater focus needed
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be better, or could be improved?

SEELB Staff member: / think the only improvement, 
and it’s really only related to one young lady, and it 
was after she left the session she wasn't emotionally 
ready to come back so there needed to be either the 
counselor available here for that session finishing, so 
she could get her closure in a bit of privacy because 
there were some times when she came back and she 
just cried for like an hour and this isn’t really the 
environment to do that and we don’t have the 
resources to spend that hour sitting with her and 
reassuring her that it's ok to feel like that. That is 
what we ended up having to do. That's the only thing.

Interviewer: That’s a really good point, so it’s really 
important, that kind of follow-up work?

SEELB Staff member: Yeah

for follow-up work
when sessions end in
case participants are 
not ready to return to
the class environment

Interviewer: What limitations do you think school- 
based interventions will come up against when 
working with students who are in alternative 
education?

SEELB Staff member: Parental input, definitely. Also 
a fear of them not wanting to engage with it because 
they see it as a part of school and maybe their 
engagement with us isn’t full, fully on board yet. Like 
the four young ladies you’d this year had been to AEP 
last year in some form or another, so they had 
relationship and emotional connection with school 
and they knew it was a safe place. But if you tried to 
do that with somebody who had just come in through 
the door, even if it was starting in October and they 
had been here a month, they don’t have that...that 
relationship with the place and they don’t know the 
security of it yet.

Limitations identified
by staff - involving 
parents, and students 
already feeling
somewhat settled and
engaged with their AEP 
centre before being 
able to engage with a
mental health
programme

Interviewer: How do you think the home and social 
environments of these students impacts on 
intervention programmes?

SEELB Staff member: Massively.

Interviewer: How so?

SEELB Staff member: Emm, they don’t always have 
the parental support to be involved in something like 
that. The parents quite often sign the consent form to 
let them do it but if it comes to parent having an input 
into that work, that will not happen. And I often think

Major difficulties 
involving parents.
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that if they went home and tried to express some of 
what they were feeling or dug up and needed to go 
into that with their parents that that wouldn't 
necessarily be allowed to happen. Or it wouldn't be a 
safe emotional place for that happen with them 
because there is a lot of negativity in their social and 
family backgrounds regarding maybe if they opened a 
can of worms that social services would be at the door 
and you don’t want to be talking about your private 
life. Very closed doors.

challenging home
environments

Interviewer: Ok, so a lack of support at home?

SEELB Staff member: Yeah Lack of emotional
support for these
students at home

Interviewer: So for you, generally, and other staff as 
well as people coming in and wanting to do 
programmes, what are the challenges of working 
with students who are in alternative education?

Challenges of doing a
mental health
programmewith AEP
students

SEELB Staff member: Eh, they are unpredictable. In 
terms of their attendance, their emotional state, how 
willing they are to cooperate and get involved. You 
couldn't predict from one day to the next whether 
you'd be able to come down and they’ll be running to 
the door "oh take me" and whether it’s because they 
want to go and get involved in the work or if its 
because they're avoiding something else or whether 
it’s just a day where they're gonna blank out and do 
nothing

they are 
unpredictable

they will miss
out on class
time

Interviewer: So mainly being unpredictable, 
anything else you would add to that in terms of 
challenges?

SEELB Staff member: Well I suppose it’s the 
recognition that if they are out for two hours every 
week that’s two hours of academic work that they’re 
missing.

we had a lot of difficulty ourselves involving parents. 
Why do you think there are those difficulties 
involving parents?

History of difficulty 
involving parents, not 
just specific to this one

SEELB Staff member: It’s generally nothing 
personal, its historical. And parents got so hacked off 
with social services, schools, maybe CAMHS, people 
trying to get involved in their eyes to make things 
better, but they see it as interfering or judgmental, or

programme
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that they are seen as a bad parent. Or they, there is 
traumas in their past which they haven't dealt with. 
And if they haven't dealt with them then their child 
trying to deal with it and getting involved in that, it 
doesn’t work. Its different if the parent has themselves 
dealt with the issue. I think those types of parents are 
more open to helping their young person. But 
generally the parent hasn’t and doesn't really want to.

History of trauma in 
parents and families

Interviewer: Ok. And how do you think parental 
involvement could have been improved? By us 1 
mean, what else could we have done to get parents 
more involved?

SEELB Staff member: / don’t think there’s anything 
else that you could have done. I think knowing the 
young ladies and their parents, I think the very fact 
that you got signed consent forms back was a bonus! Getting consent forms 

seen as bonus, reflects 
the huge difficulty in 
getting any greater 
level of support from 
parents

SEELB Staff member: Because there are some 
mothers and if you rang them and said that you know 
like you would come up for half an hour, they would 
be at the door waiting for you. But those four in 
particular, we wouldn’t see them.

The parents of the
students involved in the
programme considered 
particularly difficult to 
engage. Warrants
consideration that
those identfied as
having significant
emotional and social
difficulties are those
who's parents are
considered the least
engaged by staff

Interviewer: Ok more generally speaking, do you 
think trauma is a relevant area to research with 
students here.

The importance, and 
need, to consider 
trauma when working

SEELB Staff member: Absolutely. with AEP students

Interviewer: And why do you think that?

SEELB Staff member: Because with 11 years of
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working with these young people, they have all, in 
some way, been traumatized whether it be a family 
situation, something within the home, or something 
within the educational setting that has happened that 
has completely turned them off from education. And 
some in particular are stuck in flight or fight. And it’s 
quite often fight in here. And they get here because 
school didn't work.

Interviewer: what sort of effect do you think these 
traumatic experiences that you’ve just talked about, 
what sort of effect do they then have on the students 
in terms of their behaviour, their emotional 
development and their ability to learn?

How traumatic
experiences affect AEP
students:

emotionally
SEELB Staff member: A lot of them are quite 
emotionally stunted. They cant put a name to the 
emotion that they may or may not be feeling. Some 
are very blocked off from that and they have 
difficulties trusting and forming relationships, as do 
their parents or their carers.

stunted

difficulties
trusting

difficulties

Behaviour-wise, you will get some young people who 
cannot cope with a female member of staff, and some 
will come in who cannot cope with a male member of 
staff and you will see a totally different reaction just 
based on your gender. In terms of how you approach a 
young person with their work, the trauma that they 
have been through will effect how they perceive what 
you are doing, going even to give them help.

forming
relationships

difficulties being
able to work
with different
members of
staff

So you know it can impact across the whole centre, it’s 
not just with the staff, it's with their peers as well. impacts the 

whole centre,
students and
staff

Interviewer: Like how do you find the students, in 
general, get on with each other?

AEP students have
difficulty forming and

SEELB Staff member: *Iaughs* on the whole, 1 do 
find that they fight each others’ battles in here but it 
may mean that they’re best friends one day and 
they're sworn enemies the next. There is no 
consistency

maintaining friendships 
and relationships

So it’s very strange, they have this love/hate
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relationship amongst themselves and there is loyalty 
and there is recognition that they are a group but that 
whole inner fighting thing does go on and then there's 
the wider, looking at the centre as a whole.

Interviewer: Do you have any other comments in 
general about working with AEP students?

Staff wanting more
mental health work
done with more

SEELB Staff member: Can you come back in next 
term? Can you do more than four?

students
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Phase 3 of thematic analysis: Generation of themes emerging from data
across staff interviews

Original Interviews are 
transcribed. The 
researcher reads the 
transcriptions a 
number of times to 
familiarise themselves 
with the data. 
Interesting data is then 
coded

WD tn
OJ
£

C Once the interviews have
'S been transcribed and
o coded, similarly coded QJ

u data is grouped together 4->
. . to generate an initial

CNI theme. CC■
QJ Coded data taken from

■4->
<S)
rrt SEELB staff member G

-C interview: o
Oh

>

7 would say that one 
young lady is definitely ^
more emotional than she

C

ever was and that's a
positive thing for her. 1 s-
think the very fact that OJ
she’s experiencing 
emotions has actually 
helped her to calm and

c
OJ
O

when she does feel angry 
or frustrated she's more

on
OJ
cnable to deal with as

opposed to want to lash 03
out. And 1 think two of the -C
other ones have become 
more settled and focused"

CU

Changes in participants 
on completion of the 
program
• Greater emotional 
well-being

•Ability to engage with 
therapeutic process

Coded data taken from 
BELB staff member 
interview:
"I suppose the most 
noticeable change is how 
they engaged in it There 
has been many programs 
before ... that we've 
designed ourselves, that 
psychology have designed, 
that other people, youth 
workers etc, have designed 
and brought in and the 
counseling elements for 
instance that come in from 
outside agencies, and they 
(the girls) never buy into 
it. So I suppose the biggest 
success as far as we're 
concerned is that the girls 
engaged so well"
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Original Interviews are 
transcribed. The 
researcher reads the 
transcriptions a number 
of times to familiarise 
themselves with the 
data. Interesting data is 
then coded

bJD
Once the interviews have 

73 been transcribed and 
O coded, similarly coded 
U data is grouped together to 
. . generate an initial theme.
^ Coded data taken from 
& SEELB staff member 
^ interview:

“Because with 11 years of 
CU working with these young 

people, they have all, in 
some way, been

^ traumatized, whether it be 
a family situation, 
something within the home, 
or something within the 
educational setting that 
has happened ...A lot of 
them are quite emotionally 
stunted. They can't put a 
name to the emotion that 
they may or may not be 
feeling. Some are very 
blocked offfrom that and 
they have difficulties 
trusting and forming 
relationship, as do their 
parents and carers."
Coded data taken from 
BELB staff member 
interview:
"I think the whole idea of 
working with trauma is 
very good because most of 
the children who end up in 
alternative education are 
traumatized to some 
degree. Emm...some 
obviously have high levels, 
often there will one major 
incident in their life. Others 
have trauma that is 
ongoing and some with day 
to day trauma and it’s 
something that can be 
overlooked a lot in 
education ... certainly in 
this setting, it's excellent 
that someone is focusing 
their attention on the 
effects of trauma, on how it 
disturbs their ability to 
relate and their ability to 
access any learning and 
their confidence and their 
self-esteem and all those 
things"
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Greater need for trauma 
to be focused on when 
working AEP students
Trauma has affected
• emotional and social 
well-being 

•ability to learn
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Phase 2 of thematic analysis: Systematic initial coding of entire interview

Post-intervention interview with Zoe 

Date: 22nd October, 2013

Interviewer: So Zoe, what did you like about the program?

Zoe:!/ liked the wayyous talked with me and all of us aswell, like it really seemed as ifyous 
understood} like yous had been through it and experienced it and it was really helpful

Interviewer: Ok, so you liked the talking we did as a group?

Zoe: Yeah.

F Flinn 2/9/14 2:40 PM
Comment: Liked being able to talk and felt 
understood

Interviewer: Anything you didn't like about the program?

Zoe: Eh well, honestly, I didn't really like the individual groups.

Interviewer: Ok

Zoe: / just found them, like, not boring but like I couldn't have the others' wee say, like my 
chums' say about thing^

Interviewer: That’s really interesting to hear that Zoe, thanks. It’s a really good point. Did 
you find the program helpful?

Zoe: Yeah

F Flinn 2/9/14 2:40 PM
v Comment: Did not like the individual sessions

F Flinn 2/9/14 2:40 PM
Comment: Missed having her peers’ input at the 
individual sessions

Interviewer: Why?
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Zoe: Cos I felt like yous gave me good advice and whenever like, ^just yous really taught me 
like to think about things before I reacted F Flinn 2/9/14 2:25 PM

Comment: Learned how to think about things 
before acting

Interviewer: Ok

Zoe: And like '^whenever I went to do something it always just came into me head, I'd 
consider like right is this what I do or do I something else like (program facilitators' names) 
said. And then I thought it through more before I react.

Interviewer: That's really good to hear Zoe. Ok, what could make it better? The program 
like, is there anything we could change or do differently to make it better?

F Flinn 2/9/14 2:26 PM
Comment: Starting to remember and apply 
strategies learned in the program about generating 
alternative thoughts

Zoe: More topics maybe?

Interviewer: More topics ok, maybe expand it a bit?

Zoe: Yeah, yeah, like we were saying about jealousy and stuff and have more topics like that 
way. F Flinn 2/9/14 2:26 PM

Comment: Area of improvement - expand the 
program, cover more areas

Interviewer: Ok, ok, that's a great idea. How did you find being in a group?

Zoe: brilliant yeah, I enjoyed it F Flinn 2/9/14 2:27 PM
Comment: Enjoyed being in a group, preferred to 
do it as a group rather than individually

Interviewer: Would you have preferred to have been on your own, like doing it individually?

Zoe: No

Interviewer: So why was it better being in a group?

Zoe: Emm...wellmainly because I knew the others, like they're my wee chums y'know, like I 
know them and I know that all three of them have been through roughly the same sort of
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stuff that I have and experienced and witnessed things that I've seen and heard and like, 
they like understand on the inside how I'm feeling and f hey'd be able to give me advice and 
vice versa, I'd be able to give them advice too.

Interviewer: Ok, that's good. So, we did ten sessions and they were on different things, like 
relaxation, the hot seat, alternative thinking, helpful other thinking, how people react to 
stress, you know there were different things that we did. What sessions did you find the 
most useful?

F Flinn 2/9/14 2:28 PM
Comment: Knowing that others were going 
through the same kind of things she was, feeling 

^ understood_____________________________

F Fiinn 2/9/14 2:28 PM
Comment: Valuing the advice her peers provided 
and enjoying being able to provide advice to them

Zoe: The hot seat one

Interviewer: Ok

F Flinn 2/9/14 2:29 PM
Comment: The session that involved generating 
helpful other thoughts was considered the most 

^ useful for Zoe

Zoe: Like, and I don't even mind if this is recording, like the way I really do not like (other 
student's name) and you \sorta helped me to know how to calm down and what way to react 
when she annoyed me. To just be like alright y'know what I mean and not fizz up. F Flinn 2/9/14 2:30 PM

Comment: The sessions helped her learn how to 
stay calm in difficult situations

Interviewer: Ok so was that helpful, using like real-life problems that you guys had and 
going through them in the hot seat?

Zoe: Yeah definitely

Interviewer: Ok. Were there any sessions that you did not find helpful or useful?

Zoe: A/opei F Flinn 2/9/14 2:31 PM
I Comment: Found all sessions useful

Interviewer: None?

Zoe: No

Interviewer: Ok and what do you remember most about the program? Like what do you 
think you will take away from it?
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Zoe: The hot seat one,'just being able to think of different reasons and all instead of just 
getting pissed off

Comment: Being able to come up with alternative 
thoughts has helped Zoe manage her anger and is 
what she will use most from the program

Interviewer: Ok. Do you feel more aware about how stressful events can affect you? Like, 
having finished the program are you more aware about how stress can affect you?

Zoe: Yeah

Interviewer: What would you be more aware of?

Zoe: Like the way you can o\ier think, like if something happens, I don't know who it was who 
said, one of my wee chums maybe, but if you keep thinking about it its gonna annoy you 
more and it'll stick in your head and annoy ya so you're better if, if it's not your problem just 
forget about it, if you know what I mean.

Interviewer: And you feel more able to manage stress now?

Zoe: Sort of yeah

Interviewer: Sort of? Is there maybe some more stuff that could be done?

Zoe: Yeah

Interviewer: Ok

Zoe: Like I would really, really like to do like stuff on jealousy and relationships and all with 
yous cos like yous were young once and yous understand and I do think my relationship is 
serious and all but I know the group would be good for advice and all

Interviewer: Ok that's really good to know Zoe. Do you have any questions about anything?

Comment: Although feeling more aware of stress 
and how to manage it, Zoe feels it would be helpful 
for the group to continue to address other areas of 
her life she can have difficulty with. Again valuing 
the advice and support provided by the group
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Zoe: No

Interviewer: Ok well you've been great, thank you so much!
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Data extract Coded for

Interviewer: So Zoe, what did you like about the 
programme?

Feeling understood

Being able to talk
Zoe: 1 liked the wayyous talked with me and all of us 
aswell, like it really seemed as ifyous understood, like 
yous had been through it and experienced it and it was 
really helpful

Interviewer: Ok, so you liked the talking we did as a 
group?

Zoe: Yeah.

Interviewer: Anything you didn’t like about the 
programme?

Valued peer input 
during the group

Zoe: Eh well, honestly, I didn’t really like the 
individual groups.

sessions

Interviewer: Ok

Zoe: / just found them, like, not boring but like 1 
couldn’t have the others' wee say, like my chums' say 
about things

Interviewer: That's really interesting to hear that
Zoe, thanks. It’s a really good point. Did you find the 
programme helpful?

Found programme 
helpful

Zoe: Yeah
Learning how to think

Interviewer: Why? about things before

Zoe: Cos I felt like yous gave me good advice and 
whenever like, just yous really taught me like to think 
about things before I reacted

acting

Applying strategies
Interviewer: Ok learned in the group

Zoe: And like whenever 1 went to do something it 
always just came into me head, I'd consider like right 
is this what I do or do / something else like 
(programme facilitators’ names) said. And then 1 
thought it through more before / react.

about coming up with 
alternative thoughts 
or reasons before 
reacting to situations

Interviewer: Ok, what could make it better? The 
programme like, is there anything we could change 
or do differently to make it better?

Wanting to expand the 
programme to cover
more areas
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Zoe: More topics maybe?

Interviewer: More topics ok, maybe expand it a bit?

Zoe: Yeah, yeah, like we were saying about jealousy 
and stuff and have more topics like that way.

Interviewer: Ok, ok, that’s a great idea. How did you 
find being in a group?

Enjoyed being in a 
group

Zoe: Brilliantyeah, I enjoyed it

Interviewer: Would you have preferred to have 
been on your own, like doing it individually?

Preferred doing it as a 
group than

Zoe: No
individually

Interviewer: So why was it better being in a group?

Zoe: Emm...well mainly because 1 knew the others, like 
they're my wee chumsy'know, like I know them and 1 
know that all three of them have been through 
roughly the same sort of stuff that I have and 
experienced and witnessed things that I've seen and 
heard and like, they like understand on the inside how 
I'm feeling and they’d be able to give me advice and 
vice versa, I’d be able to give them advice too.

The group helped her 
see others had 
experienced similar 
things to her, not 
feeling alone

Felt the group 
understood her and 
how she was feeling

Valued the advice 
from the group and 
being able to give 
advice to her peers

Interviewer: What sessions did you find the most 
useful?

Learning how to come 
up with "helpful other

Zoe: The hot seat one
thoughts" was most 
useful for Zoe

Interviewer: Ok

Zoe: Like, and I don’t even mind if this is recording, 
like the way I really do not like (other student’s 
name) and you sorta helped me to know how to calm 
down and what way to react when she annoyed me. To 
just be like alright y'know what I mean and not fizz up.

Being able to come up 
with positive 
alternative thoughts 
helped her keep calm 
and not lose her

Interviewer: Ok so was that helpful, using like real- 
life problems that you guys had and going through 
them in the hot seat?

temper
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Zoe: Yeah definitely

Interviewer: Ok and what do you remember most 
about the programme? Like what do you think you 
will take away from it?

Being able to come up 
with positive 
alternative thoughts

Zoe: The hot seat one, just being able to think of 
different reasons and all instead of just getting pissed
off

helped her keep calm 
and not lose her 
temper

Interviewer: Is there maybe some more stuff that 
could be done?

Wanting to expand the 
programme to cover

Zoe: Yeah
more areas

Interviewer: Ok

Zoe: Like I would really, really like to do like stuff on 
jealousy and relationships and all withyous cos like 
yous were young once andyous understand and 1 do 
think my relationship is serious and all but 1 know the 
group would be good for advice and all

Valuing the group 
advice
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Phase 3 of thematic analysis: Generation of themes emerging from data
across participants

Original Interviews 
are transcribed. The 
researcher reads the 
transcriptions a 
number of times to 
familiarise themselves 
with the data. 
Interesting data is 
then coded

Once the interviews have 
been transcribed and 
coded, similarly coded 
data is grouped together 
to generate an initial 
theme.
Coded data taken from 
Holly interview:
"Cos if it was just me and 
you guys (program 
facilitators) / never would 
have said anything about 
my past or nothing"
7 just liked when the 
other girls were 
talking and l knew 
they were going 
through the same 
things 1 was"
“Just like 1 thought 1 
was the only going 
through, you know, like 
the pain and all. But 
now I know the other 
girls are going through 
it too. It aint just me."

tncu
E
OJ

-C

re

c

o

re
0)
c
OJ
O

07
a>
re

cu

Importance of the
group element
• Knowing that others 
were going through 
the same feelings and 
experiences

• Difficulties 
normalized, not 
feeling alone

• Feeling a part of 
something

•Group seen as a 
source of support 
and advice

Coded data taken from 
Pamela interview:
"It was good being in a 
group 'cos everyone 
understands each other. 
It's better being in a 
group than on your own 
... 'cosyou can have a 
laugh and get to know 
people."
Coded data taken from 
Anna interview:
"Cos like it's not just me 
and like I've people to 
talk to and all. And I'm 
not doin'it on my own, 
everyone else is getting to 
do their part as well
Coded data taken from 
Sarah interview:
"Cos then you don't feel 
like, I dunno, everything's 
not just about you 
Coded data taken from 
Zoe interview:
"they like understand on 
the inside how I'm feeling 
and they'd be able to give 

- me aduiee aad vice versa, s. 
I'd be able to give them 
advice too"
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Original Interviews are 
transcribed. The 
researcher reads the 
transcriptions a number 
of times to familiarise 
themselves with the 
data. Interesting data is 
then coded

bJD
. £ Once the interviews have 
-Q been transcribed and 
O coded, similarly coded 
u data is grouped together to 

. . generate an initial theme.
^ Coded data taken from

Holly interview:
COrc "Cos if it was just me and 

you guys (program 
0- facilitators) 1 never would 

have said anything about 
my past or nothing"
7 just liked when the 
other girls were talking 
and l knew they were 
going through the same 
things 1 was"

‘just like I thought 1 was 
the only going through, 
you know, like the pain 
and all. But now I know 
the other girls are going 
through it too. It aint 
just me."
Coded data taken from 
Pamela interview:
“It was good being in a 
group 'cos everyone 
understands each other. It's 
better being in a group 
than on your own ... 'cos 
you can have a laugh and 
get to know people."
Coded data taken from 
Anna interview:
“Cos like it's not just me 
and like I've people to talk 
to and all. And I'm not doin’ 
it on my own, everyone else 
is getting to do their part 
as well
Coded data taken from 
Sarah interview:
"Cos then you don't feel 
like, I dunno, everything’s 
not just about you 
Coded data taken from Zoe 
interview:
"they like understand on 
the inside how I'm feeling 
and they'd be able to give 
me advice and vice versa, 
I'd be able to give them 
advice too"
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Importance of the group
element

• Knowing that others 
were going through 
the same feelings and 
experiences

• Difficulties normalized, 
not feeling alone

• Feeling a part of 
something

• Group seen as a source 
of support and advice
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Appendix 13: Participant feedback

Table 28: Summarised participant feedback regarding mental health 
programme

Questions Zoe Sarah Holly Carla Pamela Anna
Liked doing 
the

V V V V V V

programme
What did you Talking, Got to All of it. The Being able All of it,

like? feeling work with being able relaxation to express the Hot
understood friends to talk, the 

laughs we 
had

strategies feelings Seat

Found the V V V V V V
programme
helpful
Would have 
preferred to 
do it alone (i.e. 
not in group 
format)

X X X X X X

Most helpful Hot Seat Hot Seat Relaxation Relaxation Exposure Hot Seat

session (alternative strategies strategies and
thinking) and Hot

Seat
exposure

Any session X Relaxation X X X X
not helpful strategies

Remember Hot Seat 

most from 
programme/wi 
II take away 
from it

There are Controlling Think first, How to How to
other ways temper being able relax relax
to look at to calm
things down

Feel more 
aware about 
how stress 
affects you
Feel more able V (more to V V V
to manage this be done)
stress

V V (but not
enough)

What could Make it X More X Having

make the
programme
better?

longer, more 
topics

chocolate stress balls
there

Less
question-
aires,
continue it 
for longer
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Appendix 14: Summary of key themes emerging from post-intervention 
interviews with participants_____________________________________
Theme Quotes from participants
Feeling as though 
they could talk, 
express feelings, 
be understood

"1 liked the way yous talked with me and all of us aswell, like 
it really seemed as if yous understood" (Zoe)

"Just being able to talk about it all" (Holly, when asked what 
had helped her feel calmer)

"You could express your feelings"
"Just, like, being able to talk about. 'Cos it lets you just get it 
all out... instead of like, keeping it all, like in, bottled up, if 
you know what 1 mean." (Pamela, when asked why the 
group had been helpful)

"It was just like, it made it easier to talk about them and all" 
(Anna, speaking about how the exposure sessions had 
helped her).

"1 opened up and 1 never done that before" (Sarah)

The importance of 
the group 
element

"Cos if it was just me and you guys (TEPs) / never would have 
seen anything about my past or nothing" (Holly)

"1 just liked when the other girls were talking and 1 knew 
they were going through the same things 1 was" (Holly)

"Just like 1 thought 1 was the only going through, you know, 
like the pain and all. But now 1 know the other girls are going 
through it too. It aint just me." (Holly)

"Cos then you don't feel like, 1 dunno, everything's not just 
about you"(Sarah)

"Cos like it's not just me and like I've people to talk to and 
all. And I'm not doin' it on my own, everyone else is getting 
to do their part as well." (Anna)

"It was good being in a group 'cos everyone understands 
each other. It's better being in a group than on your own ... 
'cos you can have a laugh and get to know people." (Pamela)

"they like understand on the inside how I'm feeling and 
they'd be able to give me advice and vice versa, I'd be able to 
give them advice too" (Zoe)
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Alternative 
thoughts, 
combating 
negative thinking

"just being able to think of different reasons and all instead 
of just getting pissed off." (Zoe, when asked what she will 
remember most about the programme)

"It just, 1 dunno, it makes you think of other things 1 wouldn't 
have thought about before"
"That there are other ways to look at things" (Sarah, when 
asked what she will remember most about the programme)

"And like think about things more before 1 do anything" 
(Carla, when asked what has helped her manage her anger)

"Just like, when we did the Hot Seat, and we had to think 
about positives and negatives, my thoughts are always 
negative. Like if 1 seen someone lookin' at me 1 just wanta 
dig 'em. Or if someone puts their hand in their pocket 1 think 
they have a knife in their pocket. 1 just think negative 
straight away." (Pamela)

"Like the positive thinking things cos like 1 couldn't do that 
before, I'd always just think the worst thing. And trying to 
control your anger and, like, using positive thinking to help 
you do that" (Anna, when asked what she had found helpful 
in the programme)

"to not always think the negative straight away and to think 
about other possibilities" (Sarah when asked what she can 
use from the programme)
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Appendix 15: Summary of key themes emerging from post-intervention 
interviews with members of staff

Table 33: Key themes emerging from post-intervention interviews with AEP staff

Main themes
identified

BELB Head of Pastoral Care SEELB Centre-Coordinator

Changes in 
the
participants

Engagement:
"/ suppose the most noticeable 
change is how they engaged in 
it. There has been many 
programmes before... that 
we’ve designed ourselves, that 
psychology have designed, that 
other people, youth workers 
etc, have designed and 
brought in and the counseling 
elements for instance that 
come in from outside agencies, 
and they (the girls) never buy 
into it. So 1 suppose the biggest 
success as far as we're 
concerned is that the girls 
engaged so well”

Emotional well-being:
"1 would say that one young 
lady is definitely more 
emotional than she ever was 
and that's a positive thing for 
her. 1 think the very fact that 
she's experiencing emotions 
has actually helped her to calm 
and when she does feel angry 
or frustrated she's more able 
to deal with as opposed to 
want to lash out. And 1 think 
two of the other ones have 
become more settled and 
focused. And then there is one 
where 1 couldn't tell you 
whether it made an impact on 
her or not” (referring to 
student who was excluded 
from analysis as she only 
attended 3 sessions).

A need for
mental health
programmes
for their 
students

"It's very appropriate ... 1 think 
it's very important because of 
the nature of our children. 
They're so disengaged from 
everything and everybody, 
they're so detached, they're 
not in the normal mainstream 
of things and their families are 
not in the normal mainstream 
of things ... they have so many 
adverse factors working 
against them and they don't 
get the help that they need”

"Because we do not have the 
time, or the skill, to explore the 
issues that some of these 
young people, not just the 
young ladies, but some of the 
young people come with. We 
can't help them unpack their 
suitcase and pack it neatly 
again, it's just a case of well 
let's sit on it and close it and I'll 
help you carry it. But we can't 
help them unpack it and put it 
away again”

The need for
trauma and
its associated 
effects to gain

"1 think the whole idea of 
working with trauma is very 
good because most of the 
children who end up in

"Because with 11 years of 
working with these young 
people, they have all, in some 
way, been traumatized,
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greater focus 
in AEP 
settings

alternative education are 
traumatized to some degree. 
Emm...some obviously have 
high levels, often there will one 
major incident in their life.
Others have trauma that is 
ongoing and some with day to 
day trauma and it's something 
that can be overlooked a lot in 
education ... certainly in this 
setting, it's excellent that 
someone is focusing their 
attention on the effects of 
trauma, on how it disturbs 
their ability to relate and their 
ability to access any learning 
and their confidence and their 
self-esteem and all those 
things"

whether it be a family 
situation, something within the 
home, or something within the 
educational setting that has 
happened... A lot of them are 
quite emotionally stunted.
They can't put a name to the 
emotion that they may or may 
not be feeling. Some are very 
blocked off from that and they 
have difficulties trusting and 
forming relationship, as do 
their parents and carers."

Challenges of
parental
involvement
and the home
environment

"Chaotic family backgrounds. A 
lot of our kids would come 
from one-parent families, 
families who have difficulties 
around drugs, alcohol, abuse, 
sexual abuse, physical abuse, 
domestic violence. Just general 
family breakdown. That's a big 
factor."

"...if it comes to parents having 
an input into that work, that 
will not happen. And 1 often 
think that if they (the students) 
went home and tried to 
express some of what they 
were feeling or dug up and 
needed to go into that with 
their parents that that 
wouldn't necessarily be 
allowed to happen."

Cycles of 
trauma within
families

"Our parents are very like our 
children ... they don't know 
how to deal with an offer of 
help, they don't know how to 
access help and a lot of our 
parents suffer from panic 
attacks, anxiety disorders, 
depression ... 1 suppose you 
need to approach those in the 
same way that you would 
approach them with the child. 
They're all traumatized as 
well."

"There is traumas in their past 
which they haven't dealt with. 
And if they haven't dealt with 
them then their child trying to 
deal with it and getting 
involved in that, it doesn't 
work. ”
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Appendix 16: Summary of feedback from staff following staff survey
Table 34: Summary of feedback from staff survey 
Do you think the CBITS 
programme could be 
beneficial to your 
students:
Do you think the 
programme could be 
adapted to make it more 
beneficial?
Examples of suggested 
adaptations:

Yes

28

Yes

11

No

No

Not sure

Not sure

16

Have you noticed any 
changes in any students 
who have just completed 
the programme? 
Additional Comments

Greater length of programme 
Greater staff training
Staff pinpointing issues then giving CBITS programme something 
to work on
To really embed this service/support into AEP
More intensive help over a sustained period
Make this part of induction and have the consent process
completed over the summer
It becomes a broader service with a strong holistic approach 
More intense periods of work
Yes No Not Sure

13 0

Not Applicable*
9 (*not all staft worked In 
centres where the 
programme took place)

Seeing a more thoughtful and reflective side to some students 
One has become more chatty again!
Grown in self-confidence and is more willing to open up 
Increased levels of self-esteem and confidence 
More sociable and friendly towards me
One of the girls has become much more pleasant and cooperative 
By being less sexualized in their language and body language 
More confident. They have expressed that they loved the 
programme
One is more open and accepts that she to face her problems instead 
of hiding from them
More mature general attitude, improved attitude to others and self 
Happier, quieter, more emotional in positive way, easier to engage

Do you think trauma is a Yes 
relevant area of research 
with this population? 29

No

0

Not Sure

0
What kind of challenges 
do you experience 
teaching AEP students, if 
any?

Huge variation in daily mood, drug misuse, chaotic home-life
Engaging them, motivating them
Very poor confidence
All our students are traumatized!
A complex mix of pupils in the one setting is difficult to manage
Largely anger and anxiety issues, lack of confidence
Anger management, stress/anxiety, fear of failure
Behaviour and language, outside factors have a major impact
Lack of control over anger, withdrawal at times, sexualized talk
Sexualized talk, aggression
Anger, resentment, inappropriate language
Over sexualized or aggressive both verbally and physically
Managing their anger and keeping them motivated
No sense of value for self/life
Very angry, violent, low self-image, a big involvement with drugs 
Lack of self worth, negative views on everything 
Drugs, alcohol, lack of parenting, no boundaries, communities, lack 
of positive role models
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Appendix 17: Strengths and limitations of measures used 

Strengths and Difficulties Questionnaire
The SDQ was selected for a number of important reasons. The SDQ is a widely 

used and well-validated screening measure of adjustment and psychopathology in 

4-16 year old children. Psychometric evaluations of the instrument have shown 

satisfactory convergent, discriminant and convergent validity (Van Roy, Veenstra, 

& Clench-Aas, 2008). It is relatively quick and easy to complete and does not 

require high levels of literacy, considered to be important in maximizing the 

chances of participants and parents completing the questionnaire; it is commonly 

used in the field of Educational Psychology in the UK as it provides relevant 

information on important areas of psychosocial functioning, thus the AEP centres 

were familiar with it and it provided helpful and relevant information to both staff 

and the researcher; it allowed for multiple informants and a key aim of the study 

was to employ an intervention that targeted multiple contexts of the young 
people’s lives.

Trauma Symptom Checklist for Children
In a review of the practical and psychometric considerations involved in selecting 

trauma measures, Gray and Slagle (2006) state that there is no single trauma 

measure deemed superior to all others, but that some are more advantageous for 

particular types of traumatic events in particular contexts. Thus, the first point to 

consider was that this study was interested in the idea of complex trauma, as 

opposed to the more traditional concept of PTSD. Therefore, as discussed in Paper 

1, wider symptoms associated with trauma such as depression, anxiety, 

dissociation, risk-taking behaviors, and problems with interpersonal relationships 

(Courtois, 2008) were of interest and a trauma measure that considered these was 

warranted. The Trauma Symptom Checklist for Children (TSCC, Briere, 1995) 

considers many of these wider symptoms, providing individual scales for areas 

such as anxiety, anger, depression, dissociation.

Another key consideration emerging from the literature is that trauma measures 

are not frequently used with children and the TSCC is the only child trauma 

measure with validity scales (Elhai, Gray, Kashdan, & Franklin, 2005). The TSCC 

was also found to have demonstrated adequate reliability and validity (Briere, 

2004; Wilson & Keane, 2004), to be among the most widely used tests and
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developed by authors considered among the most reputable trauma assessment 

experts (Elhai et al, 2005). Additionally, advice was sought from a key researcher 

in the field of trauma measures, Dr. Matt Gray (University of Wyoming), 

regarding the selection of the most appropriate trauma measure for the study.

Children’s Depression Inventory
The Children’s Depression Inventory (CDI, Kovacs, 1985) was selected based on 

similar considerations. Over the years, the CDI has been the most frequently used 

depression scale with children (Twenge & Noelen-Hoeksema, 2002) - it is "the 

most widely used and researched measure of childhood depression" (Kendall, 

Cantwell, & Kazdin, 1989, p. 121). The CDI shows acceptable internal 

consistency and test-retest reliability and considerable evidence of validity (see 

Kovacs, 1992; Smucker, Craighead, Craighead, & Green, 1986; see Kendall et al., 

1989, regarding psychometrics and interpretation). One limitation noted in the 

literature is that the CDI does not appear to distinguish well between symptoms of 

depression and symptoms of anxiety and is often considered a measure of general 

distress rather than depression alone (Saylor, Finch, Spirito, & Bennett, 1984). 

However, it should also be noted that anxiety and depressive symptoms are highly 

comorbid in children and adolescents, while pure depression is relatively rare 

(Kovacs & Devlin, 1998). Further, because the CDI is designed to measure 

symptoms from several domains, including cognitive, emotional, psychomotor and 

motivation, it provided the encompassing approach desired in the current study. Its 

subscales provided insight into areas considered to be relevant and important in the 

population of interest - i.e. self-esteem, interpersonal problems, mood, 

ineffectiveness and anhedonia.


