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ABSTRACT 

Children who have experienced severe trauma during early development are at 

increased risk for a variety of mental and behavioral health symptoms. Early intervention 

is commonly recommended to support healing, yet little is known about the effectiveness 

of early intervention efforts in community settings or the extent to which treatment may 

differentially affect children’s problem areas or children’s strengths. The present study 

evaluates the progress of children with exposure to early-life trauma over a 6-month 

treatment period at a therapeutic preschool. Participating children were 23 trauma-

exposed preschoolers enrolled in a therapeutic preschool to address severe behaviors and 

mental health problems, many of which may have been trauma-related. Children’s 

behaviors and symptoms were reported by their therapists and observed by a psychologist 

at three time points: 30 days post-intake, 3 months post-intake, and 6 months post-intake. 

The purpose of this evaluation was to describe children’s functioning at baseline and to 
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evaluate children’s symptom change across a variety of outcome areas, including 

problem and strength areas. Findings indicate that although children at the therapeutic 

preschool present at intake with significant externalizing symptoms and maintain them 

over the first 6 months of treatment, children also enter treatment with protective factors 

and build upon these protective factors over the same 6 months. Findings underscore the 

importance of assessing both problem and strength areas with trauma-exposed 

preschoolers to present a full picture of children’s outcomes. In addition, implications for 

the process of collaboration with clinical staff regarding effective evaluation methods at 

the preschool are discussed.   
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CHAPTER 1 

INTRODUCTION 

Growing evidence suggests that severe trauma exposure threatens to disrupt the   

development of preschool-aged children. Although not all trauma-exposed children 

exhibit trauma-related deficits, early and sustained trauma increases the risk for 

significant impairment across a variety of domains (Cicchetti et al., 2016; Cowell et al., 

2015; Font & Berger, 2015; Kim & Cicchetti, 2010). Indeed, trauma-exposed children 

may present with clinically elevated behavior problems, internalizing symptoms (e.g. 

anxiety, depression), language and developmental delays, motor and physical difficulties, 

academic difficulties, poor peer relations, childhood obesity, and other negative health 

outcomes (Alink et al., 2012; Roberts et al., 2013; Ryan et al., 2018; Wade et al., 2018; 

Whitaker et al., 2007; Woodruff & Lee, 2011).  The effects of such symptoms can be 

long-lasting, as developmental cascades can propel untreated impairment into adulthood, 

negatively impacting quality of life (Masten & Cicchetti, 2010). Yet, children with 

trauma exposure may also display strengths which, if bolstered, can crowd out problems 

(Luthar et al., 2000). As such, early and effective interventions can support a critical shift 

in the developmental trajectory of children with negative effects from trauma exposure. 

The present study will address the recovery process of treatment-seeking preschool 

children with severe trauma experiences, with the goal of understanding clinical change 

as it occurs across multiple problem- and strength-focused domains. 

Problem Statement  

The treatment trajectories of preschool children with severe trauma exposure are 

complicated to assess and study. Some of the most pertinent factors limiting the current 
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understanding of the therapeutic progress of this population will be discussed in the 

following literature review. First, what is known regarding the effects of severe, early life 

trauma on developing children will be discussed, emphasizing the potential for multiple 

presenting concerns and comorbid diagnoses to complicate the assessment of treatment 

progress. Among children with multiple presenting concerns, some areas of functioning 

may need to improve before others. Another challenge is that many studies measure only 

one domain of functioning where an array of domains are potentially affected by trauma– 

perhaps requiring a holistic, long-term assessment approach. Often mental health – 

particularly post-traumatic stress symptoms (PTSS) – is the preferred domain measured, 

but not all children with trauma exposure experience PTSS, and PTSS may not change 

quickly nor in the absence of prior change in other domains. Next, practical limitations 

regarding data collection and analysis in community-based settings introduce some 

methodological challenges for the assessment of children. Finally, it is not yet well 

known how and to what extent individual and group characteristics - such as age, sex, 

and race/ethnicity - affect outcomes. Although previous literature has demonstrated 

promising findings regarding the benefit of early treatment to produce positive outcomes 

in some domains (Bartlett et al., 2018), challenges remain for how to effectively study 

and therefore understand the treatment progress of this population of children with severe 

and multifaceted clinical needs.  

Purpose of the Study 

The present study contributes to the understanding of trauma-exposed 

preschoolers’ treatment trajectories over the first 6 months of enrollment in a therapeutic 

preschool. The following literature review provides an overview of the effects of severe 
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trauma exposure and considerations for assessing children’s healing in treatment, with 

particular attention to therapeutic services that occur in community-based settings. 

Aims 

 The present study includes the following aims: 

• Aim 1: Describe children’s strengths and vulnerabilities at baseline and over the 

course of treatment. 

• Aim 2: Evaluate change in children’s behaviors and symptoms at 3 months and 6 

months compared to baseline. 
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CHAPTER 2 

LITERATURE REVIEW 

Severe and Early Life Trauma Exposure  

Early, severe trauma is associated with a range of developmental implications, 

including increased risk for negative developmental outcomes. Severe early-life traumas 

are typically perpetrated by a child’s caregiver or other trusted adults, and might include 

physical and sexual abuse, profound neglect, and witnessing domestic violence. To cope 

with the demands of such potentially threatening experiences, children may have 

developed coping skills that were protective while experiencing extreme adversity, but 

which are no longer adaptive in their daily lives. For example, behavioral and emotional 

outbursts may indicate a child’s use of “fight” responses to cope with stress whereas 

withdrawal and disengagement with the external world may indicate a child’s use of 

more “flight” or “freeze” responses (Cook et al., 2005). Given that children have 

heterogenous stress experiences and responses to such experiences, preschool children 

with severe trauma histories may present with a myriad of symptoms, including but not 

limited to: post-traumatic stress, externalizing behaviors, internalizing behaviors, 

socioemotional delay, sensorimotor deficits, and executive functioning delay (Cook et al., 

2005; Loomis, 2018). Indeed, preschool children with severe trauma exposure may be 

delayed in their achievement of developmental milestones as compared to non-trauma 

exposed peers (Becker-Weidman, 2009).  

While cumulative risk models indicate that greater exposure is associated with 

greater likelihood of problem development, trauma-exposed children are also known to 

develop strengths concurrently with problems (Cook et al., 2005). Neither trauma-
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exposed nor typically developing children consistently display only problems or only 

strengths across all potential domains (Luthar et al., 2000). Luthar and colleagues (2000) 

advocate for the inclusion of various resilience domains to best describe child 

development, particularly for children with high adversity exposure. In sum, while 

trauma-exposed preschoolers might display trauma-related problems, the presence of 

problems does not necessarily indicate a lack of strengths for such children. 

When exposed to stress, children’s coping mechanisms may present themselves as 

maladaptive stress responses. A variety of contexts in the preschool setting can be 

stressful for young trauma-exposed children, including assimilating to school routines, 

meal or snack intake, and bathroom procedures (Cook et al., 2005). For example, deficits 

in trauma-exposed children’s emotion regulation skills can result in strong, disorganized 

emotional responses to stressors that may be perceived as minor by another child (Cook 

et al., 2005). When preschool children present for treatment, these developmental deficits 

present a significant challenge to the recovery process; there are limits to these children’s 

capacity to engage in therapeutic activities. Support from developmentally sensitive and 

trauma-informed treatment may help to enhance children’s recovery process.  

Researchers have differing perspectives on the prognosis of children with severe 

trauma exposure. Some theorize that children who begin treatment with greater symptom 

levels inherently present larger potential for improvement. Indeed, some have found that 

children who began treatment with more severe initial problems benefitted from a larger 

effect of treatment and that these gains continued to improve over time (de Graaf et al., 

2008; Ghosh Ippen et al., 2011; Sanders et al., 2014). However, researchers who study 

children with some of the most extreme initial problems find that these children continue 



6 

to struggle over time in treatment. Vernberg and colleagues (2008) evaluated the 

functional outcomes of children at varying levels of initial impairment and found that 

while children with low to moderate clinical symptoms showed marked improvement at 

treatment discharge, children with the highest level of symptoms did not see these 

benefits. In particular, these children displayed severe dysregulation across several 

domains, and continued to exhibit notable symptoms even following 12 months of 

treatment.  

One distinction between these findings might be the degree of trauma-exposure 

severity faced by the populations which informed them. Some researchers might define 

severe trauma exposure with a relatively broad lens, considering children with a wide 

range of adverse experiences to fall within a severe classification. It is a meaningful 

endeavor to understand treatment outcomes for children with any degree of adverse 

experiences. For the purposes of this project, however, we will focus on a sample of 

children with some of the most extreme clinical presentations, including children with 

especially severe histories of early-onset, chronic, and interpersonal maltreatment. As 

such, the population under study might be most similar to those children at the highest 

level of clinical symptoms within the study from Vernberg and colleagues (2008).  As 

evidenced by Vernberg and colleagues’ (2008) effectiveness study, children with 

especially severe trauma-related symptomology might need to be considered as a distinct 

population compared to children with moderate symptomology. While some studies 

include a group of children at this high level of trauma exposure, relatively few studies 

have narrowed in on this subject pool in order to better understand the underlying 

dynamics found within this complex population.  
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Comorbid Diagnoses. Severe trauma exposure has myriad consequences for the 

treatment outcomes of children; a notable one is that the child’s case is often complicated 

by multiple presenting concerns and comorbid diagnoses. Comorbidity in a trauma-

exposed population results in higher likelihood for nonresponse to treatment. In an 

efficacy RCT on trauma-focused CBT, while most children showed sustained 

improvement up to 1 year post treatment, children with very high levels of depression in 

addition to PTSS at intake did not respond to treatment (Mannarino et al., 2012). 

Similarly, Jacobs and colleagues (2008) found in their effectiveness study that those with 

a severe history of trauma in conjunction with internalizing diagnoses or externalizing 

diagnoses were significantly more likely to be treatment non-responders.  

 Comorbid diagnoses are complicated because they are difficult to conceptualize, 

but their complexity extends beyond creating additional work for the clinician. Children 

with multiple presenting concerns may have a difficult time improving in treatment due 

to barriers to benefitting from therapy across multiple domains of functional impairment 

(Vernberg et al., 2008). Vernberg and colleagues (2008) found that children who began 

treatment with high levels of symptoms displayed behavioral and emotional 

dysregulation during treatment sessions and were therefore less likely to learn therapeutic 

skills compared to children with lesser initial symptoms who were able to stay regulated 

in the classroom. These findings indicate that for trauma-exposed children with 

complicated clinical presentations, recovery may be a multiphasic process, and little 

progress may be made in some domains until a child’s regulatory capacities are 

addressed. It is clear that children with a history of severe trauma introduce several case 

complexities which are difficult to address and study. For children with multiple 
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diagnoses and presenting concerns, an important step towards understanding their 

treatment trajectories is to measure progress across multiple domains of functioning. 

Measuring Outcome Domains  

In the context of trauma-exposed children with complex presenting concerns, it 

makes sense that multiple domains of functioning should be assessed when ascertaining 

clinical progress. However, some of the studies which demonstrate treatment efficacy and 

effectiveness for this population measure a relatively narrow set of outcomes. While 

Lindebø Knutsen and colleagues (2019) demonstrated significant improvements for 

young trauma-exposed children in a randomized controlled trial, their study only 

measured outcomes related to mental health symptoms, including post-traumatic stress 

symptoms, depression, and anxiety. It is not clear whether the intervention under study 

improved functioning across other domains of potential impairment, such as behavioral 

difficulties. Of note, this study included preadolescent children with exposure to a large 

range of traumatic events (1-16), and they excluded any children with endorsed 

suicidality. These characteristics, though practical for their purposes, may limit 

researchers’ ability to generalize findings to younger children and those with especially 

severe presenting concerns. In a similar way, Valentino and colleagues (2019) 

acknowledged that their efficacy study of an intervention for preschool-aged children 

which improved caregiver-child relationships is limited in the ability to generalize 

findings to other physical and mental health outcomes. It is rare to find studies that 

account for functioning across a variety of domains, and, even when these studies are 

done, other methodological limitations may similarly limit the researchers’ ability to 

examine the full picture of treatment outcomes.  For example, while Bartlett and 
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colleagues (2018) assessed for a wider range of symptomatic outcomes in their 

community-based effectiveness study, the use of only one rater per participant was noted 

as a marked limitation of their study. In addition, Bartlett and colleagues (2018) relied on 

one modality of outcome measurement: caregiver report of child functioning. Particularly 

in a child trauma-exposed population, with history and/or risk of child welfare 

involvement, caregivers may have heightened motivations to over or under endorse child 

symptoms and functioning; multi-modal assessments could help to alleviate this concern. 

Such limitations contextualize the conclusions of these studies in nuanced ways, and shed 

light on the complexities of studying how treatment works within this population. 

Although children with trauma histories may exhibit relative deficits in a variety of 

domains, common practices in outcome measurement account for a limited selection of 

symptoms. It is not always possible to assume that gains made with measured symptoms 

are indicative of positive or even relevant change across the larger clinical picture for 

children with severe behaviors and symptoms. 

Across the clinical child field, there is an increasing push for multiple outcome 

measures to be used in the treatment evaluation process (see Kwan & Rickwood, 2015).  

However, these efforts have not yet been consistently applied to studies of trauma-

exposed children. The process of assessing trauma-exposed children with multiple 

measures is a practical challenge, with various implementation and funding barriers, yet 

there are limits to what we can understand about such a complex population with only 

one measure – particularly when it is mono-reporter. With younger trauma-exposed 

children in particular, multiple forms may help to elucidate progress and/or deterioration 

that is occurring across a variety of domains. Similarly, the use of multimodal 
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assessments (e.g. self/caregiver-report, observational data, physiological data, 

standardized task assessments, etc.) may provide additional complexity and specificity of 

data that cannot be ascertained with only one modality of assessment. Critically 

evaluating which assessments to use within community-based settings is necessary for 

further progress in understanding treatment effectiveness for children with severe trauma 

exposure. 

Measurement Considerations  

The process of choosing outcome measures can be challenging for a community-

based organization, with many different considerations at stake. Community-based 

service providers must balance requests for clinical outcome information from a variety 

of groups, including funders, clinicians, and researchers (Brookman-Frazee et al., 2006). 

Often, service providers feel pressure to include evidence-based outcome measures in 

order to appease outside evaluators (Trask & Garland, 2012). However, clinicians have 

expressed hesitancy to utilize data from evidence-based forms. Garland and colleagues 

(2013) noted that while researchers’ preference for assessment of clinical outcomes is to 

rely on standardized tools, clinicians might be more skeptical of the utility of such forms. 

While some researchers aim to solve this divide by promoting the use of evidence-based 

measures among community-based clinicians through training and education (Garland et 

al., 2013), others emphasize the importance of understanding and meeting clinicians’ 

needs with regard to outcome measurement (Amaya-Jackson & DeRosa, 2007). While 

Amaya-Jackson and DeRosa (2007) advocate heavily for the inclusion of evidence-based 

symptom tracking throughout treatment, they also acknowledge that it is not always clear 

to clinicians how to effectively use these data, particularly when many measures have 
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been designed to answer complicated research and statistical questions. One solution, 

they argue, is not only to track treatment trajectories using evidence-supported tools, but 

also to think critically about the clinical assessment measures that are chosen, ensuring 

that the information on these measures provides quality, sensitive, and succinct 

information to help inform the clinician of relevant clinical progress and/or stagnation 

(Amaya-Jackson & DeRosa, 2007). 

One of the most common evidence-based child assessments is the Child Behavior 

Checklist (CBCL, Achenbach, 1999). This measure, which provides information on a 

child’s emotional and behavioral problem areas, requires extensive knowledge of the 

child’s functioning over a 6-month period of time. Denton and colleagues (2017) point 

out that the CBCL was designed for a general population, and may not adequately 

address the complexities of developmental trauma. In a systematic review of current 

developmental trauma assessment practices, Denton and colleagues (2017) did not find 

promising convergence symptom patterns between the CBCL and trauma-specific 

assessment measures. Additionally, there is mixed evidence on the reliability and validity 

of the CBCL-PTSD subscales, and the CBCL was not consistently high on specificity and 

sensitivity to detect PTSD diagnoses (Denton et al., 2017). Denton and colleagues (2017) 

concluded that studies that rely on the CBCL to assess trauma symptoms and/or progress 

in trauma-exposed samples may not be appropriately depicting clinical outcomes, 

particularly given the range of symptoms observed among children with severe trauma 

histories. In a study of therapeutic outcomes for preschool-aged children, significant 

gains in socio-emotional development were observed post-treatment, but internalizing 

and externalizing symptoms as measured by the CBCL were not yet reliably changed 
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(Barfield et al., 2012). Overall, Denton and colleagues (2017) suggest that a greater 

diversity of assessment methodology is needed for complex cases, stating, “researchers 

continue to group participants together under an all-encompassing ‘trauma’ label, with 

little consideration of the type, frequency, or developmental context within which the 

experience occurred” (p. 279). When considering the complexities of child trauma cases, 

it makes sense that a measure designed for a general population may not singlehandedly 

meet the multifaceted needs of this specified population. Indeed, measures which are 

specifically designed for young trauma-exposed children, such as those which capture 

behavioral difficulties, developmental delays, and social functioning, may be more 

sensitive to clinical change than more commonly used measures - such as the CBCL - are 

within this population. 

Individual Differences  

It is important to consider individual differences which may influence not only 

how a child progresses in treatment but also the contextual strengths and difficulties of 

the child’s circumstances. Individual variability is expected in a population of children 

who have experienced maltreatment, as children with the same trauma exposures have 

been known to display symptoms which widely vary, while other children with very 

different trauma exposures experience similar patterns of outcomes, phenomena termed 

multifinality and equifinality, respectively (Cicchetti & Rogosch, 1996). Intersecting with 

individual differences in trauma experiences and symptoms are other areas of individual 

and cultural differences which further contextualize how a child presents and heals in 

treatment. 
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As in other subfields of clinical psychology, the cultural context of the individual 

ought to be considered when attempting to understand the clinical outcomes of children 

with severe trauma exposure. Yet, the ways in which individual differences may 

moderate treatment outcomes for those from diverse age, sex, and race/ethnicity 

backgrounds are not yet clearly understood among this population (Bonadio & Tompsett, 

2018). What evidence we do have indicates that some groups appear to benefit more from 

therapy as compared to others. For instance, some studies suggest that there are sex 

differences in child treatment outcomes, such that females tend to be less likely to exhibit 

clinical change from trauma treatment as compared to males (Lindebø Knutsen et al., 

2019). Individuals from different race and ethnicity groups may also see disparate 

treatment effects: van der Put and colleagues (2018) found that studies with a higher 

percentage of Black, Indigenous, People of Color (BIPOC) participants were more likely 

to report lower effect sizes. This finding is consistent with others that indicate systemic 

barriers to access and retention of quality services for individuals from diverse racial and 

ethnic backgrounds (Garland et al., 2013). That such barriers exist in a context of 

disproportionately high rates of child welfare involvement for BIPOC children (Klein & 

Merritt, 2014) is troubling. In particular, reports indicate that White children are 

underrepresented in child welfare systems while Black children are overrepresented in 

child welfare systems (Klein & Merritt, 2014). While it is unclear whether these 

disparities are due to racially motivated, biased reporting or to increased risk for trauma 

exposure due to structural inequities in access to safe and stable housing, healthcare, and 

education (Klein & Merritt, 2014), it is clear that additional consideration of systemic 

barriers and cultural contexts of diverse groups is needed when studying this population.  
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Considering the differential impact of individual and group characteristics is 

especially relevant when conducting research in community-based settings. When 

compared to participants in laboratory research, clients of community-based 

organizations often represent an array of diverse characteristics, including factors that are 

associated with less effective treatment outcomes, such as BIPOC racial/ethnic identity, 

lower socioeconomic status, comorbid diagnoses, and increased child symptom severity 

(Garland et al., 2013). While in a laboratory setting researchers can impose strict 

inclusion criteria to specify the effects of their treatment on a chosen population with 

particular symptoms, this form of experimental control is not available in community-

based settings. As such, it can be a challenge to generalize results obtained from 

laboratory settings to community-based clinical cases. Researchers have pointed out the 

disparity between the efficacy of treatment protocols enacted in research settings and the 

effectiveness of those same treatment protocols implemented in community-based 

settings (Weisz & Jensen, 2001). In the community, where families with “more severe 

constellations of stressors and negative circumstances” are typically served, we see a high 

percentage of non-responders to treatment (Warren et al., 2010, p.145). Directly studying 

how treatment trajectories coincide with individual characteristics of preschool children 

in community settings helps to remove the degree of difference between laboratory and 

community settings and enhances generalizability to other community settings. 

Therapeutic Preschool Setting 

One community setting that has received relatively little systematic study, despite 

being the most common treatment modality for preschoolers with severe trauma and child 

maltreatment histories, is the therapeutic preschool. Therapeutic preschools are broadly 
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characterized by a mixture of nonspecific classroom interventions which foster early 

childhood developmental gains and specific therapy sessions which target trauma 

symptomology (Cohen et al., 1987; Stone et al., 2020). Clinical cases at a therapeutic 

preschool tend to be complex, and many children begin treatment with severe trauma and 

maltreatment exposure and multiple presenting problems (Stone et al., 2020). As such, 

many children are enrolled for a substantial treatment duration and receive a large dose 

of, presumably, trauma-informed care. As services are free or low cost, attrition tends to 

be lower than in other community settings. Many of these characteristics make a 

therapeutic preschool a good theoretical match to meet the needs of a population with 

multifaceted clinical complexities. Yet these settings remain understudied, and it is not 

clear what therapeutic gains are common, for whom, and at what point during treatment. 

Evaluating the treatment trajectories of children with severe trauma histories might be a 

task well suited to the therapeutic preschool, where children with multiple case 

complexities and severe initial problems are met with lengthy, intensive, and typically 

trauma-informed care.  

Covariates 

In the present study, we will take into consideration child age and sex as potential 

covariates for outcome analyses. Age is commonly controlled for in samples of young 

trauma-exposed children, as developmental gains may be changing rapidly from age 3 to 

age 5 (Font & Berger, 2015). There is some evidence that trauma-exposed male and 

female children may differentially benefit from treatment outcomes (Lindebø Knutsen et 

al., 2019). Trauma-exposed female children might be more likely to present with higher 

levels of PTS symptoms and may retain severe symptoms even at discharge (Craig & 
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Sprang, 2014). In addition, female children might be less likely to present with 

externalizing symptoms compared to male children (Craig & Sprang., 2014). Yet, there is 

some concern that raters may perceive male and female behaviors differently (Hambrick 

et al., 2021). Our project will consider treatment trajectories of treatment-seeking, 

maltreated children while considering the age and sex of these children. 

Current Study 

This thesis project evaluates children’s treatment trajectories at a therapeutic 

preschool. Children in this study have experienced maltreatment and are receiving 

trauma-responsive services that specifically target severe dysregulation, particularly in 

self-regulatory and relational domains. Given findings in the literature regarding 

comorbid complexities, insufficient measurement of multiple outcome domains, and 

measurement challenges in general, it is important to apply a critical lens to the use and 

contributions of specific clinical assessments. An emphasis of this project is to delineate 

the clinical utility of multiple and multi-modal assessments in the context of a 

community-based setting.  

Aims 

Aim 1. The first aim of this project is to describe areas of strength and 

vulnerability for maltreated children who are receiving treatment in a therapeutic 

preschool. Few studies have extensively described the clinical characteristics of children 

in this setting across behavioral functioning, socioemotional development, adaptive 

functioning, and social-relational domains. In alignment with researchers’ 

recommendation to use multiple forms, reporters, and modality methods to describe the 

clinical picture of children with trauma exposure, this project will assess functioning with 
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three empirically validated clinical assessment measures completed by a clinician (C-

TRF; Achenbach & Rescorla, 2001, DECA-C; LeBuffe & Naglieri, 2003, and Vineland-

3; Sparrow, Cicchetti, & Saulnier, 2016) and one psychologist-rated observational 

checklist (Preschool Observation Checklist; Golding et al., 2012).  Our measures provide 

information on the presence and severity of trauma exposure, children’s externalizing 

symptoms, socioemotional strengths, adaptive functioning, and social-relational skills in 

the classroom. We will describe children’s levels of functioning across these domains at 

baseline and over the course of treatment. Overall, we hypothesize that children will 

display impaired functioning at baseline across many domains, and may demonstrate 

especially heightened clinical symptoms in the area of externalizing behaviors.  

Aim 2. Our second aim is to evaluate the clinical trajectory of maltreated 

preschool children across 6 months of intensive treatment. Assessments conducted after 3 

and 6 months of treatment will be compared to baseline assessments to describe whether 

and in which domains children’s functioning shows improvement. The domains of 

functioning assessed are the same as those measured above: children’s externalizing 

symptoms, socioemotional strengths, adaptive functioning, and social-relational skills. 

We will analyze fluctuations in these scores over time and report whether clinically 

reliable improvement is occurring within each of these domains at each time point. 

It is clear from the literature that there are serious barriers for children with severe 

trauma exposure to improve consistently across all potential domains of functioning. 

Given the severity of cases often presented to therapeutic preschools, it is anticipated that 

no significant change would yet be made in any domain after 3 months of treatment. In 

addition, it is anticipated that change which occurs by 6 months of treatment may be 
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limited. Findings from Vernberg and colleagues (2008) suggest that children with severe 

dysregulation face symptom-related barriers to treatment improvement. The Vineland-3 

assesses for a child’s adaptive functioning, which if impaired could pose a barrier to 

improvement in other domains. As such, it is anticipated that at 6 months of treatment, if 

change occurs, it is most likely to occur in the area of adaptive functioning. It is expected 

that 6 months of treatment will not be sufficient for trauma-exposed children to improve 

significantly in the areas of externalizing behavioral concerns, socioemotional strengths, 

or social-relational skills. A greater dose of treatment may be needed to help children 

heal in these domains. 
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CHAPTER 3 

METHODOLOGY 

Participants 

Study participants were 23 children ages 3- to 6-years old (M = 4.20, SD = .55), 

who received services at a therapeutic preschool in a Midwestern city between 2017 and 

2020. This community-based organization is the largest agency in its city to deliver 

therapeutic services to families of children who have experienced maltreatment. Children 

were included in this study if at least two points of assessment data were reported before 

the 18th of March in 2020, when the preschool was closed to comply with safety 

regulations in response to the novel coronavirus disease (COVID-19). Prior to this date, 

20 children received 3 treatment outcome assessments, up to 6 months of treatment. An 

additional three children received two assessments before preschool closure, up to 3 

months of treatment.  

All children were referred for treatment due to significant maltreatment exposure, 

involvement with child welfare services, and trauma-related impairment including 

behavioral difficulties (e.g., biting, extreme/prolonged tantrums, hitting/other forms of 

aggression, problems engaging with peers and/or responding to teacher requests) and/or 

developmental delays. To be eligible to attend the preschool, children also must have 

been unsuccessful in two less restrictive preschool environments. Children attended the 

preschool each weekday, receiving early childhood education in a trauma-informed, 

therapeutic classroom environment. In addition, all children received individual therapy 

sessions from Master’s level clinicians (educational therapists). Of the children in 

treatment, the majority (69.6%) were identified by their caregiver to be male. The 
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remaining seven children were identified by their caregiver to be female. Sixty-five 

percent of the children were identified by their caregiver as African American, 26.1% 

White, and 8.7% biracial (African American and White). Four children lived with 

biological caregivers, 12 lived with foster families, five were in kinship foster 

placements, and two lived with adoptive caregivers. Average income for families was 

$50,210 (SD = 40,926.05).  

Setting and Procedures 

Orienting around a holistic approach to recovery, the therapeutic preschool under 

study provides no-cost, early childhood education and trauma-informed individual 

therapy, alongside services in speech and occupational therapy as needed. The overall 

treatment process is informed by the Neurosequential Model of Therapeutics (NMT). The 

NMT is an approach to clinical case conceptualization and therapeutic sequencing that 

emphasizes the relevance of the developmental context of the child to the treatment 

process (Perry & Hambrick, 2008). For example, therapeutic goals and strategies are 

tailored and timed to meet the developmental needs of each child given their history of 

both adversity and relational health (Perry & Hambrick, 2008).  

The therapeutic preschool is site certified in the NMT, indicating that 

administrators and staff have received formal training in the NMT. Ratings of 

organization-level fidelity to the NMT were reported by preschool administrators 

between 2017 and 2020. Fidelity ratings in 2017 indicated that the preschool director had 

received individual Phase I certification in the NMT (Phase I indicates mastery of core 

concepts, Phase II indicates training with more advanced concepts), that all preschool 

staff had received introductory trainings (i.e. readings and introductory materials), and 
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that staff across the therapeutic preschool engaged in common communication about 

children using the NMT as a guide. According to fidelity tracking reports, since 2017, 

preschool teachers, therapists, and staff have received increasing training in the NMT and 

the NMT is reportedly better integrated across all aspects of service delivery at 

FamilyForward, (e.g. educational classrooms, psychotherapy, occupational therapy, 

caregiver communication), and the preschool director is Phase II certified as of 2020. 

As a component of the therapeutic preschool model, each child received daily 

early childhood education within a therapeutic classroom. Children were placed in one of 

two classrooms depending on available space at the time of entry into treatment. Children 

spent play, nap, educational, and therapeutic time with a cohort of trauma-exposed 

children within the context of this classroom during the duration of their treatment at the 

therapeutic preschool. Children in this project did not begin and end treatment at the 

same time - some children who had been in treatment for many months shared a 

classroom with newly enrolled children. As such, children in the same classroom were in 

different stages of their treatment process on any given date. The two classrooms 

remained separate during children’s treatment, and children’s behaviors were observed 

and measured within the context of the therapeutic classroom. For the purposes of this 

study, classrooms were coded as Classroom A and Classroom B. While staff members in 

Classroom B remained constant throughout data collection procedures, staff members in 

Classroom A experienced some turnover, with approximately twice as many staff 

members working with children during the project timeline.  

Data for this project were collected as part of an ongoing program evaluation of a 

therapeutic preschool. All aspects of the evaluation were developed in coordination with 
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staff at the therapeutic preschool. For example, measures and data collection procedures 

were collaboratively decided upon by evaluation and clinical teams for the purpose of 

evaluating service provision outcomes. No experimental methods were used at the 

therapeutic preschool, and no data were collected for research purposes. Due to the 

program evaluation (non-experimental) nature of the project and due to the de-identified 

nature of the data the evaluation team received from the therapeutic preschool, we 

received an IRB waiver: it was determined that this project is not human subjects 

research. Although consent was not required through an IRB, all caregivers included in 

this project provided written consent for clinical information about their child to be 

gathered and analyzed for program evaluation purposes to the therapeutic preschool. 

A clinical child psychologist (PI) collaborated with preschool staff to identify 

measures that would meet the evaluation needs of the preschool. This process occurred in 

alignment with recommendations to collaborate with clinical partners in a program 

evaluation setting (Amaya-Jackson & DeRosa, 2008; Pellecchia et al., 2018). Criteria for 

including specific measures included: meeting the needs of preschool funders, meeting 

the needs of clinical staff, and providing a multi-rater/modal assessment procedure. At 

intake, all caregivers were asked to report any trauma events experienced by the child. 

Children then received a battery of assessments after 30 days of enrollment. This time 

delay before the first assessment was designed as a trauma-informed approach to provide 

an opportunity for the child to adjust to their new setting, and for the reporter to get to 

know each child’s behaviors and symptoms. At 30 days, symptom and functioning 

information across a variety of domains was gathered from the child’s clinician. In 

addition, a psychologist observed and assessed child behaviors in the classroom. Two 
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psychologist observations were completed on two separate days per child. These data 

were collected again at 3 months and 6 months after treatment began.  

Measures 

Demographic Information. Child race/ethnicity, sex, and age were reported by 

the child’s caregiver at intake. To protect the health information of clients, an 

approximate intake date was reported to the research laboratory as the first date of the 

month during which enrollment occurred. For similar reasons, the child’s age in months 

at intake was provided to the research team in place of the child’s birth date. As such, a 

close estimate of age at follow-up time points was calculated from the date of the 

completed form and the age reported at intake. 

Trauma Exposure. Caregivers reported on the potentially traumatic events 

experienced by their children with a modified version of the Traumatic Events Screening 

Inventory – Parent Report Revised (TESI-PRR; Ghosh-Ippen et al., 2002). The TESI-

PRR includes 24 yes/no questions corresponding to a range of potentially traumatic 

events that a child might experience in early childhood. Three questions were added to 

this measure by the evaluators to enhance the understanding of adversities experienced in 

this particular population. The added items are as follows: “Has your child ever had a 

transition in a daycare of secondary caregiver (nanny, babysitter)?”, “Has your child ever 

been a victim of bullying?”, and “Have there ever been other potentially traumatic or 

highly stressful things that have happened to your child?” (See Appendix). Endorsed 

items were summed to create a total score of potentially traumatic events experienced. 

Clinician Reported Child Behavior Problems Child behavioral and emotional 

problems were assessed with the Caregiver-Teacher Report Form, a version of the Child 
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Behavior Checklist/1.5-5 (C-TRF; Achenbach & Rescorla, 2001). The C-TRF assesses 

for various emotional and behavioral difficulty areas for children ages 1.5 to 5. Each of 

the 99 items are rated by a clinician on a 3-point scale from 0 (Not True) to 2 (Very True 

or Often True). The items are converted to t-scores, controlling for age and sex, which 

yield many areas of symptomatic outcomes. The C-TRF reports a composite score of 

internalizing, externalizing, total problems, and stress problems scales. The present study 

uses standardized t-scores for the externalizing problems composite scales. C-TRF t-

scores have a mean of 50 and standard deviation of 10. The C-TRF is well-researched 

and widely used, with good psychometric properties that can be found in the manual; the 

externalizing problems scale has good internal consistency ( = 0.89; Achenbach & 

Rescorla, 2001). Reliability for this measure within the present sample was not available 

due to the manner in which deidentified data were reported to the evaluation team. The 

test-retest reliability of the externalizing subscale on the C-TRF is estimated to be 

between .80 and .92 (Achenbach & Rescorla, 2001). Higher scores indicate higher rates 

of externalizing problems, with scores above 60 indicating borderline functioning, and 

scores above 65 indicating clinically elevated functioning. This measure was collected to 

fulfill requirements from preschool funders. While some limitations to measuring 

symptoms using this measure with a maltreated population are evident (Denton et al., 

2017), it is useful to consider the utility of this widely used measure in conjunction with 

other available measures.  

Clinician Reported Child Resilience and Behavioral Concerns. Early 

childhood behavioral risk and protective factors were assessed with the Devereaux Early 

Childhood Assessment Clinical Form (DECA-C; LeBuffe & Naglieri, 2003). This 
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measure was designed to be used in a variety of early education and mental health 

settings with preschool-aged children, ages 2 through 5; the measure identifies protective 

factors and social behavioral concerns among young children. There are 62 items on the 

DECA-C which are scored from 0 (‘Never’) to 5 (‘Very Frequently’). The DECA-C was 

normed on 1,108 preschool children, who were sampled to approximate national 

population rates of race/ethnicity, sex, and geography. A protective factors composite 

variable is reported by the DECA-C and includes information about children’s initiative, 

self-control, and attachment. The DECA-C teacher form shows good reliability among 

teachers, with an internal consistency coefficient of 0.94 on the total protective factors 

scale (LeBuffe & Naglieri, 2003). Sample reliability was not available due to the manner 

in which deidentified data were reported to the evaluation team. The test-retest reliability 

of the total protective factors scale is .94 (LeBuffe & Naglieri, 2003). Standardized t-

scores from the total protective factors composite scores will be used in this project. T-

scores have a mean of 50 and standard deviation of 10, with higher scores indicating 

greater rates of protective factors. Scores at or above 60 indicate that the child has a 

relative strength in protective factors, while scores at or below 40 indicate a relative 

deficit in protective factors. The DECA-C was identified as a measure that provides 

developmentally sensitive information for a population of trauma-exposed children and 

was included in this project to supplement potentially less sensitive forms, particularly 

given concerns with the C-TRF. 

Clinician Reported Adaptive Behavior. Child adaptive and developmental 

functioning was assessed with the Vineland Adaptive Behavior Scales, third edition 

(Vineland-3; Sparrow et al., 2016). The Vineland-3, comprehensive teacher form was 



26 

normed on a nationally representative sample of 1,415 children ages 3 through 21 with 

regard to sex, race, SES, and geographic region (Sparrow et al., 2016). This form assesses 

adaptive behavior across several domains: communication, daily living skills, 

socialization, and motor skills. From these domains, an adaptive behavior composite 

score is calculated to describe the child’s overall level of adaptive functioning. The 

Vineland-3 shows good internal consistency, with coefficients ranging from .90 (motor 

skills) to .98 (adaptive behavior composite; Sparrow et al., 2016). Sample-specific 

reliability was not available due to the manner in which deidentified data were reported to 

the evaluation team. The average test-retest reliability of the adaptive behavior composite 

is .85 (Sparrow et al., 2016). Scores are normed with a mean of 100 and standard 

deviation of 15, controlling for age. Standardized scores from the adaptive behavior 

composite domain will be used for this project.  

Observed Child Social-Relational Skills At each assessment, a licensed 

psychologist observed children in their classroom environment. The psychologist’s 

observations were quantitatively recorded on the Preschool Observation Checklist (POC; 

Golding et al., 2012). This tool was developed to identify deviations in age-appropriate 

child emotional, behavioral, and attachment development for preschoolers with 

behavioral and emotional difficulties (Golding et al., 2012). On the POC, the observer 

rates children on a variety of items which are grouped by the tool’s developer into the 

following domains: behavior, play and relationships with peers, attachment behaviors, 

emotional state, and attitude to attendance at early years setting. The developer does not 

include information on composite variable creation for these grouped items. Observed 

behaviors on the POC are scored on a continuum from 1 to 5, with scores on either end of 
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the continuum indicating that the child is displaying relatively undercontrolled or 

overcontrolled behaviors as compared to age group peers. Scores of 1-2 indicate 

generally undercontrolled behavior, and scores of 4-5 indicate generally overcontrolled 

behavior, while a score of 3 indicates that behavior is what would have been expected by 

a child of the same age. For this project, POC scores were recoded to indicate distance 

from an age-typical score as follows: [1 → 2, 2→ 1, 3 → 0, 4 → 1, 5 → 2]. In the 

absence of composite level information or psychometrics from the developer, we created 

a composite variable that we henceforth label “social-relational skills”. The social-

relational skills composite was identified in a previous laboratory project as the second 

factor from the POC via a nonnegative matrix factorization (NMF; see Hambrick et al., 

2019 for more information on this methodology). There were nine items from the POC 

that belonged to this factor, each relating to children’s social-relational skills towards a 

familiar or unfamiliar adult. In the present study, items had good internal consistency 

with a Cronbach’s alpha of .89. Inter-item correlations ranged from .15 to .83 (See 

appendix for a list of items and inter-item correlations). Test-retest reliability of the 

social-relational skills scale for this sample was .43. When possible, raters completed two 

ratings of a child’s social-relational skills within approximately one week. This strategy 

was designed as a trauma-informed practice to capture potential variations in behavior 

across two days. Of children for whom any rating was completed at each time point, 

100% of children (n = 18) had two ratings at baseline, 89% (n = 16) had two ratings at 3 

months, and 90% (n = 18) had two ratings at 6 months. When more than one rating 

occurred per timepoint, ratings were averaged to create an aggregate social-relational 

skills score. This decision was made to appropriately comply with the trauma-informed 
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choice of capturing variability in children’s day-to-day behavior, while preserving 

statistical power in analyses of a limited sample size. Children’s ratings were highly 

correlated between the two time points at baseline (r = .57), 3 months (r = .62), and 6 

months (r = .66) 

Three psychologists rated children’s behaviors across the timeline of the project 

due to transitions in staffing. The training procedure for a new rater was as follows: 

former and current raters completed three to four observations together. During these 

joint observations, raters discussed discrepancies and came to a consensus on scoring; 

these efforts were to enhance interrater reliability across ratings. Through the program 

evaluation process, the POC was identified by clinical partners at the therapeutic 

preschool as capturing unique symptoms over and above those covered by other measures 

included in the battery of assessments, and to assess behaviors that are likely to appear in 

classroom observations. Researchers who study the evaluation of child therapy in 

community-based organizations recommend increasing the amount of collaboration with 

community partners, treating these partners as expert stakeholders in the research 

planning process (Southam-Gerow et al., 2009; Pellecchia et al., 2018). Similarly, 

Amaya-Jackson and DeRosa (2008) recommend that the perspectives of community-

based clinicians are included and respected in the outcome measurement selection 

process. Including this measure is a benefit to this study as it adds an observational 

method, contributes to the depth of understanding of the clinical case, and enhances the 

partnership between research and clinical teams. Although there are not existing 

reliability and validity data to support the use of this tool in research, alongside other 

measures, this tool can contribute contextual information to better understand children’s 
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trajectories over the course of treatment. Perhaps most beneficially, it provides the 

opportunity for a multi-method assessment of children’s progress. 

Analytic Plan 

Aim 1. To address Aim 1, we will report descriptive statistics (means, standard 

deviations) for the identified variables at baseline, after 3 months of treatment, and after 6 

months of treatment. The four variables included are composite variables from the C-

TRF (externalizing problems), the Vineland-3 (adaptive behavior composite), the DECA-

C (total protective factors), and the POC (social-relational skills). For the three clinician-

rated forms, standardized scores will be used to provide a contextualized description of 

the child’s functioning in relation to age-matched peers. Clinical interpretive information 

will also be reported when provided by an assessment, such as descriptions of whether a 

child is considered to fall in a typical, borderline, clinical, or strength range. If the 

variables are not normally distributed, we will perform log transformations to prepare for 

analyses in Aim 2. In addition to providing descriptive information, we will identify 

scores that are univariate outliers at baseline, given concerns with regression toward the 

mean in frequent assessments of functioning amongst children with severe baseline 

concerns. Finally, we will consider the potential influence of age and sex on the outcome 

variables that have not already accounted for these characteristics. As the three 

standardized outcome variables account for age, we will run correlation analyses to 

determine if there is a relationship between age and social relational skills as measured by 

the POC. We will look at means for males and females to see if they differ across the 

adaptive behavior composite (Vineland-3), the total protective factors scale (DECA-C), 

and the social relational skills composite (POC). If it is deemed that these variables are 
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important for describing outcomes, we will consider additional analyses to account for 

these characteristics in our model. If necessary, these additional analyses will be 

incorporated into Aim 2. 

Aim 2. Analyses for Aim 2 will describe changes in functioning across time 

points, and then determine the statistical and clinical significance of any change observed 

over the course of treatment with regard to the four domains of functioning listed above. 

First, improvement will be described descriptively with difference scores. We will 

first calculate within-subject difference scores for each domain at 3 months compared to 

baseline. Children’s difference scores will be descriptively categorized as improving 

(positive change) or stagnant/deteriorating (negative or no change).  These dichotomized 

scores will be used to describe children’s progress in two ways: 1) the frequency of 

children who are improving across each domain and 2) the mean number of domains that 

are improving for each child. For the latter, we will calculate an individual improvement 

composite variable to describe the number of domains in which each child shows 

improvement. This improvement composite variable will range from 0 (no improvement 

in any domain) to 4 (improvement demonstrated in each domain).  

This procedure will be repeated to calculate and categorize difference scores at 6 

months minus baseline. It is expected that the number of domains in which improvement 

is noted will be higher after 6 months of treatment than after 3 months of treatment.  

We will then test statistical significance of scores on each domain at each time 

point (3 and 6 months) as compared to baseline with dependent t-tests. The effect size of 

these tests will be reported with Cohen’s d (Cohen, 1988). Given a relatively small 

sample size, we expect to be able to detect a difference only if there is a large effect. We 
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expect to see null findings across each domain after 3 months of treatment. We also 

expect null findings in all domains at 6 months, with the exception of adaptive 

functioning as measured by the Vineland-3. 

In addition to statistical significance, we will assess for prevalence of clinically 

reliable change with a reliable change index (RCI; Jacobson & Truax, 1991). With the 

RCI we will assess individual clinical change across each domain of functioning. Even if 

group level statistical change is not seen, there is still potential for individual children to 

show reliable change in some domains. Test-retest reliability for each domain is obtained 

from the developers of each of these measures: The C-TRF, the DECA-C, and the 

Vineland-3. In the absence of reliability information from the developer of the POC, we 

will use the test-retest reliability found within this sample to offer an exploratory 

indication of reliable change for this tool. Indices above 1.96 can be considered to reflect 

a change that would not have occurred by chance (Jacobson & Truax, 1991). We will 

report significant RCIs for each preschooler. In addition, we will report the frequency of 

clinically meaningful change occurring across children for each domain. We expect to 

see the largest number of significant RCIs for the adaptive functioning domain. 
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CHAPTER 4 

RESULTS 

Children’s Trauma Exposure 

Caregivers for 20 of the 23 children in this study completed baseline reports of 

children’s trauma exposure with the Traumatic Events Screening Inventory – Parent 

Report Revised (TESI-PRR). We analyzed descriptive statistics of the total score of 

trauma events reported by caregivers.  Children were exposed to an average of 8.45 

trauma exposures (SD = 3.66) by the time of entry into therapeutic preschool services. 

Caregivers’ reports of trauma exposures ranged from 2 to 15 exposures per child. The 

modal number of traumas experienced by children was 10. As not all respondents were 

biological caregivers, some caregivers did not respond yes/no to an item and offered 

qualitatively (e.g. wrote in the margins) that they were unsure about child’s history. 

Children with trauma exposures at the lower end of the range had missing items in their 

report for these reasons. 

Missing Data 

No protective factors nor adaptive behavior composite scores were missing at 

baseline, 3 months, or 6 months. One 3-month externalizing t-score was not available due 

to a form completion error. POC ratings were not consistently completed by the 

community partner prior to 2018; as such, some missingness occurs for children who 

began treatment in 2017. Eighteen children received a POC rating at baseline and at 3 

months; 20 children received a POC rating at 6 months. For item-level missingness on 

otherwise completed POC ratings (e.g. due to rater error), multiple imputation with five 

iterations was used. Item-level missingness ranged from <1% (7 items) to 11.1% (2 
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items). Little’s MCAR test was not significant (χ2(111) = 98.87, p = .83), which supports 

the assumption that data were missing sufficiently at random and qualify for multiple 

imputation. 

Aim 1 

Baseline Behaviors and Symptoms. We examined descriptive information for 

children’s baseline behaviors and symptoms across the domains of externalizing 

symptoms, adaptive behaviors, protective factors, and social-relational skills. See Table 

4.1 for a recapitulated description and origin of these domains. Externalizing symptoms 

were normally distributed, with a skewness of .47 (SE = .48) and a kurtosis of -.30 (SE = 

.94). Adaptive behavior was normally distributed, with a skewness of -.10 (SE = .48) and 

a kurtosis of -1.0 (SE = .94). Protective factors subscale was normally distributed, with a 

skewness of .13 (SE = .48) and a kurtosis of -.90 (SE = .94). Children’s social-relational 

skills scale was normally distributed with a skewness of -.31(SE = .54) and a kurtosis of 

.30(SE = 1.0). One case was identified as a univariate outlier at baseline, with an age 

typical deviation of .32. This case was retained in analyses due to a small sample size and 

the case’s proximity to an age typical score. 
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Table 4.1 

Measures of Children’s Behaviors and Symptoms  

Domain Measure Description Variable Information 

Externalizing 

Problems 

C-TRF 

1.5-5 

Measures externalizing 

symptoms controlling for age 

and child sex 

t-scores; M = 50, SD 

= 10 

 

Adaptive 

Behavior 

Composite 

Vineland-

3 

Describes children’s overall 

adaptive functioning, 

controlling for age 

standardized scores; 

M = 100, SD = 15 

Total Protective 

Factors 
DECA-C 

Measures children’s protective 

factors in initiative, self-

control, and attachment, 

controlling for age 

t-scores; M = 50, SD 

= 10 

Social-

Relational Skills 
POC 

Rates children’s behaviors in 

the classroom relative to age-

typical behaviors 

unstandardized, 

identified factor of 

the POC 

 

 

 

Table 4.2 contains descriptions of children’s functioning at baseline. At baseline, 

children’s average externalizing symptoms on the externalizing scale of the C-TRF fell 

within the clinical range. The majority of children (n = 15; 65.2%) were in the clinical 

range of externalizing symptoms as determined by the developer of the C-TRF. 

Children’s scores on the adaptive behavior composite of the Vineland-3 fell on average 

one standard deviation below the standardized mean. Children’s protective factors as 

measured by the total protective factors scale of the DECA-C fell in a ‘typical’ range on 

average with the majority of children (n = 16; 69.6%) falling in a typical range with 

regard to protective factors. Children’s scores on the social-relational skills scale of the 

POC were larger than 0, indicating that children’s behaviors differed from age-typical 

with a range between .32 and 13.5. Overall, scores indicate confirmation that children 
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beginning services at the therapeutic preschool present with significant challenges; yet 

many children also begin treatment with typical levels of protective factors, a relative 

strength for children with significant concerns in other areas. 

 

 

 

Table 4.2       

Means, Standard Deviations, and Clinical Descriptions  

of Children’s Behaviors and Symptoms at Baseline 

  N Mean SD n % 

C-TRF 

Externalizing 

Problems 

 

23 67.48 10.55   

 Typical    4 17.4 

 Borderline    4 17.4 

 Clinical    15 65.2 

DECA-C Total 

Protective Factors 

 
23 44.3 6.44   

 Typical    16 69.6 

 Need    7 30.4 

Vineland-3 

Adaptive Behaviors 

 

23 84.39 8.54   

POC Social-

relational Skills 

 
18 7.94 3.51   

Note. Scores on the C-TRF and DECA-C are t-scores. Scores on the Vineland-3 are 

standardized scores. Scores on the POC represent deviations from age-typical scores. Clinical 

descriptive labels are established by the C-TRF and DECA-C developers. 

 

 

 

Behaviors and Symptoms at 3 months. After 3 months of treatment, we again 

assessed for normality and outliers of the composite variables. Externalizing symptoms 
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were normally distributed, with a skewness of .64 (SE = .49) and a kurtosis of 1.30 (SE = 

.95). Adaptive behavior was normally distributed, with a skewness of -.41 (SE = .48) and 

a kurtosis of .12 (SE = .94). One case was identified as a univariate outlier at time 2, with 

a t-score below 67. Since this case was consistently low across time points, decreasing 

the likelihood that the lower score was due to rater error, to maintain full sample we 

chose to include this outlier in future analyses. The protective factors subscale was 

normally distributed, with a skewness of -1.0 (SE = .48) and a kurtosis of .15 (SE = .94). 

Children’s social-relational skills scale was normally distributed with a skewness of -.46 

(SE = .54) and a kurtosis of .25 (SE = 1.0).  

Table 4.3 contains a summary of children’s symptoms and behaviors after 3 

months. Children’s average externalizing scores on the C-TRF remained in a clinical 

range after 3 months of treatment. A higher percentage of children (82.6%, n = 19) than 

at baseline were classified in a clinical range of functioning for externalizing symptoms. 

Children’s average adaptive behavior composite scores on the Vineland-3 rose slightly to 

fall within one standard deviation of the standardized mean. Similar to baseline, children 

displayed a typical range of protective factors on the DECA-C on average, with a large 

majority (n = 18; 78.3%) of children falling in a typical category. Children’s scores on 

the social-relational skills scale continued to differ from age-typical scores with a range 

between 0.0 and 12.0. After 3 months of treatment at the therapeutic preschool, children’s 

average scores remained similar to average scores at baseline across all four domains, 

although some descriptive changes in clinical labeling occurred for externalizing 

symptoms such that more children were classified in a clinical range of externalizing 

symptoms than at baseline. In contrast, more children displayed a typical range of 
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protective factors after 3 months of treatment, further indicating that this may be an area 

of relative strength within this sample. 

 

 

 

Table 4.3       

Means, Standard Deviations, and Clinical Descriptions 

of Children’s Behaviors and Symptoms after 3 months 

  N Mean SD n % 

C-TRF 

Externalizing 

Problems 

 

22 68.32 7.60   

 Typical    2 9.1 

 Borderline    1 4.5 

 Clinical    19 86.4 

DECA-C Total 

Protective Factors 

 
23 45.17 6.67   

 Typical    18 78.3 

 Need    5 21.7 

Vineland-3 

Adaptive Behaviors 

 

23 85.35 8.74   

POC Social-

relational Skills 

 
18 6.98 3.38   

Note. Scores on the C-TRF and DECA-C are t-scores. Scores on the Vineland-3 are 

standardized scores. Scores on the POC represent deviations from age-typical scores. Clinical 

descriptive labels are established by the C-TRF and DECA-C developers. 

 

 

 

Behaviors and Symptoms at 6 months. After 6 months of treatment, 

externalizing symptoms were normally distributed, with a skewness of .12 (SE = .51) and 

a kurtosis of 1.54 (SE = .99).  One case was identified as a univariate outlier, with a t-
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score of 47 at 6 months of treatment. Adaptive behavior was normally distributed, with a 

skewness of -.03 (SE = .51) and a kurtosis of -1.3 (SE = .99). Protective factors subscale 

was normally distributed, with a skewness of -.83 (SE = .52) and a kurtosis of .07 (SE = 

.99). Children’s social-relational skills scale was normally distributed to with a skewness 

of .60 (SE = .51) and a kurtosis of -.54 (SE = .99). 

Table 4.4 describes children’s behaviors and symptoms after 6 months of 

treatment. Externalizing symptoms on the C-TRF after 6 months of treatment remained in 

the clinical range for the average child. A lower percentage of children (60%; n =12) 

compared to baseline fell in the clinical range of externalizing symptoms after 6 months 

of treatment, with 5% of children (n = 1) in a typical range for externalizing symptoms. 

Similar to 3 months, the adaptive behavior composite of the Vineland-3 fell within 1 

standard deviation of average functioning). Children’s protective factor scores of the 

DECA-C continued to reflect typical functioning, with a higher percentage (85%) of 

children in a typical range of protective factors. Children’s scores on the social-relational 

skills scale of the POC differed from age-typical scores with a range between .5 and 11.5. 

After 6 months of treatment, children’s externalizing symptoms remained elevated on 

average, although some children moved out of the clinical range into a borderline or 

typical range of symptoms. Other behavior areas begin to show descriptive improvement 

after 6 months of treatment. 
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Table 4.4       

Means, Standard Deviations, and Clinical Descriptions  

of Children’s Behaviors and Symptoms after 6 months 

  N Mean SD n % 

C-TRF 

Externalizing 

Problems 

 

20 68.20 8.87   

 Typical    1 5 

 Borderline    7 35 

 Clinical    12 60 

DECA-C Total 

Protective Factors 

 
20 47.80 4.85   

 Typical    17 85 

 Need    3 15 

Vineland-3 

Adaptive Behaviors 

 

20 87.60 8.65   

POC Social-

relational Skills 

 
20 4.92 3.41   

Note. Scores on the C-TRF and DECA-C are t-scores. Scores on the Vineland-3 are 

standardized scores. Scores on the POC represent deviations from age-typical scores. Clinical 

descriptive labels are established by the C-TRF and DECA-C developers. 

 

 

 

Screening for potential covariates. 

Age. Because child protective factors, adaptive behaviors, and external behaviors 

account for age in their standardized scores, no further screening analyses were needed 

for age. Age was not correlated with social-relational skills on the POC at baseline (r = 

.08, p = .75), and therefore age was not determined to be a necessary covariate for later 

analyses for this scale.  

Classroom. Children’s classroom was not initially proposed as a variable of 

interest in analyses. However, when we discussed preliminary findings with our 



40 

community partner, it was shared that children’s classroom might be an important 

variable to consider when understanding ratings of children’s symptoms. Children, 

assigned to one of two classrooms when they entered treatment, were observed and rated 

by therapists based on their behaviors within the context of these classrooms. The 

therapists who rated children were themselves embedded within the classroom and rated 

children based on regular interactions in the classroom context. As such, the classroom 

context may be important for several reasons. One, therapists could show rating 

differences such that therapists in one classroom rated children’s behaviors in a 

systematically different way than therapists in the other classroom. For example, staff in 

Classroom A faced higher turnover than those in Classroom B. Staff transitions in and 

out of Classroom A might have myriad influences on ratings of children’s behaviors, 

including that therapists who rated the children changed over the course of children’s 

treatment for this classroom. Relatedly, children’s behaviors within the classroom might 

influence their peers’ behaviors. For example, a classroom containing a few children with 

severe externalizing symptoms could influence the likelihood of other children in the 

classroom exhibiting problem behaviors. And, children’s demographic characteristics, 

such as ratio of male to female children, might differ between the two classrooms. 

Indeed, male and female children were not evenly distributed among classrooms. 

Classroom A included 10 males and two females over the course of the project, while 

Classroom B had a more even representation of males (n = 6) and females (n = 5). As 

assessing for sex differences was planned in our analyses, this uneven distribution made a 

good case to consider sex differences as they might relate to classroom. 
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We examined rating differences across classrooms and whether child’s sex 

intersected with potential rating differences across classrooms to assess for the potential 

impact of classroom on outcome scores. First, in keeping with planned analyses to assess 

for child sex differences, we evaluated mean differences between males and females on 

relevant measures. Then, we assessed for descriptive interaction between classroom and  

child sex, given distribution differences in the number of males and females in each 

classroom. Finally, we compared mean scores between Classrooms A and B across each 

domain to detect significant mean differences between classrooms at baseline. 

We first assessed for significant differences in mean scores for male and female 

children with independent t-tests at baseline without consideration for classroom. 

Externalizing symptom scores on the C-TRF are normed on child sex and as such were 

not further screened. Protective factor scores on the DECA-C were higher for females 

(MF = 48.4, SDF = 6.6) than for males (MM = 42.5, SDM = 5.6) to a significant degree 

(t(21) = 2.2, p = .04). Adaptive behavior scores on the Vineland-3 appeared to be higher 

for females (MF = 88.6, SDF = 8.3) than for males (MM = 82.6, SDM = 8.2), but not 

significantly (t(21) = 1.6, p = .12). Social-relational skills also did not differ for females 

(MF = 7.36, SDF = 4.6) as compared to males (MM = 8.2, SDM = 3.2) to a significant 

degree (t(16) = -.42, p = .68). It appears that child sex might be related to children’s 

functioning at baseline, such that females tend to be rated more favorably than males. 

However, classroom context may be an important variable to consider given the uneven 

split of males and females between each classroom.  

Table 4.5 includes a summary of the mean scores at baseline for the total 

protective factors and adaptive behavior composite for male and female children within 
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child classroom. In Classroom A, the pattern shown in the independent t-tests is present: 

males are rated as having lower protective and adaptive behavior scores than females in 

Classroom A. This is in alignment with the overall effect of child sex, with males 

performing less well than females overall. However, the pattern does not hold in 

Classroom B. Male and female children’s scores in Classroom B are much closer together 

than are male and female scores in Classroom A. Both males and females in Classroom B 

are rated as having higher protective and adaptive behavior scores than are males in 

Classroom A. Scores for females in Classroom A are comparable with scores for males or 

females in Classroom B, although small cell size for this group limits the conclusiveness 

of this comparison. Overall, these results support the hypothesis that differences in 

ratings of children across sex might be somewhat subsumed within classroom.  

 

 

 

Table 4.5    

Means and Standard Deviations for Male and  

Female Children within Classrooms 

  TPF Mean (SD) ABC Mean (SD) 

Classroom A 
Male (n = 10) 41.1(5.78) 80.10(8.77) 

Female (n = 2) 47.5(7.78) 88.50(13.44) 

Classroom B 
Male (n = 6) 44.83(5.08) 86.67(5.65) 

Female (n = 5) 48.80(6.98) 88.60(7.64) 

Note. TPF = Total Protective Factors subscale of the DECA-C; ABC = Adaptive 

Behavior Composite of the Vineland-3 
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We assessed for significant mean differences across classrooms with independent 

t-tests at baseline. Children in Classroom B were consistently rated better than children in 

Classroom A on therapist reported measures (C-TRF, Vineland-3, DECA-C). This 

difference was significant for externalizing behaviors: children in Classroom A were 

rated as having externalizing scores that were 9.63 t-scores higher on average than those 

in Classroom B (SED = 3.99; t(21) = 2.42, p = .03). Children in Classroom B were rated 

as having more total protective factors by 4.47 t-scores on average (SED = 2.57), but this 

difference was not statistically significant (t(21) = 1.74, p = .10).  Children in Classroom 

B were rated as having a higher adaptive behavior score, with 6.05 higher points on 

average as compared to those in Classroom A (SED = 6.05), but not to a significant degree 

(t(21) = 1.78, p = .09).   

Similarly, children were rated by a psychologist observer on the POC as having 

social-relational skills that were further from age-typical in Classroom A (MD = 2.65, SED 

= 1.57), but not significantly (t(16) = 1.69, p = .11). Since the psychologist who rated 

social-relational skills is outside of the day-to-day classroom context, and this 

psychologist rates children from both classrooms, the evidence here may lend some 

additional support to the hypothesis that some characteristics within the classroom are 

contributing to differences in baseline functioning for children. In order to consider the 

various factors that may be contributing to these patterns of differences while preserving 

statistical power, it may be efficient to control for classroom in future analyses, as it 

subsumes both sex and rater differences.  

Overall, these results show a consistent pattern of children in Classroom A 

receiving less favorable ratings than those in Classroom B, including a statistically 
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significant difference in externalizing behaviors such that children in Classroom A were 

rated as having higher externalizing symptoms than children in Classroom B at baseline. 

As such, we will consider classroom as a covariate in Aim 2 by conducting follow-up 

analyses to control for classroom for the four domains of functioning across timepoints. 

Aim 2 

Changes after 3 Months of Treatment. Summaries of within-subject difference 

score categorization after 3 months can be found in Table 4.6. Categorization results are 

descriptive and do not assess for statistical significance. The majority of children 

improved on protective factors, adaptive behaviors, and social-relational skills after 3 

months of treatment. Protective factors had the highest percentage of children with 

improvement (n = 15, 65.2%). Externalizing symptoms had the highest percentage of 

children with stagnant or worsening symptoms (n = 13, 56.5%).  

 

 

 

Table 4.6 

Within-Subject Changes Across Domains after 3 Months 

 Improving Stable/Worsening Missing 

 n % n % n % 

C-TRF Externalizing 

Symptoms 
9 39.1 13 56.5 1 4.3 

DECA-C Protective Factors  15 65.2 8 34.8 0 0 

Vineland-3 Adaptive 

Behaviors  
14 60.9 9 39.1 0 0 

POC Social Relational-Skills 12 52.2 4 17.4 7 30.4 

Note. Subjects are classified as improving if within-subject difference scores are greater than 0; subjects 

are classified as stable/worsening if within-subject difference scores are less than or equal to 0. 
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We calculated the number of domains for which each child showed descriptive 

improvement (i.e. any positive change greater than 0) after 3 and 6 months of treatment. 

Thirteen percent (n = 3) of children did not improve in any of the four domains after 3 

months of treatment, compared to baseline. Twenty-six percent of children (n = 6) 

improved in one domain after 3 months, 17.4% (n = 4) improved in two domains, and 

17.4% (n = 4) improved in three domains. Twenty-six percent of children (n = 6) showed 

improvement in all four domains after 3 months of treatment. 

Statistical significance. Results of within subjects dependent t-tests of change 

across the four domains from baseline to 3 months are summarized here. After 3 months, 

children did not show significant improvement on protective factors (MD = .87, t(22) = 

.91, p = .37, d = .19), adaptive behavior (MD = .96, t(22) = .88, p = .39, d = .19), 

externalizing symptoms (MD = .68, t(21) = .39, p = .70, d = .08), or social-relational skills 

(MD = 1.69, t(15) = .1.81, p = .09, d = .45). The nonsignificant results are consistent with 

our expectation that children would not show statistically significant improvement across 

any domains from baseline to 3 months of treatment. 

In response to concerns over significant differences between children’s scores 

within classroom at baseline, we also ran linear regression analyses with classroom 

variable predicting children’s change in scores from baseline to 3 months for the four 

identified variables. Children’s classroom did not significantly predict their score change 

after 3 months for protective factors (R = .07, F(1,21) = .10, p = .76), adaptive behaviors 

(R = .37, F(1,21) = 3.23, p = .09), externalizing behaviors (R = .30, F(1,20) = 1.94, p = 

.18), or social-relational skills (R = .18, F(1,14) = .29, p = .49). 
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Clinical significance. A reliable change index (RCI) was calculated for each child 

after 3 months of treatment using guidelines from Jacobson and Truax (1991) to 

determine if changes for any child can be considered clinically significant compared to 

their baseline scores. Table 4.7 shows children’s difference scores and RCI values. An 

RCI over 1.96 is considered to be clinically significant (Jacobson & Truax, 1991). No 

children showed clinically significant change in the domains of adaptive behavior 

composite after 3 months of treatment. Four children showed clinically significant 

improvement after 3 months on the total protective factors subscale. Three children 

showed clinically significant improvement after 3 months on the externalizing symptoms 

subscale. One child had clinically significant improvement in the social relational skills 

subscale after 3 months. Overall, seven children showed clinically significant 

improvement on at least one domain after 3 months, with one child showing clinically 

significant improvement on two domains after 3 months. 

 

 

 

 

 

 

 

 

 



47 

Table 4.7  

RCI Values at 3 Months Compared to Baseline 

Subject 

Ext 

Changea 

Ext 

RCIs 

TPF 

Change 

TPF 

RCIs 

ABC 

Change 

ABC 

RCIs 

SRS 

Changea 

SRS 

RCIs 

1 -6 -1.08 6 1.97* 5 0.74 - - 

2 -2 -0.36 2 0.66 7 1.03 - - 

3 5 0.90 3 0.98 5 0.74 - - 

4 11 1.97 -8 -2.62 -2 -0.29 - - 

5 0 0.00 6 1.97* -1 -0.15 - - 

6 8 1.43 1 0.33 5 0.74 0.18 0.05 

7 6 1.08 1 0.33 0 0.00 -0.85 -0.23 

8 12 2.15 -1 -0.33 -3 -0.44 -3 -0.82 

9 4 0.72 0 0.00 8 1.18 -1 -0.27 

10 -6 -1.08 2 0.66 5 0.74 - - 

11 2 0.36 1 0.33 3 0.44 3.3 0.91 

12 5 0.90 0 0.00 3 0.44 -1 -0.27 

13 2 0.36 1 0.33 -6 -0.88 -2.5 -0.69 

14 -4 -0.72 5 1.64 -12 -1.76 -2 -0.55 

15 -2 -0.36 5 1.64 4 0.59 -2 -0.55 

16 17 3.05 -9 -2.95 -9 -1.32 -4 -1.10 

17 -1 -0.18 -5 -1.64 2 0.29 -2.5 -0.69 

18 3 0.54 -2 -0.66 -6 -0.88 - - 

19 - - -6 -1.97 -1 -0.15 -3 -0.82 

20 -12 -2.15* 6 1.97* 5 0.74 -2 -0.55 

21 -12 -2.15* 2 0.66 4 0.59 -9.5 -2.61* 

22 -18 -3.23* 9 2.95 4 0.59 -12 -3.30* 

23 3 0.54 1 0.33 2 0.29 - - 
Note. RCI scores are calculated from standardized difference scores for each measure: sdiffabc

 = 6.80; 

sdifftpf = 3.05; sdiffext = 5.58; sdiffsrs = 3.64. ABC = adaptive behavior composite of the Vineland-3, TPF 

= total protective factor scale of the DECA-C, Ext = Externalizing problem scale of the C-TRF, SRC = 

social-relational skills composite of the POC. A dash (-) indicates that an RCI was not able to be 

calculated due to missingness.  
a Negative scores on the externalizing symptoms scale of the C-TRF and the SRS scale of the POC 

indicate improving externalizing symptoms and social-relational skills, respectively 

*RCI is clinically significant at 1.96 level.  

  

 

 

Changes After 6 Months of Treatment. The within-subject difference scores 

after 6 months of treatment (Table 4.8) show a similar pattern to the changes seen after 3 
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months. The majority of children show descriptive improvement (positive change greater 

than 0) compared to baseline scores on protective factors, adaptive behaviors, and social-

relational skills. A near majority of children maintain stable or worsening externalizing 

symptoms at 6 months as compared to baseline.  

 

 

 

Table 4.8 

Within-Subject Changes Across Domains after 6 Months  

 Improving Stable/Worsening Missing 

 n % n % n % 

C-TRF Externalizing 

Symptoms 
9 39.1 11 47.8 3 13 

DECA-C Protective 

Factors  
14 60.9 6 26.1 3 13 

Vineland-3 Adaptive 

Behaviors  
15 65.2 5 21.7 3 13 

POC Social Relational-

Skills 
13 56.4 2 8.7 8 34.8 

Note. Subjects are classified as improving if within-subject difference scores are greater than 0; subjects 

are classified as stable/worsening if within-subject difference scores are less than or equal to 0. 

 

 

 

After 6 months of treatment, 4.3% (n = 1) of children showed no improvement 

across the four domains. Seventeen percent (n = 4) showed improvement in one domain, 

13% (n = 3) improved in two domains, and 30.4% (n = 7) improved in three out of the 

four domains. Twenty-one percent of children (n = 5) improved in each of the four 

domains after 6 months of treatment compared to baseline. Three children (13%) did not 

receive ratings at 6 months to compare to their baseline score. 
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Statistical significance. After 6 months, children did not show significant 

improvement on adaptive behaviors (MD = 2.75, t(19) = 1.70, p = .11, d = .38) or 

externalizing symptoms (MD = 1.15, t(19) = .53, p = .60, d = .12).  However, results 

suggest that children improved in protective factors from baseline to 6 months of 

treatment (MD = 3.40, t(19) = 2.70, p = .01). This was a moderate effect size (d = .61). 

Children also significantly improved in social-relational skills from baseline to 6 months 

(MD = -2.79, t(14) = -2.94, p = .01) also with a moderate effect size (d = .76). See Figure 

1 for effect sizes at both 3 and 6 months for each domain. The hypothesis that adaptive 

behaviors would show significant improvement after 6 months of treatment was not 

supported. Although protective factors and social-relational skills were not hypothesized 

to change, results indicate statistically significant changes with moderate effect sizes for 

these domains. Future analyses should be conducted to add evidence to support 

significant positive change in these domains. 

In the linear regression, Children’s change scores from baseline to 6 months did 

not significantly differ across classroom for protective factors (R = .01, F(1,18) = .01, p = 

.98), adaptive behaviors (R = .35, F(1,18) = 2.44, p = .14), externalizing behaviors (R = 

.03, F(1,18) = .58, p = .46), or social-relational skills (R = .21, F(1,13) = .59, p = .46).  
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Figure 1 

Effect Sizes for Within-Subject Changes at 3 and 6 Months  

 

Note.  Effect sizes are displayed for the externalizing subscale of the C-TRF, the total protective factors 

scale of the DECA-C, the adaptive behaviors composite of the Vineland-3, and the social-relational skills 

composite of the POC. Effect size is measured at 3 and 6 months compared to baseline. 

 

 

 

Clinical significance. A reliable change index (RCI) was calculated for each child 

after 6 months of treatment (Jacobson & Truax, 1991) Table 4.9 shows children’s 

difference scores and RCI values at 6 months compared to baseline. Similar to 3 months, 

no children showed clinically significant change in the domains of adaptive behavior 

composite after 6 months of treatment. Nine children showed clinically significant 
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improvement after 6 months on the total protective factors subscale. Two children 

showed clinically significant improvement after 6 months on the externalizing symptoms 

subscale. Two children showed clinically significant improvement on the social relational 

skills subscale after 6 months. Overall, 11 children showed clinically significant 

improvement on at least one domain after 6 months, with two children showing clinically 

significant improvement on two domains after 6 months. It was expected that more 

children would show clinically significant improvement at 6 months than at 3 months; 

this was supported with four more children displaying clinically significant improvement 

in at least one domain at 6 months compared at 3 months. 
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Table 4.9  

RCI Values at 6 Months Compared to Baseline 

Subject 

Ext  

Changea 

Ext 

RCIs 

TPF 

Change 

TPF 

RCIs 

ABC 

Change 

ABC 

RCIs 

SRS 

Changea 

SRS 

RCIs 

1 1 0.18 6 1.97* 8 1.18 - - 

2 - - - - - - - - 

3 9 1.61 -2 -0.66 0 0.00 - - 

4 8 1.43 -7 -2.29 5 0.74 - - 

5 -3 -0.54 9 2.95* -2 -0.29 - - 

6 2 0.36 7 2.29* 9 1.32 0.18 0.05 

7 5 0.90 7 2.29* 12 1.76 -0.85 -0.23 

8 13 2.33 2 0.66 1 0.15 -3 -0.82 

9 -3 -0.54 3 0.98 9 1.32 -1 -0.27 

10 -5 -0.90 6 1.97* 7 1.03 - - 

11 - - - - - - 3.3 0.91 

12 -2 -0.36 1 0.33 6 0.88 -1 -0.27 

13 -2 -0.36 -2 -0.66 -12 -1.76 -2.5 -0.69 

14 -9 -1.61 3 0.98 -15 -2.21 -2 -0.55 

15 19 3.41 16 5.24* 6 0.88 -2 -0.55 

16 8 1.43 -1 -0.33 3 0.44 -4 -1.10 

17 10 1.79 -5 -1.64 2 0.29 -2.5 -0.69 

18 10 1.79 -2 -0.66 -9 -1.32 - - 

19 4 0.72 7 2.29* 5 0.74 -3 -0.82 

20 -22 -3.95* 8 2.62* 6 0.88 -2 -0.55 

21 - - - - - - -9.5 -2.61* 

22 -8 -1.43 10 3.28* 8 1.18 -12 -3.30* 

23 -12 -2.15* 2 0.66 6 0.88 - - 

Note. RCI scores are calculated from standardized difference scores for each measure: sdiffabc
 = 6.80; 

sdifftpf = 3.05; sdiffext = 5.58; sdiffsrs = 3.64. ABC = adaptive behavior composite of the Vineland-3, TPF 

= total protective factor scale of the DECA-C, Ext = Externalizing problem scale of the C-TRF, SRC = 

social-relational skills composite of the POC. A dash (-) indicates that an RCI was not able to be 

calculated due to missingness.  
a Negative scores on the externalizing symptoms scale of the C-TRF and the SRS scale of the POC 

indicate improving externalizing symptoms and social-relational skills, respectively 

*RCI is clinically significant at 1.96 level.  
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CHAPTER 5 

DISCUSSION 

Children in therapeutic preschools face significant challenges to healing. 

Evaluation of children’s progress in treatment is complex, given individual child 

differences and the variety of complicating factors present in the treatment context, such 

as differences in individuals who provide clinical care. To provide a holistic picture of 

children’s progress, it is important to measure children’s functioning at several time 

points, across several domains, and using multiple assessment modalities. The goals of 

the current study were to evaluate whether and in which areas trauma-exposed 

preschoolers improve over time in a therapeutic preschool, and to highlight 

considerations for evaluating children’s treatment progress in therapeutic preschools. As 

such, we evaluated children’s progress across four domains: three domains from well-

established clinician-report measures and one domain from a newly developed 

observational tool that captured behaviors deemed highly relevant to child functioning 

within the classroom by agency staff. We aimed to describe children’s behaviors and 

symptoms across three assessment points and to evaluate both statistically and clinically 

significant changes over time. Findings underscore the importance of assessing outcomes 

across multiple domains and over an extended length of treatment. Overall, the present 

project suggests that children’s symptoms and behaviors may progress with variability 

across domains, with protective factors improving perhaps more rapidly than 

externalizing behaviors. 

Children’s Treatment Outcomes 
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We measured children’s progress in treatment with the externalizing subscale of 

the C-TRF, the adaptive behavior composite score of the Vineland-3, the total protective 

factors subscale of the DECA-C, and the social-relational skills composite of the POC. 

Children in this sample experienced up to 15 types of trauma exposures at the time of 

enrollment into therapeutic services, with an average of 8.45 trauma exposures per child. 

These numbers are notable, as exposure to an increasing number of trauma events is 

associated with challenges to improving in treatment (Weiler & Taussig, 2019). 

Aim 1. We sought to first describe children’s behaviors and symptoms at three 

time points over the first 6 months of treatment. At baseline, children displayed complex 

presentations (see Table 4.2). The average child entered treatment with prominent, 

clinically significant externalizing symptoms, with 65.2% of children falling in the 

clinical range for this domain. Children’s adaptive behaviors were well below the 

standardized mean, at 1 standard deviation below the mean on average. Children’s social-

relational skills also appeared to be an area of concern; children were rated as differing 

from age-typical skills at baseline by an average score of 7.94. Yet at the same time, 

children also displayed baseline levels of protective factors that were typical on average 

relative to their age group.  

The patterns displayed at baseline continued to be relevant after 3 and 6 months of 

treatment (See Tables 4.3 and 4.4). Externalizing symptoms continued to fall in a clinical 

range at both timepoints, including a descriptively higher percentage of children at 3 

months (82.6%) falling in a clinical range of functioning than at baseline. By 6 months, 

however, the percentage of children in the clinical range fell to 60%, with more 

preschoolers falling in a borderline range (35%). A low percentage of children at 3 



55 

(9.1%) and 6 months (5%) were considered to fall in a typical range for externalizing 

symptoms. Children’s adaptive behaviors at 3 months fell within rather than below 1 

standard deviation of the standardized mean and remained within this designation at 6 

months. Children’s social-relational skills remained different from age-typical at 3 and 6 

months, but showed a smaller mean value at 3 (M = 6.98) and 6 months (M = 4.92) 

compared to baseline (M = 7.94). Protective factors appeared to increase descriptively for 

children, with an increasing majority of children at 3 (78.3%) and 6 months (85%) in a 

typical range of protective factors. Overall, children displayed some severe behaviors at 3 

and 6 months, but children also appeared to be concurrently building strengths in 

protective factors. 

Screening for covariates revealed considerations for further analyses. Age was not 

a significant correlate of social-relational skills and was not relevant for the other, age-

controlled domains. While children’s assigned sex was significantly different on the 

protective factors subscale, with females displaying higher protective factors than males, 

it was determined that classroom differences were entangled with this finding. Classroom 

A had 10 males and two females and an overall lower baseline functioning, while 

Classroom B had a more even split of six males and five females, and a higher overall 

baseline functioning (See Table 4.5). Externalizing symptoms at baseline were 

significantly higher for children in Classroom A than in Classroom B. In the context of 

this preschool, classroom assignment appeared to matter; we conducted follow-up 

analyses that tested for the effect of classroom on changes that occurred across each 

domain. However, classroom assignment was not a significant predictor of change scores 

at 3 or 6 months for any domain. Evidence in the present study does not indicate that 
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children’s behaviors and symptoms changed at different rates between the two 

classrooms. It is possible that despite differences in children’s baseline behaviors, 

children changed at similar rates regardless of classroom context. However, it is also 

possible that there was not sufficient power to detect differences between classrooms 

given the present study’s small sample size. Future analyses with a larger sample may be 

able to control for relevant treatment variables such as classroom context within a unified 

outcome model. 

Aim 2. We sought to assess descriptive, statistical, and clinical change in Aim 2. 

We first described children’s change scores at 3 months compared to baseline. Table 4.6 

contains a summary of the percentages of children who were descriptively classified as 

improving or stable/worsening. While most children (56.5%) were classified as 

stable/worsening for the externalizing symptoms scale, the majority of children were 

classified as improving at 3 months in the adaptive behaviors (60.9%), protective factors 

(65.2%), and social-relational skills scales (52.2%). In addition, 26% of children showed 

improvement across all four domains at 3 months. Only 13% of children did not show 

any improvement across the four domains at 3 months. 

It was hypothesized that no treatment outcomes would show statistically 

significant change by 3 months of treatment; this hypothesis was supported. After 3 

months of treatment, some children did show clinically significant change, particularly in 

the areas of protective factors, with four out of 23 children exhibiting clinically 

significant change (See Table 4.7). Three out of 23 children showed clinically significant 

improvement on the externalizing symptoms subscale and one showed clinically 
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significant improvement on the social-relational skills subscale. In all, seven out of 23 

children improved to a clinically significant degree on at least one domain after 3 months.  

It was hypothesized that we would see improvement across a greater number of 

domains at 6 months than at 3 months. The results are mixed, indicating some increased 

improvement but also some variability. See Table 4.8 for the percentage of children that 

improved across the domains at 6 months. The highest percentage of improvement 

occurred for the adaptive behaviors scale (65.2%) and the protective factors scale 

(60.9%). These percentages are comparable to percentages at 3 months (Table 4.6). At 6 

months, only 4.3% of children showed no improvement across the four domains; this 

appears to be a slightly better outcome than at 3 months, when 13% of children showed 

no improvement. At 6 months, 30% showed improvement in three out of four domains, 

and 21% showed improvement in all four domains. A comparable percentage of children 

improved in all four domains at 3 months (26%), but fewer children improved in three 

out of four domains at 3 months (17.4%). 

Externalizing symptoms and adaptive behaviors were not shown to significantly 

improve by 6 months of treatment. At 6 months, the majority of children (65.2%; see 

Table 4.8) showed descriptive improvement on the adaptive behavior composite, but not 

to a statistically or clinically significant threshold. On the other hand, protective factors 

for children at the therapeutic preschool increased significantly by over 3 t-scores on 

average from baseline to 6 months. Children also improved significantly in their social-

relational skills to be more similar to their age-typical peers, with the majority showing 

descriptive improvement in this area after 6 months (56.4%; see Table 4.8) compared to 

baseline.  
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See Table 4.9 for clinically significant 6-month outcomes for each child. Two out 

of 20 children showed clinically significant improvement on the externalizing symptoms 

scale. No children improved to a clinically significant level in adaptive behavior. The 

protective factors domain was by far the area with the most clinically significant 

improvement, with 9 out of 20 children improving to a clinically significant level. For 

two out of 20 children, improvements on the social-relational skills composite were 

considered clinically significant. 11 out of 20 children showed improvement across at 

least one domain, a higher number than at 3 months. 

It was hypothesized that the adaptive behavior functioning would be the area most 

likely to see statistical and clinical change after 6 months of treatment. Yet, the findings 

do not support this hypothesis, and instead appear to indicate that adaptive functioning 

was statistically and clinically stable across 6 months of treatment. Some descriptive 

improvement in adaptive behavior did appear to occur for the majority of preschoolers 

(65.2%, See Table 4.8) by 6 months, however. It is possible that adaptive behavior is just 

beginning to improve at this stage of treatment. While change was not yet statistically or 

clinically detectable after 6 months, it appears plausible that some children are bolstering 

their adaptive behavior functioning and may simply need more time to demonstrate 

significant change. Extending the assessment period to 12 months might elucidate 

changes that occur in this domain.  

It appears that children’s behavioral symptoms, as measured by the externalizing 

problems scale of the C-TRF, remained at a clinical level throughout treatment. About 

half of the preschoolers (47.8%) at 6 months were rated as having externalizing 

symptoms that were similar to or greater than their baseline level of symptoms. Reports 
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of outcomes with similar populations provide context for the externalizing findings in this 

study. In a similar study of trauma-exposed children attending a therapeutic preschool, 

Oppenheim and colleagues (2004) also did not detect a main effect of treatment on 

behavior problem reduction. However, maternal insight into children’s motivations 

moderated treatment outcomes such that preschoolers of mothers who were insightful 

decreased on the externalizing subscale of the CBCL, while children of mothers who 

were not insightful saw an increase in their externalizing subscale score over the course 

of treatment (Oppenheim et al., 2004). Similarly, in the present study, a portion of the 

preschoolers maintained or worsened externalizing symptoms, and a portion improved on 

externalizing symptoms to a descriptive degree. This variability might be ultimately tied 

to individual or environmental characteristics that could moderate outcomes. In another 

study of outcomes from a therapeutic preschool, about half of children who were 

classified as having prominent aggressive behaviors saw no difference in their behaviors 

over 17 months of treatment, yet children with other diagnostic profiles (e.g. anxiety) 

reduced in their symptoms earlier and to a greater degree (Anderson et al., 1981). The 

present evaluation supports the findings reported by these therapeutic preschool outcome 

studies, each indicating that for many preschoolers with trauma exposure, intensive and 

sustained treatment may be important to address behavioral symptoms. More study is 

needed to identify the factors that precede and/or facilitate behavioral symptom 

reduction. 

Individual Variability. Although the overall pattern of results indicated that 

externalizing symptoms did not improve for the average child, some individual variability 

was apparent. While the majority of children displayed clinical level functioning on 
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externalizing symptoms at baseline, 17% of the children were in a typical range for these 

symptoms (See Table 4.2), indicating that for these children externalizing symptoms 

were not considered clinically prominent by the rater. At both 3 and 6 months, nearly 

40% of the sample showed some improvement compared to baseline on the externalizing 

symptoms subscale of the C-TRF (See Tables 4.6 and 4.8). Two out of 20 children 

showed clinically significant improvement from baseline to 6 months on the externalizing 

symptoms subscale. While statistical analyses did not reveal significant changes, it is 

plausible that some change was initiated for a few children in the area of externalizing 

symptoms. Similarly, although results on the adaptive behavior composite did not yield 

statistically significant results, the majority of the children at 3 (60%) and 6 months 

(65%) saw some improvement in this domain relative to baseline (See Tables 4.6 and 

4.8). At the same time, while average protective factors and social-relational skills 

improved significantly by 6 months, 34.8% of children displayed stable or worsening 

symptoms on the protective factors scale, and 17.4% of children showed stable or 

worsening symptoms on the social-relational skills scale. Clearly, some individual 

children’s trajectories do not align with the overall pattern of findings identified within 

this study. Multifinality and equifinality might be relevant for the children assessed in 

this study, with individual variability indicating that children showed a variety of 

symptom patterns at baseline and across treatment (Cicchetti & Rogosch, 1996). With a 

larger sample, it may be possible to identify subgroups of children with distinct treatment 

outcome trajectories. 

Implications for Treatment Trajectories of Children with Trauma Exposure 
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Findings from this study indicate that children began to show measurable signs of 

healing after 6 months of treatment. Many aspects of positive change were observed in 

this evaluation. The area of protective factors in particular appeared to be a relative 

strength for children in this sample, with the majority of preschoolers rated as entering 

treatment with a baseline typical level of protective factors and building upon this rating 

to a significant degree by 6 months of treatment. Children also displayed social-relational 

skills that were significantly closer to age-typical behaviors by 6 months. That children 

were able to build on these areas across 6 months of treatment demonstrates the 

importance of measuring strengths as part of outcomes evaluations among trauma-

exposed children. Evaluations that describe outcomes solely with the externalizing 

symptoms subscale of the C-TRF, for example, may miss important context of change for 

children with severe histories of trauma exposure. If strengths are not measured, 

evaluations may continue to exclusively see struggle. While reduction of problems is a 

common area of focus, the positive psychology perspective reminds us that a lack of 

problems is not the optimal end goal for mental health and well-being (Park & Peterson, 

2003). Even when available interventions target positive development for children, these 

outcomes are not consistently measured; much is known about trauma-exposed children’s 

aggression behaviors, but less is known about the development of kindness, initiative, 

courage, and responsibility within this population (Park & Peterson, 2003). The present 

study contributes to the idea that such factors are present within this population, and 

ought to be measured in order to understand children’s outcomes from a holistic lens.  

The importance of measuring strengths is particularly relevant to the present 

sample, which is majority Black or African American. Problem-focused literature 
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perpetuates discriminatory practices by White researchers of being overly-attentive to 

problem areas within this population (American Psychological Association, APA Task 

Force on Race and Ethnicity Guidelines in Psychology, 2019). In addition, such practices 

could be considered reductionistic, providing only a one-dimensional view of a child with 

multifaceted environmental, individual, and cultural factors which influence day-to-day 

experiences and overall well-being. The present author identifies as White and Mexican 

American and acknowledges this researcher’s own unearned White privilege as well as 

the power dynamic inherent in disseminating research on the strengths and problems in a 

sample of trauma-exposed children who are majority Black or African American, given 

prevalent examples of misuse of research as a tool for discrimination and oppression. 

Implications for Funding. Outcomes from this study may support the idea that 

trauma-exposed preschoolers’ treatment should be funded for greater than 6 months to 

promote continued healing. While the data suggest that children were building on 

strengths and protective factors, children also displayed significant behavioral difficulties 

according to reports on the externalizing subscale of the C-TRF. Indeed, after 6 months 

of treatment, the average child’s externalizing symptoms score indicated that they would 

meet criteria for clinical-level symptom severity and qualify for continued services. 

Similarly, while the majority of children at 6 months were in a typical range of protective 

factors relative to their age range, no children were yet classified as falling in a strength 

range for protective factors. Current findings may demonstrate that 6 months is a 

relatively short amount of time for children with severe trauma exposure to be in 

treatment. Given the developmental implications of severe trauma exposure, additional 

time in treatment may be important to bolster gains and reduce problem behaviors. 
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Brunzell and colleagues (2019) describe a strengths-based theory of trauma recovery, the 

upward spirals of well-being, which posits that gains in children’s positive outcomes will 

have cascading implications for increased internal and external psychological resources 

to promote overall well-being. Proponents of this theory argue that actively seeking to 

build strengths promotes holistically better outcomes than simply reducing problem areas 

to a measurable degree (Brunzell et al., 2019). The children in this study, perhaps 

benefiting from therapeutic strengths-building in protective factors at 6 months, might 

continue to show increased gains across other strength areas and, ultimately, problem 

areas if treated and assessed beyond 6 months. 

Implications for Program Evaluations in Community Settings 

Data collection at this community setting was marked by several important 

features. All measures were chosen in conjunction with preschool staff to meet the goals 

of administrators, staff, funders, and evaluators. Children were rated by classroom 

therapists and a psychologist who observed children’s behaviors in the classroom. The 

latter observation was done, when possible, on two separate occasions about 1 week 

apart. Children’s baseline assessment was delayed, occurring 30 days after children 

enrolled in services, due to concerns that rating children right at baseline would lead to an 

underestimation of their clinical problems and an overestimation of their strengths given 

known “honeymoon” periods, or periods of unexpected positive behaviors from trauma-

exposed children, that occur when a child transitions to a new setting (see Goodwin et al., 

2020). These measurement design choices were intended to be trauma-informed 

evaluation strategies. 
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Multimodal Assessments. The present evaluation utilized multiple forms of 

assessment to evaluate children’s behaviors and symptoms over the course of treatment. 

Classroom therapists’ report of children’s behavior was the most common source of 

information, but the project also used a checklist tool to quantitatively understand 

children’s social-relational skills relative to an age-typical sample. The benefits of 

including observational data have been widely discussed (Kwan & Rickwood, 2015). The 

Preschool Observation Checklist appears to be a helpful tool with good internal reliability 

amongst the items used in this study, that offers a quantitative summary of observed 

behaviors. In the present study, we were able to successfully use this tool to describe a 

collection of behaviors we labeled children’s social-relational skills, and this description 

was useful for both identifying problematic and positive baseline behaviors and assessing 

change over time. 

Data Collection Timepoints. Data for this project were collected utilizing a 

delayed baseline assessment, an assessment after 3 months of treatment, and an 

assessment after 6 months of treatment. As noted above, statistically significant change 

compared to baseline did not occur in any area until after a child had been in treatment 

for 6 months. Yet, the assessment after 3 months of services provided valuable 

information which may be useful for both research and clinical purposes. From an 

evaluation perspective, the 3-month assessment might be suited to accommodate the 

individual variability demonstrated in this sample; during their initial few months of 

enrollment, children’s behaviors and symptoms appear to be rated as fluctuating in some 

domains. For example, the majority of preschoolers (56.5%) were rated as having more 

externalizing symptoms at 3 months than they did after 30 days. Perhaps this is a result of 
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raters gaining increased understanding of the child’s behaviors, perhaps it reflects 

children settling into the new environment at different rates, or perhaps there are factors 

external to the child that affect their externalizing fluctuations such as ongoing trauma 

exposure. With such variability present at 3 months, it seems important to incorporate 

this frequent evaluation in future study so that individual needs can be addressed as they 

arise and so that outcomes assessed at later timepoints can be appropriately 

contextualized.  

Clinically, findings from assessments after 3 months can be used by therapists to 

help guide target areas for treatment. Changes that occurred after 3 months varied among 

preschoolers, and it may be important for therapists to know how their client is 

progressing relative to where they began. In addition, if 3-month assessments are used 

clinically, therapists can identify the domains in which children are improving in order to 

continue to build on those strengthening areas. This strategy might be particularly helpful 

for therapists of children such as the seven out of 23 preschoolers who showed clinically 

significant improvement in at least one area after 3 months. Brief programs targeting 

individualized strength building have been shown to effectively increase strengths with 

typically developing preschool children (Shoshani & Slone, 2017).  Clinical utility of 

identifying and building upon children’s individualized strengths is not well known in a 

population of trauma-exposed preschoolers, but such strategies may help to bolster gains 

from 3 to 6 months and beyond. 

Limitations 

The present project had several important limitations which ought to be 

considered in the interpretation of results. While we took steps to mitigate limitations, 
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such as screening for outliers and reducing covariate analyses by assessing for impact of 

classroom which subsumed child sex, some limitations deserve mention here. We caution 

that the findings from this evaluation may need to be replicated utilizing an alternative 

sample to promote additional evidence and more complete understanding of children’s 

trajectories over time in a therapeutic preschool. 

Small Sample Size. Current results are limited by the small sample size obtained 

for this project. We adjusted for this small sample by scanning for outliers, given the high 

degree of outlier influence in a small sample. We also adjusted for a smaller sample size 

by relying on descriptive and within-subject analyses and were thus not able to test for 

mediators or moderators of treatment outcomes. Future study of a larger cohort of 

preschool children may be able to provide more power to detect even small effects for 

therapeutic change that may be occurring after 6 months of treatment. In addition, a 

larger sample may be able to identify patterns of trajectories that emerge among children 

with unique environmental and individual factors which contribute to outcomes. 

Data Collection Procedures. Some data collection procedures utilized in the 

present study could be considered relative limitations. Within the bounds of the program 

evaluation design, community partners conducted all data collection proceedings, and 

self-monitored fidelity to collection processes. As such, some aspects of data collection 

are not empirically reportable by the evaluation team. For example, it was not reported to 

research teams the exact start date of enrolled children. While it is expected that some 

variability in data collection procedures existed, such that not all children were evaluated 

exactly 30 days after their enrollment date, the research team is not able to report the 

extent of these variabilities. In addition, staff turnover occurred over the course of the 
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project, with turnover in classroom therapist raters and psychologist evaluators who 

completed the POC. The use of different raters to assess children’s behaviors limits 

confidence in outcomes, as different raters might notice or emphasize different behaviors 

and symptoms within the same child. 

Limited Time Outcome Measurements. Children were assessed over 6 months 

of treatment. While this is a substantial length of time, data presented here indicated that 

children needed more time to heal from significant effects of developmental trauma. 

Indeed, the majority of children in this sample met criteria for continued clinical care 

after 6 months of treatment. The preschool states that the average length of treatment is 

around 9 months, and that their goal is to extend treatment windows when clinically 

indicated and financially possible. However, we were not able to follow the preschoolers’ 

complete treatment trajectory from the time they arrived in treatment to the time they 

discharged from treatment due to data collection disruption during the COVID-19 

pandemic, beginning in March of 2020. In addition, the study of children’s outcomes 

would be augmented by assessing behaviors and symptoms of children after they leave 

the therapeutic preschool. While this study aids understanding of children’s behaviors 

and symptoms over the course of 6 months of intensive day treatment, it is not clear if 

changes seen in this project will be maintained once the child leaves the preschool.  

Measures Utilized. The present evaluation utilized a sampling of measures to 

assess outcomes. While including multiple measures is helpful, each measure varied with 

regard to its design, and some measures were not necessarily designed to address the 

behaviors of trauma-exposed children. Of note, data collected from this project described 

very little change on the externalizing subscale of the C-TRF. Including an additional 
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measure of externalizing symptoms may have reinforced the finding that children 

continued to display prominent behavior problems over the course of treatment. 

Alternatively, an additional measure of externalizing symptoms may have differed from 

outcomes on the C-TRF. Others have described potential weaknesses of the Achenbach 

System assessments, which are normed on a typically developing sample, to describe the 

particularities of behavioral challenges for children with a history of trauma exposure 

(Denton et al., 2017). It is recommended that future studies compare children’s behaviors 

across multiple assessment types with sensitivity to changes in populations with a high 

degree of clinical concern in order to compare the strengths, weaknesses, and relative 

utility of various measures. 

Classroom Raters. Raters of children’s behaviors were embedded within the 

classroom with the children. While this was a helpful strategy for raters to get to know 

children well and observe their daily behaviors and potential fluctuations, the ratings of 

children may have been influenced by a variety of factors. For instance, preschool staff 

reported that it was a common occurrence for staff members to discuss children’s 

behaviors and functioning. Those who ultimately completed ratings of children’s 

behaviors appeared to be influenced by group understanding of children’s behaviors, and 

the degree to which these conversations influenced ratings is not empirically known. In 

addition, raters observed children within the context of the group setting. Children’s 

regulation and behaviors can be influenced by the behavior and regulation or 

dysregulation of other children. By observing children within this classroom context, 

raters may have more accurately gotten to know well the behaviors and symptoms of 

each child as they function in a group setting of other children who have experienced 
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severe trauma and display significant externalizing symptoms. The inclusion of the 

Preschool Observation Checklist helped to minimize this limitation somewhat. For 

example, the outside observer of children’s behaviors helped to evidence the idea that 

children’s behaviors differed across classrooms. This tool aided in our understanding of 

children’s behaviors, such that it appears that children in Classroom A may have 

exhibited a greater degree of dysregulation than those in Classroom B. 

Caregiver Outcome Reports. Evidence suggests that children’s behaviors are 

rated differently by those involved in the treatment process, including caregivers and 

teachers (Weisz et al., 2017). While caregivers reported on their child’s demographic 

characteristics and trauma exposures at baseline, we relied on preschool staff to report on 

children’s behaviors and symptoms across time in treatment. Caregivers may have seen 

different aspects of children’s functioning than would the preschool staff; we did not 

have information on how children behaved in the home environment. For example, after 

time in treatment, children may have shown improvements in the preschool setting but 

not yet in the home setting, or vice versa. Many of the children involved in this project 

were placed with foster or kinship caregivers. These placements can be temporary and 

stressful for the child (Goodwin et al., 2020). It is not known in the present study the 

degree to which these home environments affected children’s day-to-day behaviors in the 

classroom. 

Single Site. We assessed outcomes at a single therapeutic preschool with specific 

contexts that may not be generalizable to other settings. This therapeutic preschool 

utilized the Neurosequential Model of Therapeutics (NMT) to tailor and sequence 

children’s therapeutic interventions to their developmental and clinical level. As such, 
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therapy goals for clients may have targeted strength and protective factors to a greater 

degree than would another site. Among this sample within this context, we see a pattern 

of children’s protective factors improving prior to externalizing symptoms; a different 

therapeutic setting which more exclusively focuses on reducing externalizing symptoms, 

for example, might see a different pattern than found here. It is important to study a 

multitude of sites with various contexts and modalities in order to understand the 

outcomes associated with various types of services children receive. 

Future Directions 

 Future study of treatment-seeking preschoolers with trauma exposure may wish to 

contend with a variety of implications and extensions from the present evaluation. Best 

practices for the data collection process within therapeutic preschools can be further 

clarified with additional study. For example, it is not clear the extent to which preschool 

staff collaboration and discussion of children may influence staff ratings of child 

behaviors. Future studies might include outcome measures that are assessed beyond 6 

months of treatment and might ask caregivers to report on children’s symptoms 

throughout the course of treatment. More research is needed to describe children’s 

holistic changes throughout their time in treatment, including study of additional 

strengths domains not assessed here (e.g. relational health, self-regulation, positive self-

concept) and the extent to which individualized strengths building models can be helpful 

for preschoolers with trauma exposure. Future study may wish to determine if outcomes 

build upon outcomes, and whether building protective factors is an important first step for 

children to improve in other domains such as externalizing symptoms. In addition, the 

therapeutic preschool under study in this evaluation has a particular set of therapeutic, 
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geographical, and individual contexts; findings may not generalize to other settings. 

Much remains to be learned about the context of therapeutic preschools and whether 

children’s treatment trajectories differ greatly depending on these contexts. 

Conclusions 

 The present study contributes to understanding of how and in which areas 

children with trauma exposure heal across 6 months of treatment. Children began to 

demonstrate improvements in protective and social-relational skills areas, including 

reliably clinically significant changes for some. Significant changes in externalizing and 

adaptive behavior areas are not yet demonstrated by 6 months, but individual variability 

indicates that some children may begin to show descriptive improvement in these areas 

over the course of 6 months of treatment. Future study may wish to extend assessment 

time points to measure a longer treatment trajectory, perhaps capturing changes that 

occur beyond the scope of the 6 months included in the present study. Overall, findings 

emphasize the importance of measuring children’s behaviors and symptoms across 

strength areas along with problem areas, and with multimodal assessments. In addition, 

results support collaborative work with staff in building evaluation protocols given that 

staff have key insight into which behaviors are commonly seen, and which behaviors 

commonly improve, amongst enrolled children. In sum, results suggest that the 

therapeutic preschool services delivered appear to be leading to improvement in some 

domains and may be laying the groundwork for future improvement in children’s lives.    
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APPENDIX 

A. Added items to the TESI-PRR 

 

  

25. Has your child ever had a transition in a daycare or secondary caregiver (nanny, 

babysitter)?  

❑Yes ❑ No   

If yes, when?  (month/year)   

  

26. Has your child ever been a victim of bullying?   

❑Yes ❑ No   

If yes, when?  (month/year)   

  

27. Have there ever been other potentially traumatic or highly stressful things that have 

happened to your child?  

❑Yes ❑ No   

If yes, when?  (month/year)   
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a Items are shortened for brevity of presentation within this document.  

Table A1 

Inter-Item Correlations for the Preschool Observation Checklist Social-Relational 

Skills Scale 

Itema 1 2 3 4 5 6 7 8 9 

1. With familiar adults: 

dependent//independent 
-         

2. With familiar adults: stays 

close//avoids 
.60 -        

3. With familiar adults: clingy//false 

affection 
.64 .83 -       

4. With familiar adults: child has 

control//overly passive  
.66 .57 .64 -      

5. With unfamiliar adults: too 

affectionate//too fearful 
.57 .47 .50 .57 -     

6. With unfamiliar adults: 

demanding//resists 
.51 .41 .55 .50 .65 -    

7. With unfamiliar adults: overly 

personal//little interest 
.31 .15 .17 .39 .46 .39 -   

8.  Minor hurts: needs a lot of 

comfort//no need for comfort 
.44 .42 .50 .57 .42 .45 .30 -  

9. Emotional state: overly happy//overly 

sad or withdrawn 
.42 .44 .42 .39 .27 .28 .30 .50 - 
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