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ABSTRACT

There is a particularly robust relation between neighborhood disadvantage and
youth conduct problems. Given conduct problems are heterogeneous, it is likely that
distinct subgroups of youth who differ in conduct problems and related correlates may be
identifiable. The present study identified profiles of youth from a low-income, urban
community participating in the Coping Power Program. Profiles were characterized by
teacher-reported psychosocial and behavioral functioning assessed at pre-intervention
among a sample of 61 fourth-grade students (98% Black/African American, M age = 9.87
+ 0.50; 58.3% female). Auxiliary analyses investigated whether and how these profiles
differ on concurrent child-reported conduct problems and contextual (i.e., neighborhood,
peer) factors and whether profile membership was associated with post-intervention
teacher-reported outcomes. Latent profile analysis identified four profiles: (1) Moderate
Conduct Problems (Mod CP; n = 6); (2) Moderate Conduct Problems/Callous-
Unemotional Behavior with Moderate Peer Victimization (Mod CP/CU+Mod PV; n =9);
(3) High Conduct Problems/Callous-Unemotional Behavior with Low Prosocial Behavior
(High CP/CU+Low Pro; n = 7); and Typically Developing (TD; n = 37). Profiles differed
on child-reported outcome expectations for aggressive behavior, such that Mod
CP/CU+Mod PV and High CP/CU+Low Pro were more likely to expect aggression to
reduce aversive treatment from others. The High CP/CU+Low Pro profile had the most
consistent post-intervention improvement across outcomes, though profile responsiveness
to the intervention was variable and differed based on how outcomes were

operationalized. Findings inform identification of youth from low-income, urban

il



communities who may be at risk for negative outcomes and/or more amenable to

preventive interventions for conduct problems.

il



For all of the children who
participated in the Coping Power Program

to make this study possible.

v



TABLE OF CONTENTS

Page

ABSTRACT ...ttt ettt et sttt et eat st et et et ebenae b e i

DEDICATION ...ttt ettt ettt sb ettt et esesbesbesbeeseeneeneas v

LIST OF TABLES ...ttt sttt ettt ettt b ene s vii

LIST OF FIGURES ..ottt ettt X
CHAPTER

1. MANUSCRIPT IN JOURNAL ARTICLE FORMAT .....cccceviririnirieieieieeeeee 1

IMETROAS. ...ttt 9

PartiCIPANES. ....cvieiiiiiieeie ettt ettt ettt et e b e et e eaaeens 9

PrOCEAUIE ..ottt 9

INEEIVENTION ...ttt et 11

IMBASUTES ...ttt ettt ettt ettt ettt et et et e e s e enees 13

StatiStical ANALYSES .....veeiviiiiieiieiie ettt ettt et ens 20

RESUILS ..ttt ettt 23

DISCUSSION ...ttt ettt et ettt sttt et ettt sae e b enees 33

2. REVIEW OF LITERATURE .....ccooiiiiiiiiteeeee et 41

School-Based Services and Accessibility .........cceevieeiiienieiiieiieeieeiecee e 44

Increasing Acceptability and Feasibility.........cccoceviiviriiniininiiiniiecicnceene 45

Adapting Evidence-Based INterventions...........cceecueereeeiienieeieenieeieeeie e 57

Underrepresentation of Low-Income, Racial/Ethnic Minority Youth.................. 59

Adaptations to Improve Effectiveness.........ccocvveeciieriieiiienieeieeieceeee e 60



The Proposed Framework: Five Potential Levels of Intervention

AAPLATIONS ..ttt ettt ettt ettt et e et e et esnbeetaeeabeebeennne 62

Child Level FACOTS........ooiiiiiieiieieiieieeeeeseee e 63
Family/Caregiver Level Factors .........cccooovveviieniieiieieeiieieeeeeeeeeen 65

School Level FaCtOrS........oviiiieiiiieiieiicieitceeeeeeese e 67

Community Level FACOTS........cocuiiiiiiiieiieeieeiieeie e 68

Cultural Level FaCtOrs.......cocviiiriiriiniinieeiecieseeecteneee e 70

Transactional Processes between Levels ........cooeviviiniiiiniineiiiniicicnceene 74
Examples of Adapted Preventive Interventions..........cccceeeveeieerieencieeniienieeneene 75
INCIEAIDIE YEATS ..c.veeuiiiiiiieieeiteeeeete e e 75

Resilience Classroom Curriculum ...........cccceevvevieniirienienenieneeeeienne 81

POSIEIVE ACHON ....citiiiiiiiiiiieieciie ettt 84

Coping POWer Program...........ccccoecuieiiieiieniieiieeie e 85

DISCUSSION ...ttt ettt ettt ettt ettt et et sae e b enees 87

3. SUPPLEMENTARY ANALYSES ..ottt 95
IMIBASUTES .....vveitieieeeiteeeit ettt ettt ettt ettt et s e et sat e et e st et e st e ebeenaee 95
RESUILS ..ttt st 100
REFERENCES CITED......ccuiititiiiiieieeeeese ettt 110

vi



LIST OF TABLES

Table Page
1. Bivariate Correlations, Means, Standard Deviations, and ns

of Time 1 Study Variables...........coooiiiiiiiii e 23
2. Bivariate Correlations, Means, Standard Deviations, and ns

of Time 2 Teacher-reported Study Variables.............c..cooviiiiiiiiiiiiien 24
3. Fit Indices for Latent Profile Analysis Models with 1-5 Profiles......................24
4. Means and Standard Errors for Each Profile in the Four-Profile Model.............. 25
5. Results of Auxiliary Analyses in the Four-Profile Model.............................. 29
6. Intervention Outcomes Predicted by Membership in

Teacher-Reported Profiles............oooiiiiiii e 32
7. Intervention Adaptations to Improve Acceptability/Feasibility...................... 51
8. Intervention Adaptations to Improve Effectiveness...............c.oooviiiiiinnin. 54
9. Bivariate Correlations, Means, Standard Deviations, and ns

of Variables for Aims I and 2............oooiiiiiiiii e, 101
10. Bivariate Correlations, Means Standard Deviations, and ns

of Variables for AIm 3 ... 102
11. Fit Indices for Latent Profile Analyses Models with 1-3 Profiles.................. 103
12. Means and Standard Errors for Each Profile in the

Two-Profile Model (Aim 1) ... e, 103

vii



13. Results of Auxiliary Analyses in the Two-Profile Model (Aim 2)

14. Intervention Outcomes Predicted by Profile Membership (Aim 3)

viii



LIST OF FIGURES

Figure Page

1.

Standardized teacher-reported variables for each profile

in the four-profile model..... ..o 26

. Five levels of intervention adaptations.............ccovuiiiiiiiiiiiiiiiiies e, 89

Standardized child-reported/assessed variables for each profile

in the two-profile model.............ooiii i, 104

X



CHAPTER 1

MANUSCRIPT IN JOURNAL ARTICLE FORMAT

Youth conduct problems represent a significant public health concern and efforts
to prevent conduct problems are crucial for attenuating associated long-term psychosocial
sequelae, such as adverse interpersonal relationships, failure to complete high school,
economic problems, substance use disorders, and criminality (Colman et al., 2009;
Erskine et al., 2016; Rivenbark at al., 2018). Youth from low-income, urban communities
are at increased risk for many mental health problems (e.g., Reiss, 2013), but there is a
particularly robust relation between neighborhood disadvantage and youth conduct
problems (Goodnight et al., 2012; Romero, Richards, Harrison, Garbarino, & Mozley,
2015). A multitude of factors associated with low socioeconomic status (SES) likely
account for this relation between neighborhood disadvantage and conduct problems, such
as physical and psychosocial stressors, community and interpersonal violence, and
exposure to deviant peer groups (Bringewatt & Gershoff, 2010; Devenish, Hooley, &
Mellor, 2017; Galan, Shaw, Dishion, & Wilson, 2017).

However, not all youth from low-income, urban communities develop conduct
problems. Moreover, conduct problems are a heterogeneous construct that can be
characterized by a variety of noncompliant and disruptive behaviors and often fall into
one of two disruptive behavior disorder diagnoses—oppositional defiant disorder (ODD)
or conduct disorder (CD)—which typically have their first onset in childhood or
adolescence (American Psychiatric Association [APA], 2013). Based on research

indicating multiple pathways to the development of conduct problems, as well as multiple



subtypes of conduct problems that exhibit different patterns of psychosocial functioning
(e.g., Fowles & Dindo, 2009; Gadow & Drabick, 2012; Rydell & Brocki, 2019), it is
likely that distinct subgroups of youth who differ in terms of conduct problem symptoms
and related correlates may be identifiable. As such, it is important to consider factors
related to conduct problems that may help to identify more homogeneous subgroups of
youth. By doing so, it may be possible to better identify youth who may be at risk for
negative outcomes and more or less amenable to preventive intervention services.

It is especially important to do identify homogeneous subgroups of youth at risk
for conduct problems due to contextual disadvantage. Relative to youth from higher-
income families, youth from lower-income families are less likely to receive mental
health services because of numerous financial and logistical barriers to access
(Bringewatt & Gershoff, 2010; Copeland & Snyder, 2011; Larson, Stewart, Kushner,
Frosch, & Solomon, 2013; Santiago, Kaltman, & Miranda, 2013). These barriers have
been created and perpetuated by policies rooted in structural racism, such as segregation
and the systematic denial of services (e.g., An, Orlando, & Rodnyansky, 2019; Gotham,
2000; Graff, 2019). The stigma surrounding mental health treatment is an additional
barrier that may be exacerbated among families who also experience stigma on the basis
of SES (e.g., Copeland & Snyder, 2011; Milner & Kelly, 2020). Likewise, a general
distrust of the healthcare system rooted in the historical maltreatment of Black and
African-American individuals in healthcare further contributes to the disproportionate
underutilization of mental health services by low-income communities, given that Black
and African-American families are disproportionately represented among lower SES

groups in the United States (Bringewatt & Gershoff, 2010; Firebaugh & Acciai, 2016).



Youth with conduct problems are at increased risk for experiencing relationship
difficulties with peers (Milledge et al., 2019). In fact, conduct problems are associated
with not only aggression toward peers (e.g., Aizpitarte, Atherton, & Robins, 2017), but
also victimization by peers (e.g., Barker & Salekin, 2012; Kokkinos & Panayiotou,
2004). Understanding conduct problems also requires consideration of positive peer
interactions, given that the relationship between children’s prosocial behaviors (e.g.,
helping, sharing, and cooperating with peers) and psychological symptoms may be more
curvilinear (Eisenberg, Fabes, & Spinrad, 2006; Nantel-Vivier, Pihl, C6té, & Tremblay,
2014). Whereas lower levels of prosocial behavior may be associated with lower levels of
empathy, thereby increasing the likelihood of conduct problems (Hastings, Zahn-Waxler,
Robinson, Usher, & Bridges, 2000), higher levels of prosocial behavior may reflect
excessive levels of empathy that may put children at risk for distress and subsequent
conduct problems (Hay & Pawlby, 2003; Perren, Stadelmann, Von Wyl, & Von Klitzing,
2007).

The consideration of callous-unemotional (CU) behaviors may also help to better
parse apart the heterogeneity in conduct problems. CU behavior is a multidimensional
construct characterized by callousness (i.e., lack of empathy for others), uncaring
behaviors (i.e., lack of concern about one’s performance in socially important activities),
and restricted emotional expression (i.e., not open about and expressing one’s feelings;
Essau et al. 2006). The presence of CU behaviors among youth with conduct problems
may represent a distinct subtype of youth who are at increased risk for a more severe and
persistent trajectory of conduct problems and are less responsive to intervention than

youth without CU behaviors (Colins, Fanti, & Andershed, 2020; Fanti & Kimonis, 2013;



Pardini, Stepp, Hipwell, Stouthamer-Loeber, & Loeber, 2012). Likewise, the presence of
CU behaviors among youth with conduct problems is also linked to a more aggressive
pattern of antisocial behavior and elevated levels of bullying across development,
compared to the presence of conduct problems without CU behaviors (Fanti & Kimonis,
2013; van Geel, Toprak, Goemans, Zwaanswijk, & Vedder, 2017).

Previous research has identified distinct subgroups of youth who differ in terms of
peer processes, supporting the utility of LPA in similar samples. Among a low-income
sample of Black/African American youth, four profiles characterized by different
combinations of parent- and teacher-reported peer processes were identified: (1) high
parent- and teacher-reported peer problems (PTagree-high); (2) low parent- and teacher-
reported peer problems (PTagree-low); (3) high parent-/average teacher-reported peer
problems (P-high/T-avg); and (4) average parent-/high teacher-reported peer problems
(P-avg/T-high) (Myerberg & Drabick, 2020). Findings also demonstrated that conduct
problems differed across the four profiles, with PTagree-high exhibiting greater levels of
ODD and CD symptoms, PTagree-low exhibiting lower levels of ODD and CD
symptoms, and P-avg/T-high exhibiting lower levels of CD symptoms than P-high/T-avg
(Myerberg & Drabick, 2020). These findings, in addition to the relevance of CU
behaviors described above, suggest the consideration of heterogeneity in conduct
problems, CU behaviors, and their co-occurrence may provide incremental utility to
further identify homogeneous subgroups of youth peer processes.

To better understand and classify heterogeneity in conduct problems and
associated CU behaviors, it is also important to “externally validate” these identified

subgroups by determining the degree to which profiles differ on expected correlates or



auxiliary variables. For example, given that youth conduct problems are associated with
community violence exposure (Burke, Loeber, & Birmaher, 2002; Kersten et al., 2017;
Mrug & Windle, 2009) and affiliation with deviant peers (Price et al., 2019; Zhu et al.,
2017), it follows that profiles characterized by different patterns of conduct problems
should differ in their associations with community violence exposure and/or deviant peer
affiliation. Likewise, given that youth with conduct problems and co-occurring CU
behaviors may be less likely to exhibit “antisocial” outcome expectations (i.e.,
expectations that aggression will reduce aversive treatment from others) compared to
youth without co-occurring CU behaviors (e.g., Martinelli, Ackermann, Bernhard,
Freitag, & Schwenck, 2018), profiles characterized by different combinations of conduct
problems and CU behaviors would be expected to be differentially associated with such
outcome expectations for aggressive behavior.

Investigating whether profiles differ in intervention outcomes may also help to
validate profiles and address heterogeneity in conduct problems. Although research
suggests certain factors may differentially predict intervention outcomes for ODD and
CD (e.g., social learning processes; Matthys, Vanderschuren, Schutter, & Lochman,
2012), there is a dearth of research regarding what factors are related to more successful
outcomes of preventive interventions for subclinical conduct problems. Additionally,
most intervention studies do not consider potential predictors of outcomes a priori and
therefore are not routinely assessing such factors prior to the intervention to determine for
whom the intervention will be most beneficial. An exception involving child-specific
moderators for an earlier version of the Coping Power Program, the Anger Coping

Program, has indicated that aggressive youth with poorer social problem-solving abilities,



higher levels of anxiety, and higher levels of peer rejection at baseline had greater
reductions in parent-reported aggression after the intervention (Lochman, Lampron,
Burch, & Curry, 1985).

There is also limited research examining predictors of preventive intervention
outcomes for youth at risk for conduct problems, with most studies focusing on
interventions for youth with existing conduct problems (e.g., Lochman & Wells, 2002a;
Webster-Stratton, Reid, & Hammond, 2001). Again, an exception to this is the Coping
Power Program, which is a manualized cognitive-behavioral preventive intervention that
targets the above-mentioned factors (e.g., social information processing, problem solving
skills) implicated among youth at risk for conduct problems (Lochman & Wells, 2002a).
The Coping Power Program has demonstrated efficacy and effectiveness as a school-
based preventive intervention program among youth with elevated levels of aggressive
behaviors (Lochman & Wells, 2002a; 2002b; 2003; 2004; Lochman et al., 2009; 2013;
2014; Zonnevylle-Bender, Matthys, van de Weil, & Lochman, 2007), as well as among
racial/ethnic minority youth at risk for conduct problems due to contextual disadvantage
(i.e., living at or below the poverty level; Jurecska, Hamilton, & Peterson, 2011).
However, Coping Power has not previously been adapted for or examined among a
sample of youth from low-income, urban communities at risk for conduct problems due
to contextual disadvantage.

Finally, preadolescence is a potentially important time to implement preventive
interventions for conduct problems given critical changes occurring in brain areas
underlying cognitive abilities that are often implicated among youth with conduct

problems (e.g., Giedd, Shaw, Wallace, Gogtay, & Lenroot, 2006; Steinberg, 2008).



Moreover, preadolescence is a developmental period during which negative social
experiences can exacerbate adjustment difficulties of youth at-risk for conduct problems
(CPPRG, 2010; Chen, Drabick, & Burgers, 2015) and lead to youth affiliating with peers
who also exhibit conduct problems (Chen et al., 2015). Of note, earlier selection of and
involvement with “deviant” peers is related to increased risk for continued conduct
problems as youth socialize each other to engage in antisocial behaviors (Price, Drabick,
& Ridenour, 2019). Therefore, preventive interventions for conduct problems that take
place during preadolescence, before the expected increase in risk-taking and sensation-
seeking behaviors during adolescence takes place and before deviant peer groups become
more entrenched (e.g., Price et al., 2019; Steinberg, 2008), would be useful for mitigating
long-term risk associated with conduct problems.

The present study uses a person-centered analytic approach, latent profile analysis
(LPA), to identify profiles of preadolescent Black/African-American youth from a low-
income, urban community who participated in an adapted, school-based version of the
Coping Power Program. The present study considers teacher-reported youth psychosocial
and behavioral functioning (i.e., conduct problems, aggression, CU behavior, peer
processes) to characterize profiles. Teachers may be better able to recognize children’s
behaviors as developmentally appropriate given that, unlike most caregivers, teachers are
able to base their ratings on what is normative compared to other children (Shernoff, Hill,
Danis, Leventhal, & Wakschlag, 2014). Based on previous research indicating the link
between these psychosocial and behavioral functioning variables to conduct problems, it
was hypothesized that profiles characterized by heterogeneous patterns of these variables

would be identified. Specifically, the following four profiles were predicted: youth with



(1) highest levels of conduct problems, CU behaviors, and aggression, with lower levels
of victimization and prosocial behavior (i.e., High CP+CU); (2) higher levels of conduct
problems, aggression, and victimization; moderate levels of CU behaviors; and lower
levels of prosocial behavior (i.e., High CP/Aggressive-Victim); (3) lower levels of
conduct problems, CU behaviors, and aggression; moderate levels of prosocial behavior;
and highest levels of victimization by peers (i.e., Low CP/Victim); and (4) lowest
conduct problems, CU behaviors, aggression, and victimization; and highest prosocial
behavior (i.e., Typically Developing).

The present study also investigates whether profiles based on teacher-reported
indices differ in terms of child-reported indices, including exposure to community
violence, peer processes (i.e., social support, engagement in bullying, victimization by
peers, deviant peer affiliation), and conduct problems (i.e., ODD and CD symptoms).
Meaningful differences between profiles on these child-reported variables are expected
based on the aforementioned research indicating their differential associations with the
indices on which profiles are characterized. Finally, the present study aims to determine
whether profile membership predicts Coping Power intervention outcomes. Due to the
exploratory nature of this last aim, specific hypotheses were not proposed. Generally,
however, it was expected that some combination of child-specific factors targeted by the
intervention will best predict intervention outcomes. As such, profiles with higher levels
of teacher-reported conduct problems were hypothesized to demonstrate greater
improvements at post-intervention than profiles with lower levels of teacher-reported

conduct problems.



Methods

Participants

Sixty-one fourth-grade students (M age = 9.87 + .50 years; 58.3% female) were
recruited across a six-year period from an urban, underserved elementary school, located
in an urban East Coast city (98% Black/African American; 100% of students eligible for
free lunch; Public School Review, 2020). Two participants had missing data on all
predictors for the latent profile analysis, resulting in a total sample size of 59. It should be
noted that the present study’s focus on Black/African-American youth is a reflection of
the overrepresentation of Black/African-American individuals in low-income, urban
communities (e.g., as a result of systemic racism; Phelan & Link, 2015; Williams,
Lawrence, & Davis, 2019), as opposed to a reflection of racial/ethnic differences in the
prevalence of conduct problems.
Procedure

Procedures were approved by a University Institutional Review Board. Caregivers
and teachers provided informed consent after receiving information about the goals,
procedures, risks, and benefits of the research protocol. Children whose caregivers
provided consent were given the opportunity to either assent or decline prior to
conducting their first assessment session. The youth assent was read aloud to children
who had received written caregiver permission to participate. These children were then
asked to sign or print their name on the assent form only if they wanted to take part in the
study.

A total of six cohorts were recruited across a span of six years. Across all cohorts,

three different fourth-grade teachers participated in the study. On average, approximately



28.16% of fourth-grade students’ caregivers chose to participate in the study each year
(range = 21.88%-40.63%). Participants in each cohort were recruited across a span of
four to six weeks in September through October each year. Recruitment began with
research personnel attending the school’s Back to School Night at the beginning of each
school year, for which researchers provided caregivers with details about the study and
obtained informed consent from those who were interested in participating. Additionally,
consent forms were sent home with students on multiple occasions across the span of the
four- to six-week recruitment period. School administrators requested that inclusion
criteria for the present study be relaxed relative to previous evaluations of the Coping
Power Program, such that families of all fourth-grade students in mainstream classrooms
were encouraged to participate regardless of their child’s level of behavior problems.

Child assessments (self-report questionnaires, computer-based tasks, and
cognitive tests) were conducted each fall (Time 1) by clinical psychology graduate
students and trained research assistants. Fifty-minute assessment sessions took place
during the school day approximately two to three times per week from October through
December, for which assessors typically worked one-on-one with students. Each child
participated in two to three pre-intervention assessment sessions and earned a small prize
for their participation after each session.

Teachers completed questionnaires about participating students’ behaviors in the
fall prior to the intervention (Time 1) and after the intervention (Time 2). Teachers were
financially compensated for their participation ($20 per child) at both time points.
Teacher data were unable to be collected at Time 2 for the most recent two cohorts due to

an extended sick leave taken by the teacher (in 2019) and a city-wide school closure in
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response to the COVID-19 pandemic (in 2020). As a result, Time 2 data are available for
37 out of the 61 students. There was a significant difference in teacher-reported prosocial
behavior with peers among youth for whom post-intervention data were (M = 10.46, SD
=4.53) and were not available (M = 12.90, SD = 4.30); #(53) = 2.04, p = .047, d = .55.
Youth with and without missing data at Time 2 did not differ on any other Time 1
variables, all s < 1.45, all ps > .154, and all ds < .38.
Intervention

The child Coping Power Program was administered in a group format with
weekly sessions over the course of a four- to five-month period. Sessions were led by
advanced clinical psychology graduate students and covered topics such as goal setting,
awareness of emotions, coping with anger, self-control, perspective-taking, and social
problem-solving across various contexts and situations. A community-based participatory
research approach was used to develop modifications to the original manualized Coping
Power Program in consultation with one of the program developers (Dr. Lochman), as
well as with the school counselor and teachers where the program was conducted.
Modifications to increase students’ opportunities for success were prioritized based on
research suggesting that teachers from low-income schools often have fewer resources to
manage students’ behavior problems and may be more likely to use ineffective teaching
strategies (Allen & Sims, 2018). The original protocol’s 24 sessions were condensed into
14 sessions to allow for enough time to complete pre- and post-assessments within the
span of one academic year and all sessions generally followed the same framework as the

original manualized protocol (see Lochman, Wells, & Lenhart, 2008).
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To increase opportunities for success, bonus points were provided for “positive”
participation beyond solely what is prescribed in the manual. Likewise, the loss of points
(“strikes”) was omitted from group sessions and all homework assignments were omitted.
Students were also able to earn bonus points for their participation in group quizzes.
Visual charts were implemented to track students’ points that were earned and spent on
prizes each week. Additionally, the requirement for students to obtain signatures from
their teachers each week on their individual goal sheets (used to keep track of their
success meeting their goals) was eliminated to decrease demands on under-resourced
school personnel.

To increase relevance of content for youth, the original protocol was modified to
incorporate stimuli and examples more familiar to youth from low-income, urban
communities enrolled in an under-resourced school. For example, some pre-written
“problem scenarios” provided in the manual that may not have been relevant for these
youth (e.g., problems related to how to spend one’s allowance saving, problems related to
an expensive toy not working, and problems related to recess equipment that did not exist
in their school) were revised. Additionally, some suggested coping strategies included in
the manual were discussed with sensitivity to what may or may not be safe or feasible for
youth living in a low-income, urban community (e.g., going for a walk was not
emphasized as a go-to coping strategy if one’s neighborhood may be unsafe).
Additionally, because of differences related to social and economic disadvantage (e.g.,
difficulties with access to health care) shaped by factors such as discrimination, poverty,
and cultural insensitivity (Mash & Wolfe, 2018), there are developmental differences

among racial or ethnic minority groups that differ based on socioeconomic status, such as
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disparities in vocabulary, language processing, and educational achievement (e.g.,
Duncan & Magnuson, 2012; Fernald, Marchman, & Weisleder, 2012; von Stumm et al.,
2020). Therefore, to address such disparities, all group activities were conducted orally
without any required writing or reading demands.
Measures
Teacher-Report Measures

The following teacher-report measures of ODD and CD symptoms, aggression
and conduct problems, CU behavior, and peer interactions were administered at Time 1
and included in the LPA. These measures were also administered at Time 2 and, with the
exception of teacher-report of CU behaviors, were examined to evaluate intervention
outcomes.

ODD and CD Symptoms. Symptoms of ODD and CD were rated by teachers at
Times 1 and 2 using the Child and Adolescent Symptom Inventory-4R (CASI-4R):
Teacher Checklist (Gadow & Sprafkin, 2002). The CASI-4R is screening instrument
designed to assess symptoms of most childhood disorders of the Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (DSM-1V-TR;
APA, 2000). Teachers rated ODD symptoms (8 items; e.g., “Loses temper” and “Argues
with adults”) and CD symptoms (11 items; e.g., “Bullies, threatens, or intimidates others”
and “Has deliberately destroyed others’ property”) on a scale from 0 (never) to 3 (very
often). Given that the summary scores for the ODD and CD subscales were significantly
and positively correlated in the present sample (» = .74, p <.001), responses to individual
items from both the ODD and CD subscales were summed to create one “Conduct

Problems” symptom severity score (hereafter referred to as “CASI ODD+CD”). Several
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studies have demonstrated that the CASI-4R exhibits satisfactory internal consistency,
test-retest reliability, and convergent and divergent validity from various teacher-report
measures (e.g., Gadow, Sprafkin, Salisbury, Schneider, & Loney, 2004; Mattison,
Gadow, Sprafkin, Nolan, & Schneider, 2003). Excellent internal consistency was found
for the CASI ODD+CD summary score (as = .95 for Times 1 and 2) in the present
sample.

Aggression and Conduct Problems. Teachers completed the Aggression and
Conduct Problems subscales of the Behavioral Assessment Scale for Children-2™ edition
(BASC-2) Teacher Rating Scale (Reynolds & Kamphaus, 2004) at Times 1 and 2. Given
that the summary scores for the Aggression and Conduct Problems subscales were
significantly and positively correlated in the present sample (» = .93; p <.001), responses
to individual items from both subscales were summed to create a severity score for
conduct problems (hereafter referred to as “BASC Agg+CP”). Sample items from the 10-
item Aggression subscale include “Argues when denied own way” and “Loses temper too
easily.” Sample items from the 9-item Conduct Problems subscale include “Breaks the
rules” and “Deceives others.” Teachers are asked to respond based on their perceived
occurrence of children’s behaviors using a 3-point scale (0 = Never, 1 = Sometimes, 2 =
Often, 3 = Almost Always). The BASC-2 TRS has demonstrated good split-half reliability
(.96 to .97), retest reliability (.91), and interrater reliability (.71) estimates (Kamphaus &
Reynolds, 2007), as well as both convergent and discriminant validity with other
measures (e.g., Teacher Rating of Academic Achievement Motivation, Oehler-Stinnett &

Boykin, 2001; Teacher Report Form of the Achenbach Child Behavior Checklist,
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Vaughn, Riccio, Hynd, & Hall, 1997). Excellent internal consistency was found for the
BASC Agg+CP summary score (as = .98 at Times 1 and 2) in the present sample.

Callous/Unemotional Behaviors. The Teacher Version of the Inventory of
Callous/Unemotional Traits (ICU; Frick, 2004) is a 24-item measure for which teachers
report on the child’s demonstration of remorse, sympathy, empathy, and emotion
expression on a scale from 0 (not at all true) to 3 (definitely true). Sample items include
“Does not care if he/she is in trouble,” “Does not care who he/she hurts to get what
he/she wants,” and “Shows no remorse when he/she has done something wrong.” Factor
analyses of the ICU have consistently demonstrated that an overarching
callous/unemotional (CU) dimension is captured reliably by summing all individual items
into one total score (Ray & Frick, 2018). Systematic meta-analytic reviews of the
literature have also revealed that the ICU total score reliably exhibits acceptable internal
consistency across studies (Cardinale & Marsh, 2020; Frick & Ray, 2015; Frick, Ray,
Thornton, & Kahn, 2014), in addition to convergent validity with variables positively
associated with the development of psychopathy (e.g., antisocial behavior) and divergent
validity with variables negatively associated with the development of psychopathy (e.g.,
prosocial beliefs; Roose, Bijttebier, Decoene, Claes, & Frick, 2010). Acceptable internal
consistency was found for the ICU summary score (o = .61) in the present sample.

Peer Interactions. Teachers completed the 43-item Interactions with Other
Children scale (Crick, Bigbee, & Howes, 1996) at Times 1 and 2. Four subscales are used
in the present study: Aggressive toward Peers, Relationally Aggressive toward Peers,
Victimized by Peers, and Prosocial with Peers. The Aggressive toward Peers and

Relationally Aggressive toward Peers subscales were significantly correlated (» = .89, p <
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.001) and therefore combined into one summary score (hereafter referred to as “Total
Aggression toward Peers”), resulting in three separate indices of teacher-reported peer
interactions. Teachers respond to items using a scale from 0 (not true) to 2 (often true)
based on the degree to which each item is true for the child whom they are rating. Prior
research has demonstrated good internal consistency of the teacher-report subscales in
ethnically diverse samples of elementary school youth (e.g., Kawabata & Crick, 2011),
adequate test-retest reliability (Griese, Buhs, & Lester, 2016), and convergent validity
with other measures of peer processes (Monahan & Booth-LaForce, 2015). Good to
excellent internal consistency was found for the Total Aggression toward Peers subscale
(Times 1 and 2: as = .96); the Victimized by Peers subscale (Time 1: o =.93; Time 2: o =
.90); and the Prosocial with Peers subscale (Time 1: o =.93; Time 2: o = .88) in the
present sample.

Child-Report Measures

The following child-report measures of conduct problems, community violence,
social support, bullying, peer victimization, deviant peer affiliation, and outcome
expectations for aggressive behavior were administered at Time 1 and included in the
auxiliary analyses.

Conduct Problems. The Youth Inventory-4R (YI-4R): Self-Report questionnaire
(Gadow & Sprafkin, 2002) was used to index children’s conduct problems at Time 1. The
YI-4 is a screening instrument designed to assess symptoms of most DSM-1V-TR
childhood disorders. The ODD and CD subscales were used. Children reported on the
occurrence of symptoms on a scale from 0 (rnever) to 3 (very often). Sample items from

the ODD subscale (8 items) include “When I get angry, I take it out on others” and “I
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argue with adults.” Sample items from the CD subscale (15 items) include “I threaten to
hurt people” and “I destroy other peoples’ property.” Responses to individual items from
each subscale are summed, with higher scores indicating greater conduct problems.
Given that the summary scores for the ODD and CD subscales were significantly and
positively correlated in the present sample (» = .44, p = .002), items across both the ODD
and CD subscales were combined to create one overall symptom severity score (hereafter
referred to as “YI ODD+CD”). The YI-4R has demonstrated satisfactory internal
consistency, test-retest reliability, convergent and divergent validity with other self-report
measures, and discriminant validity by differentiating youth with and without clinical
diagnoses (Gadow & Sprafkin, 2002). Good internal consistency was found for the Y1
ODD+CD summary score in the present sample (o =.79).

Community Violence. Youth completed the 25-item Community Experiences
Questionnaire (CEQ; Schwartz & Proctor, 2000) at Time 1. The CEQ was adapted from
previously validated community violence measures for easier use in urban, multiethnic
populations and consists of two subscales assessing children’s exposure to community
violence: Direct Community Violence (11 items; e.g., “How many times has somebody
stolen something from you using violence” and “How many times has somebody tried to
hurt your by hitting you with a stick, bat, pole, or club?”’) and Witnessing Community
Violence (14 items; e.g., “How many times have you seen or heard somebody else get
threatened?” and “How many times have you seen somebody else get hit, punched, or
slapped?”’). Children are asked to rate the frequency with which they have experienced
each item on a 4-point scale (0 = never, 1 = once, 2 = a few times/2-3 times, 3 = lots of

times/more than 3 times). Internal consistency for both subscales has been established

17



among a sample of 285 urban youth (Direct: o = .81, Witnessing: a = .89; Schwartz &
Proctor, 2000) as well as a sample of 147 detained adolescents (Direct: o = .84,
Witnessing: o = .92; Schraft, Kosson, & McBride, 2013). Prior research has also
demonstrated correlations between the CEQ subscales and psychosocial maladjustment
(e.g., aggression, peer rejection, social withdrawal; Schwartz, Hopmeyer-Gorman,
Toblin, & Abouezzeddine, 2003) and academic difficulties (Schwartz & Hopmeyer-
Gorman, 2003). Acceptable internal consistency was found for the Direct Victimization
(o =.67) and Witnessing (o = .76) subscales in the present sample.

Social Support, Bullying, and Victimization. Children completed the 18-item
Peer Social Support, Bullying, and Victimization Questionnaire (Ladd, Kochenderfer, &
Coleman, 1997), which is comprised of three subscales: Social Support, Engagement in
Bullying, and Victimization by Peers. Children rate items on a scale from 1 (never) to 5
(always). The Victimization by Peers subscale assesses the extent to which children have
experienced peer aggression (i.e., “Does anyone in your class ever (1) pick on you at
school? (2) hit you at school? (3) say mean things to you at school? (4) say bad things
about you to other kids at school?”). The Engagement in Bullying subscale contains four
items assessing the extent to which children are aggressive towards peers (i.e., “Do you
(1) pick on other kids in your class at school? (2) say mean things to other kids in your
class at school? (3) say bad things about other kids in your class at school? (4) hit other
kids in your class at school?”). The Social Support subscale contains ten items assessing
the extent to which children have experienced peer social support (i.e., “Are there kids in
your class who [e.g., tell you you’re good at doing things? make you feel better if you’re

having a bad day? help you if kids are being mean to you? ask you to play with them?”]).
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Prior research has demonstrated good internal consistency of these subscales among
elementary and middle school children (e.g., Griese et al., 2016; Kreiger &
Kochenderfer-Ladd, 2013; Kochenderfer & Ladd, 1996), as well as adequate test-retest
reliability (Griese et al., 2016). Good internal consistency was found for the Victimized
by Peers subscale (o = .82) and the Social Support subscale (o = .87) in the present
sample. Acceptable internal consistency was found for the Engagement in Bullying
subscale (a0 = .67) in the present sample.

Affiliation with Deviant Peers. Children’s affiliation with deviant peers was
assessed using six items from the Exposure to Deviant Peers scale derived from Capaldi
and Patterson’s (1989) family and peer latent constructs. Each item asks children to
indicate how many of their friends have engaged in a specific “deviant” behavior (e.g.,
cheated on school tests, ruined or damaged something on purpose that wasn't theirs,
stolen something) during the last year using a five-point rating scale (1 = none of my
friends; 2 = very few of my friends; 3 = some of my friends; 4 = most of my friends; 5 = all
of my friends). Responses are summed across the six items, with higher scores
representing greater affiliation with deviant peers. This measure has previously
demonstrated good internal consistency, concurrent validity, and construct validity
among samples of preadolescent youth (e.g., Dishion, Patterson, Stoolmiller & Skinner,
1991; Petras et al., 2004). Acceptable internal consistency was found (o = .76) in the
present sample.

Outcome Expectations for Aggressive Behavior. The Outcome Expectation
Questionnaire (Perry, Perry, & Rasmussen, 1986) consists of 12 vignettes in which

children are asked to indicate their expectation that their own aggressive behavior would
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lead to positive outcomes. The subscale used in the present study assesses children’s
outcome expectations for aggressive behavior. For each vignette, children report on the
degree to which they think an aggressive response on their part will reduce aversive
treatment from the other person using a 4-point scale (0 = very sure aversive treatment
will be reduced; 1 = pretty sure aversive treatment will be reduced; 2 = pretty sure
aversive treatment will not be reduced; 3 = very sure aversive treatment will not be
reduced). A sample vignette and its corresponding item and response options is as
follows: “Bill/Wilma trips you while you are playing ball. You get even and trip him/her
back;” sample item: “What do you think he/she will do now?”’; response options: very
sure he/she will not trip you anymore, pretty sure he/she will not trip you anymore, pretty
sure he will still keep trying to trip you,; very sure he/she will still keep trying to trip you.
The outcome expectations for aggressive behavior subscale has demonstrated adequate
internal consistency among a sample of primarily Black/African-American and White
children across three waves of assessment (fourth- to sixth-grade: as =.72 to .83) and
adequate test-retest reliability across one year (fourth- to sixth-grade assessments: rs =
46 to .61; Lochman & Wells, 2002a). Acceptable internal consistency was found (o =
.70) in the present sample.
Statistical Analyses

The primary analyses involved identification of profiles of preadolescent youth
based on teacher-reported factors. Following identification of profiles, I examined
whether profiles differed on concurrent child- and teacher-reported variables. The final,

exploratory aim is to determine if profile membership predicts intervention outcomes.
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IBM SPSS Statistics 26.0 was used to conduct preliminary analyses including
descriptive statistics, normality tests, Cronbach’s alpha, and bivariate correlations for all
study variables. All additional analyses were performed with Mplus Version 8 (Muthén
& Muthén, 1998-2017) statistical software. Data at Time 1 are missing at random
(MAR), and thus parameters are able to be estimated based on existing data (Graham,
2002). Data at Time 2 are missing not at random (MNAR) given that certain cohorts
could not provide Time 2 data; nevertheless, the Time 2 analyses involved auxiliary
analyses in Mplus, which uses listwise deletion and thus these participants were omitted
from analyses of intervention outcomes.

Latent profile analysis (LPA) was used to identify profiles. LPA uses a stepwise
procedure by starting with a one-profile model and increasing the number of profiles one
at a time until there are no additional improvements to model fit (Nylund, Asparouhov, &
Muthén, 2007). As there is no “gold standard” for determining best model fit, a variety of
statistical indices are used to determine whether the addition of a profile improves the fit
to the data (Nylund et al., 2007). Fit indices include the Akaike Information Criterion
(AIC; Akaike, 1987), Bayesian Information Criterion (BIC; Schwartz, 1978), and
sample-size adjusted BIC (ABIC; Sclove, 1987). The model that yields the smallest
values on these indices is considered the best fitting model. Additionally, the Bootstrap
Likelihood Ratio Test (BLRT), which indicates whether fit significantly improves from
the model that includes k-1 versus & profiles (Nylund et al., 2007), was considered.
Entropy was also examined when determining the best-fitting model; values greater than
.7 indicate a clearer demarcation of profiles (Celeux & Soromenho, 1996). Models were

also examined to determine whether the addition of another profile is conceptually
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meaningful and consistent with previous research and theory. Finally, smallest profile
size was considered such that those composed of less than 5% to 10% of the total sample
suggest over-fitting of the data, which could lead to problems with generalizability and
model replication in other samples (Iampietro, Giovannetti, Drabick, & Kessler, 2012;
Potter, Drabick, & Heimberg, 2014; Price, Drabick, & Ridenour, 2019).

Following the identification of the best-fitting model, tests of equality of means
across profiles were conducted to evaluate whether and to what extent profiles differ on
various child-specific and contextual factors. The test of equality of means holds profile
membership constant while also taking into account posterior probabilities to address
uncertainties in assignment to profiles, and provides chi-square statistics for omnibus and
pairwise comparisons across latent profiles. Pairwise comparisons were interpreted only
if the omnibus tests are significant (p < .05).

Finally, multiple linear regression analysis was conducted to determine if profile
membership is associated with intervention outcomes. To do so, a profile membership
variable was created in SPSS for which participants were assigned to the profile for
which they had the highest posterior probability based on the LPA results. The profile
membership variable was then dummy coded to create four dichotomous variables (e.g.,
assigned to profile 1 vs. not assigned to profile 1) so that comparisons could be made
between being in one profile vs. not being in that one profile. As such, the categorical
independent variable was profile membership and the outcome variable was Time 2
teacher-reported conduct problems (CASI ODD+CD; BASC Agg+CP) and peer
interactions (total aggression toward peers, victimization by peers, and prosocial with

peers). Each regression controlled for the outcome variable at Time 1. Regression
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analyses were run separately for each outcome variable and Bonferroni corrections were
applied to correct for number of tests within each outcome variable.
Results

Bivariate correlations, means, standard deviations, and ns for study variables are
presented in Tables 1 (Time 1) and 2 (Time 2). Variables expected to be related were
correlated across constructs and within informants. Although variables were correlated,
multicollinearity is not of concern in person-centered analyses given that the goal is to
identify potential patterns based on different indices for a given construct, as opposed to
examining differences between constructs. LPA was conducted with the six variables
reflecting teacher-report of youth psychosocial functioning (see Table 1). The one-profile
model was fit first, followed by models with two, three, four, and five profiles.
Examination of Table 3 indicates that the AIC, BIC, and sample size adjusted BIC each
decreased from the three- to four-profile model, suggesting the four-profile model
provided an improvement in fit compared to the three-profile model. The significant
BLRT p-value also demonstrates that the four-profile model provided an improvement in
fit, and entropy was good for the four-profile model (.99). Although the AIC, BIC, and
sample size adjusted BIC also decreased from the four- to five-profile model, and the
BLRT p-value was significant for the five-profile model, conceptual and theoretical
considerations suggested that the four-profile model was the best-fitting model.
Examination of the variable means revealed that one of the profiles identified in the four-
profile model was split into two profiles in the five-profile model, such that these two
profiles were characterized by a very similar pattern across all variables included in the

LPA; specifically, the greatest range in standard deviations between means across the two

23



profiles was on the BASC Agg+CP (range = .73 SD), and the lowest was for prosocial
behavior (range = .26 SD). As such, it was determined that further division beyond the
four-profile model may not be substantively meaningful and the four-profile model was
selected as the best fitting model. Additionally, although profile sizes were small, the
smallest profile size was still greater than 5% of the sample. Mean z-scores for the
teacher-reported variables across the four profiles are included in Table 4 and illustrated

in Figure 1.
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Table 1

Bivariate Correlations, Means, Standard Deviations, and ns of Time 1 Study Variables

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14

Teacher-Report

1. CASIODD+CD -

2. BASC Agg+CP 80" -

3. CU 767 63" -

4. Total Peer Aggression .91 74" 657 -

5. Prosocial with Peers S377 38" 61T -367 -

6. Victimized by Peers .16 .10 22 29" -.13 -

Youth-Report

7. YIODD+CD 367 38" 25 33 .05 13 -

8. Direct CV 09 -09  -15  -06 A2 347 38" -

9. Witnessing CV .10 18 07 24 -.03 27 617 617 -

10. Victimization by Peers  -.09 01 -09  -13 26 19 17 60" 25 -

I1. Engagement in 25 28 12 25 05 09 467 17 300 347 -

Bullying

12 ls)g;zl Support by -26 0 -33 -4 2200 05 -24 -597 -4l -a44” S200 225 -

13. DVP 07 13 .10 25 01 27 447 16 527 11 367 -8 -

14. Outcome Expectations .40 26 38" 50"  -.19 13 01 .02 .05 -.06 .08 -.13 .02 -
M 720 1384 2959 798 1175 263 866 338 1043 924 646 4053 1240 14.22
SD 9.40 1395 1058 859 454 3.08 594 327 595 455 281 899 508 4.5
n 59 58 56 57 55 59 59 60 56 59 59 59 60 59

Note. CAST ODD+CD = Child and Adolescent Symptom Inventory-4R Oppositional Defiant Disorder and Conduct Disorder Summary Score;
BASC Agg+CP = Behavioral Assessment Scale for Children-2" edition Aggression and Conduct Problems Summary Score; CU = Callous-
Unemotional Behavior; YI ODD+CD = Youth Inventory-4R: Self-Report Overall Symptom Severity Score; CV = Community Violence; DVP

= Deviant Peer Affiliation.

*p <.05, **p <.01.
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Table 2

Bivariate Correlations, Means, Standard Deviations, and ns of Time 2 Teacher-reported

Study Variables

Variable 1 2 3 4 5

1. Total Peer Aggression -

2. Victimization by Peers .09 -

3. Prosocial with Peers .54 -.16 -

4. BASC Agg+CP 31 -31 -32 -

5. CASI ODD+CD 70" -35 -33 767 -
M 9.02 2.78 11.00 11.60 6.97
SD 7.89 3.03 3.42 14.04 9.35
n 29 29 28 30 31

Note. CASI ODD+CD = Child and Adolescent Symptom Inventory-4R Oppositional Defiant
Disorder and Conduct Disorder Summary Score, BASC Agg+CP = Behavioral Assessment
Scale for Children-2" edition Aggression and Conduct Problems Summary Score.

*Ep <.01.

Table 3

Fit Indices for Latent Profile Analysis Models with 1-5 Profiles

Number Number of Log BLRT Smallest

of free i AlIC BIC ABIC Entropy  profile

likelihood .

profiles parameters size

1 12 -485.09 994.18 1019.11 981.37 -- 1 59

2 19 -389.31 816.63 856.10 796.35 <.001 .98 14

3 26 -356.37 764.74  818.75 736.99 <.001 .98 7

4 33 -334.01 734.02  802.58  698.81 <.001 .99 6

5 40 -315.35 710.70  793.80  668.01 <.001 .98 6

Note. AIC = Akaike Information Criterion, BIC = Bayesian Information Criterion, ABIC = Sample-
size Adjusted BIC, BLRT = Bootstrap Likelihood Ratio Test. BLRT for the 1-profile model is not

calculated.

24



Table 4

Means and Standard Errors for Each Profile in the Four-Profile Model

Mod CP/CU + High CP/CU +
Mod PV Low Pro
(Profile 2; n=9) (Profile 3; n="7)

Mod CP
(Profile 1; n=6)

TD
(Profile 4; n=37)

Teacher-Reported

Variable (Time 1) M SE M SE M SE M SE
CASI ODD+CD 044 016 086 015 211 025 -0.54  0.05
BASC Agg+CP 117 015 055 016 179 009 -068  0.07
cU 014 038 066 020 144 027 045 0.3
g;‘g:gn 074 003 093 011 213 008 -051  0.06

Victimization by

-0.73 0.51 0.62 0.27 0.26 0.21 -0.08 0.16
Peers

Prosocial with
Peers

Note. Mod CP = Moderate Conduct Problems; Mod CP/CU+Mod PV = Moderate Conduct Problems/
Callous-Unemotional Behavior with Moderate Peer Victimization; High CP/CU+Low Pro = High
Conduct Problems/Callous-Unemotional Behavior with Low Prosocial Behavior; TD = Typically
Developing; CASI ODD+CD = Child and Adolescent Symptom Inventory-4R Oppositional Defiant
Disorder and Conduct Disorder Summary Score, BASC Agg+CP = Behavioral Assessment Scale for
Children-2" edition Aggression and Conduct Problems Summary Score.

-0.36 0.10 -0.02 0.42 -1.01 0.33 0.26 0.15
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Figure 1. Standardized teacher-reported variables for each profile in the four-profile model.
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CASI ODD+CD BASC Agg+CP Cu Total Peer Victimization by  Prosocial with Peers
Aggression Peers
Mod CP = = Mod CP/CU+Mod PV = === High CP/CU+Low Pro = <s+--- TD

Note. CASI ODD+CD = Child and Adolescent Symptom Inventory-4R Oppositional Defiant Disorder and Conduct Disorder Summary Score;
BASC Agg+CP = Behavioral Assessment Scale for Children-2" edition Aggression and Conduct Problems Summary Score; CU = Callous-
Unemotional Behavior; Mod CP = Moderate Conduct Problems (Profile 1; n = 6); Mod CP/CU + Mod PV = Moderate Conduct
Problems/Callous-Unemotional Behavior with Moderate Peer Victimization (Profile 2; n = 9); High CP/CU + Low Pro = High Conduct
Problems/Callous-Unemotional Behavior with Low Prosocial Behavior (Profile 3; n = 7); TD = Typically Developing (Profile 4; n = 37).
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Profile 1 (Moderate Conduct Problems [Mod CP]; n = 6) was characterized by
moderately high (>1 SD above the sample mean) teacher-reported conduct problems as
assessed by the BASC, in contrast to relatively low (=2.50 SD below the sample mean)
scores on conduct problems as assessed by the CASI. Individuals in Profile 1 obtained
slightly below average (=.25 to =.50 SD below the sample mean) scores on teacher-
reported prosocial and CU behaviors. Profile 1 was also characterized by relatively low
(=.75 SD below the sample mean) teacher-reported ratings of negative peer interactions
(i.e., total aggression toward peers, victimization by peers).

Profile 2 (Moderate Conduct Problems/Callous-Unemotional Behavior with
Moderate Peer Victimization [Mod CP/CU + Mod PV]; n = 9) was characterized by
relatively high (=.50 to =1 SD above the sample mean) scores on teacher-reported
conduct problems (assessed by both the BASC and CASI), CU behavior, and negative
peer interactions (i.e., total aggression toward peers, victimization by peers). Profile 2
was also characterized by slightly above average (=.50 SD above the sample mean)
teacher-reported ratings of prosocial behavior.

Profile 3 (High Conduct Problems/Callous-Unemotional Behavior with Low
Prosocial Behavior [High CP/CU + Low Pro]; n = 7) was characterized by high (=1.5 to
~2 SD above the sample mean) teacher-reported ratings of conduct problems (as assessed
by both the BASC and CASI), total aggression toward peers, and CU behavior.
Individuals in Profile 3 obtained slightly above average (=.25 SD above the sample
mean) scores on teacher-reported victimization by peers, and low (=1 SD below the

sample mean) scores on teacher-reported prosocial behavior with peers.

27



Profile 4 (Typically Developing [TD]; n = 37) was characterized by low average
(=.50 SD below the sample mean) scores on conduct problems, CU behavior, and total
aggression toward peers. Individuals in Profile 4 obtained average scores on victimization
by peers relative to the sample mean, and slightly above average (=.25 SD above the
sample mean) scores on prosocial behavior with peers.

The predictive validity of the profiles was examined by testing whether child-
reported neighborhood factors (i.e., exposure to community violence); peer interactions
(i.e., social support, engagement in bullying, victimization by peers, deviant peer
affiliation); behavioral functioning (i.e., ODD and CD symptoms); and cognitive
variables (i.e., outcome expectations for aggressive behavior) differed across the four
profiles. Mean raw scores for the external validators across profiles and omnibus chi-

square test statistics are reported in Table 5.
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Table 5

Results of Auxiliary Analyses in the Four-Profile Model

Mod CP/CU  High CP/CU

(llz/i(())gl?;' *Mod PV * Low Pro (Pr(;rfge 4; Omnibus y? test
Child-Reported n=6) ’ (Profile 2; (Profile 3; n=37) ’
Variable n="9) n=17)
(Time 1)

M  SE M SE M SE M  SE 12 p ®

YI ODD+CD 1039 346 952 194 1257 186 7.77 087 582 121 0.31

Direct CV 264 093 477 126 214 1.02 359 054 343 .330 0.24

Witnessing CV 11.03 2.68 14.81 2.11 1029 1.86 9.66 97 493 .177 0.29

Victimization

12.07 2.12 11.32 1.60 7.14 142 9.07 0.70 5.70 .127 0.31
by Peers

Engagement in

; 7.02 1.02 739 124 757 078 6.05 045 357 312 0.25
Bullying

Social Support

36.37 5.09 39.60 3.78 36.67 4.84 4198 1.15 240 .49 0.20
by Peers

Deviant Peer

Affiliation 1371 293 13.64 148 1329 246 12.08 0.71 121 .750 0.14

Outcome

. 1146 1.85 16.03 139 17.71 1.17 1339 0.61 14.66 .002 0.50
Expectations

Note. Mod CP = Moderate Conduct Problems; Mod CP/CU+Mod PV = Moderate Conduct Problems/
Callous-Unemotional Behavior with Moderate Peer Victimization; High CP/CU+Low Pro = High
Conduct Problems/Callous-Unemotional Behavior with Low Prosocial Behavior; TD = Typically
Developing; YI ODD+CD = Youth Inventory-4R: Self-Report Overall Symptom Severity Score; CV =
Community Violence.
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Omnibus chi-square analyses revealed significant between-profile differences on
child-report of outcome expectations for aggressive behavior. Pairwise comparisons

indicated that the High CP/CU+Low Pro profile had higher expectations that aggression
will reduce aversive treatment from others compared to the Mod CP (Xz =8.17,p =.002,

¢ =.79)and TD (x2 =10.72, p = .001, ¢ = .49) profiles. Pairwise comparisons also

indicated that the Mod CP/CU+Mod PV profile had higher expectations that aggression

will reduce aversive treatment from others compared to the Mod CP profile only (xz =

3.92, p = .048, ¢ = .51). Omnibus chi-square analyses revealed no additional significant

between-profile differences (all Xzs <6.60, all ps > .05, all ¢s <.33).

Multiple linear regression analysis was conducted to determine if profile
membership predicts intervention outcomes. As described above, dummy coding was
used to code profile membership into dichotomous variables to make comparisons
between being in one profile vs. not being in that profile. As such, the categorical
independent variable was profile membership, and the outcome variable was Time 2
teacher-reported conduct problems (i.e., CASI ODD+CD, BASC Agg+CP) and peer
interactions (i.e., total aggression toward peers, victimization by peers, prosocial behavior
with peers). Four regression analyses were run separately for each outcome variable,
using the following categorical predictors: (1) in vs. not in Mod CP; (2) in vs. not in Mod
CP/CU+Mod PV; (3) in vs. not in Mod CP/CU+Low Pro; and (4) in vs. not in TD.
Bonferroni corrections were used to correct for number of tests (four) within each
outcome variable (original a-value = .05; Bonferroni-corrected a-value = .013).

Multiple linear regression results are presented in Table 6. Mod CP (Profile 1)

membership predicted an increase in BASC Agg+CP scores at Time 2, indicating
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individuals in the Mod CP profile were less likely to improve on BASC Agg+CP than
those not in this profile. High CP/CU+Low Pro (Profile 3) membership predicted a
decrease in BASC Agg+CP, CASI ODD+CD, and Total Peer Aggression scores,
indicating individuals in this profile were more likely to improve on BASC Agg+CP,
CASI ODD+CD, and Total Peer Aggression than those not in this profile. TD (Profile 4)
membership predicted a decrease in Time 2 BASC Agg+CP scores and an increase in
CASI ODD+CD scores, indicating individuals in this profile were more likely to improve
on BASC Agg+CP, but less likely to improve on CASI ODD+CD scores, than those not

in this profile. No other significant differences were found (all ps > .01).
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Table 6

Intervention Outcomes Predicted by Teacher-Reported Profile Membership (ns = 28-31)

Time 1 Time 2
B SEB p p M SD M SD

Predictors of BASC Agg+CP
Mod CP 1.71 0.43 0.59 <001 31.75 2.63 3250 6.45
Mod CP/CU + Mod PV 0.76 0.59 0.23 187 21.67 9.30 21.33  4.93
High CP/CU + Low Pro  1.69 0.52 0.52 <001 37.67 3.06 33.00 13.11

TD -1.91 0.16 -0.91 <.001 374 487 253 341
Predictors of CASI ODD+CD
Mod CP 0.00 0.60 0.00 .995 375 427 7.00 436

Mod CP/CU + Mod PV 0.87 0.45 0.33 .043 1533 5.03 13.67 10.97
High CP/CU + Low Pro  2.21 0.45 0.67 <001 29.00 3.61 25.67 14.74

TD -1.36 028 -0.66 <001 195 268 253 3.06
Predictors of Total Peer Aggression
Mod CP -1.07 049  -0.38 .019 2.00 000 1.75 1.23

Mod CP/CU + Mod PV 0.61 0.47 0.23 182 14.67 1.53 1233 5.03
High CP/CU + Low Pro  2.17 0.44 0.67 <001 26.00 2.00 2433 8&.08

TD -0.66 035 -033 .044 3.58 229 6.85 547
Predictors of Victimization by Peers
Mod CP -0.39 052 -0.14 450 0.50 1.00 1.75 1.23

Mod CP/CU + Mod PV -0.31 -0.48  -0.12 517 2,67 379 3.00 2.65
High CP/CU + Low Pro  -0.98 0.70  -0.25 .145 2.00 1.00 0.00 0.00

TD 0.65 0.36 0.32 .053 2.63 3.02 353 341
Predictors of Prosocial with Peers
Mod CP -0.63 0.71 -0.17 370 11.67 321 9.00 1.41

Mod CP/CU + Mod PV~ -0.14 048  -0.06 769 14.00 2.00 11.67 2.52
High CP/CU + Low Pro  -0.87 0.58  -0.28 116 5,67 379 833 231
D 0.64 0.37 0.31 069 1047 4.64 11.78 3.77

Note. All dependent variables were assessed at Time 2. Each regression controlled for Time 1 of the
outcome variable. The comparison group is membership in the 3 other profiles. CASI ODD+CD =
Child and Adolescent Symptom Inventory-4R Oppositional Defiant Disorder and Conduct Disorder
Summary Score; BASC Agg+CP = Behavioral Assessment Scale for Children-2"! edition Aggression
and Conduct Problems Summary Score; Mod CP = Moderate Conduct Problems (Profile 1; ns = 2-4);
Mod CP/CU+Mod PV = Moderate Conduct Problems/Callous-Unemotional Behavior with Moderate
Peer Victimization (Profile 2; n = 3); High CP/CU+Low Pro = High Conduct Problems/Callous-
Unemotional Behavior with Low Prosocial Behavior (Profile 3; ns = 2-3); TD = Typically Developing
(Profile 4; ns = 17-19).
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Discussion

The results of the present analyses indicate that subgroups of youth are
identifiable based on varying levels of teacher-reported conduct problems, CU behavior,
and peer processes. Four profiles were identified within a sample of minoritized youth
from disadvantaged backgrounds: Typically Developing (TD); Moderate Conduct
Problems (Mod CP); Moderate Conduct Problems/Callous-Unemotional Behavior with
Moderate Peer Victimization (Mod CP/CU+Mod PV); and High Conduct
Problems/Callous-Unemotional Behavior with Low Prosocial Behavior (High
CP/CU+Low Pro). Consistent with hypotheses, the TD profile was characterized by low
average conduct problems, CU behaviors, and aggression toward peers, as well as
average victimization by peers and above average prosocial behavior. Also consistent
with hypotheses, the High CP/CU+Low Pro profile was characterized by relatively high
levels of aggression toward peers and average levels of victimization by peers. It was also
hypothesized that an additional two profiles would be characterized by high levels of
victimization by peers and either high or low conduct problems with moderate or low CU
behaviors; however, the identified profiles exhibited moderate conduct problems with
either average or moderate levels of CU behaviors. Specifically, the Mod CP profile was
characterized by relatively average levels of CU behaviors and all peer processes, and the
Mod CP/CU+Mod PV profile was characterized by moderate levels of aggression toward
peers but also relatively average levels of prosocial behavior. By identifying
homogeneous subgroups of youth in this way, it may be possible to identify youth at
greater risk for conduct problems and youth who may be more or less amenable to

preventive intervention services.
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The present study builds upon prior work that has demonstrated distinct correlates
linked to youth who primarily engage in bullying (“bullies”), those who primarily are
targeted by bullying (“victims”), and those who both engage in bullying and are targeted
as victims (“bully-victims;” e.g., Marini, Dane, & Bosacki, 2006). The identified profiles
are consistent with this bully-victim framework, such that some were characterized by
higher levels of both bullying and victimization (Mod CP/CU+Mod PV), some with
lower levels of both bullying and victimization (TD and Mod CP), and some with higher
levels of bullying and lower levels of victimization (High CP/CU+Low Pro). By using a
person-centered analytic approach to take into consideration how youth’s prosocial
behavior — in addition to conduct problems — fit into the bully-victim framework, the
present study is able to provide a more holistic picture of youth’s psychosocial and
behavioral functioning. Likewise, the present findings expand upon prior work that
identified profiles of peer processes among a similar sample (Myerberg & Drabick, 2020)
to further identify homogeneous subgroups of youth peer processes that also take into
consideration the heterogeneity of conduct problems and CU behaviors.

The present study also explored whether the four identified profiles differed in
terms of child-reported indices of conduct problems, community violence, peer
processes, and outcome expectations for aggressive behavior. Contrary to expectations,
profiles were only differentiated by children’s expectations that aggression will reduce
aversive treatment from others (i.e., outcome expectations for aggressive behavior).
Specifically, the two profiles characterized by higher levels of CU behavior (Mod
CP/CU+Mod PV and High CP/CU+Low Pro) consisted of youth who were more likely to

expect positive outcomes from aggressive behavior than the profiles characterized by
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lower levels of CU behavior (TD and Mod CP). This pattern of findings builds upon prior
research that has demonstrated youth with co-occurring conduct problems and CU
behaviors are more likely to engage in bullying than youth low on either characteristic
(Crapanzano, Frick, Childs, & Terranova, 2011; Fanti, Frick, & Georgiou, 2009).
However, research has also demonstrated that reduced sensitivity to punishment — which
is linked to a greater likelihood to expect positive outcomes from aggressive behavior
(Pardini & Byrd, 2012) — is associated with early-onset conduct problems regardless of
level of CU behaviors (Byrd, Hawes, Burke, Loeber, & Pardini, 2018). Therefore, it is
noteworthy that the Mod CP profile was not associated with a likelihood to view
aggressive behavior as an effective means for obtaining a desired outcome, though it is
possible this failure to find an association is due to the subclinical levels of conduct
problems in the present sample, a limited range of conduct problem scores, and/or small
sample size.

The present findings also revealed that profile responsiveness to the intervention
was variable depending on how outcomes were operationalized. The High CP/CU+Low
Pro profile had the most consistent improvement across teacher-reported outcomes, with
decreases in three of five outcomes variables including the CASI ODD+CD summary
score, the BASC Agg+CP summary score, and the Total Aggression Toward Peers
summary score. The TD profile also had decreased conduct problems following the
intervention as measured by the BASC Agg+CP summary score, but contrary to
expectations, demonstrated an increase in conduct problems as measured by the CASI
ODD+CD summary score. Also contrary to expectations, the Mod CP profile

demonstrated an increase in conduct problems post-intervention, though this increase was
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captured by the BASC Agg+CP summary score as opposed to the CASI ODD+CD
summary score. Though these increases in post-intervention conduct problems for the
two less “severe” profiles may suggest potential iatrogenic effects of the intervention
(e.g., Lochman, Dishion, Boxmeyer, Powell, & Qu, 2017), at no point did conduct
problem levels reach clinical significance, suggesting these findings should be interpreted
with caution.

Additionally, the profile (Mod CP/CU+Mod PV) most aligned with the “bully-
victim” categorization was not associated with change after the intervention, whereas the
profile (High CP/CU+Low Pro) that is most aligned with the “bully” categorization
demonstrated post-intervention improvement across the most outcomes. This difference
in associations suggests that an adapted version of Coping Power is well-suited to
provide children with alternative ways to engage in social problem solving outside of
aggressive behavior, but may be lacking in providing complementary skills for bully-
victims to cope with victimization by peers. Based on our approach, it is unclear how this
adapted version of Coping Power would compare to a non-adapted version of the
program; nevertheless, the need to better address heterogeneous patterns of peer
processes among youth with conduct problems through intervention adaptations remains.

The present findings also provide support for contentions regarding the co-
occurrence of conduct problems and CU behavior and intervention responsiveness. As
described above, membership in the High CP/CU+Low Pro profile was associated with
the most consistent post-intervention improvements across outcomes, suggesting CU
behavior increases amenability to an intervention. This is notable given that youth with

CU behaviors are typically characterized as youth whose conduct problems are less
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responsive to context (e.g., Kroneman, Hipwell, Loeber, Koot, & Pardini, 2011) and also
less responsive to treatment (Hawes & Dadds, 2005) — though this latter study evaluated
a parent training program among 4- to 8-year-old boys meeting criteria for ODD or CD,
as opposed to the present study’s non-clinical sample of fourth graders. Coping Power,
however, has been found to lead to a decrease in CU behaviors among an outpatient
sample of youth meeting criteria for ODD or CD, even six years following the
intervention (Muratori et al., 2018).

Future research is still needed to determine how and why co-occurring CU
behaviors may or may not impact the effectiveness of interventions targeting conduct
problems. For example, youth with conduct problems and co-occurring CU behaviors
exhibit better intellectual and emotional functioning compared to youth demonstrating
conduct problems without CU behaviors (Rydell & Brocki, 2019; Salekin, Neuman,
Leisticio, & Zalot, 2004; Waschbusch, Walsh, Andrade, Kind, & Carrey, 2007),
suggesting the co-occurrence of conduct problems and CU behaviors may increase
amenability to a cognitive-behavioral intervention relative to youth with conduct
problems only. Nevertheless, CU behaviors have been found to distinguish between
youth who develop more persistent forms of conduct problems (Frick, Ray, Thornton, &
Kahn, 2014), which suggests youth with co-occurring CU behaviors may be less
responsive to an intervention. As such, the present findings could be extended by
examining the degree to which the identified profiles are replicable in other samples and
in what ways profiles can be further differentiated on the basis of conduct problem
persistency, intellectual functioning, and emotional functioning. For now, the present

findings suggest the effectiveness of an adapted version of Coping Power for
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implementation among at-risk youth with subclinical levels of conduct problems and CU
behavior.

There are several limitations to the present study. First, the current study is
limited by its small sample size. The sample size limitations were further exacerbated by
the COVID-19 pandemic, which necessitated the premature discontinuation of the
intervention in the spring of 2020 and precluded the ability to collect the post-
intervention teacher-report data. The COVID-19 pandemic also precluded the ability for
researchers to recruit a new cohort in the fall of 2020 and to conduct the intervention in
the spring of 2021. Though small sample size suggests limited power, it should be noted
that four-profile models have been identified in samples as small as N = 45 (Iampietro et
al., 2012) and in a sample of children with similar demographics in terms of age,
race/ethnicity, and neighborhood factors (Myerberg & Drabick, 2020). In addition, given
that the fit indices did not indicate that a one-profile model best fit the data, it can be
presumed that the LPA was not underpowered and the identified profiles are apt for
interpretation, albeit with caution.

However, contrary to expectations, there was only one auxiliary factor (outcome
expectations for aggressive behavior) on which profiles were differentiated, which may
be a function of limited power, the constructs selected as external validators, or the
informants used to index the selected constructs. The external validity of the identified
profiles should therefore be considered with caution and future research should examine
additional auxiliary variables to determine the predictive utility of such profiles. It may
also be beneficial for external validators to include mental health professional ratings

and/or observational data, as opposed to child-reported symptoms to increase the levels
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of analysis considered. Additionally, regression analyses were underpowered and had to
be run comparing one profile to the three other profiles combined, which is not ideal for
determining direction of effects and precluded pairwise comparisons. Taken together,
findings should be replicated in a larger sample and using alternative methods, constructs,
and informants to externally validate identified profiles and examine differences in
intervention responsiveness.

Conclusions about generalizability may be limited by sampling biases due to self-
selection, such that there may be differences between caregivers who chose to give
consent for their children to participate and those who received information about the
study but chose not to give consent. Additionally, all children in the present study
received the Coping Power intervention and thus changes over time could be attributable
to maturation and/or the intervention, but the design does not allow for disentangling
these possibilities. Nevertheless, given the primary aims of the present study were to
identify homogeneous profiles of Black/African American youth at-risk for conduct
problems due to contextual disadvantage, this approach is useful as a precursor to future
research that can build upon the knowledge gained from the present study.

Overall, the present findings support the use of a person-centered approach to
account for the heterogeneity in children’s psychosocial and behavioral functioning. By
considering patterns of both positive and negative peer interactions in conjunction with
the presence of conduct problems and CU behaviors, it may be possible to better
understand for whom a given intervention may be most effective. Understanding for
whom a given intervention may be most effective may in turn inform intervention

adaptations and aid in efforts to increase access of mental health care to underserved
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communities. Findings suggest even subclinical levels of conduct problems and/or CU
behavior may be responsive to a preventive intervention and support the utility of school-

based programs as a means to increase accessibility to underserved communities.
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CHAPTER 2

REVIEW OF LITERATURE

Conduct problems are a broad category of mental health difficulties stemming
from deficits in emotional and/or behavioral regulation and include behaviors that violate
the rights of others (e.g., aggression, destruction of property) and/or that result in
significant conflict with societal norms or authority figures (APA, 2013). Conduct
problems often fall into one of two disruptive behavior disorder diagnoses—oppositional
defiant disorder (ODD) or conduct disorder (CD)—which typically have their first onset
in childhood or adolescence (APA, 2013). Early, persistent, and severe conduct problems
occur in about 5% of children (Hinshaw & Lee, 2003) and youth conduct problems are
one of the most costly mental health problems in North America (Welsh et al., 2008). The
annual public cost of conduct problems, including expenditures across the health care,
juvenile justice, child welfare, and educational systems, is estimated to be approximately
$10,000 per child (Foster, Jones, & Conduct Problems Prevention Research Group,
2005). In 2009, the estimated value of preventing a high-risk 14-year-old from following
a life-course persistent path of conduct problems ranged from $2.6 to $5.3 million
(Cohen & Piquero, 2009). Thus, conduct problems among youth represent a substantial
public health concern and efforts to prevent conduct problems are crucial for attenuating
risk and associated long-term sequelae.

Although youth from low-income, urban communities are at increased risk for
mental health problems (Reiss, 2013), there is a particularly strong relation between

neighborhood disadvantage and disruptive behavior disorder symptoms among youth
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(Goodnight et al., 2012). A multitude of factors associated with low socioeconomic status
(SES) likely account for this relation between neighborhood disadvantage and conduct
problems, such as physical and psychosocial stressors, community and interpersonal
violence, caregiver distress and psychological symptoms, and exposure to deviant peer
groups (Bringewatt & Gershoff, 2010; Cappella, Frazier, Atkins, Schoenwald, & Glisson,
2008).

Further compounding the association between low SES and conduct problems is
the lack of mental health services available to low-income communities. Indeed, relative
to youth from higher-income families, youth from low-income families
disproportionately underutilize mental health services as a result of barriers to access
(Bringewatt & Gershoff, 2010). For example, caregivers who live in disadvantaged
neighborhoods are less likely to have access to information regarding available mental
health care services and benefits to which their children may be entitled, as well as
information regarding when mental health care is an option (Palmer, 2007). Even when a
family is informed of their mental health care options and seeking services for their child,
financial obstacles can still prevent families from accessing services. Mental health care
services are difficult to afford without private insurance, and even among families with
insurance, additional out-of-pocket costs and logistical aspects of taking one’s child to an
appointment (e.g., transportation, taking time off from work, procuring childcare for
siblings), remain significant barriers to access for low-income families (Bringewatt &
Gershoft, 2010; Children’s Defense Fund, 2009).

The stigma surrounding mental health treatment is an additional barrier to access,

which is exacerbated among families rearing children in poverty (Copeland & Snyder,
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2011). Among low-income families, stigma may be manifested as a fear of disapproval
from others, being labeled in a pejorative way, or having one’s children removed from
their care (Copeland & Snyder, 2011; Gulliver, Griffiths, & Christensen, 2010).
Likewise, a general distrust of the healthcare system, which is rooted in the historical
maltreatment of racial and ethnic minority individuals in healthcare, further contributes to
the disproportionate underutilization of mental health services by youth from low-income
communities, given that racial/ethnic minority families are disproportionately represented
among lower SES groups in the United States (Bringewatt & Gershoff, 2010). Therefore,
it is essential to consider how barriers to accessibility of mental health care services can
be mitigated, particularly among low-income, racial/ethnic minority youth and their
families.

The present review examines how mental health care accessibility can be
improved to mitigate barriers to services among low-income, racial/ethnic minority
youth. To this end, a rationale for the importance of school-based preventive
interventions for conduct problems is presented. This review highlights the ways in
which evidence-based programs can and should be adapted to best fit the low-income,
urban communities they intend to serve—not only in terms of increasing accessibility,
acceptability, and feasibility, but also in terms of increasing overall effectiveness of the
intervention either through modifying content or other procedural aspects of
implementation. To do so, and as a response to recent calls in the field for further
research on implementation of evidence-based interventions among diverse youth
(Roberts et al., 2017; Southam-Gerow et al., 2012; Whaley & Davis, 2007), the present

review discusses the existing literature (a) supporting the need for adaptations of
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evidence-based preventive interventions for conduct problems in low-income, urban
schools, and (b) the degree to which such adaptations have been empirically evaluated.
School-Based Services and Accessibility

Although there are a number of possible community-based settings in which
mental health care services are provided (e.g., community clinics, private practice),
school-based services are likely one of the most feasible for increasing accessibility of
youth mental health care among low-income communities (Eiraldi, Wolk, Lock, &
Beidas, 2015). In fact, the school is the most common setting for children to access
mental health care services, with estimates that 70% to 80% of children who receive
mental health services do so in a school setting (Stephan, Weist, Kataoka, Adelsheim, &
Mills, 2007; Williams, Horvath, Wei, Van, & Jonson, 2007).

There are numerous advantages of school-based mental health programs
compared to those offered in other settings. Importantly, services provided in schools are
able to reach low-income children who are less likely to access services in more
traditional settings due to the financial or logistical barriers described above (Bringewatt
& Gershoff, 2010). By providing children with services in the school setting, obstacles
such as those related to caregivers having to take time off from work, arranging
transportation, or procuring childcare for siblings, are attenuated. Additionally, many
parents and children cite not wanting to be seen entering a mental health clinic as
contributing to their reluctance to seeking professional help (Taras, 2004). Given that
school-based mental health programs are often housed within a larger school-based
health center system, the reason for a student’s appointment need not be known to anyone

other than the student, potentially mitigating concern about stigma and reducing
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reluctance to seek mental health services (Rogers, 1999). School-based services also offer
more ecologically valid sessions that increase opportunities to promote generalization and
maintenance of treatment gains (e.g., Mychailyszyn et al., 2011).

Despite these advantages, schools often face competing priorities that impede the
delivery of school-based mental health services (Eiraldi et al., 2016). A school’s decision
to implement an intervention will inevitably take time and funding away from academic
pursuits or other priorities. Therefore, school-based services must be implemented in
such a way that promotes acceptability and feasibility of an intervention as evaluated
from the perspective of its consumers. Given that schools are an optimal setting for
preventive interventions (Neil & Christensen, 2009), it is important to understand what
factors may impact the degree to which an under-resourced school “buys in” to a given
intervention and how such factors can be addressed.

Increasing Acceptability and Feasibility

Acceptability is a multi-faceted construct that reflects the degree to which people
delivering or receiving an intervention deem it appropriate (Sekhon, Cartwright, &
Franci, 2017). Feasibility is typically indexed by logistical factors, such as recruitment
and retention rates, adherence rates, time required to recruit participants, and rate of
completion of the intervention (Cassidy et al., 2019). Although increasing the
acceptability and feasibility of an intervention may be associated with improvements in
implementation quality (Domitrovich et al., 2008), these constructs do not necessarily
address how well the content of the intervention, as well as the delivery of its content, is
appropriate for those receiving the intervention. As such, it is important to determine

acceptability and feasibility for purposes of buy-in and implementation quality before
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considering appropriateness of content and its delivery for purposes of the effectiveness
of the intervention.

A community-based participatory research (CBPR) approach is particularly
helpful in this respect. The CBPR framework aims to engage community members in an
equitable way throughout the adaptation process by facilitating a “mutual knowledge
exchange” and shared decision-making between the community and those interested in
adapting the preventive intervention (Minkler & Wallerstein, 2011). Involving the
community in this way can lead to improved identification of the issues most relevant to
a community’s needs, which in turn allows for more fine-tuned tailoring of the
intervention (Jones & Wells, 2007). In fact, prior research has found the CBPR approach
to be valuable in delivery programs to diverse student populations in schools where there
are many competing demands and organizational factors to be considered through the
adaptation and implementation process (Kataoka et al., 2006; Stein et al., 2002).
Additionally, given the degree to which policies at the federal, state, and district levels
may influence implementation of evidence-based programs in schools, collaboration with
community leaders on the front end of the adaptation process can proactively ensure
more efficient implementation (Domitrovich et al., 2008; Wallerstein & Duran, 2010).

Gathering information through a CBPR approach may also help to identify useful
ways to reduce the barriers to services experienced by low-income families. For example,
Barerra and colleagues (2002) utilized a CBPR approach to determine what factors would
preclude families’ participation in the intervention (e.g., the convenience of attending),
which researchers were then able to preemptively address through the provision of

explicit supports for caregivers (e.g., childcare, dinner, and transportation) in addition to
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the direct services for youth. Through a CBPR approach, an intervention can also be
adapted in such a way that increases feasibility of implementation in under-resourced
schools and its acceptability for school personnel (Eiraldi et al., 2015). Feasibility and
acceptability are extremely important given the various contextual factors that can affect
the quality of implementation in the school setting, which in turn necessitates a
collaborative partnership with school personnel (Elliott & Mihalic, 2004). Ijadi-
Maghsoodi and colleagues (2017) utilized a CBPR approach in this way by collaborating
with school principals and district leaders, whom they asked to select the classrooms they
believed would benefit most from the intervention. The school partners were also asked
to select the outcomes that were most important to the district (e.g., social and emotional
learning, school support; [jadi-Maghsoodi et al., 2017), thereby demonstrating a
collaborative stance for the school’s own goals and initiatives.

Interventions that are more aligned with a school’s mission or are more integrated
into the organizational context of a school are more likely to be prioritized, implemented
with quality, and sustained over time (Kallestad & Olweus, 2003). The organizational
context of a school is often conceptualized as consisting of two main components: the
school’s culture and the school’s climate (Domitrovich et al., 2008). A school’s culture is
described as the “personality” of a school, including the underlying norms and values that
have developed over time to shape patterns of behavior, attitudes, and expectations
among stakeholders in the school (Domitrovich et al., 2008). A school’s climate is an
outcome of its culture, such that it is its “attitude” or the points of view and behaviors
held by students, teachers, and other stakeholders (Domitrovich et al., 2008). It is

important to consider a school’s culture when adapting programs for implementation in a
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school setting, given that introducing evidence-based interventions may require an
expansion of a school’s strategic mission in some way (Domitrovich et al., 2008).
Moreover, prior research has demonstrated that schools characterized by more
disorganization and chaos are at an increased risk for poor implementation fidelity
(Gottfredson & Gottfredson, 2002; Tolan et al., 2004). Therefore, if a school’s climate is
already supportive, as opposed to one with high levels of discord that can negatively
influence implementation and effectiveness of a new program (Bradshaw, Koth,
Thornton, & Leaf, 2008), it will be less challenging to implement a new intervention
(Payne & Eckert, 2010).

Although there are a variety of key stakeholders that may provide valuable
information (e.g., block captains, pastors, etc.), research also supports the role for
teachers as “key opinion leaders” (Atkins et al., 2015). For example, teachers who have
an active role in deciding what intervention to adopt or determining how a new program
fits into the context of the existing educational program are more motivated and
committed to high-quality program implementation—especially for classroom-based
preventive interventions (Ringwalt et al., 2003). Likewise, the quality with which
interventions are implemented is influenced by staff members’ collective self-efficacy
(Domitrovich et al., 2008), morale (Gottfredson & Gottfredson, 2002), and openness in
communication and orientation to change (Kallestad & Olweus, 2003). Alternatively, a
sense of resignation among school staff and/or a history of failed intervention attempts
have been associated with poor implementation quality (Gottfredson & Gottfredson,
2002). Other school-level characteristics, such as school size and student mobility,

influence implementation acceptability and feasibility (Domitrovich et al., 2008). Schools
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within disadvantaged communities tend to experience greater staff turnover, which
undermines the ability to sustain a trained workforce to implement a program and
suggests the importance of prioritizing a strong training component that can be replicated
over time (Domitrovich et al., 2008). Taken together, without considering a school’s
ecology and the many factors at play in low-income schools, the effectiveness of a
school-based mental health program may be reduced (Farahmand et al., 2012).

Despite these barriers to acceptability and feasibility, there are actions that can
occur throughout the implementation process to overcome challenges faced in
disadvantaged urban schools (Stein et al., 2002). It is essential to incorporate support
from school administrators, such that in addition to endorsing the program, administrators
can provide oversight that can help to ensure follow through by individuals implementing
the program (Gottfredson & Gottfredson, 2002; Rohrbach et al., 2005). For example, to
obtain buy-in from school personnel, focus groups can be implemented among school
staff and teachers to learn what they view as the greatest problems in the school context
that may interfere with their ability to help their students thrive. Additionally, given that
one of the school’s primary missions is academic achievement, it may be useful to
highlight how the intervention, if successful, can specifically help the school to meet its
mission of academic achievement (e.g., through highlighting the link between prevention
of social-emotional and behavioral problems and academic achievement; McCormick,
Cappella, O’Connor, & McClowry, 2015). In sum, it is essential for adaptations to
consider the myriad factors that play a role in how an intervention and its providers
ultimately fit into the shared environment of a school, in which students, teachers, and

other staff are all intricately embedded (Ringeisen et al., 2003).
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While the literature has begun to address adaptations targeting the acceptability
and feasibility of school-based interventions (Table 7), there is less focus on how the
content of an evidence-based intervention and its mode of delivery should be adapted, or
“fitted” to the population it is intended to serve, to enhance the effectiveness of the
intervention in a school setting. Thus, the present review focuses on the existing literature
that considers adaptations to content and implementation procedures that impact
intervention outcomes (Table 8), identifies gaps in this knowledge, and proposes

directions for future research.
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Table 7

Intervention Adaptations to Improve Acceptability/Feasibility

Were details or

Intervention Study Sample Sample/School Characteristics Stufly Adaptatl'o'n to 'mprove Level(s) examples
Authors Size Design acceptability/ feasibility — addressed .
provided?
Child age: M=63.7 months (SD=12.7);
Child sex: 50% male; Child race/
_ ethnicity: 18% Latinx, 18% African .
Webster- Zt:l 11’67132 American, 20% Asian, 27% White, 8% Ra:;l;)trrrz)llz ed
Stratton et - ’ African, 9% "other"; 31% of children did ’ None N/A N/A
n=153 . . matched
al. (2008) teachers not speak English as their first language; airs
Grade: Head Start, Kindergarten, or 1st p
grade; School demographics: served a
low-income population (59% free lunch)
Child sex: 45% female; Grade:
Kindergarten, 1st, 2nd, 3rd grade; Child
Incredible race/ethnicity: Hispanic (n=168),
Years n=284 European American (n=116); Hispanic
families parents: 94% Mexican heritage; 5%
(Time 1);  Central American heritage, 1% other Increased
n=259 Latin American heritage; 9% born in convenience of
families U.S., 85% born in Mexico; 84% spoke . ..
Barerra et . . Randomized parent training .
(Time 2);  only or mostly Spanish; School . Family Yes
al. (2002) _ . . ) control (e.g., provided
n=248 demographics: 11 public schools; 3 ) .
.. S childcare, dinner,
families communities in the northwest; Other transportation)
(Time 3);  child inclusion criteria: > 95th %ile on p
n=245 Teacher's Rating Form of CBCL's
(Time 4) Aggression Scale; in the lowest 5% of the

reading score distribution in their grade

level and school
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Resilience
Classroom
Curriculum

Ijadi-
Maghsoodi
et al.
(2017)

Total
n=100

Child age: 14 y.o. (51%), 15 y.o. (25%),
16 y.0. (7%), 17 y.0. (9%), 18 y.o. (6%);
School demographics: 2 schools (School
A = 54 students, School B = 46 students);
large, urban school district in the
Southwest with 89% ethnic, racial
(Mexican, Central American, African
American), and low-income minorities
(80% qualifying for free/reduced lunch);
Other: 80% students reported never or
rarely using mental health services within
past year; 19% screened positive for
PTSD

Mixed
methods

Utilized CBPR
approach to
ensure curriculum
was culturally
sensitive for (a)
students and (b)
school system

Community;
Cultural;
School; Child

Asked principals
and district
leaders to select
the schools and
classrooms they
believed would
benefit most from
the intervention

School

Collaborated with
school district to
identify key
problems facing
students and
district's goals for
students

Community

Conducted pre-
intervention focus
groups with
students to inform
adaptations

Child

No

Allowed school
partners to select
outcomes for
post-intervention
assessment

School

No

Conducted post-
intervention focus
groups

Child; School
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Positive
Action

Lewis et al.
(2013)

Total
n=1,170

Child race/ethnicity: 48% African
American, 27% Hispanic, 19% "other"
(i.e., white or other minority); Grade: 1
cohort of youth followed from 3rd-8th
grade; Child sex: 53% female; Schools:
14 Chicago public schools (7 control, 7
intervention); Mean % students with
limited English proficiency: Control

schools (T1=14.27, T2=11.41, T3=12.50,
T4=10.87); Intervention schools (T1=8.7,

T2=9.46, T3=9.86, T4=12.06); Mean %
students with IEP: Control schools

(T1=13, T2=12.84, T3=14.08, T4=14.76);

Intervention schools (T1=8.7, T2=9.46,
T3=9.86, T4=12.06); Mean % students
receiving free lunch: Control schools
(T1=83.59, T2=81.46, T3=85.86,
T4=94.6); Intervention schools
(T1=83.09, T2=85.51, T3=84.97,
T4=92.70)

Cluster
randomized
control,

matched pair

None N/A

N/A

Coping
Power
Program

Eiraldi et al
(2016)

Pre-
treatment
n=57,
Post-
treatment
n=37

Child sex: 63% male (total sample);
Child ethnicity: School A served 648
students (75% Latino, 18% African
American, 1% White, 1% Asian, 5%
Other); School B served 1,134 students
(65% Latinx, 16% African American,
11% Asian, 4% White, 4% Other);
Schools: Two K-8 inner-city public
schools in a large city in the Northeast
U.S.; SES: 100% of students in both
schools were eligible for free or
subsidized lunch

Exploratory

Provided in 12

weekly, 45 min

sessions to make

more feasible for School
implementation in
under-resourced

urban schools
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Table 8

Intervention Adaptations to Improve Effectiveness

Level(s) addressed by Were details and/or

Intervention Study Authors Adaptation to improve effectiveness adaptation examples provided?

Added teacher trainings on curriculum School Yes

Webster-Stratton ~ Added teacher trainings on behavior
et al. (2008) management

Added teacher trainings on parental
involvement

School Yes

School; Family Yes

Offered 2 different social behavior
interventions; one implemented in the
classroom (Contingencies for learning
academic and social skills (CLASS; Hops
& Walker, 1988) and the other
Incredible Years implemented after-school (Dina Dinosaur
Social Skills Program; Webster-Stratton,

1990)
Barerra et al.
(2002) Screened students to identify reading
levels for provision of supplemental
reading instruction

Child Yes

Child Yes

Made intervention materials and personnel

appropriate for work with Hispanic

families and students (e.g., translated Cultural Yes
materials and conducted groups in

language preferred by parents)

Increased relevance of content for low-
income, racial minority youth (held pre-

focus groups with students) Cultural Yes

Resilience Classroom Ijadi-Maghsoodi

Curriculum ctal. (2017) Added content to address key problems

facing students in the community as Community Yes (minimal)
identified by school district
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Added content to address the district's
goals for their students

Incorporated ongoing communication with
teachers throughout (e.g., explained
curriculum, asked for input, encouraged
participation)

Modified language and examples to be
consistent with idioms/ideas

Framed objectives in culturally relevant
ways to students

Tailored the delivery of content to culture
of each classroom

School

School

Cultural

Cultural

School

Yes (minimal)

Yes

No

No

Yes (minimal)

Positive Action

Lewis et al.
(2013)

Provided schools with training and
technical assistance

School

No

Coping Power
Program

Eiraldi et al
(2016)

Conducted psychoeducational training
with teachers on identifying youth who
might have externalizing or internalizing
problems and how to refer these children

Grouped children based on developmental
level (younger & older groups)

Grouped children based on presenting
problem

Provided initial training workshop to
implementers

Provided ongoing consultation on session
preparation and problem solving to
barriers
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Child; School

Child

Child

School

School

Yes

Yes

Yes (minimal)

No



Provided parents with periodic updates

regarding children's progress Child; Family

Involved counselors in all decisions

regarding content delivery School

Provided English-Spanish bilingual

consultants Cultural

No

Yes (minimal)

Yes (minimal)
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Adapting Evidence-Based Interventions

Although there are many interventions that address conduct problems, adaptations
of program content are often necessary, particularly among youth from low-income,
urban communities. Moreover, there have been calls to adapt evidence-based
interventions among underrepresented, racial/ethnic minority youth (Roberts et al., 2017;
Southam-Gerow et al., 2012; Whaley & Davis, 2007). Evidence-based practice (EBP)
refers to the implementation of interventions that combine the best available research
with clinical expertise in the context of client characteristics (e.g., values, preferences,
expectations; Hershenberg, Drabick, & Vivian, 2012). The EBP framework is broader
than the empirically supported treatment (EST) framework used for randomized control
trials, which typically includes relatively more stringent inclusion criteria than
community-based research (Shean, 2014). In contrast to the EBP framework, ESTs assess
interventions under controlled conditions in an effort to maximize internal validity and
evaluate the efficacy of an intervention. Once interventions have been shown to be
efficacious, their effectiveness can then be evaluated by examining the intervention and
associated outcomes in contexts outside of the research setting (e.g., community-based
mental health clinics, schools; Neil & Christensen, 2009).

Nevertheless, many interventions that show efficacy in research settings have
mixed evidence for effectiveness in community-based settings (APA Presidential Task
Force, 2006; APA Task Force on Evidence-Based Practice for Children and Adolescents,
2008; Kazak et al., 2010). This discrepancy is due to a variety of factors, one being that
efficacy trials often include samples that are relatively homogeneous. Although this

approach is helpful for demonstrating that outcomes are associated with the intervention
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and not client characteristics, homogeneity also limits generalization to more
heterogeneous samples such as those found in community-based settings (Kazak et al.,
2010; Southam-Gerow et al., 2012). Moreover, as much as 40% of the variance in
intervention outcomes can be explained by client variables (Addis et al., 2006),
suggesting an intervention that is established as efficacious in a randomized clinical trial
may not demonstrate effectiveness in a community-based sample for which client
characteristics may differ. There is a valid tension, nonetheless, between adapting an
intervention to the needs of a community, while also maintaining fidelity to the
intervention (Kendall & Frank, 2018), particularly given that diminishing fidelity may
lead to decreased intervention effectiveness (e.g., Elliott & Mihalic, 2004). Historically,
the field has considered ESTs as the gold standard, but over time has moved toward a
greater focus on effectiveness and the generalizability of evidence-based treatments.
Taken together, adaptations are necessary to address generalizability concerns, but they
must be conducted thoughtfully to maintain treatment fidelity (Ijadi-Maghsoodi et al.,
2017).

There is a dearth of research evaluating intervention adaptations in general and
more recent concerns related to reproducibility and replicability in scientific research
underscore the challenges associated with adapting interventions. Modifying an
intervention in multiple different ways inevitability complicates one’s ability to replicate
or reproduce the intervention outcomes, whereas manipulating one aspect of a protocol
and holding everything else constant increases ability to attribute an outcome to that
manipulation. Therefore, in the age of the replication/reproducibility crisis, evaluating

adaptations at multiple levels is not prioritized, despite calls in the field for more research
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on adaptations (e.g., Roberts et al., 2017), as they are a competing interest to
reproducibility.
Underrepresentation of Low-Income, Racial/Ethnic Minority Youth

Not only is there a dearth of research on adaptations in general, but also few
school-based preventive interventions have been adapted for communities whose cultures
differ from that of the samples with which the efficacy of the intervention was tested
(Domitrovich et al., 2008). Individuals who identify as ethnic minority or are of lower
SES are typically under-represented in efficacy trials (Huey & Polo, 2008; Mak, Law,
Alvidrez, & Perez-Stable, 2007); moreover, even when interventions are adapted to meet
the needs of a minority population, the adaptations may not receive empirical evaluation
(Chorpita & Daleiden, 2009; Roberts et al., 2017). However, among adult samples,
results are promising. For instance, findings from a meta-analysis of 76 studies evaluating
culturally adapted interventions among adults suggest that carefully designed cultural
adaptations (e.g., providing therapy in the client’s native language, consulting with
individuals familiar with the client’s culture) can be effective for minority populations
(Griner & Smith, 2006). Furthermore, this meta-analysis reported that those targeted to a
specific cultural group (i.e., all clients were from the same racial/ethnic group) were four
times more effective in terms of outcomes (e.g., mental health symptoms, client retention,
client satisfaction) than those provided to groups consisting of individuals from a variety
of racial/ethnic backgrounds (Griner & Smith, 2006). These findings demonstrate the
importance of cultural adaptations to interventions among racial/ethnic minority adults,
suggesting the same may be true for school-based preventive interventions among

racial/ethnic minority youth.
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Both child and family racial/ethnic minority status and low family income have
been associated with premature treatment termination or attenuated treatment effects
(e.g., Curry et al., 2006; Miller, Southam-Gerow, & Allin, 2008) and lower levels of
engagement in treatment (e.g., Lindhiem & Kolko, 2010; Reiss, 2013; Singh &
Ghandour, 2012) compared to racial/ethnic majority status (i.e., white) and higher family
income. Given that research suggests treatment engagement is associated with positive
outcomes in the context of school-based intervention for elementary school students with
externalizing problems (Lindsey et al., 2019), it is important to consider the type of
adaptations that are necessary to improve fit between an intervention and its participants,
not only in an effort to increase acceptability and feasibility, but to promote greater
effectiveness as well (Castro, Barrerra, & Martinez, 2004; Dusenbury & Hansen, 2004).
Adaptations to Improve Effectiveness

Many psychologists see adaptation of interventions as the “essential ingredient”
for successful dissemination of evidence-based interventions and call for the application
of systematic methods to guide the adaptation process so that the essential components of
an intervention are retained (Domitrovich et al., 2008). There are various frameworks that
provide suggestions about what domains to consider in the adaptation process. Some
scholars emphasize the importance of identifying sources of potential “mismatch” to
guide adaptations, which may stem from three different levels: the group receiving the
intervention, those delivering the intervention, and community-related factors (e.g.,
community readiness; Castro et al., 2004). Others have identified similar levels at which
adaptations should be considered, such as the target of the intervention (e.g., child,

caregiver, teacher); the intervention setting (e.g., mental health clinic, after school
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program, residential setting); the nature of the population served (e.g., prevention sample
vs. clinical sample, children vs. adolescents); the delivery model (e.g., individual vs.
group, long-term vs. short-term, online vs. in-person); and the approach used to train
clinicians (Lochman et al., 2012). Likewise, Stirman and colleagues (2013) identify five
levels of contextual modifications: format (i.e., group vs. individual); setting (e.g., clinic
vs. school); personnel (e.g., mental health professional vs. teacher); and presenting issues
(e.g., anxiety vs. depression), while Southam-Gerow and colleagues (2012) discuss the
importance of considering adaptations at the child and family level (e.g., child/family
diversity), the therapist level (e.g., therapist training), and the service-system level (e.g.,
administrative policy). Still others have emphasized the need to consider adaptations in
terms of how implementation can be deconstructed into components of the intervention
itself and characteristics of the intervention’s system of support (Domitrovich et al.,
2008). Although there is no “gold standard” framework for intervention adaptations,
there is a clear need for careful consideration of many different factors when embarking
on the process of adapting an intervention.

Effectiveness studies have acknowledged the importance of considering different
levels of the intervention by virtue of their methodological design. For example, a study
evaluating the effects of a school-based social-emotional intervention on positive youth
development among a sample of low-income, ethnic minority youth utilized a matched-
pair, cluster-randomized controlled design (Lewis et al., 2013). Specifically, seven best-
matched pairs of schools were identified based on factors beyond just race/ethnicity and
SES, such as family (e.g., percentage of parents involved with school activities); school

(e.g., percentage of teachers who met minimal teaching standards, attendance rate,
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truancy rate); and community (e.g., crime rate in each school’s neighborhood, city region;
Lewis et al., 2013). Although the intervention in this study was not adapted itself, the
decision to match schools based on these factors implies that there are a multitude of
variables that play a role in how an intervention fits into a given school’s context and that
this fit has important implications for intervention outcomes. Therefore, it follows that
there is a need to consider how certain adaptations addressing a multitude of factors may
increase the effectiveness of a particular intervention for implementation within a school
setting.
The Proposed Framework: Five Potential Levels of Intervention Adaptations
Although the literature does provide some theoretical frameworks for adapting
interventions, there is a noteworthy discrepancy between what is recommended in the
literature and what has been empirically evaluated. In particular, there is a dearth of
research evaluating adaptations of evidence-based preventive programs among youth
from low-income, urban communities in a school setting. To integrate these various yet
complementary ideas, I have synthesized previous models into a framework with five
transactional levels at which adaptations to school-based preventive interventions can be
considered. Specifically, I propose that adaptations to intervention content should address
the levels of the child, family/caregiver, school, community, and culture, as well as
consideration of how these levels interact with each other. Each of these five proposed
levels are discussed in terms of both why they are important to consider and methods for

doing so.
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Child Level Factors

It is important to consider adaptations at the individual, child-specific level, when
implementing school-based preventive interventions among youth from low-income,
urban communities. For example, the degree to which the children’s developmental level
in the original sample corresponds to that of the children for whom the intervention will
be adapted is particularly important due to the immense developmental changes that
occur across developmental periods, suggesting risk factors for conduct problems are
likely to change with age (e.g., peer group issues become more prominent in adolescence;
Drabick & Steinberg, 2011). Therefore, an intervention that has shown efficacy among
adolescents, for instance, will likely not demonstrate effectiveness among children
without appropriate developmental modifications, such as altering content for a module
on problem solving to consist of examples that are consistent with interpersonal conflicts
common for a particular age group. In fact, research suggests that intervention
effectiveness is associated with those programs where concepts and curricula are
developmentally appropriate (Rones & Hoagwood, 2000). Additionally, when
considering adaptations for prevention programs, it is important to consider what is
typical or expected behavior at various developmental stages. For example, what is
normative aggressive behavior in a young child during preschool years, who is still
learning about perspective taking and developing social competence, is problematic
among an older child in elementary school (Tremblay, 2000). Therefore, when adapting
preventive programs for implementation among a particular age group, it is important to
determine what level of conduct problems are developmentally appropriate or expected in

school settings for the particular age group.
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However, even if a program is to be implemented among children who are the
same age and in the same developmental period as those from the efficacy trial, there are
still a great deal of individual differences to consider, such as level of intellectual
functioning, presence of a learning disability or developmental delay, adaptive
functioning skills, and level of social-emotional functioning. Assessment of individual
differences among youth in these domains can inform necessary intervention adaptations,
particularly in low-income schools with overrepresentation of children from racial/ethnic
minority groups. Because of differences related to social and economic disadvantage
(e.g., difficulties with access to health care) shaped by factors such as discrimination,
poverty, and cultural insensitivity, there are developmental differences among
racial/ethnic minority groups that differ based on socioeconomic status, including
disparities in vocabulary and language processing (e.g., Fernald, Marchman, &
Weisleder, 2012) and cognitive functioning (e.g., Duncan & Magnuson, 2012; von
Stumm & Plomin, 2016).

Therefore, it is important to consider how these differences may be explained by
the independent effects of economic challenges and contextual disadvantage (Mash &
Wolfe, 2018). Moreover, concerns regarding the validity of cognitive tests among racial
or ethnic minority individuals have been cited as factors contributing to racial disparities
in cognitive test performance (Schwartz et al., 2004). Of note, gains in IQ performance
are found when children are adopted from working class into middle class homes,
highlighting the significant role of environment in shaping one’s abilities (Mash &
Wolfe, 2018). Thus, there is a need for intervention adaptations to address child-specific

variables that may predict or moderate intervention outcomes. For example, given that
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inhibitory control is a known moderator of intervention outcomes, in addition to being
linked to the development of conduct problems, an existing intervention may be
augmented by incorporating an individualized executive functioning intervention
component for youth that exhibit low levels of inhibitory control (Matthys,
Vanderschuren, Schutter, & Lochman, 2012).

Family/Caregiver Level Factors

It is important to consider adaptations at the level of the family or caregiver(s)
when adapting evidence-based preventive interventions to youth from low-income, urban
communities. Caregivers of high-risk youth may have a personal history of school
problems that may contribute to a discomfort or distrust in the school system, which in
turn may lead to a disconnect between home and school (CPPRG, 2010; Van Velsor &
Orozco, 2007). This “dysynchrony” may manifest as ineffective communication between
caregivers and teachers, which further undermines the child’s ability to succeed
academically (CPPRG, 2010). For example, a parent disconnected from their child’s
school might be less likely to check in with their child about what they learned in the
intervention, limiting ability for generalization of skills. Therefore, without incorporating
at least some content into an intervention that addresses family or caregiver involvement,
the program may not be setting a child up for success.

Evidence also suggests that strong and supportive family bonds serve a protective
function for youth otherwise at risk for delinquency and substance abuse (Hawkins &
Weis, 2017; Sanchez-Queija, Oliva, & Camacho, 2016). Thus, incorporating a family
component to an intervention that does not already contain one, such as one that focuses

on increasing positive interactions between children and their caregivers, can provide
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youth with more opportunities to garner the support that may serve as a protective
function for them. Negative caregiver-child interactions may be exacerbated among
youth from low-income, urban communities, as these families are faced with stressors
that may prevent parents from being able to break out of the coercive parent-child
interaction cycle (Fraser, 2006). Nevertheless, there are inherent challenges in terms of
feasibly involving caregivers in a school-based program, given the setting. A family or
caregiver component may have to be incorporated through direct work with the students,
such as working with youth to develop their own communication and conflict resolution
skills that they can then practice at home. Ideally, however, an adaptation can involve
holding separate after-school sessions to work directly with and support caregivers
(Atkins et al., 2015).

Consistent with this possibility, a review of school-based mental health services
identified inclusion of caregivers as one important feature of the implementation process
itself that increases the probability of program sustainability (Rones & Hoagwood, 2000).
However, a meta-analysis evaluating the effectiveness of school-based mental health
programs for youth from low-income, urban communities failed to demonstrate improved
intervention effects with the inclusion of caregivers (Farahmand, Grant, Polo, & Dufty,
2011). It should be noted that in this particular meta-analysis, programs were coded based
on whether caregivers, teachers, school staff, and/or peers were incorporated in the
intervention, making it impossible to isolate the true effect of parent involvement alone
(Farahmand et al., 2011). However, another meta-analysis of programs based in
community mental health settings serving youth from low-income, urban communities

found positive effects for programs that supported parents or provided other community
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supports, and null effects for programs focused on direct services to youth (Farahmand et
al., 2012). These findings regarding community-based services have implications for
school-based services, suggesting that individually focused services may be
contraindicated for youth from low-income communities with conduct problems, and
intervention is more likely to be impactful when it incorporates a family component
(Atkins et al., 2015).

School Level Factors

Prior research suggests there is a link between the organizational context in which
an intervention is implemented and the quality of implementation (Glisson, 2002;
Schoenwald & Hoagwood, 2001), as well as intervention outcomes (Hemmelgarn et al.,
2006). Therefore, it is important to consider how a school’s funding and resources, or
lack thereof, contribute to the degree to which an intervention can be implemented with
fidelity (Owens & Murphy, 2004), particularly when considering adapting programs for
low-income schools. For example, adaptations to evidence-based programs must consider
what materials are unnecessary or extraneous to implementation, and which may be
essential for delivering the intervention as effectively as possible.

The level of student misconduct that is normative within a particular school
setting also plays a role in implementation fidelity (Koth et al., 2008), with important
implications for intervention outcomes. For instance, if a teacher has to spend a
significant portion of class on behavior management and is therefore unable to complete
a lesson within the allotted class time, this may result in having to postpone a scheduled
session of the intervention to have more time to finish the lesson. By putting the

intervention on hold in this way, the timeline in which the program was established as
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efficacious is compromised. Therefore, if a particular school has high levels of student
misconduct, an intervention may wish to incorporate supplementary behavioral
management training into the protocol. Additionally, similar to how conduct problems
can be exacerbated by coercive caregiver-child interactions, the same can occur between
children and their teachers. Coercive teacher-child interactions are likely to occur if
teachers use inconsistent and punitive discipline practices (Slough et al., 2008), further
suggesting the need to incorporate teacher supports and/or trainings if not already
included in a given intervention.
Community Level Factors

During the elementary school years, the negative influence of community-level
risk factors (e.g., poor quality neighborhoods, few support services and community
resources for caregivers) perpetuates aggressive and disruptive behaviors among children
from these communities (Leventhal & Brooks-Gunn, 2000). In addition to their direct
effects on children’s risk, community-level factors also indirectly contribute to risk
through their impact on caregiver stress (e.g., Dodge et al., 2008). Increased caregiver
stress due to community-level factors (e.g., neighborhood disadvantage) may increase
likelihood for perpetuation of coercive caregiver-child interactions, which in turn place
children at greater risk for early-onset antisocial trajectories (Ingoldsby et al., 2006).
Likewise, neighborhood disadvantage may also indirectly contribute to early-onset
antisocial trajectories through its impact on affiliation with deviant peers (Ingoldsby et
al., 2006). An intervention that does not appropriately address these community-level
factors will be unable to best prevent youth from embarking on early trajectories of

antisocial behavior.
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In addition to aiding with feasibility and buy-in, as described above, a CBPR
approach can address community-level factors as the adaptation process of an
intervention’s content unfolds. For example, from working with community members,
one may learn that a neighborhood with high levels of physical disorder or community
violence also has very high levels of neighborhood social capital. This information can
then be leveraged through adaptations such as adding a module addressing ways to help
youth take advantage of their community’s high levels of social capital and/or coping
with community violence. Additionally, learning how to engage in social action can be an
effective method for coping with community-level stressors by fostering individual
agency and belongingness among youth in their community (Zimmerman et al., 2018).
Therefore, including an element of social justice or empowerment (e.g., a social action
project) may be particularly beneficial for youth from low-income, urban communities
(Wadsworth, Ahlkvist, McDonald, & Tilghman-Osborne, 2019). By obtaining
information directly from community members, the need for a potentially inefficient trial-
and-error phase in which researchers have to hypothesize what communities may want or
what would be most helpful is eliminated.

One method to engage community members and initiate the exchange of mutual
knowledge is to conduct focus groups with community leaders, school staff, family
members, and other key stakeholders. Focus groups can provide a space in which
families and community leaders (e.g., pastors, block captains, leaders in community
centers and after-school programs) can discuss the factors in their neighborhoods that are
perceived as the greatest barriers to youth well-being (e.g., community violence, lack of

access to knowledge and resources). Focus groups also create a space for discussion of
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the community’s current level of resources, and perhaps more importantly, their
perception and experience of any issues that are not well addressed by their current
community resources, which in turn can shed light on potential modifications of
intervention content. As such, the input and collaboration with key stakeholders can not
only improve the feasibility and acceptability of an intervention, but also increase the
effectiveness of an evidence-based program for an underserved and at-risk population of
youth from low-income, urban communities (Kendall & Beidas, 2007; Lau, 2006;
Southam-Gerow et al., 2012).
Cultural Level Factors

Last, it is important to consider content adaptations at the cultural level for several
reasons. Although there are a variety of ways to conceptualize culture, the present review
focuses on the cultural practices of the population receiving the intervention. However,
there is a great deal of heterogeneity in culture and a blanket approach to addressing
cultural level adaptations is not sufficient. Given that culture and language can affect
symptoms and acceptance of treatment, there is a need for interventions for racial/ethnic
minority youth to align with the culture of youth and families (Pumariega, Rogers, &
Rothe, 2005). For example, including more culturally relevant material, language, and
activities that maintain the same objectives as the original intervention has been found to
produce better results than interventions without such adaptations (Holleran Steiker et al.,
2008). Other changes can include adding culturally appropriate welcomes, songs, stories,
exercises, examples, pictures, videos, and other materials (Kumpfer, Alvarado, Smith, &

Bellamy, 2002).
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Some research also suggests that matching ethnicity between program facilitator
and participants can positively impact intervention outcomes (Griner & Smith, 2006).
There have also been calls for interventions to harness the protective potential of cultural
identity development among youth from low-income communities through building upon
a child’s existing cultural resources to promote a positive sense of self and to facilitate
persistence in the face of challenges associated with living in poverty (Wadsworth et al.,
2018). In fact, the coping styles encouraged by cultural identity development have been
shown to foster resilience and buffer racial/ethnic minority youth against negative
outcomes associated with racism-related stress (Jones & Neblett, 2017).

One example of this approach is Black Parents Strengths and Strategies Program
(BPSS; Coard, Herring, Watkins, Foy-Watson, & McCoy, 2013), which is a cultural
adaptation of an evidence-based parent training program, Parenting the Strong-Willed
Child (PSWC; Long & Forehand, 2002). BPSS was developed for economically
disadvantaged Black families with particular consideration of balancing program fidelity
with cultural adaptations. Coard and colleagues (2013) maintained this balance in
multiple different ways, such as (a) understanding the theory behind the original program,
(b) consulting with original program developers, (¢) identifying and assessing the core
components of the program, (d) assessing the adaptation and fidelity concerns of the
Black community, (e) engaging the Black community in the program development
process, (f) developing strategies for the implementation phase, and (g) evaluating the
ongoing fidelity and adaptation analysis. For example, the BPSS developers modified
original program curriculum to address the needs of the minority population, including

incorporation of strategies to address racism, prejudice, and discrimination (e.g., parental
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racial socialization practices, engagement in developmentally appropriate race-related
discussions with their children, understanding influence of racism on family functioning;
Coard et al., 2013). BPSS developers also modified aspects of the delivery process to
address cultural issues, such as modifying characteristics of the delivery person(s) to
reinforce rapport and relatedness between facilitators and participants, as well as
incorporating use of culturally sensitive dialect and language (e.g., referring to the group
as “we,” “us,” and “our” in concordance with the collectivistic orientation of the African
American community). A number of African American quotes and African proverbs were
also incorporated to serve as articulations of various session topics (Coard et al., 2013).

Although research has demonstrated that cultural adaptations can contribute to
increased retention of families, evidence is mixed as to whether cultural adaptations
improve intervention outcomes (Holleran Steiker et al., 2008; Kumpfer et al., 2002).
Therefore, the benefits of cultural adaptations as they pertain to effectiveness may depend
not only on whether the core components of the intervention are maintained (Santisteban,
Muir-Malcom, Mitrani, & Szapocznik, 2001), but also on whether modifications address
“surface level” change (e.g., hiring culturally matched staff, modifying graphic material)
or “deep structure” change (e.g., sensitivity to diverse cultural practices and traditions;
Kumpfer et al., 2002). For instance, a study that attempted a deep structure change of an
evidence-based protocol by adding ten sessions on traditional values while also omitting
four sessions from the original protocol resulted in worse outcomes than treatment as
usual (Kameoka, 1996), suggesting that increased focus on participants’ cultural values
does not necessarily improve outcomes (Holleran Steiker et al., 2008). The mixed

research regarding benefits of cultural adaptations may also depend on whether culture is
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conceptualized by program developers as a set of values or a set of practices, given that
values pertain more to what “should be,” whereas practices are directly related to
behavior (Frese, 2015).

Indeed, cultural adaptations should not be based on practitioners’ perceptions of
cultural differences; instead, adaptations should be developed through a collaborative,
ongoing process with individuals from that particular cultural background. This can be
achieved through a CBPR approach, working with culturally matched implementers or
asking participants for feedback on adaptations for example (Kumpfer et al., 2012). For
instance, a family-centered preventive intervention for conduct problems, ParentCorps,
originally designed to serve culturally diverse communities, incorporated cultural
informants (e.g., Black and Latinx U.S.-born and immigrant parents, educators, and
mental health professionals) to provide input on the content and process of the
intervention (Brotman et al., 2008; Dawson-McClure et al., 2014).

Additionally, to guide decisions about opportunities for cultural adaptations, Lau
(2006) proposed a framework for selective adaptation wherein culturally informed
modifications to content (e.g., language, use of concepts) or process (e.g., involvement of
family members in treatment) may be warranted if there is evidence of differences among
cultural groups related to important risk or protective factors or treatment outcomes. Most
importantly, while adaptations must reflect a sense of cultural competency, an
intervention should also be implemented with a sense of cultural humility, which refers to
the continuous self-evaluation of one’s own cultural competency to develop a mutually
beneficial and respectful relationship with participants (de Peralta, Gillispie, Mobley, &

Gibson, 2019). Taken together, cultural adaptations should demonstrate sensitivity for
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cultural practices that may influence receptivity to the intervention (Kumpfer et al.,
2012); without doing so, the potential benefits of the original program may be
compromised.
Transactional Processes between Levels

Drawing on Bronfrenbrenner’s (2005) ecological systems theory, this framework
recognizes that there are continual transactional processes at play between each of the
five proposed levels. Therefore, when adapting an intervention, modifications at each
level cannot be considered in isolation. Culture is particularly intertwined with all levels.
For example, the successful implementation of modifications intended to address
culturally different life experiences between a higher-SES group in which a program was
validated and a lower-SES consumer group will inevitably depend on the cultural
competence of the school personnel involved in implementing the intervention (the
school level). Additionally, the degree to which a school’s teachers are connected with
their students’ caregivers, and the degree to which caregivers are involved in their child’s
school, can be harnessed or developed to promote positive outcomes, demonstrating
interactions between the school level and the family/caregiver level. Moreover, the
school level exists in the direct center of the whole system, between the outermost macro-
levels (culture and community) and innermost micro-levels (family/caregiver and child).
Therefore, applying the ecological systems framework further demonstrates how the
school is best positioned as an ideal setting for preventive interventions, given its inherent
connection with all other levels, particularly if intervention adaptations are considered at

multiple levels.
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Examples of Adapted Preventive Interventions

To illustrate the many different ways to think about adaptations of evidence-based
preventive interventions for conduct problems, the present review identifies specific
examples of EBPs that have been adapted for and implemented in a school setting among
youth from low-income, urban communities. Although there are many ways programs
can be modified to increase acceptability and feasibility (e.g., provide childcare,
transportation), the present review will focus on adaptations to content or implementation
procedures that aim to improve effectiveness of the intervention. The identified school-
based preventive interventions are examined in terms of (1) the degree to which they
have adapted a protocol according to the five proposed levels and (2) their short- and
long-term (as applicable) outcomes. Implications for future research are then presented
based on the examples discussed. The following inclusion and exclusion criteria were
applied: the program must (1) be an evidence-based preventive intervention, (2) target
conduct problems or processes implicated in conduct problems, (3) have been adapted
from the original version in some way, (4) be implemented in a school setting, and (5) be
implemented among racial/ethnic minority youth and/or youth from low-income
communities. Overall, each program included in the present review is a school-based
intervention targeting conduct problems or prevention of conduct problems among low-
income and/or ethnic minority youth. The identified interventions were not limited to
those implemented in an urban environment because of a dearth of research in this area.
Incredible Years

The Incredible Years Child Training (IY-CT) curriculum was originally

developed to treat clinic-referred children (ages 3—7 years) diagnosed with oppositional
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defiant disorder (ODD) or early-onset conduct problems (Webster-Stratton, 2000). ['Y-CT
has been adapted for use by teachers as an early school-based prevention program, the
Incredible Years Teacher Classroom Management and Child Social and Emotion
(Dinosaur School). There is limited research on implementation of this adaptation within
low-income, urban schools. One exception is an RCT conducted by Webster-Stratton,
Reid, and Stoolmiller (2008), evaluating the Dinosaur School curriculum as a universal
prevention program for children enrolled in schools selected because of high poverty
rates. Webster-Stratton and colleagues (2008) randomly assigned matched pairs of
schools to the Dinosaur School intervention or to a control condition. The intervention
was conducted by teachers in the classroom on a bi-weekly basis from November to April
of one school year. Assessments were conducted at pre- and post-intervention and
included child-, parent-, and teacher-report, in addition to classroom observations of
teachers and children. Each year a new set of schools was matched and randomly
assigned to the intervention or control conditions and this procedure was repeated over
four consecutive years. Schools that were assigned to the control group followed their
usual curriculum and participated in the intervention the subsequent year.
Webster-Stratton and colleagues (2008) extended the Dinosaur Program protocol
itself by adding a supplemental teacher component prior to the intervention to train
teachers not only on the curriculum (i.e., how to deliver the content), but also on effective
behavior management strategies (e.g., reinforcing prosocial behavior). This training
supplement was informed by research indicating that children at risk for problematic
outcomes (e.g., youth from low-income communities) often are in under-resourced

classrooms with teachers who are more likely to use ineffective teaching strategies,
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compared to teachers of middle-income children (Phillips, Voran, Kisker, Howes, &
Whitebrook, 1994; Stage & Quiroz, 1997). This example illustrates an intersection of
community- and school-level factors. Addressing the family/caregiver level, teachers
were also trained on specific ways to increase caregivers’ involvement in children’s
education and behavior planning (Webster-Stratton et al., 2008). These modifications
address issues related to school climate and teacher buy-in, thereby helping to improve
acceptability and feasibility, and also have important implications for improving
intervention outcomes and effectiveness.

The authors provide relatively detailed information regarding the teacher
trainings, including the main areas of focus, duration, and frequency of workshop
sessions (Webster-Stratton et al., 2008). For example, to illustrate the content covered in
behavioral management trainings, the authors list specific skills that were addressed,
including ways to develop positive relationships with their students (e.g., effective use of
praise and encouragement, incentive programs for targeted prosocial skills); ways to
closely monitor physical aggression; how to implement incentive and discipline strategies
in structured vs. unstructured environments; how to promote children’s self-regulation
through emotion and problem-solving coaching; and how to promote social competence
through social peer coaching. They also trained teachers on how to create individualized
behavior plans for children, thereby addressing the child-specific level in their
intervention supplement. Trainings also focused on providing teachers with ways to
develop positive relationships with parents and promote parental involvement (e.g.,
regular caregivers letters about Dinosaur School, weekly Dinosaur homework for

children to be completed with caregivers, invitations to visit the classroom), thereby
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addressing family/caregiver level factors. Furthermore, to account for any details not
explicitly described in their manuscript, the authors cite the specific book that the
trainings followed (i.e., How to Promote Social and Emotional Competence in Young
Children; Webster-Stratton, 2000), as well as other sources for further information about
the curriculum (Webster-Stratton & Reid, 2010).

Findings support the effectiveness of the Dinosaur Program with supplemental
teacher trainings, such that teachers receiving the intervention became less harsh/critical
and inconsistent/permissive, more warm/affectionate, and placed more emphasis on
social/emotional teaching (Webster-Stratton et al., 2008). Teachers in the intervention
condition also reported increases in caregiver-teacher bonding, particularly for those with
initially low levels of bonding prior to the intervention (Webster-Stratton et al., 2008).
Positive outcomes were also observed for students, such that those who received the
intervention had more prosocial solutions to problems and increased positive-feelings
vocabulary compared with students in the control condition (Webster-Stratton et al.,
2008).

Classroom observations also revealed significant improvements in emotion
regulation and social competence, as well as reduced conduct problems among children
receiving the intervention, compared to those in the control condition (Webster-Stratton
et al., 2008). However, findings did not reveal any improvement in parental involvement
in their children’s education (e.g., efforts to contact teachers, volunteer in the classroom,
or attend school meetings), as indexed by teacher report. The authors propose that this
null finding may suggest that in addition to adding a teacher training component to the

Dinosaur School that indirectly addresses family-level issues, it may be necessary to
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directly address such family/caregiver-level processes through a complementary parent
training component. While adding a teacher training component and addressing several
different levels (e.g., individual, school, community, family/caregiver) was effective for a
low-income sample in some regards, the results suggest room for improvement and beg
the question of whether consideration of levels unaddressed (e.g., culture) and/or more
direct methods for those that were addressed (e.g., parent trainings to address the family
level) would have resulted in greater intervention effects.

Another study adapted the Incredible Years (IY) curriculum for a sample of
primarily Mexican-American students in kindergarten through third grade at risk due to
high levels of aggression and reading difficulties, both risk factors for subsequent
conduct problems (Barerra et al., 2002). The IY curriculum itself was not modified, but
the content was expanded upon through the addition of several previously validated
interventions to reduce behavior problems and improve reading among children in early
elementary school. To address child-level adaptations, Barerra and colleagues (2002)
individually screened students to identify those who were reading below grade level
using subtests from a standardized literacy skills test (Good, Gruba, & Kaminski, 2002).
Ninety-seven percent of the sample was identified as reading below grade level and
provided with 30 minutes of supplemental reading instruction daily. The supplemental
instruction was delivered in two forms, Reading Mastery or Corrective Reading,
depending on the child’s grade level, and each taught basic reading skills necessary for
successful reading development (National Reading Panel Report, 2000).

The intervention also offered two different social behavior interventions: one

implemented in the classroom (Contingencies for Learning Academic and Social Skills;
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Hops & Walker, 1988) and the other implemented after school (Dina Dinosaur Social
Skills Program; Webster-Stratton, 1990), the latter of which presumably is more
appropriate for younger children, thereby addressing the important child-level factor of
developmental differences. Barerra and colleagues (2002) also addressed the caregiver
level through their decision to incorporate the Incredible Years Parent Training
component, which consisted of groups of 5 to 14 parents that met on a weekly basis for
12 to 16 sessions. Finally, to address the cultural level and the fact that many of the
participating families spoke Spanish as their primary language, materials were translated
accordingly, and groups were conducted by bilingual staff in Spanish or English
depending on parents’ language preference.

The results support potential benefits of combining the Incredible Years child and
parent groups with supplemental reading instruction for Mexican-American youth at-risk
for conduct problems, with reduced levels aggression at the end of the intervention and at
one-year follow up (Barerra et al., 2002). Specifically, by the end of the intervention,
results indicated beneficial effects on directly observed negative social behavior toward
peers among children initially selected for high levels of aggressive behavior. By one-
year follow-up, results indicated lower caregiver ratings of children’s coercive and
antisocial behaviors based on a questionnaire developed for the study and daily telephone
interviews, respectively; despite the absence of this finding immediately after the
intervention. However, results did not indicate decreases in externalizing symptoms per
teacher and parent-report when symptoms were assessed via a validated self-report
measure. The authors propose that these mixed findings may have been related to low

participation in certain aspects of the intervention, suggesting the importance of
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increasing acceptability and feasibility as necessary first steps, before any changes to
content or implementation procedures can impact effectiveness. Moreover, while the
child and family/caregiver levels were both directly addressed by their adaptations, other
potentially important levels—school, community, and culture—were left unaddressed.
Resilience Classroom Curriculum

The Resilience Classroom Curriculum (RCC) is a trauma-informed, preventive
classroom intervention adapted from the Families OverComing Under Stress (FOCUS)
Skill-Building Groups intervention (Garcia, De Pedro, Astor, Lester, & Benbenishty,
2015). The FOCUS Skill-Building Groups are a public school-based preventive
intervention aimed to promote resilience among students of military families (Garcia et
al., 2015). [jadi-Maghsoodi and colleagues (2017) adapted the RCC for implementation
among high school students in a large urban school district with high rates of violence.
Eighty percent of students qualified for free and reduced lunch and 89% were of
racial/ethnic minority background. The RCC was delivered during class-time by school
social workers, whose training included consultation calls between the social workers and
the RCC Master Trainers. The RCC consisted of nine modules, delivered in a flexible
manner over time (e.g., weekly or monthly; durations of 45 to 55 minutes, or two 25-
minute modules).

The RCC was adapted and implemented through a CBPR approach to ensure that
the curriculum would be culturally sensitive for both students participating and the school
system (Ijad-Maghsoodi et al., 2017). [jad-Maghsoodi and colleagues (2017) collaborated
with students, school personnel, and other stakeholders to inform content adaptations at

the community level. For example, the authors worked with the school district to identify
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key problems facing students in the district (i.e., trauma exposure, high dropout rates,
high discipline) to be addressed by the intervention. To inform content adaptations at the
school level, the authors also collaborated with the school district to identify the district’s
goals for their students (i.e., enhance social emotional learning, improve overall school
climate), also to be addressed by the intervention.

Additionally, two focus groups were conducted with students prior to
participation. Based on students’ feedback, adaptations were made to increase the
relevance of content for low-income, racial/ethnic minority youth, thereby addressing
both the child and cultural levels. For example, stories were modified to reflect
experiences of underserved students in a large urban school district (e.g., details of a teen
going snowboarding in a story was changed, given that many students in this district had
not had this experience; [jadi-Maghsoodi et al., 2017). Additionally, teachers were
involved in ongoing communication throughout program implementation (Ijadi-
Maghsoodi et al., 2017). First, researchers explained the curriculum to the teacher before
the intervention began and asked for their input regarding classroom issues that would be
relevant to integrate into group content. In some cases, teachers requested the full
curriculum in advance to integrate the content into their own lessons (Ijadi-Maghsoodi et
al., 2017). Although the researchers did not require teachers to attend group sessions in
an effort to minimize burden, teachers were encouraged to participate in sessions to learn
the curriculum, as well as to learn about their students’ experiences (Ijadi-Maghsoodi et
al., 2017).

[jadi-Maghsoodi and colleagues (2017) applied Bernal and colleagues’ (1995)

framework of cultural adaptation by focusing on adapting three different dimensions of
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the curriculum. To address the dimension of “metaphors,” Ijadi-Maghsoodi and
colleagues (2017) modified elements such as language and examples to be consistent
with idioms or ideas more relevant to the students. To address the dimension of “goals,”
the objectives of the intervention (e.g., communication and problem solving) were framed
in ways that were important and culturally relevant to students. To address “methods,”
school social workers adapted the delivery of the content to the culture of each classroom
(e.g., employing more lively activities if classroom consisted of more restless students).

After the program was completed, separate focus groups were held with students
and social workers for feedback, discussion of challenges, and recommendations for
improvement. Findings indicated improvements in resilience, empathy, and problem-
solving skills among students who received the RCC (Ijadi-Maghsoodi et al., 2017). The
program also demonstrated overall acceptability among the students, social workers, and
teachers (Ijadi-Maghsoodi et al., 2017), supporting the benefits of carefully articulated
adaptations when implementing a preventive intervention among low-income,
racial/ethnic minority youth at risk for conduct problems.

Although the authors addressed four of the five proposed levels in their
adaptations, they did not consider adaptations at the family/caregiver level. Moreover,
while some examples of specific modifications to content were described, examples were
limited and not provided for every adaptation. For instance, no examples were given for
modifying language to be consistent with idioms/ideas nor for framing objectives in
culturally relevant ways for students (Ijadi-Maghsoodi et al., 2017). Nevertheless,
findings suggest that the pilot intervention study was effective in promoting resilience,

empathy, and problem-solving skills (all implicated areas of functioning among youth at
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risk for conduct problems) among low-income, racial/ethnic minority high school
students in a school district with high levels of exposure to violence. However, a lack of a
comparison group warrants further research to establish effectiveness.
Positive Action

Lewis and colleagues (2013) evaluated the effects of a school-based program,
Positive Action, on problem behaviors among a sample of youth from a low-income,
urban community. The original program includes a Kindergarten to 12 grade classroom
curriculum; teacher, counselor, family, and community trainings; and activities directed
toward improving school climate. Although the community component was not included
in Lewis and colleagues’ (2013) adaptation, the core components of the original
curriculum were maintained. The curriculum aims to help youth develop a positive self-
concept and enhance self-esteem through teaching skills such as self-control, positive
interactions with peers, and self-honesty (Lewis et al., 2013). The original curriculum
also incorporates school-wide programs for recognizing students’ positive behaviors in an
effort to reinforce the skills taught by the program; however, whether this was utilized by
Lewis and colleagues (2013) is not addressed. Although the authors also do not explicitly
address how intervention content was adapted specifically for youth from a low-income,
urban community, they provided schools with training and technical assistance to better
ensure a high level of implementation, though what this entailed was not specified (Lewis
etal., 2013).

Data were collected over a six-year period of implementation, and results suggest
that students who participated in the program were less likely to hold beliefs supporting

aggressive behaviors and were less likely to engage in violence, bullying, or other
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disruptive behaviors (Lewis et al., 2013). These self-report findings were consistent with
school-reported reductions in disciplinary referrals and suspensions, as well as parent
ratings of reduced problem behaviors (Lewis et al., 2013). Therefore, although the
Positive Action program was not necessarily motivated by a desire to increase fit of the
program in a sample of youth from a low-income, urban community, and therefore did
not involve any adaptations specific to content, the provision of supplemental trainings
and assistance may have contributed to the positive intervention outcomes. However, the
degree to which this is the case remains unclear, given that a comparison group without
such training components was not included.
Coping Power Program

Although some research suggests that services provided in low-income, urban
schools result in little to no effect in child outcomes (Farahmand, Grant, Polo, Duffy, &
DuBois, 2011), these results have been linked to inadequate training of therapists and
poor treatment fidelity (Weist et al., 2014). Eiraldi and colleagues (2016) examined the
effectiveness of three group cognitive-behavioral therapy (CBT) interventions for
children with externalizing and internalizing disorders in two Kindergarten to 8" grade
low-income, urban public schools. Students were primarily Latinx and African American
and participated in one of the three interventions over the course of three years. For the
purposes of the present review, only the intervention targeting externalizing symptoms,
the Coping Power Program (CPP; Lochman et al., 2008), is discussed. Fifty-seven youth
were enrolled in CPP, 37 of which had post-treatment data.

CPP is a social cognitive group intervention for elementary and middle school

students at risk for externalizing problems. CPP includes multiple modules on anger
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management, goal setting, emotional awareness, relaxation training, social skills training,
problem solving, and handling peer pressure. The original protocol consists of 8 sessions
during the first year of the program and 25 sessions during the second year. While no
content adaptations were reported, Eiraldi and colleagues (2016) did report several
adaptations to implementation procedures intended to impact intervention effectiveness.
First, school counselors and project staff conducted an initial training with teachers on
how to recognize children who might have externalizing or internalizing problems and
how to refer children to the groups. To address the child-specific level, children were
grouped based on their presenting problem (primarily externalizing symptoms, anxiety
symptoms, or depressive symptoms); children who met diagnostic criteria for an
externalizing disorder were assigned to CPP. Likewise, children were placed in CPP
groups according to developmental level: a younger group for 41-6" grade students and
an older group for 7%-8" grade students.

Finally, the project staff also provided high levels of implementation support to
address the limitations often resulting from inadequate training and supervision of
clinicians who provide services in under-resourced schools. Specifically, researchers
provided support to school-based clinicians by providing consultation on session
preparation and problem-solving barriers to implementation, as well as pairing staff with
psychology graduate students in co-therapy format (Eiraldi et al., 2016). Additionally,
two consultants were English-Spanish bilingual, addressing the cultural level. Counselors
were involved in decisions regarding delivering content, including preparing handouts,

determining how much time to dedicate to each section of the manual, and number of
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make-up sessions. Finally, to address the family level, parents received periodic updates
regarding children’s progress (Eiraldi et al., 2016).

Results revealed a significant decrease in diagnostic risk status for children who
had a primary diagnosis of any externalizing disorder (ODD, CD, and ADHD) from pre-
to post-intervention (Eiraldi et al., 2016). However, there was no significant decrease in
diagnostic risk status for children with a primary diagnosis of ODD or CD when each
were evaluated separately, whereas there was a significant decrease in diagnostic severity
level for children with a primary diagnosis of ADHD. Although the authors report that
they preserved all main components of the CPP protocol, this approach may not have
been sufficient to demonstrate treatment effects for all externalizing disorders. The results
do speak to the benefits of providing support for school implementers, yet the lack of
content adaptations may explain the null findings for youth with ODD and CD from low-
income, urban communities.

Discussion

Due to the disparities in mental health care utilization among youth from low-
income, urban communities, and the disproportionate prevalence of conduct problems in
this population, it is essential to promote greater accessibility of preventive interventions
targeting conduct problems. Considering the public health significance of youth behavior
problems in general, there is a growing need for more effective preventive interventions
among underserved, contextually disadvantaged groups for which (1) youth are at
increased risk for behavior problems and (2) there is a dearth of research regarding
effective interventions. Additionally, given the centrality of the school in a child’s

ecological system, it follows that the school is an ideal setting for such preventive
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interventions to take place to promote accessibility of mental health services. Although it
is important to implement evidence-based practice, it is also essential that evidence-based
interventions are appropriately adapted for implementation within a low-income, urban
school setting among racial/ethnic minority youth. Although the majority of the literature
addresses adaptations intended to increase acceptability and feasibility of an intervention,
there remains a dearth of work addressing adaptations of content that can increase
intervention effectiveness, particularly for implementation in a school setting among
youth from low-income, urban communities. A notable exception by Goldstein and
colleagues (2012) provides a step-by-step approach for adapting content of manualized
interventions for new target populations, yet more research is needed to evaluate the
utility of these types of approaches.

As such, the present review integrates various scholars’ theoretical propositions to
present a novel framework for understanding intervention adaptations. The proposed
framework posits that there are five levels that could be considered when adapting an
intervention for implementation in a school setting among youth from low-income, urban
communities. Additionally, this novel framework suggests that there are transactional
processes among all five levels (Figure 2). Therefore, to promote optimal implementation
of evidence-based interventions in a school setting, with favorable acceptability,
feasibility, and effectiveness outcomes, adaptations must address all five levels of an
intervention’s ecological system, as well as the transactional processes between each

level.
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Figure 2

Five Levels of Intervention Adaptations

Family/Caregiver

Note. Each of these five levels are expected to interact with one other (inter-relations
among levels not shown).
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The present review examines each of these five levels—the child,
family/caregiver, school, community, and culture—in terms of (a) why it is important for
informing interventions and (b) ways to address these issues through content adaptations.
Of the few studies that have evaluated adapted interventions, none have addressed
adaptations at all of the five proposed levels. Not only do the existing studies not address
all levels, but of the levels for which adaptations were made, there is an unevenness in the
literature for each level, such that some levels have been discussed more heavily in terms
of why they are important to consider. Moreover, among the few levels that are more
frequently discussed, the details for doing so are typically nonspecific and examples are
rarely provided. For instance, Ijadi-Maghsoodi and colleagues (2017) state that they
modified elements such as language and examples to be consistent with ideas that were
more relevant to the students, but do not describe how this was achieved.

The present review argues that this explanation must be taken one step further, by
providing specific examples of ~ow such ideas were modified. The authors also state that
the objectives of the intervention were framed in ways that were important and culturally
relevant to students, but again, no examples were given (Ijadi-Maghsoodi et al., 2017).
Likewise, Lewis and colleagues (2013) state that the core components of the original
curriculum were “maintained” in their adaptations, with no specific examples provided.
Thus, it would be helpful to provide further details as to how an intervention was adapted
to facilitate evaluation of such adaptations, increase opportunities for replication, and
permit conclusions regarding generalizability and implications for effectiveness. Future
research may also benefit from using information that was collected to characterize the

sample, which has implications for generalizability (e.g., the crime rate in a school’s
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neighborhood; Lewis et al., 2013), to also inform potentially meaningful adaptations to
intervention content based on contextual factors.

Nevertheless, there are some studies that have provided details addressing the
“how” component of conducting adaptations. For example, Ijadi-Maghsoodi and
colleagues (2017) explained adaptations to intervention content delivery based on the
culture of each classroom by providing specific examples, such as including more
engaging activities if the classroom consisted of more energetic students. Without
providing this level of detail, much of a study’s applied value is lost, such that the
intervention is unable to be easily replicated and will inevitably require substantial
speculation and improvisation to do so. Therefore, it is necessary that future studies
address each of the five levels and their transactional processes when adapting an
intervention, and in doing so, describe specific examples as to how the adaptation was
decided upon, planned, and implemented.

To better address these concerns, future research should prioritize examining
content adaptations in addition to adaptations focused on increasing acceptability and
feasibility of an intervention. While there have been calls for increasing the accessibility
of efficacious treatments and testing their effectiveness in the community, this work is
largely characterized by transplanting treatments from the lab into the community with
little concern for adapting content. Instead, the foci have been making treatments more
accessible, acceptable, and feasible, and thus modifications are generally restricted to
strategies for addressing these goals, as opposed to modifications to content intended to
promote greater effectiveness. The literature is rich in various ways about increasing

acceptability and feasibility (e.g., providing childcare, raffle tickets, etc.), but the next
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phase of research should examine how intervention content can be adapted to better fit
the needs of racial/ethnic minority youth and schools from low-income, urban
communities. The present review provides examples to illustrate how each level of an
intervention can be addressed through adaptations in one of two ways: by adapting and/or
augmenting existing content through the addition of separate trainings, modules, or other
forms of support intended to enhance the effectiveness of an intervention.

Given the benefits of a CBPR approach to identify adaptations that will increase
acceptability and feasibility of a school-based intervention, it follows that future research
should continue to use this approach in efforts to identify adaptations of intervention
content to enhance effectiveness. There is little differentiation in the current literature
between using a CBPR approach to inform modifications for acceptability and feasibility
versus adaptations of content. While CBPR is useful for identifying adaptations that
might increase acceptability and feasibility, there is a dearth of research exploring
potential variations stemming from a CBPR approach for adapting content. Thus, future
research should aim to determine how the CBPR approach can be best employed for
informing content adaptations of preventive interventions for conduct problems to be
implemented among youth from low-income, urban communities in the school setting.
For example, a CBPR approach could be applied to Stirman and colleagues’ (2013)
system for classifying different strategies for content modifications to interventions (e.g.,
adding/removing, lengthening/extending, re-ordering elements) in order to determine
which approach(es) would be most appropriate for addressing the concerns of community

partners and key stakeholders.
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Furthermore, future research must conduct empirical evaluations (e.g., pilot
studies) of evidence-based preventive interventions adapted for school-based
implementation among youth from low-income, urban communities. To improve
dissemination and implementation of evidence-based preventive interventions in
contextually disadvantaged communities and among underserved youth, it is important to
first empirically evaluate adaptations of such interventions. Thus, future research should
also directly assess the effectiveness of the adapted intervention itself in relation to the
original intervention. This is a largely understudied area of research in need of careful
and systematic strategies to develop and validate assessment measures that can examine
how modified components of an intervention compare to the original intervention in
terms of effectiveness when implemented among a particular community.

It should be noted, however, that given the heterogeneity within and between
individuals, families, schools, communities, and cultures, future research may benefit
from developing multiple different adaptations for a single evidence-based preventive
intervention to better address this heterogeneity. In turn, the various forms of adaptations
must be evaluated in terms of their effectiveness not only compared to the original
protocol, but also compared to each other, to determine what might be the best fit for a
given community. This research will not only have important implications for modifying
preventive interventions for school-based settings among youth from low-income, urban
communities, but may also facilitate the identification of specific adapted school-based
prevention programs in which policymakers should invest. Additionally, the proposed
framework of intervention adaptations can also inform assessment tools and evaluations

of the effectiveness of adaptations of existing evidence-based interventions. Adaptation
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research must go beyond addressing acceptability and feasibility outcomes, and address
what may be necessary content modifications to promote greater effectiveness, thereby
attenuating risk for conduct problems and promoting positive outcomes among youth

from low-income, urban communities.
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CHAPTER 3

SUPPLEMENTARY ANALYSES

The following aims were included in my dissertation proposal and are reported
here as supplementary analyses: Aim 1 sought to use LPA to identify profiles of
preadolescent youth based on pre-intervention child-reported/assessed variables including
(a) behavioral functioning (i.e., conduct problems); (b) emotional functioning (i.e.,
emotion recognition, response to negatively valenced emotional stimuli); and (c)
cognitive functioning (i.e., verbal working memory, fluid reasoning, outcome
expectations for aggressive behavior). Aim 2 sought to externally validate these profiles
by examining whether and to what extent the identified profiles from Aim 1 differed on
child-reported (i.e., community violence, peer processes) and teacher-reported variables
(i.e., conduct problems, peer processes) assessed at pre-intervention. Aim 3 examined
whether profile membership based on profiles identified in Aim 1 predicted post-
intervention improvements in teacher-reported conduct problems; peer interactions
(increased prosocial behavior, reduced aggressive behavior, reduced victimization by
peers); and CU behaviors.

Measures

The following measures of conduct problems, emotional functioning, and

cognitive functioning were administered at Time 1 and included in the latent profile

analyses.
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Conduct Problems

As described in Chapter 1, the ODD and CD subscales of the Youth Inventory-4R
(YI-4R): Self-Report questionnaire (Gadow & Sprafkin, 2002) were used to index
children’s conduct problems at Time 1. Items across both the ODD and CD subscales
were combined to create one overall symptom severity score (“YI ODD+CD”).
Emotional Functioning

Two aspects of child emotional functioning were assessed at Time 1 using
computer-based behavioral tasks: emotion recognition via the Facial Expression Labeling
Task (FELT; Blair, Morris, Frith, Perrett, & Dolan, 1999) and response to negatively
valenced emotional stimuli via the Emotional Interrupt Task (Mitchell, Richell, Leonard,
& Blair, 20006).

Emotion Recognition. Youth participated in the FELT, during which they were
presented with faces of 10 men and women from the Pictures of Facial Affect series
(Ekman & Friesen, 1976). Faces were presented individually and depicted either happy,
fearful, sad, or angry emotional expressions. Each emotional expression was depicted at
four varying intensity levels reflecting the degree to which the face is “morphed” from
the original emotional expression via computer graphical manipulation: 100% of the
expression (no morph), 90% of the expression, 70% of the expression, and 50% of the
expression. Upon viewing each stimulus, the child was prompted to select which of the 4
types of emotional expressions were displayed by pressing a key on the computer.
Stimulus presentation occurred in four 5-minute runs, with 80 trials per run. Each trial

consisted of a 1-second fixation cross and a 2-second face presentation. Responses were
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recorded and the current study uses an accuracy score that is based on the percentage of
correct responses as an index of emotion recognition.

Due to a lack of variability across participants’ scores for happy expressions in
the present sample, the current study uses data from participants’ scores for the fearful,
sad, and angry emotional expressions only. For anger, sadness, and fear, children’s
responses on the 50% morph demonstrated irregular distributions and response accuracy
was at or below chance levels so these data were excluded from further analysis.
Additionally, there were high inter-correlations among responses across the remaining
morph levels within each emotion, suggesting participants’ performance did not vary by
morph intensity. Therefore, an average accuracy score within each emotion category for
the 70%, 90%, and 100% presentations was calculated to index emotion recognition
accuracy. The FELT has demonstrated high test-retest reliability across all emotions
among a sample of children ages 9 to 14 years old (Cecilione et al., 2017). Additionally,
among the same sample, children’s ability to accurately identify emotions increased as
emotions became clearer (i.e., less morphed), suggesting good construct validity of the
FELT (Cecilione et al., 2017).

Response to Negatively Valenced Emotional Stimuli. The Emotional Interrupt
Task (Mitchell, Richell, Leonard, & Blair, 2006) was used as an index of children’s
response to negatively valenced emotional stimuli. Children were asked to respond as
quickly as possible by pressing a key to indicate which shape they saw (circle or square)
immediately following presentation of a positive, negative, or neutral image. Each trial
was comprised of a fixation point, followed by the image (taken from the International

Affective Picture System; Lang & Greenwald, 1988), the shape, then the same image that
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preceded the shape. A total of 48 pictures was used with equal division of neutral,
positively valenced, and negatively valenced images. Responses were recorded based on
whether the correct shape was identified by the child, resulting in an accuracy score
reflecting the percentage of correct responses following each of the three types of images.
This task assesses the impact of emotional processing (i.e., presentation of non-neutral
pictures) on the participants’ ability to identify the shape that they were shown. To reflect
the degree to which children are able to inhibit emotional interference by negatively
valenced images (i.e., a proxy for less disturbance due to fearful stimuli), a difference
score was calculated for each child by subtracting their accuracy score for shapes
following neutral images from their accuracy score for shapes following negatively
valenced images. Functional MRI research has demonstrated that Emotional Interrupt
Task performance is associated with increased amygdala activation and reduced activity
in brain regions involved in attentional control (Mitchell, Luo, Mondillo, Vythilingam,
Finger & Blair, 2008) and is able to differentiate between youth with and without CU
behaviors (Mitchell et al., 2006).
Cognitive Functioning

Two aspects of child cognitive functioning were assessed at Time 1 using
standardized neuropsychological assessments: verbal working memory via the California
Verbal Learning Test for Children (Delis, Kramer, Kaplan, & Ober, 1994) and fluid
reasoning via the Matrix Reasoning subtest of the Wechsler Abbreviated Scale of
Intelligence (WASI; Psychological Corporation, 1999).

Verbal Working Memory. The California Verbal Learning Test for Children

(CVLT-C; Delis et al., 1994) was used to assess children’s verbal working memory
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ability. The CVLT-C is an individually administered, standardized instrument comprised
of a list-learning task for which children are asked to recall everyday words orally
presented by the examiner immediately and after a delay. There are five trials of full
presentation and immediate recall of an initial word list, followed by one-time
presentation and immediate recall of a second list. The total number of words that are
correctly recalled over five trials involving immediate recall of the first list (Aj-5) is
converted into an age-normed 7 score (M = 50, SD = 10), with higher scores reflecting
better performance. The current study uses the total Ai_s T score reflecting accurate recall
over five learning trials, with higher scores reflecting better performance. The Ai.s
variable has demonstrated good internal consistency and adequate reliability (Delis et al.,
1994).

Fluid Reasoning. The Matrix Reasoning subtest of the WASI (Psychological
Corporation, 1999)—a brief and reliable measure of intellectual functioning—was
administered as an index of fluid reasoning ability. Fluid reasoning represents the
capacity to think logically and solve novel problems and has been shown to function as a
scaffold for adaptive success among children facing social and economic disadvantage
(Blair, 2006). The Matrix Reasoning subtest uses age-based 7 scores (M = 50, SD = 10)
with higher scores indicating better performance.

External Validators

The following child- and teacher-report measures administered at Time 1 were
included as external validators in the Aim 2 tests of equality of means analyses:

Child-Report Variables. Child-reported measures included the Direct and

Witnessing subscales of the Community Experiences Questionnaire (CEQ; Schwartz &

99



Proctor, 2000); the Social Support, Engagement in Bullying, and Victimization by Peers
subscales of the Peer Social Support, Bullying, and Victimization Questionnaire (Ladd,
Kochenderfer, & Coleman, 1997); and the Exposure to Deviant Peers scale (Capaldi &
Patterson, 1989). See Chapter 1 for full descriptions of these measures.

Teacher-Report Variables. Teacher-reported measures included the CASI
ODD+CD summary score via the CASI-4R Teacher Checklist (Gadow & Sprafkin,
2002); the BASC Agg+CP summary score via the BASC-2 Teacher Rating Scale
(Reynolds & Kamphaus, 2004); and the Total Peer Aggression, Victimization by Peers,
and Prosocial with Peers subscales from the Interactions with Other Children scale (Crick
et al., 1996). These teacher-report measures were also administered at Time 2 and
included in the Aim 3 regression analyses. See Chapter 1 for full descriptions of these
measures.

Results

Bivariate correlations, means, standard deviations, and ns of study variables are
presented in Tables 9 and 10 and fit indices for LPA models are presented in Table 11.
Two profiles were identified based on child-reported and assessed variables: (1) Low
Emotion Recognition/Verbal Working Memory (Low ER/VWM) and (2) Typically
Developing (TD). Figure 3 depicts the standardized child-reported/assessed variable
means for each profile in the two-profile model. Means and standard errors for each

profile in the two-profile model are presented in Table 12.
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Table 9

Bivariate Correlations, Means, Standard Deviations, and ns of Variables for Aims 1 & 2

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
Child-

reported/assessed

1. YIODD+CD -

2. ESR 20 -

3. Anger Accuracy -.04 -.11 -

4. Sadness Accuracy .03 -02 427 -

5. Fear Accuracy .18 02 46" 347 -

6. VWM =11 .00 33" -.06 .20 -

7. Fluid Reasoning .05 -12 .00 .20 17 22 -

8. Outcome o0l 03 -10 -0l -10 .05 .18 -

Expectations

9. Direct CV 38" -.09 -.06 -.01 .04 17 15 .02 -

10. Witnessing CV 61" .16 -.10 .07 =12 .06 .02 .05 61" -

11. Peer Victimization 17 =32 -.09 .00 .01 .05 .08 -06  .60™ 25 -

12. Bullying 46" .03 =25 -.06 -.19 -.03 -.02 .08 17 30" 34" -

13. Social Support S59TS03 -16 23 <15 20 10 .13 . -4 2200 w25 -

14. DVP 44" .20 -27° 0 -32° 0 -.06 11 -.09 .02 .16 52 A1 36" -18 -

Teacher-reported

15. CASI ODD+CD 36™ .09 =24 .04 -.18 -.18 -.01 40" -.09 .10 -.09 25 -.26 .07 -

16. BASC Agg+CP 38" -.08 -.10 18 -.15 -.14 -.16 .26 -.09 .18 .01 28" -33" 13 .80™ -

17.CU 25 12 -.15 15 -.16 -.15 .01 38" -5 .07 -.09 A2 417 .10 767 637 -

18. Total Pecr 3316 =23 =03 -17 =07 0l 50" -06 24 -13 25 .20 25 91" 4T 65T -

Aggression

II,Z'erP;r"SOC‘al with 05 -15 04 -14 -07  -09 06 -19 02 03 26 .05 5 01 . 2387 617

20. Peer Victimization 13 17 .02 -.01 .06 .20 .06 13 34" 27 .19 .09 -.24 27 .16 .10 22 29" -13 -
M 8.66 -.01 74 .66 74 5023 4345 1422 338 1043 924 646 4053 1240 720 13.84 2959 798 11.75 2.63
SD 5.94 .07 17 17 .20 10.67 9.81 4.15 327 5095 455 281 8.99 5.08 9.40 1395 10.58 8.59 4.54 3.08
n 59 53 57 57 57 53 60 59 60 56 59 59 59 60 59 58 56 57 55 59

Note. YI ODD+CD = Youth Inventory-4: Self-Report Overall Symptom Severity Score; ESR = Emotional Stimuli Response; VWM = Verbal Working Memory; CV = Community
Violence; DVP = Deviant Peer Affiliation; CASI ODD+CD = Child and Adolescent Symptom Inventory-4R Oppositional Defiant Disorder and Conduct Disorder Summary Score;
BASC Agg+CP = Behavioral Assessment Scale for Children-2" edition Aggression and Conduct Problems Summary Score; CU = Callous-Unemotional Behavior.
* sksk

p <.05, **p <.01.

101



Table 10

Bivariate Correlations, Means, Standard Deviations, and ns of Variables for Aim 3

Variable | 2 3 4 5 6 7 8 9 10
1. BASC Agg+CP (T1) -

2. BASC Agg+CP (T2) 89" ;

3. CASI ODD+CD (T1) .80™ 64" -

4. CASTI ODD+CD (T2) 74 76" .88 -

5. Total Peer Aggression (T1) 74 58" 91" 78" -

6. Total Peer Aggression (T2) 32 31 T 70" 817 -

7. Victimized by Peers (T1) 10 =22 .16 -.24 29" 12 -

8. Victimized by Peers (T2) -.33 -.31 -.33 -.35 -.15 .09 1 -

9. Prosocial (T1) -38" -.08 -377 -.20 -36™ -.63" -.13 -.20 -

10. Prosocial (T2) -.32 -.32 -.31 -.33 -.35 -.54" -.11 -.16 7 -
M 13.84 11.60 7.20 6.97 7.98 9.02 2.63 2.78 11.75 11.00
SD 13.95 14.04 9.40 9.35 8.59 7.89 3.08 3.03 4.54 3.42
n 58 30 59 31 57 29 59 29 55 28

Note. BASC Agg+CP = Behavioral Assessment Scale for Children-2" edition Aggression and Conduct Problems Summary Score;
CASI ODD+CD = Child and Adolescent Symptom Inventory-4R Oppositional Defiant Disorder and Conduct Disorder Summary

Score; T1 = Time 1; T2 = Time 2.

*p <.05, **p <.01.
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Table 11

Fit Indices for Latent Profile Analysis Models with 1-3 Profiles

Number Number of Lo BLRT Smallest
of free L =08 AIC BIC ABIC Entropy  profile
likelihood 4 :
profiles parameters size
1 16 -641.58 1315.16  1348.94 1298.60 - 1 61
2 25 -618.67 1287.33  1340.11 1261.46 <.001 .85 12
3 34 -608.98 1285.96  1357.73 1250.77 429 .93 4

Note. AIC = Akaike Information Criterion, BIC = Bayesian Information Criterion, ABIC = Sample-
size Adjusted BIC, BLRT = Bootstrap Likelihood Ratio Test. BLRT for the 1-profile model is not
calculated.

Table 12

Means and Standard Errors for Each Profile in the Two-Profile Model

Low ER/'VWM Typically Developing
(Profile 1; n=12) (Profile 2; n = 49)

Variable M SE M SE

Total Conduct Problems 0.06 0.30 -0.01 0.16
Emotional Stimuli Response 0.13 0.33 -0.04 0.17
Anger Accuracy -1.51 0.26 0.42 0.14
Sadness Accuracy -0.98 0.38 0.27 0.13
Fear Accuracy -0.86 0.43 0.24 0.14
Verbal Working Memory -0.60 0.25 0.17 0.16
Fluid Reasoning -0.07 0.32 0.02 0.15
Outcome Expectations 0.09 0.36 -0.02 0.16

Note. All variables are child-reported or assessed at Time 1. ER = emotion recognition; VWM = verbal
working memory.
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Figure 3. Standardized child-reported/assessed variables for each profile in the two-profile model.
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Note. Low ER/'VWM = low emotion recognition and verbal working memory (Profile 1; n = 12); TD = typically developing (Profile
2; n =49).
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The TD profile was characterized by levels of conduct problems, emotional
stimuli response, verbal working memory, fluid reasoning, and outcome expectations for
aggressive behavior around the overall sample means, in addition to slightly higher
emotion recognition accuracy (particularly for anger expressions) relative to the sample
mean. The Low ER/VWM profile also exhibited levels of conduct problems, emotional
stimuli response, fluid reasoning, and outcome expectations for aggressive behavior
around the sample means, but demonstrated emotion recognition accuracy scores that
were as low as 1.5 SD below the overall sample mean and verbal working memory scores
that were 0.5 SD below the overall sample mean.

Results of auxiliary analyses in the two-profile model are presented in Table 13.
Though profiles were not differentiated by any teacher-reported auxiliary variables, they
did differ on several child-reported auxiliary variables. Specifically, the Low ER/'VWM
profile exhibited greater levels of child-reported engagement in bullying, deviant peer

affiliation, and peer social support compared to the TD profile.
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Table 13

Results of Auxiliary Analyses in the Two-Profile Model (Aim 2)

Low ER/'VWM Typically .
External Validator (Profile 1; 7 = 12) Developing Omnibus x? test
(Time 1) ’ (Profile 2; n = 49)

M SE M SE 12 p ®

Child-Reported
Direct CV 3.56 0.90 3.34 0.49 0.04 .839  0.03
Witnessing CV 11.03 1.32 10.26 0.97 0.21 650  0.06
Victimization by Peers 10.43 1.55 8.93 0.66 0.74 389  0.11
Engagement in Bullying 8.10 0.91 6.08 0.40 3.89 .049 0.25
Social Support by Peers 44.34 1.39 39.65 1.397 522 022 0.29
Deviant Peer Affiliation 16.03 1.60 11.47 0.70 6.34 012 0.32
Teacher-Reported
CASI ODD+CD 11.83 3.69 5.84 1.24 2.18 139 0.19
BASC Agg+CP 17.09 4.81 12.87 2.03 0.60 438  0.10
CU 30.72 3.72 29.23 1.57 0.13 723 0.05
Total Peer Aggression 12.04 2.94 6.73 1.23 2.55 110 0.20
Victimization by Peers 3.20 0.87 2.46 0.47 0.25 621 0.06
Prosocial with Peers 12.36 1.42 11.55 0.71 0.51 474 0.09

Note. ER = emotion recognition; VWM = verbal working memory; CV = community violence; CASI

ODD+CD = Child and Adolescent Symptom Inventory-4R Oppositional Defiant Disorder and

Conduct Disorder Summary Score; BASC Agg+CP = Behavioral Assessment Scale for Children-
27 edition Aggression and Conduct Problems Summary Score; CU = Callous-Unemotional

Behavior.
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Intervention outcomes predicted by profile membership are presented in Table 14.
Profile membership was not associated with intervention outcomes for either profile.
There were two reasons we expected to see improvement in certain youth over others: (1)
more room for improvement given greater conduct problems at Time 1, and (2) more
amenability to treatment given higher levels of cognitive and/or emotional functioning.
Therefore, it may be that there was no room for improvement in youth given profiles had
relatively average and very similar levels of conduct problems across both profiles.
Additionally, if more amenability to treatment is expected with higher cognitive or
emotional functioning, then it follows that the Low ER/VWM profile would not have
been associated with intervention outcomes based on its low levels of emotion
recognition accuracy and verbal working memory. Given the small sample size, these
findings should be interpreted with caution and future research is necessary to determine
whether homogeneous and valid subgroups of youth based on child-reported indices are
identifiable and predictive of intervention outcomes.

Future research is necessary to better understand the observed differences in
deviant peer affiliation between the Low ER/VWM and TD profiles. Though some
research suggests that executive functioning processes may moderate the relation
between deviant peer behavior and delinquency (Hinnant & Forman-Alberti, 2019), there
is a lack of research examining the relations between emotion recognition accuracy,
verbal working memory, and affiliation with deviant peers. The observed differences
between profiles in levels of social support also warrant further investigation, given their
potentially counter-intuitive implications. Specifically, prior work has found adolescents’

ability to identify emotional expressions to be positively associated with emotional
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intelligence, which is positively associated with the amount of social support from friends
(Ciarrochi, Chan, & Bajgar, 2001). This association between social support and
emotional intelligence would suggest the Low ER/VWM profile should not exhibit
greater levels of social support compared to the TD profile. It is possible that the Low
ER/VWM profile’s relatively average levels relative to the sample mean of fluid
reasoning, outcome expectations for aggressive behavior, and/or response to emotional
stimuli serve a protective function against low emotion recognition accuracy — though

future research is needed to answer these questions as well.
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Table 14

Intervention Qutcomes Predicted by Profile Membership (Aim 3)

B SE B B )%

Predictors of BASC Agg+CP (T2)

BASC Agg+CP (T1) 0.88 0.08 0.89 <.001

Low ER/VWM membership 0.08 0.22 0.03 712
Predictors of CASI_ODD+CD (T2)

CASI ODD+CD (T1) 0.88 0.09 0.88 <.001

Low ER/VWM membership <.001 0.24 <.001 999
Predictors of Total Peer Aggression (T2)

Total Peer Aggression (T1) 0.85 0.13 0.78 <.001

Low ER/VWM membership 0.23 0.30 0.09 448
Predictors of Victimization by Peers (T2)

Victimization by Peers (T1) 0.79 0.14 0.73 <.001

Low ER/VWM membership -0.21 0.38 -0.07 585
Predictors of Prosocial with Peers (T2)

Prosocial with Peers (T1) 0.80 0.13 0.77 <.001

Low ER/VWM membership 0.32 0.32 0.12 323

Note. All dependent variables were assessed at Time 2. The comparison group is membership in the
Typically Developing profile. CASI ODD+CD = Child and Adolescent Symptom Inventory-4R

Oppositional Defiant Disorder and Conduct Disorder Summary Score; BASC Agg+CP = Behavioral

Assessment Scale for Children-2" edition Aggression and Conduct Problems Summary Score; T1 =

Time 1; T2 = Time 2.

109



REFERENCES CITED

Addis, M. E., Cardemil, E. V., Duncan, B. L., & Miller, S. D. (2006). Does
manualization improve therapy outcomes? In Evidence-based practices in mental
health: Debate and dialogue on the fundamental questions. (pp. 131-160).
American Psychological Association.

Aizpitarte, A., Atherton, O. E., & Robins, R. W. (2017). The co-development of
relational aggression and disruptive behavior symptoms from late childhood
through adolescence. Clinical Psychological Science, 5, 866-873.

Akaike, H. (1987). Factor analysis and AIC. Psychometrika, 52, 317-332.

Allen, R., & Sims, S. (2018). Do pupils from low-income families get low-quality
teachers? Indirect evidence from English schools. Oxford Review of
Education, 44, 441-458.

American Psychiatric Association (2000). Diagnostic and statistical manual of mental
disorders (4th ed., text rev.).

American Psychiatric Association (2013). Diagnostic and statistical manual of mental
disorders (5" ed.).

American Psychological Association Presidential Task Force on Evidence-Based
Practice. (2006). Evidence-based practice in psychology. The American
Psychologist, 61, 271-285.

American Psychological Association Task Force on Evidence-Based Practice With
Children and Adolescents. (2008). Disseminating evidence-based practice for
children and adolescents: A systems approach to enhancing care. Retrieved from
http://www.apa.org/pi/cyf/evidence .html

An, B., Orlando, A. W., & Rodnyansky, S. (2019). The physical legacy of racism: How
redlining cemented the modern built environment. Social Science Research

Network. Retrieved July 6, 2020, from https://papers.ssrn.com/sol3/papers.
cfm?abstract 1d=3500612.

Atkins, M. S., Shernoff, E. S., Frazier, S. L., Schoenwald, S. K., Cappella, E., Marinez-
Lora, A., Mehta, T. G., Cua, G., Bhaumik, R., & Bhaumik, D. (2015).
Redesigning community mental health services for urban children: Supporting

schooling to promote mental health. Journal of Consulting and Clinical
Psychology, 83, 839-852.

110



Barrera, M., Biglan, A., Taylor, T. K., Gunn, B. K., Smolkowski, K., Black, C., ... &
Fowler, R. C. (2002). Early elementary school intervention to reduce conduct
problems: A randomized trial with Hispanic and non-Hispanic
children. Prevention Science, 3, 83-94.

Barker, E. D., & Salekin, R. T. (2012). Irritable oppositional defiance and callous
unemotional traits: Is the association partially explained by peer victimization?
Journal of Child Psychology and Psychiatry, 53, 1167-1175.

Bernal, G., Bonilla, J., & Bellido, C. (1995). Ecological validity and cultural sensitivity
for outcome research: Issues for the cultural adaptation and development of
psychosocial treatments with Hispanics. Journal of Abnormal Child Psychology,
23, 67-82.

Blair, R.J.R., Morris, J., Frith, C., Perrett, D., & Dolan, R. (1999). Dissociable neural
responses to facial expressions of sadness and anger. Brain, 122, 883-893.

Bradshaw, C. P., Koth, C. W., Thornton, L. A., & Leaf, P. J. (2009). Altering school
climate through school-wide positive behavioral interventions and supports:
Findings from a group-randomized effectiveness trial. Prevention Science, 10,
100-115.

Bringewatt, E. H., & Gershoff, E. T. (2010). Falling through the cracks: Gaps and
barriers in the mental health system for America's disadvantaged children.
Children and Youth Services Review, 32, 1291-1299.

Bronfenbrenner, U. (2005). Ecological systems theory (1992). In U. Bronfenbrenner
(Ed.), Making human beings human: Bioecological perspectives on human
development (p. 106—173). Sage Publications Ltd.

Brotman, L. M., Gouley, K. K., Huang, K. Y., Rosenfelt, A., O'Neal, C., Klein, R. G., &
Shrout, P. (2008). Preventive intervention for preschoolers at high risk for

antisocial behavior: Long-term effects on child physical aggression and parenting
practices. Journal of Clinical Child & Adolescent Psychology, 37, 386-396.

Burke, J. D., Loeber, R., and Birmaher, B. (2002). Oppositional defiant disorder and
conduct disorder: a review of the past 10 years, part II. Journal of the American
Academy of Child and Adolescent Psychiatry, 41, 1275-1293.

Byrd, A. L., Hawes, S. W., Burke, J. D., Loeber, R., & Pardini, D. A. (2018). Boys with
conduct problems and callous-unemotional traits: Neural response to reward and
punishment and associations with treatment response. Developmental Cognitive
Neuroscience, 30, 51-59.

Capaldi, D. M., & Patterson, G. R. (1989). Psychometric properties of fourteen latent
constructs from the Oregon Youth Study. New York: Springer-Verlag.

111



Cappella, E., Frazier, S. L., Atkins, M. S., Schoenwald, S. K., & Glisson, C. (2008).
Enhancing schools’ capacity to support children in poverty: An ecological model
of school-based mental health services. Administration and Policy in Mental
Health and Mental Health Services Research, 35, 395-409.

Cardinale, E. M., & Marsh, A. A. (2020). The reliability and validity of the Inventory of
Callous Unemotional Traits: A meta-analytic review. Assessment, 27, 57-71.

Cassidy, S., Okwose, N., Scragg, J., Houghton, D., Ashley, K., Trenell, M. I, ... &
Avery, L. (2019). Assessing the feasibility and acceptability of Changing Health
for the management of prediabetes: protocol for a pilot study of a digital
behavioural intervention. Pilot and Feasibility Studies, 5.

Castro, F. G., Barrera, M., & Martinez, C. R. (2004). The cultural adaptation of
prevention interventions: Resolving tensions between fidelity and fit. Prevention
Science, 5, 41-45.

Cecilione, J. L., Rappaport, L. M., Verhulst, B., Carney, D. M., Blair, R. J. R., Brotman,
M. A, ... & Hettema, J. M. (2017). Test—retest reliability of the facial expression
labeling task. Psychological Assessment, 29, 1537-1542.

Celeux, G., & Soromenho, G. (1996). An entropy criterion for assessing the number of
clusters in a mixture model. Journal of Classification, 13, 195-212.

Chen, D., Drabick, D. A., & Burgers, D. E. (2015). A developmental perspective on peer
rejection, deviant peer affiliation, and conduct problems among youth. Child
Psychiatry & Human Development, 46, 823-838.

Children's Defense Fund (2009). The barriers: Why is it so difficult for children to get
mental health screens and assessments? Retrieved from https://www.childrens
defense.org/ wp-content/uploads/2018/08/barriers-children- mental-health-
screens-assesments.pdf

Chorpita, B. F., & Daleiden, E. L. (2009). Mapping evidence-based treatments for
children and adolescents: Application of the distillation and matching Model to

615 treatments from 322 randomized trials. Journal of Consulting and Clinical
Psychology, 77, 566-579

Ciarrochi, J., Chan, A. Y., & Bajgar, J. (2001). Measuring emotional intelligence in
adolescents. Personality and Individual Differences, 31, 1105-1119.

Coard, S. I, Herring, M. H., Watkins, M. H., Foy-Watson, S. A., & McCoy, S. Z. (2013).
Black Parents Strengths and Strategies (BPSS) program: A cultural adaptation of

the strong-willed child program. In Handbook of Culturally Responsive School
Mental Health (pp. 77-87). Springer, New York, NY.

112



Cohen, M. A., & Piquero, A. R. (2009). New evidence on the monetary value of saving a
high risk youth. Journal of Quantitative Criminology, 25, 25-49.

Colins, O. F., Fanti, K. A., & Andershed, H. (2020). The DSM-5 Limited Prosocial
Emotions Specifier for Conduct Disorder: Comorbid Problems, Prognosis, and
Antecedents. Journal of the American Academy of Child & Adolescent
Psychiatry.

Colman, 1., Murray, J., Abbott, R. A., Maughan, B., Kuh, D., Croudace, T. J., & Jones, P.
B. (2009). Outcomes of conduct problems in adolescence: 40 year follow-up of
national cohort. BMJ, 338, a2981.

Conduct Problems Prevention Research Group (2010). The Fast Track Project:
Preventing severe conduct problems in school-age youth. In R. C. Murrihy, A. D.
Kidman, & T. H. Ollendick (Eds.), Clinical handbook of assessing and treating
conduct problems in youth (pp. 407-433). Springer.

Copeland, V. C., & Snyder, K. (2011). Barriers to mental health treatment services for
low income African American women whose children receive behavioral health
services: An ethnographic investigation. Social Work in Public Health, 26, 78-95.

Crapanzano, A. M., Frick, P. J., Childs, K., & Terranova, A. M. (2011). Gender
differences in the assessment, stability, and correlates to bullying roles in middle
school children. Behavioral Sciences & the Law, 29, 677-694.

Crick, N. R., Bigbee, M. A., & Howes, C. (1996). Gender differences in children's
normative beliefs about aggression: How do I hurt thee? Let me count the
ways. Child Development, 67, 1003-1014.

Curry, J., Rohde, P., Simons, A., Silva, S., Vitiello, B., Kratochvil, C., ... & March, J.
(2006). Predictors and moderators of acute outcome in the Treatment for

Adolescents with Depression Study (TADS). Journal of the American Academy
of Child & Adolescent Psychiatry, 45, 1427-1439.

Dawson-McClure, S., Calzada, E., Huang, K. Y., Kamboukos, D., Rhule, D., Kolawole,
B., ... & Brotman, L. M. (2015). A population-level approach to promoting
healthy child development and school success in low-income, urban
neighborhoods: Impact on parenting and child conduct problems. Prevention

Science, 16, 279-290.

de Peralta, A. M., Gillispie, M., Mobley, C., & Gibson, L. M. (2019). It's all about trust
and respect: Cultural competence and cultural humility in mobile health clinic
services for underserved minority populations. Journal of Health Care for the
Poor and Underserved, 30, 1103-1118.

113



Delis, D.C., Kramer, J.H., Kaplan, E., & Ober, B.A. (1994). The California Verbal
Learning Test for Children. San Antonio, TX: Harcourt Assessment.

Devenish, B., Hooley, M., & Mellor, D. (2017). The pathways between socioeconomic
status and adolescent outcomes: A systematic review. American Journal of
Community Psychology, 59, 219-238.

Dishion, T. J., Patterson, G. R., Stoolmiller, M., & Skinner, M. L. (1991). Family, school,
and behavioral antecedents to early adolescent involvement with antisocial peers.
Developmental Psychology, 27, 172-180.

Dodge, K. A., Greenberg, M. T., Malone, P. S., & Conduct Problems Prevention
Research Group. (2008). Testing an idealized dynamic cascade model of the

development of serious violence in adolescence. Child Development, 79, 1907-
1927.

Domitrovich, C. E., Bradshaw, C. P., Poduska, J. M., Hoagwood, K., Buckley, J. A.,
Olin, S., & Ialongo, N. S. (2008). Maximizing the implementation quality of
evidence-based preventive interventions in schools: A conceptual framework.
Advances in School Mental Health Promotion, 1, 6-28.

Drabick, D. A. G., & Steinberg, L. (2011). Developmental psychopathology. In B. B.
Brown, & M. J. Prinstein (Eds.), Encyclopedia of Adolescence, 3 (pp. 136-142).
San Diego, CA, US: Academic Press.

Duncan, G. J., & Magnuson, K. (2012). Socioeconomic status and cognitive functioning:

Moving from correlation to causation. Wiley Interdisciplinary Reviews: Cognitive
Science, 3, 377-386.

Dusenbury, L., & Hansen, W. B. (2004). Pursuing the course from research to practice.
Prevention Science, 5, 55-59.

Eiraldi, R., Power, T. J., Schwartz, B. S., Keiffer, J. N., McCurdy, B. L., Mathen, M., &
Jawad, A. F. (2016). Examining effectiveness of group cognitive-behavioral

therapy for externalizing and internalizing disorders in urban schools. Behavior
Modification, 40, 611-639.

Eiraldi, R., Wolk, C., Locke, J., & Beidas, R. (2015). Clearing hurdles: The challenges of
implementation of mental health evidence-based practices in under resourced

schools. Advances in School Mental Health Promotion, 8, 124-145.

Eisenberg, N., Fabes, R. A., & Spinrad, T. L. (2006). Handbook of child psychology (Vol.
3). NJ: John Wiley & Sons.

Ekman, P., & Friesen, W. (1976). Pictures of facial affect. Palo Alto, CA: Consulting
Psychologists.

114



Elliott, D. S., & Mihalic, S. (2004). Issues in disseminating and replicating effective
prevention programs. Prevention Science, 5, 47-53.

Erskine, H. E., Norman, R. E., Ferrari, A. J., Chan, G. C., Copeland, W. E., Whiteford, H.
A., & Scott, J. G. (2016). Long-term outcomes of attention-deficit’/hyperactivity
disorder and conduct disorder: A systematic review and meta-analysis. Journal of
the American Academy of Child & Adolescent Psychiatry, 55, 841-850.

Essau, C. A., Sasagawa, S., & Frick, P. J. (2006). Callous-unemotional traits in a
community sample of adolescents. Assessment, 13, 454-469.

Farahmand, F. K., Duffy, S. N., Tailor, M. A., DuBois, D. L., Lyon, A. L., Grant, K. E.,
... & Nathanson, A. M. (2012). Community-based mental health and behavioral
programs for low-income urban youth: A meta-analytic review. Clinical
Psychology: Science and Practice, 19, 195-215.

Farahmand, F. K., Grant, K. E., Polo, A. J., Dufty, S. N., & DuBois, D. L. (2011).
School-based mental health and behavioral programs for low-income, urban
youth: A systematic and meta-analytic review. Clinical Psychology: Science and
Practice, 18, 372-390.

Fanti, K. A., & Kimonis, E. R. (2013). Dimensions of juvenile psychopathy distinguish
“bullies,” “bully-victims,” and “victims.” Psychology of Violence, 3, 396-409.

Fanti, K. A., Frick, P. J., & Georgiou, S. (2009). Linking callous-unemotional traits to
instrumental and non-instrumental forms of aggression. Journal of
Psychopathology and Behavioral Assessment, 31, 285-298.

Fernald, A., Marchman, V. A., & Weisleder, A. (2013). SES differences in language
processing skill and vocabulary are evident at 18 months. Developmental
Science, 16, 234-248.

Firebaugh, G., & Acciai, F. (2016). For blacks in America, the gap in neighborhood
poverty has declined faster than segregation. Proceedings of the National
Academy of Sciences, 113, 13372-13377.

Foster, E. M., Jones, D. E., & Conduct Problems Prevention Research Group (2005). The
high costs of aggression: Public expenditures resulting from conduct disorder.

American Journal of Public Health, 95, 1767-1772.

Fowles, D. C., & Dindo, L. (2009). Temperament and psychopathy: A dual-pathway
model. Current Directions in Psychological Science, 18, 179-183.

115



Fraser, C., James, E. L., Anderson, K., Lloyd, D., & Judd, F. (2006). Intervention
programs for children of parents with a mental illness: a critical review.
International Journal of Mental Health Promotion, 8, 9-20.

Frese, M. (2015). Cultural practices, norms, and values. Journal of Cross-Cultural
Psychology, 46, 1327-1330.

Frick, P. J. (2004). The Inventory of Callous-Unemotional Traits. The University of New
Orleans: New Orleans, LA.

Frick, P. J., Ray, J. V., Thornton, L. C., & Kahn, R. E. (2014). Can callous-unemotional
traits enhance the understanding, diagnosis, and treatment of serious conduct

problems in children and adolescents? A comprehensive review. Psychological
Bulletin, 140, 1-57.

Frese, M., & Keith, N. (2015). Action errors, error management, and learning in
organizations. Annual Review of Psychology, 66, 661-687.

Gadow, K. D., & Drabick, D. A. (2012). Anger and irritability symptoms among youth
with ODD: Cross-informant versus source-exclusive syndromes. Journal of
Abnormal Child Psychology, 40, 1073-1085.

Gadow, K.D., & Sprafkin, J. (2002). Child Symptom Inventory-4 screening and norms
manual. Stony Brook, NY: Checkmate Plus.

Gadow, K. D., Sprafkin, J., Salisbury, H., Schneider, J., & Loney, J. (2004). Further
Validity Evidence for the Teacher Version of the Child Symptom Inventory-
4. School Psychology Quarterly, 19, 50-71.

Galan, C. A., Shaw, D. S., Dishion, T. J., & Wilson, M. N. (2017). Neighborhood
deprivation during early childhood and conduct problems in middle childhood:
Mediation by aggressive response generation. Journal of Abnormal Child
Psychology, 45, 935-946.

Garcia, E., De Pedro, K. T., Astor, R. A., Lester, P., & Benbenishty, R. (2015). FOCUS
school-based skill-building groups: Training and implementation. Journal of
Social Work Education, 51, S102-S116.

Giedd, J. N., Shaw, P., Wallace, G., Gogtay, N., & Lenroot, R. K. (2006). Anatomic brain
imaging studies of normal and abnormal brain development in children and

adolescents. Developmental Psychopathology, 2, 127-196.

Glisson, C. (2002). The organizational context of children's mental health services.
Clinical Child and Family Psychology Review, 5, 233-253.

116



Goldstein, N. E. S., Kemp, K. A., Leff, S. S., & Lochman, J. E. (2012). Guidelines for
adapting manualized interventions for new target populations: A step-wise

approach using anger management as a model. Clinical Psychology: Science and
Practice, 19, 385-401.

Good, R. H., Gruba, J., & Kaminski, R. A. (2002). Best Practices in Using Dynamic
Indicators of Basic Early Literacy Skills (DIBELS) in an Outcomes-Driven
Model. In A. Thomas & J. Grimes (Eds.), Best practices in school psychology
IV (p. 699-720). National Association of School Psychologists.

Goodnight, J. A., Lahey, B. B., Van Hulle, C. A., Rodgers, J. L., Rathouz, P. J.,
Waldman, I. D., & D'Onofrio, B. M. (2012). A quasi-experimental analysis of the
influence of neighborhood disadvantage on child and adolescent conduct
problems. Journal of Abnormal Psychology, 121, 95-108.

Gottfredson, D. C., & Gottfredson, G. D. (2002). Quality of school-based prevention
programs: Results from a national survey. Journal of Research in Crime and
Delinquency, 39, 3-35.

Graff, G. (2019). The enormous price we have paid for allowing the explicitly racist
policies of federal and local governments to segregate America. The Journal of
Psychohistory, 47, 37-47.

Graham, D. (2002). Requirements and testing: Seven missing-link myths. /[EEE
Software, 19, 15-17.

Griese, E. R., Buhs, E. S., & Lester, H. F. (2016). Peer victimization and prosocial
behavior trajectories: Exploring sources of resilience for victims. Journal of
Applied Developmental Psychology, 44, 1-11.

Griner, D., & Smith, T. B. (2006). Culturally adapted mental health intervention: A meta
analytic review. Psychotherapy: Theory, Research, Practice, Training, 43, 531-
548.

Gulliver, A., Griffiths, K. M., & Christensen, H. (2010). Perceived barriers and
facilitators to mental health help-seeking in young people: A systematic
review. BMC Psychiatry, 10, 113-122.

Hastings, P. D., Zahn-Waxler, C., Robinson, J., Usher, B., & Bridges, D. (2000). The
development of concern for others in children with behavior problems.
Developmental Psychology, 36, 531-546.

Hawes, D. J., & Dadds, M. R. (2005). The treatment of conduct problems in children

with callous—unemotional traits. Journal of Consulting and Clinical Psychology,
73, 737-741.

117



Hawkins, J. D., & Weis, J. G. (2017). The social development model: An integrated
approach to delinquency prevention. In Developmental and life-course
criminological theories (pp. 3-27). Routledge.

Hay, D. F., & Pawlby, S. (2003). Prosocial development in relation to children's and
mothers' psychological problems. Child Development, 74, 1314-1327.

Hemmelgarn, A. L., Glisson, C., & James, L. R. (2006). Organizational culture and
climate: Implications for services and interventions research. Clinical
Psychology: Science and Practice, 13, 73-89.

Hershenberg, R., Drabick, D. A., & Vivian, D. (2012). An opportunity to bridge the gap
between clinical research and clinical practice: Implications for clinical training.
Psychotherapy, 49, 123-134.

Hinnant, J. B., & Forman-Alberti, A. B. (2019). Deviant peer behavior and adolescent
delinquency: Protective effects of inhibitory control, planning, or decision
making? Journal of Research on Adolescence, 29, 682-695.

Hinshaw, S.P., & Lee, S.S. (2003). Conduct and oppositional defiant disorders. In E. J.
Mash & R. A. Barkley (Eds.), Child psychopathology (2" ed., pp. 144-198). New
York: Guilford Press.

Holleran Steiker, L. K., Castro, F. G., Kumpfer, K., Marsiglia, F. F., Coard, S., &
Hopson, L. M. (2008). A dialogue regarding cultural adaptation of
interventions. Journal of Social Work Practice in the Addictions, 8, 154-162.

Hops, H., & Walker, H. M. (1988). CLASS: Contingencies for Learning Academic and
Social Skills: A Classroom Behavior Management Program for Children with
Acting-out Behaviors: Manual. Educational Achievement Systems.

Huey Jr, S. J., & Polo, A. J. (2008). Evidence-based psychosocial treatments for ethnic
minority youth. Journal of Clinical Child & Adolescent Psychology, 37, 262-301.

lampietro, M., Giovannetti, T., Drabick, D. A., & Kessler, R. K. (2012). Empirically
definedpatterns of executive function deficits in schizophrenia and their relation
to everyday functioning: A person-centered approach. Clinical
Neuropsychologist, 26, 1166-1185.

[jadi-Maghsoodi, R., Marlotte, L., Garcia, E., Aralis, H., Lester, P., Escudero, P., &
Kataoka, S. (2017). Adapting and implementing a school-based resilience
building curriculum among low-income racial and ethnic minority
students. Contemporary School Psychology, 21, 223-239.

Ingoldsby, E. M., Shaw, D. S., Winslow, E., Schonberg, M., Gilliom, M., & Criss, M. M.
(2006). Neighborhood disadvantage, parent—child conflict, neighborhood peer

118



relationships, and early antisocial behavior problem trajectories. Journal of
Abnormal Child Psychology, 34, 293-309.

Jones, L., & Wells, K. (2007). Strategies for academic and clinician engagement in
community-participatory partnered research. Journal of the American Medical
Association, 297, 407-410.

Jones, S. C. T., & Neblett, E. W. (2017). Future directions in research on racism-related
stress and racial-ethnic protective factors for black youth. Journal of Clinical
Child and Adolescent Psychology, 46, 754-766.

Jurecska, D. E., Hamilton, E. B., & Peterson, M. A. (2011). Effectiveness of the Coping
Power Program in middle-school children with disruptive behaviours and
hyperactivity difficulties. Support for Learning, 26, 168-172.

Kallestad, J. H., & Olweus, D. (2003). Predicting teachers' and schools' implementation
of the Olweus bullying prevention program: A multilevel study. Prevention &
Treatment, 6.

Kameoka, V. A. (1996). The effects of a family-focused intervention on reducing risk for
substance abuse among Asian and Pacific-Island youths and families: Evaluation
of the Strengthening Hawaii's Families Project. Honolulu: University of Hawaii,
Social Welfare Evaluation and Research Unit.

Kamphaus, R. W., & Reynolds, C. R. (2007). BASC-2 Behavioral and Emotional
Screening System Manual. Bloomington, MN: Pearson.

Kataoka, S. H., Fuentes, S., O Donoghue, V. P., Castillo-Campos, P., Bonilla, A., Halsey,
K., ... & Wells, K. B. (2006). A community participatory research partnership: the
development of a faith-based intervention for children exposed to violence.
Ethnicity and Disease, 16, 89-97.

Kawabata, Y., & Crick, N. R. (2011). The significance of cross-racial/ethnic friendships:
Associations with peer victimization, peer support, sociometric status, and
classroom diversity. Developmental Psychology, 47, 1763-1775.

Kazak, A. E., Hoagwood, K., Weisz, J. R., Hood, K., Kratochwill, T. R., Vargas, L. A., &
Banez, G. A. (2010). A meta-systems approach to evidence-based practice for
children and adolescents. American Psychologist, 65, 85-97.

Kendall, P. C., & Beidas, R. (2007). Smoothing the trail for dissemination of evidence-
based practices for youth: Flexibility within fidelity. Professional Psychology:
Research and Practice, 38, 13-20.

Kendall, P. C., & Frank, H. E. (2018). Implementing evidence-based treatment protocols:
Flexibility within fidelity. Clinical Psychology: Science and Practice, 25, e12271.

119



Kersten, L., Vriends, N., Steppan, M., Raschle, N. M., Praetzlich, M., Oldenhof, H., ... &
Martinelli, A. (2017). Community violence exposure and conduct problems in
children and adolescents with conduct disorder and healthy controls. Frontiers in
Behavioral Neuroscience, 11,219.

Kochenderfer, B. J., & Ladd, G. W. (1996). Peer victimization: Cause or consequence of
school maladjustment? Child Development, 67, 1305-1317.

Kokkinos, C. M., & Panayiotou, G. (2004). Predicting bullying and victimization among
early adolescents: Associations with disruptive behavior disorders. Aggressive
Behavior: Official Journal of the International Society for Research on
Aggression, 30, 520-533.

Koth, C. W., Bradshaw, C. P., & Leaf, P. J. (2008). A multilevel study of predictors of
student perceptions of school climate: The effect of classroom-level factors.
Journal of Educational Psychology, 100, 96-104.

Kreiger, T. C., & Kochenderfer-Ladd, B. (2013). Gender behaviors as predictors of peer
acceptance and victimization. Personal Relationships, 20, 619-634.

Kroneman, L. M., Hipwell, A. E., Loeber, R., Koot, H. M., & Pardini, D. A. (2011).
Contextual risk factors as predictors of disruptive behavior disorder trajectories in
girls: The moderating effect of callous-unemotional features. Journal of Child
Psychology and Psychiatry, 52, 167-175.

Kumpfer, K. L., Alvarado, R., Smith, P., & Bellamy, N. (2002). Cultural sensitivity and
adaptation in family-based prevention interventions. Prevention Science, 3, 241-
246.

Ladd, G. W., Kochenderfer, B. J., & Coleman, C. C. (1997). Classroom peer acceptance,
friendship, and victimization: Distinct relational systems that contribute uniquely
to children's school adjustment? Child Development, 68, 1181-1197.

Lang, P.J., & Greenwald, M.K. (1988). The international affective picture system
standardization procedure and initial group results for affective judgments:
Technical reports 1A and 1B. Center for Research in Psychophysiology,
University of Florida, Gainesville.

Larson, J., Stewart, M., Kushner, R., Frosch, E., & Solomon, B. (2013). Barriers to
mental health care for urban, lower income families referred from pediatric
primary care. Administration and Policy in Mental Health and Mental Health
Services Research, 40, 159-167.

120



Lau, A. S. (2006). Making the case for selective and directed cultural adaptations of
evidence-based treatments: examples from parent training. Clinical Psychology:
Science and Practice, 13,295-310.

Leventhal, T., & Brookes-Gunn, J. (2000). The neighborhoods they live in: The effects of
neighborhood residence on child and adolescent outcomes. Psychological
Bulletin, 126, 309-337.

Lewis, K. M., Schure, M. B., Bavarian, N., DuBois, D. L., Day, J., Ji, P, ... & Flay, B. R.
(2013). Problem behavior and urban, low-income youth: A randomized controlled

trial of Positive Action in Chicago. American Journal of Preventive Medicine, 44,
622-630.

Lindhiem, O., & Kolko, D. J. (2010). Trajectories of symptom reduction and engagement
during treatment for childhood behavior disorders: Differences across settings.
Journal of Abnormal Child Psychology, 38, 995-1005.

Lindsey, M. A., Romanelli, M., Ellis, M. L., Barker, E. D., Boxmeyer, C. L., &
Lochman, J. E. (2019). The influence of treatment engagement on positive
outcomes in the context of a school-based intervention for students with

externalizing behavior problems. Journal of Abnormal Child Psychology, 47,
1437-1454.

Lochman, J. E., Lampron, L. B., Burch, P. R., & Curry, J. F. (1985). Client
characteristics associated with behavior change for treated and untreated boys.
Journal of Abnormal Child Psychology, 13, 527-538.

Lochman, J.E., & Wells, K.C. (2002a). Contextual social-cognitive mediators and child
outcome: A test of the theoretical model in the Coping Power program.
Development and Psychopathology, 14, 945-967.

Lochman, J.E., & Wells, K.C. (2002b). The Coping Power Program at the middle school
transition: Universal and indicated prevention effects. Psychology of Addictive
Behaviors, 16, S40-S54.

Lochman, J.E., & Wells, K.C. (2003). Effectiveness of the Coping Power Program and of
classroom intervention with aggressive children: Outcomes at a 1-year follow-up.
Behavior Therapy, 34, 493-515.

Lochman, J.E., & Wells, K.C. (2004). The Coping Power program for preadolescent
aggressive boys and their parents: Outcome effects at the one-year follow-up.

Journal of Consulting and Clinical Psychology, 72, 571-578.

Lochman, J. E., Wells, K., & Lenhart, L. A. (2008). Coping Power: Child group
facilitator's guide (Vol. 2). Oxford University Press.

121



Lochman, J.E., Wells, K.C., Qu, L., & Chen, L. (2013). Three year follow-up of Coping
Power intervention effects: Evidence of neighborhood moderation? Prevention
Science, 14, 364-376.

Lochman, J.E., Boxmeyer, C., Powell, N., Qu, L., Wells, K., & Windle, M. (2009).
Dissemination of the Coping Power program: Importance of intensity of
counselor training. Journal of Consulting and Clinical Psychology, 77, 397-4009.

Lochman, J.E., Baden, R.E., Boxmeyer, C.L., Powell, N.P., Qu. L., Salekin, K.L., &
Windle, M. (2014). Does a booster intervention augment the preventive effects of

an abbreviated version of the Coping Power Program for aggressive children?
Journal of Abnormal Child Psychology, 42, 367-381.

Lochman, J. E., Dishion, T. J., Boxmeyer, C. L., Powell, N. P., & Qu, L. (2017).
Variation in response to evidence-based group preventive intervention for

disruptive behavior problems: A view from 938 Coping Power sessions. Journal
of Abnormal Child Psychology, 45, 1271-1284.

Long, N., & Forehand, R. (2002). Parenting the strong-willed child: Leader’s guide for
the six week parenting class, Version 2.0. Unpublished manual available from Dr.
Nicholas Long, Department of Pediatrics, UAMS/ACH.

Mak, W. W., Law, R. W., Alvidrez, J., & Pérez-Stable, E. J. (2007). Gender and ethnic
diversity in NIMH-funded clinical trials: Review of a decade of published
research. Administration and Policy in Mental Health and Mental Health Services
Research, 34, 497-503.

Marini, Z. A., Dane, A. V., & Bosacki, S. L. (2006). Direct and indirect bully-victims:
Differential psychosocial risk factors associated with adolescents involved in
bullying and victimization. Aggressive Behavior: Official Journal of the
International Society for Research on Aggression, 32, 551-569.

Martinelli, A., Ackermann, K., Bernhard, A., Freitag, C. M., & Schwenck, C. (2018).
Hostile attribution bias and aggression in children and adolescents: A systematic

literature review on the influence of aggression subtype and gender. Aggression
and Violent Behavior, 39, 25-32.

Mash, E.J. & Wolfe, D.A. (2018). Abnormal Child Psychology (7" edition). Cengage
Learning.

Matthys, W., Vanderschuren, L. J., Schutter, D. J., & Lochman, J. E. (2012). Impaired
neurocognitive functions affect social learning processes in oppositional defiant
disorder and conduct disorder: Implications for interventions. Clinical Child and
Family Psychology Review, 15, 234-246.

122



Mattison, R. E., Gadow, K. D., Sprafkin, J., Nolan, E. E., & Schneider, J. (2003). A
DSM-IV referenced teacher rating scale for use in clinical management. Journal
of the American Academy of Child & Adolescent Psychiatry, 42, 442-449.

McCormick, M. P., Cappella, E., O’Connor, E. E., & McClowry, S. G. (2015). Social
emotional learning and academic achievement: Using causal methods to explore
classroom-level mechanisms. AERA Open, 3, 1-26.

Milledge, S. V., Cortese, S., Thompson, M., McEwan, F., Rolt, M., Meyer, B., ... &
Eisenbarth, H. (2019). Peer relationships and prosocial behaviour differences

across disruptive behaviours. European Child & Adolescent Psychiatry, 28, 781
793.

Miller, L. M., Southam-Gerow, M. A., & Allin, R. B. (2008, August). Who stays in
treatment? Child and family predictors of youth client retention in a public mental
health agency. In Child & Youth Care Forum (Vol. 37, No. 4, pp. 153-170).
Springer US.

Milner, J., & Kelly, D. (2020, January 17). It’s time to stop confusing poverty with
neglect. The Chronicle of Social Change. Retrieved from
https://chronicleofsocialchange.org/child-welfare-2/time-for-child-welfare-
system-to-stop-confusing-povertywith-neglect/40222

Minkler, M., & Wallerstein, N. (Eds.). (2011). Community-based participatory research
for health: From process to outcomes. John Wiley & Sons.

Mitchell, D.G.V., Richell, R.A., Leonard, A., & Blair, R.J.R. (2006). Emotion at the
expense of cognition: Psychopathic individuals outperform controls on an operant
response task. Journal of Abnormal Psychology, 115, 559-566.

Mitchell, D. G., Luo, Q., Mondillo, K., Vythilingam, M., Finger, E. C., & Blair, R. J. R.
(2008). The interference of operant task performance by emotional distracters: an

antagonistic relationship between the amygdala and frontoparietal cortices.
Neuroimage, 40, 859-868.

Monahan, K. C., & Booth-LaForce, C. (2016). Deflected pathways: Becoming
aggressive, socially withdrawn, or prosocial with peers during the transition to
adolescence. Journal of Research on Adolescence, 26, 270-285.

Mrug, S., Madan, A., and Windle, M. (2016). Emotional desensitization to violence
contributes to adolescents’ violent behavior. Journal of Abnormal Child
Psychology, 44, 75-86.

Muratori, P., Milone, A., Levantini, V., Ruglioni, L., Lambruschi, F., Pisano, S., ... &

Lochman, J. E. (2019). Six-year outcome for children with ODD or CD treated
with the Coping Power program. Psychiatry Research, 271, 454-458.

123



Muthén, L. K., & Muthén, B. O. (1998-2014). Mplus (Version 7.11) [Computer
software]. Los Angeles, CA, US: Muthén & Muthén.

Mychailyszyn, M. P., Beidas, R. S., Benjamin, C. L., Edmunds, J. M., Podell, J. L.,
Cohen, J. S., & Kendall, P. C. (2011). Assessing and treating child anxiety in
schools. Psychology in the Schools, 48, 223-232.

Myerberg, L. M., & Drabick, D. A. (2020) Profiles of multi-informant peer relations and
co-occurring symptoms among low-income, urban children. Unpublished
manuscript.

Nantel-Vivier, A., Pihl, R. O., Cot¢, S., & Tremblay, R. E. (2014). Developmental
association of prosocial behaviour with aggression, anxiety and depression from

infancy to preadolescence. Journal of Child Psychology and Psychiatry, 55, 1135-
1144.

National Reading Panel Report (2000). Teaching children to read: An evidence-based
assessment of the scientific research literature on reading and its implications for
reading instruction. Retrieved from http://www.nichd.nih.gov/publications/
pubs/jeffords.htm.

Neil, A. L., & Christensen, H. (2009). Efficacy and effectiveness of school-based
prevention and early intervention programs for anxiety. Clinical Psychology
Review, 29, 208-215.

Nylund, K. L., Asparouhov, T., & Muthén, B. O. (2007). Deciding on the number of
classes in latent class analysis and growth mixture modeling: A Monte Carlo
simulation study. Structural Equation Modeling, 14, 535-569.

Oehler-Stinnett, J., & Boykin, C. (2001). Convergent, discriminant, and predictive
validity of the Teacher Rating of Academic Achievement Motivation (TRAAM)
with the ACTeRs-TF and the BASC-TRS. Journal of Psychoeducational
Assessment, 19, 4-18.

Owens, J. S., & Murphy, C. E. (2004). Effectiveness research in the context of school
based mental health. Clinical Child and Family Psychology Review, 7, 195-2009.

Palmer, D. (2007). Caught between inequality and stigma: the impact of psychosocial
factors and stigma on the mental health of Somali forced migrants in the London
Borough of Camden. Diversity in Health and Social Care, 4, 177-191.

Pardini, D. A., & Byrd, A. L. (2012). Perceptions of aggressive conflicts and others’
distress in children with callous-unemotional traits: ‘I’ll show you who’s boss,
even if you suffer and I get in trouble’. Journal of Child Psychology and
Psychiatry, 53, 283-291.

124



Pardini, D., Stepp, S., Hipwell, A., Stouthamer-Loeber, M., & Loeber, R. (2012). The
clinical utility of the proposed DSM-5 callous-unemotional subtype of conduct
disorder in young girls. Journal of the American Academy of Child & Adolescent
Psychiatry, 51, 62-73.

Payne, A. A., & Eckert, R. (2010). The relative importance of provider, program, school,
and community predictors of the implementation quality of school-based
prevention programs. Prevention Science, 11, 126-141.

Perren, S., Stadelmann, S., Von Wyl, A., & Von Klitzing, K. (2007). Pathways of
behavioural and emotional symptoms in kindergarten children: What is the role of
pro-social behaviour? European Child & Adolescent Psychiatry, 16,209-214.

Perry, D. G., Perry, L. C., & Rasmussen, P. (1986). Cognitive social learning mediators
of aggression. Child Development, 57, 700-711.

Phelan, J. C., & Link, B. G. (2015). Is racism a fundamental cause of inequalities in
health? Annual Review of Sociology, 41, 311-330.

Phillips, D., Voran, M., Kisker, E., Howes, C., & Whitebrook, M. (1994). Childcare for
children in poverty: Opportunity or inequity? Child Development, 65, 472-492.

Potter, C. M., Drabick, D. A., & Heimberg, R. G. (2014). Panic symptom profiles in
social anxiety disorder: A person-centered data-analytic approach. Behaviour
Research and Therapy, 56, 53-59.

Price, J., Drabick, D. A., & Ridenour, T. A. (2019). Association with deviant peers across
adolescence: Subtypes, developmental patterns, and long-term outcomes. Journal

of Clinical Child & Adolescent Psychology, 48, 238-249.

Psychological Corporation. (1999). Wechsler Abbreviated Scale of Intelligence. San
Antonio, TX: Harcourt Assessment.

Public School Review (2020). School masked. https://www.publicschoolreview.com/

Pumariega, A. J., Rogers, K., & Rothe, E. (2005). Culturally competent systems of care
for children’s mental health: Advances and challenges. Community Mental Health
Journal, 41, 539-555.

Ray, J.V. & Frick, P.J. (2018). Assessing callous-unemotional traits using the total score
from the Inventory of Callous-Unemotional Traits: A meta-analysis. Journal of

Clinical Child and Adolescent Psychology, 49, 190-199.

Reiss, F. (2013). Socioeconomic inequalities and mental health problems in children and
adolescents: A systematic review. Social Science and Medicine, 90, 24-31.

125



Reynolds, C., & Kamphaus, R. (2004). Behavior assessment system for children (2"
ed.). Circle Pines, MN: AGS Publishing.

Ringeisen, H., Henderson, K., & Hoagwood, K. (2003). Context matters: Schools and the
“research to practice gap” in children's mental health. School Psychology Review,
32, 153-168.

Ringwalt, C. L., Ennett, S., Johnson, R., Rohrbach, L. A., Simons-Rudolph, A., Vincus,
A., & Thorne, J. (2003). Factors associated with fidelity to substance use

prevention curriculum guides in the nation's middle schools. Health Education &
Behavior, 30, 375-391.

Rivenbark, J. G., Odgers, C. L., Caspi, A., Harrington, H., Hogan, S., Houts, R. M., ... &
Moffitt, T. E. (2018). The high societal costs of childhood conduct problems:
evidence from administrative records up to age 38 in a longitudinal birth cohort.
Journal of Child Psychology and Psychiatry, 59, 703-710.

Roberts, M. C., Blossom, J. B., Evans, S. C., Amaro, C. M., & Kanine, R. M. (2017).
Advancing the scientific foundation for evidence-based practice in clinical child

and adolescentpsychology. Journal of Clinical Child & Adolescent
Psychology, 46, 915-928.

Rogers, S. (1999). DC family policy seminar: Do school-based mental health services
make sense? Retrieved from the National Center for Education in Maternal and
Child Health, Georgetown University website:
https://www.ncemch.org/dctps/pdf/11_1999.pdf

Rohrbach, L. A., Ringwalt, C. L., Ennett, S. T., & Vincus, A. A. (2005). Factors
associated with adoption of evidence-based substance use prevention curricula in
US school districts. Health Education Research, 20, 514-526.

Romero, E., Richards, M. H., Harrison, P. R., Garbarino, J., & Mozley, M. (2015). The
role of neighborhood in the development of aggression in urban African
American youth: A multilevel analysis. American Journal of Community
Psychology, 56, 156-169.

Rones, M., & Hoagwood, K. (2000). School-based mental health services: A research
review. Clinical Child and Family Psychology Review, 3, 223-241.

Roose, A., Bijttebier, P., Decoene, S., Claes, L., & Frick, P. J. (2010). Assessing the
affective features of psychopathy in adolescence: A further validation of the
inventory of callous and unemotional traits. Assessment, 17, 44 —57.

Rydell, A. M., & Brocki, K. C. (2019). Cognitive and Emotional Profiles of CU Traits

and Disruptive Behavior in Adolescence: a Prospective Study. Journal of
Abnormal Child Psychology, 47, 1039-1051.

126



Salekin, R. T., Neuman, C. S., Leisticio, A. M. R., & Zalot, A. A. (2004). Psychopathy in
youth and intelligence: An investigation of Checkley’s hypothesis. Journal of
Clinical Child and Adolescent Psychology, 33, 731-742.

Sanchez-Queija, 1., Oliva, A., Parra, A., & Camacho, C. (2016). Longitudinal analysis of
the role of family functioning in substance use. Journal of Child and Family
Studies, 25, 232-240.

Santiago, C. D., Kaltman, S., & Miranda, J. (2013). Poverty and mental health: How do
low-income adults and children fare in psychotherapy? Journal of Clinical
Psychology, 69, 115-126.

Santisteban, D. A., Muir-Malcom, J. A., Mitrani, J. B., & Szapocznik, J. (2001).
Integrating the study of ethnic culture and family psychology intervention
science. In H. A. Liddle, D. A. Santisteban, R. F Levant, & J. H. Bray (Eds.),
Family psychology: Science-based interventions (pp. 331-351). Washington, DC:
American Psychological Association.

Shernoff, E. S., Hill, C., Danis, B., Leventhal, B. L., & Wakschlag, L. S. (2014).
Integrative consensus: A systematic approach to integrating comprehensive
assessment data for young children with behavior problems. Infants & Young
Children, 27, 92-110.

Schoenwald, S. K., & Hoagwood, K. (2001). Effectiveness, transportability, and
dissemination of interventions: What matters when? Psychiatric Services, 52,
1190-1197.

Schraft, C. V., Kosson, D. S., & McBride, C. K. (2013). Exposure to violence within
home and community environments and psychopathic tendencies in detained
adolescents. Criminal Justice and Behavior, 40, 1027-1043.

Schwartz, D., Hopmeyer-Gorman, A., Toblin, R. L., & Abou-ezzeddine, T. (2003).
Mutual antipathies in the peer group as a moderating factor in the association
between community violence exposure and psychosocial maladjustment. New
Directions for Child and Adolescent Development, 102, 39-54.

Schwartz, D., & Hopmeyer-Gorman, A. (2003). Community violence exposure and
children's academic functioning. Journal of Educational Psychology, 95, 163.

Schwartz, G. (1978). Estimating the dimension of a model. Annals of Statistics, 6, 461-
464.

Schwartz, B. S., Glass, T. A., Bolla, K. 1., Stewart, W. F., Glass, G., Rasmussen, M., ... &
Bandeen-Roche, K. (2004). Disparities in cognitive functioning by race/ethnicity
in the Baltimore Memory Study. Environmental Health Perspectives, 112, 314-
320.

127



Schwartz, D., & Proctor, L. J. (2000). Community Experiences Questionnaire
(CEQ) [Database record]. APA PsycTests. https://doi.org/10.1037/t10045-000

Sclove, S. L. (1987). Application of model-selection criteria to some problems in
multivariate analysis. Psychometrika, 52, 333-343.

Sekhon, M., Cartwright, M., & Francis, J. J. (2017). Acceptability of healthcare
interventions: An overview of reviews and development of a theoretical
framework. BioMed Central Health Services Research, 17.

Shean, G. (2014). Limitations of randomized control designs in psychotherapy research.
Advances in Psychiatry.

Singh, G. K., & Ghandour, R. M. (2012). Impact of neighborhood social conditions and
household socioeconomic status on behavioral problems among US
children. Maternal and Child Health Journal, 16, 158—169.

Slough, N. M., McMahon, R. J., & Conduct Problems Prevention Research Group.
(2008). Preventing serious conduct problems in school-age youth: The Fast Track
Program. Cognitive and Behavioral Practice, 15, 3-17.

Southam-Gerow, M. A., Rodriguez, A., Chorpita, B. F., & Daleiden, E. L. (2012).
Dissemination and implementation of evidence based treatments for youth:
Challenges and recommendations. Professional Psychology: Research and
Practice, 43, 527-534.

Stage, S. A., & Quiroz, D. R. (1997). A meta-analysis of interventions to decrease
disruptive classroom behavior in public education settings. School Psychology
Review, 26, 333-368.

Stein, B. D., Kataoka, S., Jaycox, L. H., Wong, M., Fink, A., Escudero, P., & Zaragoza,
C. (2002). Theoretical basis and program design of a school-based mental health

intervention for traumatized immigrant children: A collaborative research
partnership. The Journal of Behavioral Health Services & Research, 29, 318-326.

Steinberg, L. (2008). A social neuroscience perspective on adolescent risk taking.
Developmental Review, 28, 78-106.

Stephan, S. H., Weist, M., Kataoka, S., Adelsheim, S., & Mills, C. (2007).
Transformation of children's mental health services: The role of school mental
health. Psychiatric Services, 58, 1330-1338.

Stirman, S. W., Miller, C. J., Toder, K., & Calloway, A. (2013). Development of a

framework and coding system for modifications and adaptations of evidence-
based interventions. Implementation Science, 8, 65.

128



Taras, H. L. (2004). School-based mental health services. Pediatrics, 113, 1839-1845.

Tolan, P., Gorman-Smith, D., & Henry, D. (2004). Supporting Families in a High-Risk
Setting: Proximal Effects of the SAFEChildren Preventive Intervention. Journal
of Consulting and Clinical Psychology, 72, 855-8609.

Tremblay, R. E. (2000). The development of agressive behaviour during childhood: What
have we learned in the past century? International Journal of Behavioral
Development, 24, 129-141.

van Geel, M., Toprak, F., Goemans, A., Zwaanswijk, W., & Vedder, P. (2017). Are youth
psychopathic traits related to bullying? Meta-analyses on callous-unemotional

traits, narcissism, and impulsivity. Child Psychiatry & Human Development, 48,
768-777.

Van Velsor, P., & Orozco, G. L. (2007). Involving low-income parents in the schools:
Community-centric strategies for school counselors. Professional School
Counseling, 11, 17-24.

Vaughn, M. L., Riccio, C. A., Hynd, G. W., & Hall, J. (1997). Diagnosing ADHD
(predominantly inattentive and combine type subtypes): Discriminant validity of
the behavior assessment system for children and the Achenbach parent and
teacher rating scales. Journal of Clinical Child Psychology, 26, 349-357.

von Stumm, S., Smith-Woolley, E., Ayorech, Z., McMillan, A., Rimfeld, K., Dale, P. S.,
& Plomin, R. (2020). Predicting educational achievement from genomic measures
and socioeconomic status. Developmental Science, 23, €12925.

Wadsworth, M. E., Ahlkvist, J. A., McDonald, A., & Tilghman-Osborne, E. M. (2018).
Future directions in research and intervention with youths in poverty. Journal of
Clinical Child & Adolescent Psychology, 47, 1023-1038.

Wallerstein, N., & Duran, B. (2010). Community-based participatory research
contributions to intervention research: the intersection of science and practice to
improve health equity. American Journal of Public Health, 100, 40-46.

Waschbusch, D. A., Walsh, T. M., Andrade, B. F., King, S., & Carrey, N. J. (2007).
Social problem solving, conduct problems, and callous-unemotional traits in
children. Child Psychiatry and Human Development, 37,293-305.

Webster-Stratton, C. (1990). Dina dinosaur’s social skills and problem-solving
curriculum. Seattle, WA: Incredible Years.

Webster-Stratton, C. (2000) The Incredible Years Training Series. Office of Juvenile

Justice and Delinquency Prevention, Juvenile Justice Bulletin, Washington, DC,
USA.

129



Webster-Stratton, C., Reid, M. J., & Hammond, M. (2001). Preventing conduct problems,
promoting social competence: A parent and teacher training partnership in Head
Start. Journal of Clinical Child Psychology, 30, 283-302.

Webster-Stratton, C. H., Reid, M. J., & Stoolmiller, M. (2008). Preventing conduct
problems and improving school readiness: Evaluation of the Incredible Years
Teacher and Child Training Programs in high-risk schools. Journal of Child
Psychology and Psychiatry, 49, 471-488.

Weist, M. D., Youngstrom, E. A., Stephan, S., Lever, N., Fowler, J., Taylor, L., ... &
Hoagwood, K. (2014). Challenges and ideas from a research program on high

quality, evidence-based practice in school mental health. Journal of Clinical Child
& Adolescent Psychology, 43, 244-255.

Welsh, B. C., Loeber, R., Stevens, B. R., Stouthamer-Loeber, M., Cohen, M. A., &
Farrington, D. P. (2008). Costs of juvenile crime in urban areas: A longitudinal
perspective. Youth Violence and Juvenile Justice, 6, 3-27.

Whaley, A. L., & Davis, K. E. (2007). Cultural competence and evidence-based practice

in mental health services: A complementary perspective. American Psychologist,
62, 563-574.

Williams, D. R., Lawrence, J. A., & Davis, B. A. (2019). Racism and health: Evidence
and needed research. Annual Review of Public Health, 40, 105-125.

Williams, J. H., Horvath, V. E., Wei, H. S., Van Dorn, R. A., & Jonson-Reid, M. (2007).
Teachers' perspectives of children's mental health service needs in urban
elementary schools. Children and Schools, 29, 95-107.

Zhu, J., Yu, C., Bao, Z., Jiang, Y., Zhang, W., Chen, Y., ... & Zhang, J. (2017). Deviant
peer affiliation as an explanatory mechanism in the association between corporal
punishment and physical aggression: A longitudinal study among Chinese
adolescents. Journal of Abnormal Child Psychology, 45, 1537-1551.

Zimmerman, M. A., Eisman, A. B., Reischl, T. M., Morrel-Samuels, S., Stoddard, S.,
Miller, A. L., ... & Rupp, L. (2018). Youth empowerment solutions: Evaluation of
an after-school program to engage middle school students in community change.
Health Education & Behavior, 45, 20-31.

Zonnevylle-Bender, M.J.S., Matthys, W., van de Wiel, N.M.H., & Lochman, J. (2007).
Preventive effects of treatment of DBD in middle childhood on substance use and

delinquent behavior. Journal of the American Academy of Child and Adolescent
Psychiatry, 46, 33-39.

130



