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ABSTRACT
EVALUATION OF A GROUP TREATMENT OF URBAN BLACK ADOLESCENT
FEMALES EXPOSED TO VIOLENCE
By Taiwan Michelle Lovelace
Doctor of Philosophy Candidate

Temple University, 2011

Major Advisor: Dr. Portia Hunt

The current study examined the effectiveness of GTREM, a group treatment f
urban Black adolescent females exposed to violence on their symptoms of aggression,
anger, and depression. Aggression was measured using the Aggression Questionnair
AQ (Buss and Warren, 2000). Depressive symptoms were measured using thedkeynol
Adolescent Depression Scale-2-RADS-2 (Reynolds, 2002). Participants consiki€d of
urban Black adolescent females selected from six DC Public and PublicrGdmels.
Results confirmed that the G-TREM group treatment significantly deeddhe
externalizing behaviors of aggression and anger and the internalizing sysmgitom
depressive symptoms for urban black females exposed to violence. The restdtedndi
that the differences in decrease of symptoms experienced by the G-TatEdppnts
were meaningful. One final result showed that treatment was morewffast

participants’ grade level increased.
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CHAPTER 1. INTRODUCTION

Statement of the Problem

“The ultimate weakness of violence is that it is a descending spiral, bedb#iagry
thing it seeks to destroy. Instead of diminishing evil, it multiplies ith¢Ki1990, p. 594). It has
been well-documented that exposure to violence continues to be a serious problem for
adolescents in the United States (Osofsky, 2001). Violence exposure, which ipdistesally
witnessing or directly experiencing a violent event, has been demonstratee & dexious
impact on the socioemotional health and behaviors of adolescents (Erickson & Me2065;
Neal-Barnett, Contreras, & Kerns, 2001; Rosenthal, 2000). Through collaboration &®ong t
Community Connections agency, the DC Department of Mental Health (DMH), and the DC
public schools, a grant, Project Hope, was funded by SAMSHA to provide servicelsdor ur
adolescent females exposed to violence. Educational programs and a group iote rézamsi
Trauma Recovery and Empowerment (G-TREM), were developed as a part ohthisTthe
focus of this study is to examine the effectiveness of the group treatmentM; TdrEirban
Black adolescent females exposed to violence.

Recent surveys have revealed an increasingly disheartening picture ofeviol¢ine
lives of American adolescents (Finkelhor, Turner, Omrod, Hamby, & Kracke, 2[pd@&rpP
1994; Schwab-Stone, 1999; Tienda & Wilson, 2002; U.S. Surgeon General, 2001; Zimring,
1998). Homicide has become the leading cause of death among African-Amgetitaages
15 to 19 and the second leading cause of death among all youth in that age group (Thornton,
Craft, Dahlberg, Lynch, & Baer, 2002). Homicide is second only to motor vehicteeatsas
a cause of death among all adolescents (Tienda & Wilson, 2002). Statistics sgigeore

than 80% of urban adolescents have witnessed an assault, one-third to 40% have witnessed a
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shooting or stabbing, and an alarming 22% to 23% have witnessed a murder (Schwab-Stone
1999). According to a Bureau of Justice Statistics crime survey (2001), adtdesaetwice as
likely to be victims of violence as adults over the age of 25 years. Furtherssteulet that the
current estimates of youth who are victims and/or witness violence asetbket conservative
and underrepresent the magnitude of the problem (Finkelhor, Ormrod, Turner, & Hamby, 2005).

Specifically, the prevalence rates of exposure to violence, including childhosidgdhy
and sexual abuse, of urban youth are at epidemic proportions (CDC, 2010; Fitzpatrick, 1997;
Stein, Jaycox, Kataoka, Rhodes, Vestal, 2003; U.S. Surgeon General, 2001). Fitzpatrick (1997)
has reported that in a group of 150 low-income urban African-American youth, 79% had been
victims of violence and 87% reported witnessing at least one violent act. WekiAtasta
(2001) found that 47% of surveyed urban adolescent students reported a history of viotimizati
and 77% reported witnessing violence. According to another survey, 88% of these urban
adolescents reported that they had been exposed to violence (Gladstein, Rusonid, £392a
McCart, Smith, Saunders, Kilpatrick, Resnick, & Ruggiero, 2007). Further, The Yaith R
Behavior Survey (2007), compiled by the Centers for Disease Control, indltait¢iset rates of
violence exposure for youth residing in Washington, DC, consistently exceeds tmainati
averages for their counterparts and continues to increase significantly. @drtgpal youth in
the United States, youth residing in Washington, DC had higher rates of suiaidetsitte
physical altercations and serious injuries due to fights, dating violencgngaand threatening
others with weapons (CDC, 2007).

Trauma in adolescence has been linked to long-term developmental disturbances,
including disrupted moral development, missed developmental opportunities, delayed

preparation for professional and family life, and disruptions in close relaggen@oenijian,



Stilwell, Steinberg, Fairbanks, Galvin, Karayan, & Pynoos (1999); Saltzman, P{sanes,
Steinberg, & Aisenberg, 2001). Research has shown that youth who experieuresitr
experience after the age of 12 are more likely to display the clinical sgmapif PTSD which
includes irritability and outbursts of anger for youth (Joop, 2001). Further, the impact of
witnessed violence goes beyond the period of exposure affecting individuals intmadul
(Margolin & Gordis, 2000).

Exposure to violence also has been linked to a number of negative outcomes including
violent behaviors, risky sexual behaviors, and delinquency. Socio-emotional difficultie
including depression, PTSD, substance abuse, stress-related anxiety syraptbrefational
difficulties with trust and intimacy have been related to childhood abuse (Acostes, Al
Reynolds, Spriggs, & Weist, 2001; Boxer, P., Sheffield Morris, A., Terranova, A., Kithikye
Savoy, S, & McFaul, A.,2008; Hall, 2000; Kendall-Tackett, Williams, & Finkelhor, 1993;
McDonald & Richmond, 2008; Self-Brown, LeBlanc, Kelley, 2004). In addition to
socioemotional issues, violence exposure has been linked to low school achievemenhand to a
elevated level of anger, anxiety, externalizing behaviors such as aggressisocial behaviors,
and alcohol use for adolescents (Boney-McCoy & Finkelhor, 1995; Erickson & MegRE&06;
Schwab-Stone, 1995). Further, although research suggests that violent vicimhiaata
greater negative impact on the development of youth than does witnessed violeniceet\ar
Richters, 1993), the potential negative impact of witnessed violence should not be dismisse
According to the National Survey of Adolescents (2000), witnessing violences titi@eisk of
substance abuse after the effects of demographics, familial substaneeagogictimization

are controlled (Hanson, Saunders, Kilpatrick, & Resnick, 2000).



4

Studies have shown a gender-specific emotional response in withessing anehexgeri
chronic violence that indicated adolescent females are especially \nléneraiolence (Cooley-
Strickland, Ouille, Griffin, Stuart, Bradshaw, Furr-Holden, D., 2009; Gladsteih,&992;
Schwartz & Kowalski, 1991). Females exposed to violence experience greatenfeve
internalizing behaviors including depression and PTSD than their male coustéRizgpatrick,
1993; Fitzpatrick & Boldizar, 1993). Further, adolescent females exposed to violeece we
more likely to abuse substances, carry weapons, and experience school-relatedadehavi
problems than their male counterparts (Buka, S. L., Stichick, T. L., BirdtHisiéeEarls, F.J.,
2001; Titus, Dennis, White, Scott, & Funk, 2003).

Despite the increasing problem of violence in urban areas, there has been oedly limi
attention to the psychological impact and treatment of victimization and eveattisson to the
effects of withessing violence (Jacobson, Koehler, and Jones-Brown, 1987; MahoRnatz&
2009; Warner & Weist, 1996). “Research in the field of community violence is irfatscyf
(Rosenthal, 2000). “The mental health disciplines are presently limited in botkribeiledge
of and capacity to respond to this phenomenon” of community violence (Lorion & Saltzman,
1993, p.56).

The relatively widespread exposure to violence in adolescence indicatesdhe nee
further examine its negative psychological sequelae and treatment options. éinamgyouth,
the psychological sequelae of exposure to violence are likely to go untreated chitetb |i
resources and under- utilization of mental health care (Ozer & Weinstein, 200%t%te
(2003); Warner & Weist, 1995).

Notably, growing evidence supports the effectiveness of group therapeutic apprfmach

the treatment of traumatized individuals, especially adolescents, becdlisédehefits of this



5
modality (Foa, Keane, & Friendman, 2000). Group approaches for adolescentsedicaben
many areas including the use of the adolescent peer group to help with self angdgimenis
about normality, emotional support and affect regulation, and promotion of developmental
recovery (Foa et al., 2000). However, there are few interventions gearecajpetdward
reducing the effects of withessing or experiencing violence for adalss@erickson &
Megivern, 2006; Warner & Weist, 1995; Weist, Acosta, & Youngstrom, 2001). Furtbst, m
studies of violence exposure have presented results from single-group pre-post Wasig
comparison groups were not included (Foy, Eriksson, & Trice, 2001). The developers of the
group intervention, GTREM, have reported that GTREM addresses effects of viekpuseire
and shares many of the characteristics of effective trauma focused grdugmagcognitive
restructuring, psychoeducation, and coping skills training (Harris & Falét; Fallot &
Harris, 2002; Foy, Eriksson, & Trice, 2001). The GTREM developers also have repatted t
this intervention has the additional advantages of gender specificity anclcationpetence
unlike other group interventions for traumatized adolescents (Harris & Fallot, 2001).

The costs of the lack of effective interventions for adolescents who have suffered
violence exposure include increased likelihood of revictimization, reenactmeintesfce,
psychosocial maladjustment, and adolescents who develop into dysfunctionalFadkiéhor
et al., 2009). Further, in some communities the initial costs of violence exposunengcatithe
individual level multiply into epidemic proportions resulting in communities inscrihe direct
costs of victimization in terms of financial loss and physical injury, the highofaviolent
victimization in adolescence, and the pervasive effects of adolescent victanization in later
life strongly suggest the need for interventions to reduce violent victimizatiorgdur

adolescence (Menard, 2002).
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In sum, although the prevalence of mental health correlates of adolescentsrexpos
violence have been studied, mental health clinicians’ understanding of efteetitraent

approaches for urban Black adolescent females exposed to violence remidéas i

Purpose of the Study

The goal of this study is to examine the effectiveness of a group treatppeoach for
urban adolescent females exposed to violence. The purpose of this study was to diétir@nine
group intervention, Girls’ Trauma Recovery and Empowerment (GTREM), aksisteerting
psychological distress, risk-taking, and aggressive behaviors of urban Btdekaent females.
Specifically, it will a) examine the effects of the group interventio,RE=M, on the
externalizing symptoms of urban Black adolescent females exposed to viaedds examine
the effects of the group intervention, G-TREM, on the internalizing symptoms of uldeina B

adolescent females exposed to violence.



Research Questions and Hypotheses
The specific research questions and hypotheses that were tested in thisestirdy
following:
Question 1: Does the G-TREM group intervention decrease aggression and dbeaieors
(externalizing behaviors) in urban Black adolescent females?
Hypothesis 1: The G-TREM group intervention will decrease the levels of aggrassl
antisocial behaviors (externalizing behaviors) in urban Black adolescent $essaieeasured

by the Aggression Questionnaire.

Question 2: Does the G-TREM group intervention decrease depressive symptemal{zing
symptoms) in urban Black adolescent females.

Hypothesis 2: The G-TREM group intervention will decrease the levels of depress
symptoms (internalizing symptoms) in urban Black adolescent females estéudby the

Reynolds Adolescent Depression Scale-2 (RADS-2).



Definition of Terms
Aggression- “Aggression” is defined as hostile or violent behavior or attitudes (“Aggression,”
2006). The expression of aggression can manifest verbally, physically, emyptiandll
socially. Aggression in adolescents has been referred to by a variety qfiteioding
delinquency, perpetration of violence or physical force, oppositionalism, antisebavior,
hostility, argumentative speech, and anger and aggressive behaviors. For thesmirose
study, the term aggression will be used as an indicator of these terms.
Black— Black will be used to describe a member of a racial group of African deanent;
African-American. For the purposes of this study, the terms Black andaAfimerican will be
used interchangeably.
Culture —Culture will be defined as the customary beliefs, social forms, and nataitsof a
racial, religious, or social group; the characteristic features oy@agexistence shared by
people in a place or time. For the purposes of this study, the term culture will be dssdribe
the specific beliefs, social forms, and material traits of adolesa@sithg in Washington, DC.
The developers of G-TREM created a culture specific intervention by includimglibés
(perceptions of violence), language (i.e. names in G-TREM vignettes), cuSEBTREM
activities), and material traits of urban Black adolescent femalienge Washington, DC.
Focus groups were used to obtain this information from the target population andrdinicia
providing treatment to the target population in Washington, DC (Harris, 2004, 2005).
Depression -Depression will be defined using the associated symptoms characteristic of
depression including sadness, irritability, dysphoric mood, anhedonia or negjtgstesocial
isolation, low motivation, negative self-evaluation, worthlessness, hopelgsandsomatic

complaints (Reynolds, 2002).
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G-TREM- Girls’ Trauma Recovery and Empowerment Model- G-TREM, also known as the
Love and Life Group, is a group intervention designed to address adolescent ' feiviaiets
victimization and assist in trauma recovery (Harris, 2000, 2004, 2005; Harrisa&, A2198).
Externalized behavior€Externalized behaviors are an individual’s reactions to a stressor (i.e.
violence) that manifests in external ways or through an individual’s actions.n&ktarg
behaviors include aggression, conduct problems, and delinquent behaviors (Neal-Baknett et
2001).
Internalized symptoms Internalized symptoms are an individual’s reactions to a stressor (i.e.
violence) that manifests in internal ways or within the individual. Interngligroblems include
anxiety, depression and symptoms of posttraumatic stress disorder (PEaDBéxnett et al.,
2001).
Urban- Urban will be used to describe individuals residing in a city in the United States
Violence-Violence is defined as the threatened or actual use of physical force or poinst aga
another person, against oneself, or against a group or community that eitheorasuikely to
result in injury, death or deprivation (CDC, 1998).
Violence exposure Violence exposure will be defined as witnessing or experiencing violence
(Fallot & Harris, 2002).

Youth —Youth will be used to define the period of human life between childhood and maturity.



10

CHAPTER 2. REVIEW OF THE LITERATURE
Exposure to Violence

Experiencing or witnessing violence continues to be a major problem for urban Black
adolescents. Adolescents who are exposed to violence are at an increasecexis&rfencing
socio-emotional difficulties and antisocial behaviors. However, there arthézapeutic
interventions for treating urban adolescents exposed to violence (Maholmegz: F009).

The lack of effective treatment for adolescents who are exposed to violemsyahosocial and
community costs.

Rapidly growing numbers of people in urban areas are being victimized by andaxpos
to violence (CDC, 2010; Warner & Weist, 1995). Despite recent declines in the vidheat c
rate in this country, violence and the threat of violence remain a centrakfeathe lives of
many African-American children (Neal-Barnett et al., 2001). More than@&Q0%han
adolescents have witnessed a physical assault (Schwab-Stone, 1999). hidaet' €
experience with violence, either as victims or as witnesses, has beenatkasrédopublic health
problem of epidemic proportions (Margolin & Gordis, 2000). Homicide has become one of the
top two leading causes for death for adolescents between 15 to 19 years andriyesemsdi of
death of African—American youth in the same age group (Tienda & Wilson, 2002).

Exposure to violence can occur either by being the victim of an act or by witnassing
violent act (Neal-Barnett et al., 2001). Many children experience or obsetgaog within the
confines of their own homes or within their own neighborhoods. Data suggest that in urban
neighborhoods, one-third or more of prepubescent and adolescent children have been directly
victimized, and almost all children have been exposed to community violence (Margolin &

Gordis, 2000). Low-income urban youth are more likely than their upper-middle-class
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counterparts to experience community violence (Lauritsen, 2003). Boney-McCoinarthér
(1995) revealed in a study that over one-third of their sample had been victirsaulf.as
Fitzpatrick and Boldizar (1993) found that approximately 70% had seen someona suffer
gunshot wound and 43% had witnessed a murder. Buka and colleagues (2001) concluded that
the reported rates of adolescents who witness community violence avelidigty high” among
ethnic minorities and urban residents. Although not the direct targets of viaterideen who
witness family and community violence also suffer negative consequéwaisKy, 2003). The
relatively limited research on witnessing violence indicates long-tevel@amental effects on
children exposed to violence at the individual, family, school, neighborhood, and community
levels (Carter, Weithorn, & Behrman, 1999; Kracke & Hahn, 2008). Growing evidekse li
children’s witnessing violence to a wide range of psychological, emotionakibediasocial,
and academic problems (Kracke & Hahn, 2008; Margolin & Gordis, 2000; Straus, 1994).

Violence Exposure and Mental Health Needs among DC Youth

Specifically, the rates of violence exposure for youth residing in Washingtgn, DC
consistently exceeded the national averages for their counterparts (CDL, 20@1pared to all
youth in the United States, Washington, DC youth had significantly highsrabseicide
attempts, greater fear of safety at school, more concerns about beingntbdeaith weapons,
physical fighting and serious injuries due to fights, dating violence, and instaincarrying
weapons. The teen death rate by accident, homicide, or suicide for DC adelagesri5 to 19
was twice the national average of their counterparts (CDC, 2007). HEevaiesure to violence
in Washington, DC places youth at a significantly higher risk for trauma atihiziation than

their counterparts nationally. The problems posed by children’s exposure to viode ey
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affect children’s physical health and safety, but also their psychologicaitedjnt and social
relations (Margolin & Gordis, 2000).

The rates of aggression and violence for youth residing in Washington, DC continue to
increase at alarming rates. The 2007 Youth Risk Behavior Survey (YRBS), conypiterl b
Centers for Disease Control (CDC) indicated that 43% of DC high school studentsddhat
they were in a physical fight one or more times, 9.6% reported that theynjuessliwhile
engaging in a physical fight, and 19.8% reported engaging in a physical fightomhschool
property during the preceding 12 month period. These statistics were compared tiotiaé na
averages of their adolescent counterparts which were 35.5%, 4.2%, and 12.4% respéutively.
addition, 17.1% of DC adolescents reported that they were hit, slapped, or physiddily &aur
boyfriend or girlfriend while only 9.9% of the national adolescent sample repoedencing
the incident. According to the YRBS (2007), female adolescents residing in WashiDg
were significantly more likely to have been forced to have sexual inteecagasnst their will
than their male counterparts after accounting for the increases in rétesf averages
compared to the national averages (CDC, 2007).

According to national statistics, DC adolescents continue to struggle wittssieprand
were at a high risk for suicide (CDC, 2007). Specifically, female adoitssoesiding in
Washington, DC were significantly more likely to feel sad or hopeless aéwest day for two
or more weeks in a row than their male counterparts. Although the rates at whichhDC hig
school students reported feeling sad or hopeless almost every day for moveothsaeks
(26.8%) were slightly lower than their national counterparts (28.5%), theeatatenich DC high
school students reported making a suicide attempt (12.2%) and reported thabtpeadte

serious enough to warrant medical attention (4.0%) were twice as higgirasational
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counterparts (6.9% and 2.0% respectively). The results of the YRBS (2007) indicatBdt
high school students were more likely to engage in suicidal ideation, plan, and sueigasatt
than a typical high school student even if the prevalence rates for depresssogimilar.

Children and adolescents in Washington, DC live in a city where persistentypovert
chronic violence, and unemployment exceed the national average (CDC, 2007% &iorgi
Roberts, 2001). Forty-nine percent of school-aged youth in DC are eligible farrfoke |
Thirty-three percent of the population of youth 18 years and younger in DC live below the
poverty level and over 54% of youth reside in high-poverty neighborhoods. Additional
environmental factors place children in the District of Columbia at increesefdr mental
health problems. These factors include high/elevated exposure to lead levetseada@xposure
to aggression and violence, increased risk of substance abuse, particuladgmaagnd high
risks of depression and suicidal behaviors (CDC, 2003; CDC, 2007).

Further, the public educational system in Washington, DC continues to be plagued with
problems as the system has been rated as one of the lowest performing saicislidigte
country and the high school drop-out rate continues to exceed the national avera§e ZD0TE
CDC, 2007). The most frequently reported major presenting problems of studiewlisaed
by the DC Department of Mental Health School Mental Health Program inclugessdion,
aggression, disruptive behavior, and anger (Acosta Price, Mack, & Spencer, 2005; Parks, B.,
Dubenitz, J., & Sullivan, M. 2008). Thus, these presenting problems are the clinical domains
that have demanded attention, not only of clinicians and schools but community staketrodder
policy makers in Washington, DC.

Research on rates of violent criminal activity, child victimization, andlii@s living in

poverty in Washington, DC suggested the critical necessity for mentdi peadframs to
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provide interventions and support services that target violence exposure, abusg, aredjieir
implications. However, dependence on a DSM-IV TR (2000) diagnosis for thisdilirtg for
treatment presented a potential barrier for services for adolescents. Studiesna exposure
revealed that the many urban adolescents who have experienced or witnessedticteaent
did not meet the criteria for a particular DSM diagnosis. Consequently, theseadtddailed
to meet the eligibility requirements for most outpatient mental healtftes resulting in
epidemic numbers of trauma exposed adolescents without supports or servicesRAcesh
al.; Breslau, Wilcox, Storr, Lucia, & Anthony, 2004)

Violence Exposure and Black Adolescent Female Development

Adolescence is a developmental period, typically ages 13-21 between childhood and
adulthood, during which certain physical, cognitive, non-cognitive, legal and exhatavents
occur (Jones, 1989). Western psychologists usually describe adolescence as a jregiod dur
which an individual strives for independence from parents and experiences sekcateer
adjustment. The developmental tasks that are considered central in thecdi@lesfence
include achieving greater autonomy from parents, engaging in dating behawibascairing
skills required in adulthood (Montemayor, Adams, & Gullotta, 2000). For Erikson, these
developmental tasks are supplemental to the quintessential task of adole$eefareadtion of
identity (Montemayor et al., 2000).

Researchers have noted that the actual time span for development during admlescenc
varies within cultures and socioeconomic group (Lerner, 1999). There is evideno@ntbrity
group status and associated disadvantages generate experiences andoaditis/specific to
Black adolescents (Jones, 1989). One trend in the sparse literature has beemtgedhalle

deficit-pathology model and explore the mechanisms underlying “positivek Bldmlescent
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psychological and social functioning (McKenry, Everett, Ramseur, & C41280). This
“emergent” model views the positive and adaptive features of Black youth as profdaicts
interaction between their African cultural heritage and United Statésoament (McKenry et
al., 1989). Although Black adolescents account for a significant and rapidly greegngent
(17.6%) of the Black American population, there have been few empirical studiesrozsioan
Black adolescent female development to date (McKenry et al., 1989; McLoyelidb&rg,

1998).

The dominant paradigm for adolescent development appears to be a deficit model for
Black adolescents and fails to include the effects of important histori¢al faxtors (McAdoo
& McAdoo, 1985). This paradigm assumes that, at critical developmental periods, Blac
children lack quantities and qualities of stimulus inputs (i.e., linguistic, visgtleta
psychomotor experiences) which are essential for normative developmentdddM&AMcAdoo,
1985). Consequently, this paradigm fails to accurately predict Black adoEstmrélopment
into adulthood and fails to explain the adequate social adjustment demonstrated iBtankan
adults. Bronfenbrenner (as cited in McAdoo & McAdoo, 1985) astutely explains that tted typi
deficit-oriented comparative study investigates race merely sigradn the door of an
environmental context that leaves nature unspecified” which results in infeitbateare “little
more than speculation” (McAdoo & McAdoo, 1985, p. 109).

Strength-based models of Black adolescent development explore the meshazetigmd
positive Black adolescent development. Emergent models of Black adolescent development
considers cultural heritage as a critical aspect of development (McKieairy ¥989). Therefore,
it is clear that research on Black adolescent development, especiallydsvelapment, is

incomplete without attention to culture (Barbarin & Soler, 1993). Aspects of ientiuding



16
cultural identity, become more significant during adolescence (Whaley, 1993fiplMul
ecological dimensions or social contexts must be considered when observing thelackan
adolescent including the community and the social structure (McAdoo & McAdoo, 1985;
Sanders-Phillips, 2002).

When including race and socioeconomic status factors into the existing developmental
paradigm, adolescence is usually perceived as ending at about age 18 withinthe lowe
socioeconomic Black culture. This may be attributed to the conditions thatdglatdscents of
a lower socioeconomic status confront. In homes of lower socioeconomic statldescent
girls tend to assume many adult responsibilities at an early age. araenemulative effects
from multiple experiences of poverty, violence, racism, and oppression. Thesereqserie
reinforce feelings of alienation, helplessness, and powerlessness in potégiyally impacting
their responses to violence (Sanders-Phillips, 2002).

A developmental framework is critical in assessing the impact of victmizin
children and adolescents (Gil, 1996). Finkelhor (1995) proposed that the victimizatdyerchil
suffer “depends on their age and level of development in a very basic way”. oHeigigested
that “how children respond to victimization depends on stage specific capaait
vulnerabilities” (Finkelhor, 1995). Children are quite vulnerable to the effesislehce
because violence exposure may alter the timing of typical developmeaygatdries (Boney-
McCoy & Finkelhor, 1995). Specifically, violence initially may result impary effects, such as
anxiety, depression, or Posttraumatic Stress Disorder (PTSD) sympthmssymptomatology
causes secondary reactions by disrupting children’s progression throughpagpriate
developmental tasks. Exposure to violence can result in regressive symptoms, demieased

verbalization or separation anxiety (Osofsky, 1995). These symptoms segomdgriffect



17
children’s socialization skills or concentration ability. Further, at a titmenvehildren may have
difficulty with typical developmental tasks, exposure to violence can resulvinghi@ manage
adult issues (Margolin & Gordis, 2000).

Due to the developmental changes that occur in adolescents’ psychology, theyferay s
greater consequences of being exposed to violence as compared with youdgar chil
(Rosenthal, 2000). Among traumatized adolescents, there are frequentitsoadarding
dependency issues. These dependency issues manifest into excessive depandence (i
difficulties leaving home) or independence (i.e. sexual promiscuity) freem{gaand guardians.
Adolescents who have witnessed or experienced trauma also show elevated mvessamice
abuse, delinquency, and risk-taking that may parallel the event they witnessedqByNader,
1990).

From a developmental psychopathology perspective, the effects of violence cae only
understood within the context of the changing child and the child’s changing environment
(Margolin & Gordis, 2000). The child’s experience of violence is not only determintaeb
nature of the violent events but by the child’s ability to appraise and understamatejdte
respond to and cope with danger, and to garner environmental resources that offéompanidct
support. These responses are inextricably linked to the child’s general cognitiienamand
physical capabilities (Finkelhor & Kendall-Tackett, 1997; Margolin & @sr2000).

At different stages, children face different developmental challengesahde disrupted
by violence. Although the normal development of Black adolescents may tend to vary due to
culture, the basic developmental tasks remain similar to their White coutderpherefore, an
understanding of the sequelae of exposure to violence must be informed by an undgrsfandi

general adaptation across developmental stages. For instance, violencerogritie essential
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assumptions critical to the developmental task of learning to trust others amskfture
attachment relationships (Janoff-Bulman, 1992). These events may resuitirdtiei$ in
maintaining relationships throughout life.

In adolescence, the increasing need for independence may garner additionadestqpos
violence or abuse for adolescents living in a family that is unable to negbisatexhsition from
dependence. Violence may exacerbate adolescents’ risk-taking apd bsbaviors including
running away, substance abuse, and sexualized behaviors (Rossman & Rosenburg, 1998). These
behaviors may increase the likelihood of additional psychological or health problems.
Adolescents may also begin to assume an active role in violence (Rossman & RpsESfRr.
Further, although children exposed to violence may have a greater need fomacertbean
children without such stressors, they generally have less access to sociaksupmatheir
caretakers highlighting the need for specialized interventions and suppohis foogulation.

Despite the significance of environmental variables in violence exposure, tedyedma
little attention given to culture. Culture influences norms, beliefs, and valuesisdimg the
use of violence, expectations and reactions by caretakers of victimize@chddd the way that
children perceive and comprehend their own experiences. Sternberg (1993) deetbtisita
attending to culture delineates the different pathways by which violefemsathildren. Factors
within this realm must be taken into consideration in an analysis of children’suegos
violence (Dawes & Donald, 2000). However, there have been only a few studies that have
examined the impact of violence in ethnically diverse samples (Dawes & D@08l Lindahl

& Malik, 1999; McCloskey, Figueredo, Koss, 1995; Okeefe, 1995).
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Psychological Distress
Research indicates that Black children living in urban environments tend to have a
number of problems including internalizing and externalizing disorders, aggresgpnsivity,
attention deficits and hyperactivity, substance abuse, teenage pregnHrestesen issues, and
low academic achievement (Barbarin, 1993; Sewell, Farley, Manni, & Hunt, 1&gy,
1993). Ladner (as cited in Brown, Powell, & Earls, 1989) noted that Black adotegoaning
up in the inner cities have similar concerns, fears, and joys to those of otheclessiand
racial groups. However, there are other concerns thrust upon them through enviabnment
circumstances, including violence exposure, superimposing on them early emotional
development that often exceeds their chronological age.
Internalizing Symptoms
Violence exposure can be interpreted by adolescents to mean that the world isuhsafe
that they are unworthy of being kept safe. These perceptions can contributetiteerssga
perceptions and internalizing problems. Internalizing problems include aroegiyession and
symptoms of posttraumatic stress disorder (PTSD) (Neal-Barnett 20@1). Research
suggests that both witnessing and being a victim of community violence may putedtdes
risk for increased anxiety and depressive symptoms (Lynch, 2003; NealiBdrale 2001).
Exposure to recurring community violence during late adolescence has beendiakaahiber
of psychological trauma symptoms including anger, anxiety, depression, and tissocia

(Rosenthal, 2000).

Depression and anxiety are two psychological trauma symptoms that havatiseque
been identified in relation to violence exposure in inner-city adolescents (LubinCoIMm,

1994; Mazza & Reynolds, 1999). Schwab-Stone (1995) found that exposure to violence
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predicted a depressed and anxious mood among adolescents. Several studies hadetiradicat
violence exposure and victimization were related to anxiety and depression amoi® 1440
old adolescents (Singer, Anglin, Song, Lunghofer, 1995; Hilton, 1992). Fitzpatrick and Boldizer
(1993) found that violent victimization was related to depression among Africanigame
youth. Exposure to aggression and violence has been associated with PTSD symptoms in
adolescents (Margolin & Gordis, 2000). Malmquist (1986) documented flashbacks,
hypervigilence, nightmares, and recurrent thoughts in his sample of children expuEsdence.
Pynoos and Nader (1988) reported that children exposed to violence experienceddncreas
anxiety, anger, feelings of vulnerability, and constricted affect argeraf emotion. Further,
the rates at which DC youth reported feeling sad or hopeless almost eyéoy aaleast two
weeks continued to increase significantly in relation to urban youth in the United 8&®&C,

2009).

Studies of African-American youth have found symptoms consistent with clinical
descriptions of traumatized children. African-American youth exposed to veoéranore
likely to report PTSD symptomatology, depression, anxiety, dissociation, and amggraré
also more likely to report feelings of hopelessness, less purpose in life, dref thhethey will
die violently (Neal-Barnett et al., 2001). Young Black females tend to exhibitaifboeilties
related to anxiety and depressive disorders than their male counterparts ayechdieir
discrepancy increases with age (Barbarin & Soler, 1993). Therefore, vielgmasure would

likely exacerbate their anxiety and depressive symptomatology.
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Externalizing Behaviors

Research on the consequences of violence exposure has increasingly focused on
externalizing behaviors. Externalizing behaviors include aggression, conducthysoaiel
delinquent behaviors (Neal-Barnett et al., 2001). Externalizing behaviormelieding
aggression, fighting, weapon use, and substance use among DC youth consisterdlyhexce
national averages of their counterparts (CDC, 2009; CDC, 2007). Traumatized adolesgents
engage in acting out and self-destructive behaviors such as substance abuseyipromis
delinquent and aggressive behaviors, and life-threatening reenactments (Lynchy2608,&
Nader, 1988). Adolescents may engage in risk-taking behaviors as a formaatmesmt of the
trauma or as a defense mechanism used to distract them from painful memoriesetyd a
(Neal-Barnett et al., 2001). Black adolescent females tend to mask theirsédfezdings with
externalizing behaviors including minor delinquency, somatic symptoms, and sexuiscoitm

(Gibbs & Hines, 1989).

Research has generally demonstrated a relationship between violposarexand
externalizing behaviors including aggression (Schwab-Stone, 1999). Victimizatimessing
of community violence is positively related to fighting and weapon carrying-@&aett et al.,
2001). Increasingly, studies are finding that violence exposure is morecsigtiifirelated to
aggression and acting out than internalizing symptoms such as depression andMaxrietyz,
2001). Researchers have suggested that violence-exposed children may expetieaserndis
the form of internalizing symptoms, but attempt to mask them in order to avoid agpeaak

and vulnerable in a hostile environment (Neal-Barnett et al., 2001).

Several studies have documented the link between exposure to community violence and

aggressive behavior. Miller, Wasserman, Neugebauer, Gorman-Smith, and Kamhi89k)s (
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found that exposure to community violence was associated with increases in pepants’of
antisocial behavior among children. Violence exposure was positively relatéfdrepseted
violent behavior among urban adolescent females (Neal-Barnett et al., 2001 ntDuRa
Pendergrast, & Cadenhead (1994) found that among urban Black adolescents, exposure to

violence and victimization were associated with self-reports of violence.

Treatment for Violence Exposure

The high incidence of violence exposure among adolescents highlights the need for
providing trauma-exposed adolescents with specialized mental health seyvieeshe recent
trend toward developing trauma-focused and empirically validatedneeaprotocols (Rozie-
Battle, 2002; Saltzman et al., 2001). Current popular adolescent prevention prograars wi
educational approach focus on the development of negotiation, communication, anger
management, problem-solving, and coping skills (Eron, Gentry, & Schlegel, 1994;iMalent
Foundation, 1999). These programs reinforce the idea that violence is an unacceptabfe f
resolving conflict and assume that individual skill development will help reducegebknd
violent interactions (Cunningham & Hennggeler, 2001; DeYoung, & Corbin, 1994; Eron et al.,
1994; Horowitz, Putnam, Noll & Trickett, 1996).

Growing evidence supports the effectiveness of group-based therapeutic approac
the treatment of traumatized individuals because of the benefits that thistynofiafs (Foa et
al., 2000; Foy et al., 2001). Group approaches for adolescents are beneficial ereasn
including the use of the adolescent peer group to help with self and other judgments about
normality, emotional support and affect regulation, and promotion of developmentamecov
(Foa et al., 2000; Kruczek & Vitanza, 1999). Group counseling can be an effective ¥ehicl

retaining African-American females in treatment and has been iddrdi$ a practical
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intervention in empowerment (Brown et al., 1989). Dyson (1990) reported that a scleabl-bas
group therapy program resulted in improved academic and behavioral adjustm#nican-
American adolescents who had been chronically exposed to violence.

However, there are few interventions geared specifically toward redi@rejfects of
witnessing community violence. The empirical literature on group theragpildren exposed
to trauma is sparse and almost exclusively concerned with child sexual abwrgers. In
general, researchers have concentrated more on assessing tla¢esoarel sequelae of violence
than on validating the effectiveness of treatment programs for violence exposmayzing
violence prevention programs for youth (Acosta et al., 2001; Kazdin & Weisz, 1998kt In fa
there has been a decline in the relative percentage of studies focused antreatiolence-
related problems among youth (Acosta et al., 2001). Further, the few randomizetezbntr
studies available that assess treatments for violence exposed youth kaméepreesults from
single group pre-post designs (Foy et al., 2001).

Researchers have also identified the factors of consumer involvement ame dgnation
of consumer feedback in treatment design as critical elements in aiveffetgrvention for
children exposed to violence (Cohen, 2002). Specifically, Cohen emphasized the impartance
integrating developmental and cultural perspectives in treatment models. (RaG)ditional
critical element is therapists’ assistance with the construction tinieeamodels targeting
violence exposure. The inclusion of this factor will increase the likelihood opiber'didelity
and adherence with the treatment model (Cohen, 2002; Hill, 2002).

There are several challenges to providing appropriate services to adtdesxposed to
community violence. One challenge involves the need for systematic, acendhefficient

means of identifying youths with histories of trauma. Traumatized youtlesajigndo not seek
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professional assistance and these youths are rarely identified aneld&feschool personnel
(Lerner, 1999; Saltzman et al., 2001). An additional challenge is the dependencegmosislia
in order to bill a third party for treatment. Epidemiological studies of trauma @gpasong
urban youth have found that most youth who have experienced a traumatic event do not meet the
diagnostic criteria for PTSD. As a result, these traumatized childtén faeet the eligibility
criteria for most outpatient mental health services (Breslau et al., 2ili#sah, 1993). Further,
the recruitment and retainment of traumatized youths in appropriate tregimesernts another
challenge to the provision of services for adolescents exposed to communityevidBmwices
must be easily accessible, engage the adolescent, and minimize attetipmés et al., 2001).

The purpose of the current investigation is to examine the effectiveness oféucrea
knowledge of trauma in a group treatment for urban Black adolescent females to avert
reenactment, psychological distress, and risk-taking behaviors. Sgbgifieaamined the
effects of a group intervention for urban Black adolescents females (GHI&posed to
violence on their externalizing symptoms of aggression and antisocial behavexts.| N
examined the effects of the group intervention for urban Black adolescent femdIBED

exposed to violence on their internalizing symptoms of depression.
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CHAPTER 3. RESEARCH DESIGN AND METHODS
Research Design

The current research utilizes existing data sets compiled by theeDi$tGolumbia
Department of Mental Health School Mental Health Program during the ge209€4 to 2006.
This is an experimental design consisting of pre-test, post-test, and cootnos.giThis research
study assessed the effects of a group intervention on the internalizingpsywifpdepression in
urban Black adolescent female students. This study also examined the eféegtough
intervention on the externalizing behavior of aggression in urban Black adolescala fem
students.

Sample

The sample consisted of 110 female participants who ranged in age from 14 to 20.

Participants were in grades 9 through 12 and represented six different public andhpardic

schools located in the Northeast, Northwest, and Southeast corridors of Washington, DC

Treatment (Experimental) Group

All fifty-six treatment participants were identified as Black driéan-American. Their
ages ranged from 14 to 20 and included the following: eight 14 year-olds, twenty-fiver 15 yea
olds, sixteen 16 year-olds, two 17 year-olds, four 18 year olds, and one 20 year-old (B2 =
Median = 15, Mode = 15). The treatment participants represented grades fengi®go 12
with twenty 9th graders, twenty-two 10th graders, and elev8mtetlers, and three 12th
graders. The participants represented six different public and public charters in the
District of Columbia with 4 participants from Fletcher-Johnson Educational C8rftem

Booker T. Washington Public Charter School, 6 from Friendship-Edison Public Charter School,
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5 from Caesar Chavez, 19 from Spingarn High School, and 14 from Eliot JH School (See Table
4.1).
Waiting List Control Group

The fifty-four waiting list control group participants were identlfees Black or African-
American. Their ages ranged from 14 to 20 and included the following: nine 14 year-olds,
twenty-two 15 year olds, sixteen 16 year-olds, two 17 year-olds, and five 18 yea(Mlds
15.48, Median = 15, Mode = 15). The treatment participants represented grades frany9
to 12 with twenty-two 9th graders, eighteen 10th graders, and eleVedders, and three 12th
graders. The patrticipants represented six different public and public gddrbers in the
District of Columbia with 4 participants from Fletcher-Johnson EducationaeCéntrom
Booker T. Washington Public Charter School, 5 from Friendship-Edison Public Charter School,
5 from Caesar Chavez, 20 from Spingarn High School, and 12 from Eliot JH School (See Table

4.1).
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Table 4.1: Demographic Information for Each Group of Participants
Variable Category Waiting List Treatment/
Control Group Experimental
Group

Total 54 56
Age 14 9 8

15 22 25

16 16 16

17 2 2

18 5 4

19 0 0

20 0 1
Grade 9 22 20

10 18 22

11 11 11

12 3 3
School Fletcher— 4 4
Code Johnson

Booker T. 8 8

Washington

Friendship— 5 6

Edison

Caesar Chavez 5 5

Spingarn 20 19

Eliot JH 12 14
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These adolescent females had histories of violent victimization and/or siniges
violence. Participants did not need to meet criteria for any DSM-1V diagndbkis students
may have referred themselves or have been referred by school stdféfse@ounselors,
administrators) or DC Department of Mental Health (DMH) cliniciamsservices. Participants
attended high schools that included existing DC Department of Mental Healtampsygrhich
offered mental health services in the school setting. Prospective patsScigae identified
primarily through trauma sequelae such as hostility, depression, anxtynlgrsecondarily
through documented abuse and victimization histories.

The study sample consisted of two treatment groups: Treatment | (Gailsh@
Recovery and Empowerment Model — G-TREM intervention) and Treatmeraitlr(g¢list
control group). Participants in the control group received violence exposure trefahosving
the completion of the first group. Participants were randomly assigned to onevad {hessible
treatment groups.

Inclusion criteria were that adolescents were urban Black femalesdyethe ages of 14
and 18 years meeting the stated violence exposure history prerequisite.

Exclusion criteria included adolescents other than urban Black adolescergsrbdie
ages of 14 and 18, who did not have a history of violence exposure.

Power Analysis

Results of the power analysis implemented for this research indicated Hthieve a

medium effect size (power of .80.) data should be collected from a sample of 10paagic

(Cohen, 1992).
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Study Procedures

Community Connections, the grant funded agency on the project in Washington, DC,
worked in collaboration with the District of Columbia Department of Mental H&xdhool
Mental Health Program (DMH SMHP) to collect data for the researcha pgart of the
SAMHSA funded DC Trauma Collaboration Study to understand the impact of violence, the
Girls’ Trauma Recovery and Empowerment Model (G-TREM-Love and Lifa)mg were
implemented in several public and charter high schools in the District of ColumBi& EGH
was offered in high schools that included DC Department of Mental Health protpaims
offered mental health services in the school setting. The DC Department of Meaith
school-based clinicians co-led the G-TREM groups on site at the schools. Thedgibl-
based clinicians received training (one week in duration) on the G-TREM inti@rvérom
clinicians at Community Connections. Noteworthy was the fact that mahg &fNIH
clinicians had been active participants in the construction of the GTREM intiervand
revision of the G-TREM manual.

Students were introduced to G-TREM through meetings with their DMH clinicians
Clinicians screened the referred students by conducting a clinical @weawd using the DMH
school-based intake form. Students who positively endorsed responses to the items for
Traumatic Events on the intake form, which included witnessing/experienciegesoand
Sexual/Physical Abuse/Assault, were considered candidates for th&M-iffervention.
Clinicians conducted a pre-group clinical interview of the selected studentsrmideténeir
appropriateness for group participation. If a student required more intensieal@dupport (i.e.
crisis intervention), the student was referred to the school mental healkthadlior an outside

agency or provider for services. G-TREM group participants and wait-listecipents were
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provided with access to each school’'s Resource Room filled with brochures andsréberral
outside agencies and providers if students desired additional support. Studeneeoeng
with consent forms and asked to return them no later than one week. The informed consent
outlined the G-TREM group and the research protocol. Students who had not returned
completed informed consent forms with parent or guardian signatures wrdegkfrom the
group. Although the law in the District of Columbia permits a minor to voluntarily enigag
outpatient mental health services (but not medication) without parental/guasdsent; the
DMH School Mental Health Clinicians engaged in the best practice of obtaining
parental/guardian consent for participation in this group (DMH Establishnmeehédment Act,
2001).

A total of sixteen to twenty adolescent females were selected at eachashool
participants for the G-TREM intervention during the academic year. ipartits were randomly
assigned to one of two possible treatment groups: Treatment | (GTREMemtten/Fall
Group) or Treatment Il (waiting-list control group/Spring Group). Eighen adolescent
females were assigned to Treatment | (the G-TREM intervention)igincte ten adolescent
females were assigned to participants for the waiting-list caogitoolp. Participants in the
control group received violence exposure treatment following the completion afsthgréiup.

Before the G-TREM group began, students completed a packet of assessmengs in a
group interview, which prepared the adolescent for group participation. The packet of
assessments consisted of: the Aggression Questionnaire (AQ) (AppendiheAreynolds
Adolescent Depression Scale- Second Edition (RADS-2) (Appendix B), and the
debriefing/request for study results letter. Each assessmegiweasa six-digit identification

code. The identification code appeared in the Name section of the assessmentts Reques
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study results were immediately separated from questionnaire respoddespaiseparate in a
locked filing cabinet to ensure participant anonymity.

In addition, advertisements (Appendix C) were posted in Washington DC Public Schools
and Public Charter Schools. Advertisements included the nature of the study and groapt Cont
information of the School Mental Health Program Clinician was also includdwsmterested
participants who met the criteria of the study could receive additionaiafmn regarding the
GTREM (Love & Life) group and Project Hope.

The proposed group intervention for adolescent female survivors of violence was called
the Girls’ Trauma Recovery and Empowerment Model (G-TREM) group. TheEMTdroups
were also referred to as the Love and Life Groups in an effort to reducesaniated stigma
and increase the group’s appeal to its stakeholders and target population. G-BRBNL
manualized group approach, designed to be implemented in 16 weekly, 60-90 minute sessions
(Harris, 2000, 2004). G-TREM was an extrapolation of the Trauma Recovery Empaowerme
Model (TREM), which was the group approach for trauma exposed adult women (Harris &
Anglin, 1998).

Using psychoeducation, skills training, and cognitive-behavioral techniques, GFTRE
had the advantages of gender-specificity and cultural competence (Fallti&, 12002; Harris
& Anglin, 1998). Specifically, the advantages included GTREM'’s development in Wghshj
DC with feedback from the project’s target population, Black adolescent femadethenapists
(psychologists, clinical social workers, mental health workers) that provitieides to the
target population. Focus groups with the target population and clinicians wedutilithe
development of G-TREM where students and clinicians gave feedback to the authors and

researchers. The inclusion of students and clinicians in the constructiohREM-enhanced
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the cultural specificity of the intervention including the nuances of commuomg¢atocialization,
and perceptions of violence (Fallot & Harris, 2002; Harris & Wolfson Berley, 2005)

G-TREM was a manualized group model, designed to be implemented in weeldnsessi
with a “closed” group format to allow for group cohesion and the development of sadetyist
(Harris, 2004). Group membership included 8-10 adolescent females and 2 femaldecs-le
Following an introductory session, the topics included: What It Means to Bdd-anthWhat |
Know About My Body; Managing Emotional and Physical Boundaries in RelaijasisSelf-
Esteem; Self-Soothing; and Self-Care; Expressing Feelings and Degel@gmmmunication
Skills; Peer Pressure; Understanding Emotional, Physical, and Sexgat &nderstanding the
Blame Game; Understanding the Impact of Sexual Abuse on Relationships; Dearglopm
Intimacy and Trust; Sex with a Partner: How to Negotiate the Relationsbgessfully; Sexual
Abuse and Drug and Alcohol Use; How to Manage Overwhelming Feelings and Self-
Destructive Behaviors; Anger and Anger Management; Working on Relationsktina Wour
Family; and Hope, Accomplishments, and Saying Goodbye (Harris, 2004).

Each topic-focused session had specified learning goals for the group medbehs
session began with an icebreaker, continued with a series of discussion questiond ttesigne
accomplish the goals of the session, and concluded with an exercise. The toniiaed
discussion and disclosure with experiential exercises and non-verbal negdaligixpression
designed to facilitate the development of trauma recovery skills. Leauptsasized
educational techniques throughout the intervention (Harris, 2004).

Although no physical or psychological harm from participation in this study was
anticipated, it was possible that some of the group discussions or the assdssnsectuld

cause a participant some emotional distress. If a participant exgeri@mg emotional
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discomfort, she could withdraw from the study at any time with no consequenbes If t
occurred, students were able to contact the School Mental Health Progracrafkitheir
respective schools or the Director of the School Mental Health ProgramI@arACosta) and
GTREM grant coordinators (Rebecca Wolfson-Berley, Dr. Maxine Harrigegiltone numbers
provided on the consent form. In addition, participants were encouraged to contact the School
Mental Health Program Clinician to request referral informationrége fo low cost counseling
services. They were assured a reply from the respective contacts within 24lhoeesled,
referral information was given for counseling services. The followifegred agencies and/or

persons were provided to participants if they experienced any emotionalsdistres

Dr. Olga Acosta
School Mental Health Program Director
DC Department of Mental Health
64 New York Avenue
Washington, DC 20002
(202) 671-3107

Rebecca Wolfson-Berley
Community Connections

801 Pennsylvania Ave., SE #201
Washington, DC 20003

(202) 546-1512

George Washington University Center Clinic
1922 F Street NW, Suite 103

Washington, DC 20052

(202) 994-4937

Georgetown University Center Child and Human Development Center
Georgetown University Children’s Medical Center

3800 Reservoir Road, NW

Washington, DC 20007.

(202) 687-7447
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ACCESS Helpline

DC Department of Mental Health

64 New York Avenue

Washington, DC 20002

1-888-793-4357

Participants also were assured that all of their responses on the asseasthentgoup
remained confidential under the guidelines established by HIPAA, thecDaf Columbia
Mental Health Information Act, and other applicable legal requirements. iriite of
confidentiality including exceptions such as danger to self or others, child atlse neglect
were discussed with participants. Participants were also given defrfi@fins and the option to
receive information regarding the study at a later date.

Measures
Aggression Questionnaire (AQ)

Aggression was assessed by the items on the Aggression Questionnaire AQ) (Se
Appendix A) (Buss & Warren, 2000). The Aggression Questionnaire was an update of the Buss
Durkee Hostility Inventory. The AQ measured a student’s self-pet&wvels of aggression
and anger. It provided a measure of treatment need or treatment outcome and caddrbe us
clinical and school settings to aid in treatment planning and program ewaludtiere were
thirty-four items consisting of five scales which are physical aggnegphysical expression of
anger), verbal aggression (argumentative and hostile language), agitgtrdn and sense of
control), hostility (resentment, social isolation, and paranoia), and indirect siggres
(expression of anger without direct confrontation). Each AQ item descriliedacteristic
related to aggression. The student rated the description on a scale from 1 = fNikeatna”
to 5 = “Completely like me”. The reading level of the AQ was noted as “atded{sgrade

reading ability” (Buss & Warren, 2000).
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An AQ Total score was also generated from the assessment. Both the A@QnTatiad
subscale scores were reported as standardized T-scores, with highereflemtasy higher
levels of anger or aggression. Scores ranging from 45 and 55 were considered to lee averag
Scores ranging from 56 to 59 were considered high average. Scores from 60-69 wdesembnsi
high scores and 70 or higher were considered to be very high (Buss & Warren, 2000).

The AQ Total scale was a measure of the general level of anger anssagytesed
upon the answers to all thirty-four items. It highlighted both the frequencysegsity of
aggressive thoughts, feelings, and behaviors. Clinicians are recommended torfuettegate
the subscales for those students with a high AQ Total Score to better undesstaptigations.
The Physical Aggression subscale focused on the use of physical force &sexyger or
aggression. High scores on this subscale implied an inability to control aggregsise This
could be due to high levels of arousal, anger, lack of knowledge of the alternativaklavail
The Verbal Aggression subscale pertains to hostile or argumentative speeciduéisiwith
high scores on this subscale often responded with anger to situations theyepesagibair and
might feel alienated from their current situations. The Anger subscaleuneel aspects of anger
reated to a sense a control. Elevated scores were often seen in those indixtastsng
irritability, frustration, and mood swings. The Hostility subscale, which wasiassd with
social maladjustment, assessed bitterness, alienation, and paranoia. origlofen
highlighted elevations observed on other scales, as the individual was unable tozngrathi
consider the feelings or needs of others. The final subscale on the AQ is tbet lAdgression
subscale, which measured the extent to which an individual tended to express angerhatways t

attempted to avoid direct confrontations. Elevated scores on this subscaledstitgjete
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individuals might feel chronically frustrated and were often viewed as tijgmes (Buss &
Warren, 2000).

The Inconsistency Responding Index identified unusual levels of inconsistency
stemming from deception, carelessness, or inattentiveness. TherE2wexies of items on the
Inconsistent Responding Scale. The INC score was comprised of the numéer jpdiits for
which the student’s responses differed by more than one point. When the INC score & 5, ther
was a 69% likelihood that the item responses were not consistently based on the cdmtent of t
AQ items. This likelihood increased to 83% when the INC score is 6, 91% when thedMC s
was 7, and 95% when the INC score was 8. Therefore, when the INC score was 5 pthtagher
accuracy of the responses were called into question (Buss & Warren, 2000).

The Cronbach alpha value of this scale (a measure of whether instrument in question
assessed a unitary construct in this case aggression) was reported h&8tvaed .85
(Reynolds, 1998). Additional reports of reliabilitiy or coefficient alpha sugdegood to
moderate reliability for the AQ and its subscales. According to Buss aneWW(@@00), the
values were as follows: Physical Aggression was (r=.88), Verbal 8gjgre(r=.76), Anger
(r=.78), Hostility (r=.82), Indirect Aggression (r=.71) and the Total Sgal®4).

Researchers have correlated scores on the AQ with a number of other inttrinaie
assert to measure a similar construct. Validity studies of this neegslded the physical
aggression scale on the AQ was positively correlated to all scales ofitndeAftoward Guns
and Violence Questionnaire (r =.38) (Shapiro, 2000). Therefore, students with higlo®® sc
were likely to possess favorable attitudes toward aggression and ownership of geins. Th
Children’s Inventory of Anger had a correlation coefficient of = .37 with the A€)s(h &

Finch, 2000). There was a positive correlation between high scores on the Angertiditd Hos
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subscales of the AQ and high scores on the CHIA in all challenge areas includiaggeer
authority relationship difficulties, being a victim of bullying, and problenviagl behaviors.
The AQ also had positive correlations with the Novaco Anger Scale (r =.74) and the
Provocation Inventory (r =..59) (Novaco, in press). The Hostility Scale on the AQost
similar to the Angry Cognition Scale on the Novaco Anger Scale. The Anger@ctie AQ
was most correlated to the Arousal Scale on the Novaco Anger Scale and ratiselyeg
correlated with the Anger Regulation Scale on the Novaco Anger Scale. Furthe the
Hostility Scale was the most correlated of the AQ scores with all ofrthe&ation Inventory
scales.

Reynolds Adolescent Depression Scale — Second Edition (RADS-2)

The Reynolds Adolescent Depression Scale- Second Edition (RADS-2) (Appendix B),
developed by Reynolds (2002), was used to assess depressive symptoms. The RADS-2 was a
self-report measure that assesses the severity of depressive sytoloigyna adolescents in
both schools and clinical settings (Reynolds, 2002). The RADS-2 was designedvidthuse
adolescents ages 13-18 years. Reading level analyses of the scaladieated that students
should possess a reading ability at the third-grade level to completsdssasnt (Reynolds,
2002).

The assessment consisted of thirty items with a Likert response forimafl otal
Depression score served as an overall measurement of the severity of theyss/mith higher
scores indicating greater distress. Four subscales (Dysphoric Mood, Araiatfent, Negative
Self-Evaluation, and Somatic Complaints) were descriptive components tleatneasured by
the tool and were clinically meaningful for depression. Raw scores onaglunes were

converted to standardized T-scores. Students with T-scores less than 6thiieithei Normal
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range of symptom endorsement. Students with scores between 61 and 64 fell withid the Mi
Clinical Depression range indicated a mild, yet clinically relevardl lef/depression. In
addition, students with scores between 65 and 69 represented Moderate Clinicali@epress
severity. Scores 70 and higher were considered to be within the Severe Ol@poassion
range of scores.

The Dysphoric Mood subscale evaluated “a distinct negative emotional staliedingc
symptoms such as sadness, crying, loneliness, irritability, worry, angityelReynolds 2002).
High scores on this subscale suggested feelings of misery and distnes&nhledonia/Negative
Affect subscale evaluated a lack of interest in activities that weneatigrpleasurable.
Adolescents presenting high scores on this subscale might exhibit a lack otimotwvel social
withdrawal. Items on the Negative Self-Evaluation subscale examineskléworth, self-
deprecation, and thoughts of self-harm. High scores on this scale suggested &ticinreal
negative self-evaluation and feelings of worthlessness. Finally, the Sdaatiplaints subscale
evaluated the physical components of depression as well as irritability anidimoréligh
scores might suggest not only somatic involvement in students’ depression, but could also
indicate an illness.

There were six items on the RADS-2, identified as “critical items” tisatridninated
between clinically depressed and non-depressed adolescents. When a studemt #edorse
maximum level of four on items 3, 6, 19, 20, and 30, these items were considered todle critic
items. A score of three or greater on question 14, which assessed self-gdestnattself-
injurious behavior, was indicative of a clinically relevant level. Cases vither@r more of
these six items were endorsed, the student’s symptomatology was be vieegouss s

regardless of the overall score on the Depression Total (Reynolds, 2002).
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The Cronbach alpha value ranged from .909 to .939 in 2002 (Reynolds, 2002). The split-
half reliability coefficient for the standardization sample was .91 (Reynt@8v). Reynolds
(1987) reported the test-retest reliability values across severalssasdi®0, .79, and .63.

The content validity was obtained by examining the congruendtraf content with
depressive symptomatology and item to total scale correlationsvandeported at .53. The
moderately high concurrent validity was indicated by the highetairon (.83) between scores
on the RADS and the Hamilton Rating Scale. The RADS is alsiéd measure of depression
given that total scores on the measure have been correldtedomres on other psychological
tests. Validity studies of the measure yielded that is wasiyebg correlated to the Beck
Depression Inventory (r =.73, n = 9583) as well as the Children’s 8gprelnventory (r = .73,
n = 3728) (Reynolds, 1987). The RADS also had positive correlationshsitBgidemiological
Studies Depression Scale (r =.75, n = 2,881) and the Self RatingsBiepr&cale (r =.72, n =
723) (Reynolds, 1987).

Table 4.2 provides a brief description of the scores that are generated lggtbesion
Questionnaire (AQ) and the Reynolds Adolescent Scale-2 (RADS-2). Scorihg #&€Q and
RADS-2 yielded raw scores which were converted to T-scores by utitizénBrofile Sheet for

the AQ and the Score Summary Table for the RADS-2.
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Table 4.2: Clinically Important Ranges for Understanding the AQ and RAD&

AQ: Aggression and Anger RADS-2: Depression

T>70 Intense Anger/Very High T>70 Severe Clinical Depression Range
Clinically Significant

T =60-69 Above Average Anger/ T = 65-69 Moderate Clinical Depression
High/Clinically Significant Range

T = 40-59 Average Anger T =61-64 Mild Clinical Depression Range

T =30-39 Below Average Anger/ T<61 Normal Range

Low/Clinically Significant
T<30 Extremely Low

Anger/Very Low/

Clinically Significant

Data Analysis

Data Analysis Procedure

The Statistical Package for the Social Sciences (SPSS) softaanesed to create the
study database and conduct all relevant statistical analyses. Sklstefiy of data analysis
entailed checking all variables for normality and the presence of outiach variable was
examined for missing values, skewness, outliers, and accuracy of data ené&yf paticipants

who omitted more than six items on an assessment were not included in the fiygsanal

Research Question 1. Does the G-TREM group intervention decrease aggressiursacidla
behaviors (externalizing behaviors) in urban Black adolescent females?

Research Hypothesis 1: The G-TREM group intervention will decreasevéie & aggression
and antisocial behaviors (externalizing behaviors) in urban Black adolescelgsfenidnis

hypothesis is based on research that indicated that group therapeutic agpi@atchematized
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adolescents are effective. Group therapeutic approaches offered the usadofeékeent peer
group to help with self and other judgments about normality, emotional support and affect
regulation, and promotion of developmental recovery (Foa et al., 2000). The components of
gender specificity and cultural competence of the G-TREM interventiorxpeeted to
enhance the results as research indicates that adolescent females expotatttoare more
likely to experience school-related behavioral problems than their mahterparts (Buka et

al., 2001).

Analysis Plan: A repeated measures ANOVA was conducted to compare AQ sdurds tbie

G-TREM group and the waiting list control group.

Research Question 2. Does the G-TREM group intervention decrease depespioens
(internalizing symptoms) in urban Black adolescent females.

Research Hypothesis 2: The G-TREM group intervention will decrease tlhedédepressive
symptoms (internalizing symptoms) in urban Black adolescent females hyifothesis is based
on research that group therapeutic approaches, are effective for teaahaatolescents (Foa et
al., 2000). Further, since research indicates that females tend to demorggtrateraspecific
emotional response to violence (i.e. depression), a gender-specific intervaiitiidelyw

increase the effectiveness of the intervention (Cooley-Strickland et al;, R@f#atrick, 1993;
Fitzpatrick & Boldizar, 1993; Gladstein et al., 1992; Schwartz & Kowalski, 1991).

Analysis Plan: A repeated measures ANOVA was conducted to compare RAD®<2 aicloth

the G-TREM group and the waiting list control group.
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CHAPTER 4. RESULTS

Each research question and corresponding hypothesis was reviewed. Findings for ea
research question were addressed in order. The general analysis procedeseaifoln r
guestions | and Il are discussed together, since each has to do with a variagsnigae
decreasing from pre-treatment to post-treatment. Research questesdeashow the
effectiveness of the G-TREM group intervention on the aggression and antsd@siors of
participants. Research question Il evaluated the impact of the G-TREM gterygntion on

depressive symptoms of participants.

Research Question 1
Does the G-TREM group intervention decrease aggression and antisociablehavi
(externalizing behaviors) in urban Black adolescent females?
It was hypothesized that the G-TREM group intervention would decrease tladl over
levels of aggression and antisocial behaviors (externalizing behaviors) seteay the AQ

(Buss & Warren, 2000) in urban Black adolescent females.

Research Question 2
Does the G-TREM group intervention decrease depressive symptoms (integsfimptoms)
in urban Black adolescent females?
A second hypothesis of the study was that the G-TREM group intervention wilagecre
the overall levels of depressive symptoms (internalizing symptomsgasuned by the RADS-2

(Reynolds, 2002) in urban Black adolescents.
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Overview of Analysis Procedures
The analyses for hypotheses 1 and 2 follow the same sequence. For each variable of

interest (depression and aggression), a repeated measures analysiaod YANBDVA) was
conducted using the subscale T-scores for the AQ and the RADS-2 at the pisséssident
and post-test assessment points for the group of 56 treatment and 54 waitingrti$t cont
participants. The goal of these analyses was to discover whether theetregroup changed
appreciably more than did the waiting-list control group over time. In faggsthypothesized
that the control groups should remain fairly steady from pre-Test to post@Estisey received
no intervention; while the treatment group should have made marked changes in tlle desire
directions. Pre-test/post-test designs can be analyzed by two differthtds: a repeated
measures analysis of variance or an analysis of covariance. latlkeane differences between
the groups at the pre-test, then either analysis is appropriate. |atbatdferences, then only
an analysis of covariance can be employed. For each of the analysesdristmns chapter,
the experimental and control groups were compared at the pre-test and theve difezences
found. As such, all of the analyses will use the repeated measures ANOVAhgraxealysis is
considered to be easier to understand. A repeated measures ANOVA prodecesdinamt
terms: the main effect for pre-post, the main effect for group, and the traera®©f these, the
critical term is the interaction since its significance indicatesthigatxperimental group is
performing differently from the control group across time. The F statisticghair level of
significance were reported for these three terms. Further, the ptatsajueared statistic for each
of the terms in the ANOVA will be reported. This is the recommended statisgpadat the

effect size in ANOVAS. Since partial eta squared is a metric baséx eratiance explained,
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the current usage is to consider any effect which explains more than 10% of theevaga
meaningful.

Research Question 1: Aggression Questionnaire (AQ) Results

Research Question 1 assessed the effectiveness of the G-TREM grougntiae
decrease aggression and antisocial behaviors (externalizing behaviorshiBladdaadolescent
females. The Aggression Questionnaire measured five components of agdrelaiier in
adolescents which were the following: physical aggression (physicassipn of anger),
verbal aggression (argumentative and hostile language), anger (agitation araf seng®l),
hostility (resentment, social isolation, and paranoia), and indirect aggresgpoesg@on of anger
without direct confrontation). In this segment, the results were presented Aggitession
Questionnaire total and subscales findings.

Mean values and standard deviations for the Total AQ are presented in Table 4.3.

Table 4.3: Means and Standard Deviations for the Treatment Groupnd Waiting List
Control Group for the AQ Total Score

PreTest AQ Post Test AQ
M SD M SD
Treatment (N = 56) 55.27 8.89 46.68 10.02
Waiting List Control (N =54)  54.65 9.35 54.37 9.29

The repeated measures ANOVA produced a significant interaction (F = 366:305=
.000, partial eta squared =.195), and for time (F = 3{1,94p =.000, partial eta squared = .228)
but not for group (F = 1.418105 p = .238, partial eta squared = .013). As indicated in Table 4.3,
the overall levels of self-reported aggression of participants in the G-TiREkMent group
decreased significantly, while the levels of self-reported aggression whittieg list control

group remained steady.
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A plot of the interaction is presented in Figure 4.1. As demonstrated in Figure 4.1, the
control group remained relatively unchanged from pre-test to post-test, whiteatmeent group
improved in the intended direction with a decrease in scores on the AQ. The pasiplaztal
for the interaction indicated that this was a meaningful difference betiveéwad groups.

Figure 4.1: Changes in self-reported Aggression and Anger from Predeto Post-test for
two groups: Treatment group and Waiting-list control group.

| Control vs.
56.00 Experimental
participant
— Control Group
— Experimental Group
54.00
52.00
50.00

PrePost
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Aggression Questionnaire Subscale Results

Next, the same analysis was applied to the two groups for means on the AQ subscales f
a more detailed analysis of scores regarding the various types ofawlgaggression assessed.
These subscales include Physical Aggression, Verbal Aggression, Angéityastd Indirect
Aggression. The subscales on the AQ consistently demonstrated similar cethdt&@Q Total
score. Specifically, all of the subscales showed a significant difiefmteveen the G-TREM
treatment group and the control group. As demonstrated by the AQ Total Scdse tlesul
levels of self-reported physical aggression, verbal aggression, angerfyhastdiindirect
aggression of participants in the G-TREM treatment group decreased sighjficdhe levels
of self-reported physical aggression verbal aggression, anger, hostiliipdinedt aggression of
the waiting list control group remained unchanged. The F values, levels éitamge, and
partial eta squares will be presented for each analysis.

The means and standard deviations for Physical Aggression are presented k4 abl

with a plot of the interaction presented in Figure 4.2.

Table 4.4: Means and Standard Deviations for the Treatment Groupnd Waiting List
Control Group for the AQ Physical Aggression Subscale

PreTest AQ Post Test AQ
M SD M SD
Treatment (N = 56) 55.52 7.75 51.13 8.58
Waiting List Control (N =54) 54.89 8.67 54.78 8.79

Main Effect for Pre-Post: F =26.16, p =.000, partial eta squared = .195
Main Effect for Group: F=.951, p=.138, partial eta squared = .009
Interaction: F = 23.64, p =.000, partial eta squared =.180



Figure 4.2. Changes in self-reported Physical Aggression from Pre-tée Post-test for
two groups: Treatment group and Waiting-list control group.
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Means standard deviations for the Verbal Aggression subscale are presentdd ihS.a

Table 4.5. Means and Standard Deviations for the Treatment Groupnd Waiting List
Control Group for the AQ Verbal Aggression Subscale
PreTest AQ Post Test AQ
M SD M SD
Treatment (N = 56) 55.52 9.27 51.13 9.51
Waiting List Control (N =54) 54.89 8.30 54.78 8.29

Main Effect for Pre-Post:
Main Effect for Group:

F =49.45, p =.000, partial eta squared = .314
F =1.001, p =.314, partial eta squared = .009

Interaction: F = 45.69, p = .000, partial eta squared = .297
Figure 4.3.  Changes in self-reported Verbal Aggression from Pre-test Post-test for
two groups: Treatment group and Waiting-list control group.
| Control vs.
55.00 Experimental
participant
— Control Group
- Experimental Group
54.00-
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Mean values and standard deviations for the AQ Anger subscalgremented in Table 4.6.

Table 4.6: Means and Standard Deviations for the Treatment Groupnd Waiting List
Control Group for the AQ Anger Subscale

PreTest AQ Post Test AQ

M SD M SD
Treatment (N = 56) 55.52 10.13 51.13 10.13
Waiting List Control (N =54) 54.89 11.16 54.78 11.09
Main Effect for Pre-Post: F =22.52, p =.000, partial eta squared =.173
Main Effect for Group: F= .772, p = .382, partial eta squared = .007
Interaction: F =20.03, p =.000, partial eta squared = .156

Figure 4.4:  Changes in self-reported levels of anger from Pre-test Rost-test for
two groups: Treatment group and Waiting-list control group

| Control vs.
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Mean values and standard deviations for the AQ Hostility Subscale are presented i

Table 4.7.

Table 4.7. Means and Standard Deviations for the Treatment Groupnd Waiting List
Control Group for the AQ Hostility Subscale

PreTest AQ Post Test AQ

M SD M SD
Treatment (N = 56) 54.25 8.45 50.05 9.62
Waiting List Control (N =54) 54.22 8.71 54.19 8.74
Main Effect for Pre-Post: F =15.03, p =.000, partial eta squared = .122
Main Effect for Group: F=1.69, p =.202, partial eta squared = .015
Interaction: F =14.51, p =.000, partial eta squared =.118

Figure 4.5  Changes in self-reported levels of Hostility from Pre-test tod3t-test for
two groups: Treatment group and Waiting-list control group
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Mean values and standard deviations for the Indirect Aggression Subscale eméegrasTable
4.8.

Table 4.8. Means and Standard Deviations for the Treatment Groupnd Waiting List
Control Group for the AQ Indirect Aggression Subscale

PreTest AQ Post Test AQ

M SD M SD
Treatment (N = 56) 55.36 9.64 47.25 9.55
Waiting List Control (N =54) 51.26 8.86 51.13 8.77
Main Effect for Pre-Post: F =24.28, p =.000, partial eta squared =.184
Main Effect for Group: F = .688, p =.409, partial eta squared = .006
Interaction: F=21.94, p =.000, partial eta squared = .169

Figure 4.6:  Changes in self-reported indirect aggression from Pregéeto Post-test for
two groups: Treatment group and Waiting-list control group.
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Summary for Research Question 1

It is evident from the data presented above that the treatment had a sigaffieetrfor
all of the components of AQ. Moreover, the pattern of data in all cases is estrgiahme.
That is, the control group remains relatively unchanged from pre-test to gipsttide the
treatment group significantly decreases. In this sample of participggtesaion variables
decreased on all of the subscales. In essence, the treatment group eéXpsedsastile, angry,
and aggressive behaviors as a result of the G-TREM intervention. The waitiogrlirol
group, conversely, remained the same from pre to post assessments. Furtheastinerenain
effect for the G-TREM treatment group on any of the subscales. Qvkeaflample’s pretest
and posttest scores on the AQ were not clinically significant. However, thagaants of the G-
TREM group intervention demonstrated a significant decrease in their getfa@ levels of

aggression while the waiting-list control group’s scores remained steady.

Research Question 2: Reynolds Adolescent Depression Scale 2 (RAD&&3ults

Research Question 2 assessed the effectiveness of the G-TREM growgntiaer
depressive symptoms (internalizing behaviors) in urban Black adolescetedernfhe Reynolds
Adolescent Depression Scale measured four components of depressive symptonesaeatsol
which were the following: Dysphoric Mood, Anhedonia/Affect, Negative Selftti@n, and
Somatic Complaints. In this segment, the results were presented on thedRédmkscent

Depression Scale total and subscales findings.
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Mean values and standard deviations are for the presented in Table 4 9.

Table 4.9. Means and Standard Deviations for the Treatment Group and Waiting Lis
Control Group for Total Depression of the RADS-2

PreTest RADS-2 Post Test RADS-2
M SD M SD
Treatment (N = 56) 54.04 8.67 46.20 9.19
Waiting List Control (N =54) 55.07 8.80 54.81 8.79
Main Effect for Pre-Post: F =61.66, p =.000, partial eta squared = .363
Main Effect for Group: F= 8.99, p =.003, partial eta squared =.077
Interaction: F =54.02, p =.000, partial eta squared = .333

Figure 4.7:  Changes in self-reported Total Depression from Pregeto Post-test for two
groups: Treatment group and Waiting List Control group.
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As shown in Table 4.9 and Figure 4.7, the pattern of results for the Total Depression
scale of RADS-2 is identical to the data reported for the AQ. Specifittadly;ontrol group
remains essentially unchanged from pre-test to post-test, while thedréaroup significantly

decreased. As before, the effect size metric indicated that this ame &ffect.

Reynolds Adolescent Depression Scale 2 (RADS-2) Subscale Results

Finally, the same analysis was applied to the two groups for means on tf&e RAD
subscales. These subscales include the RADS-2 Total Critical, Dysphoric Mgadiyble
Affect, Negative Self Evaluation, and Somatic Complaints. The subscales RARI%: 2
yielded similar results to the overall Depression score which demodssigteficant decreases
in the G-TREM treatment group while the waiting-list control group rendesteady. The F
values, levels of significance, and partial eta squares will be presentth analysis.

Mean values and standard deviations for the RADS-2 Total Critical Subscale are
presented in Table 4.10.

Table 4.10: Means and Standard Deviations for the Treatment Group and Waiting kit
Control Group for the RADS-2 Total Critical Subscale

PreTest RADS-2 Post Test RADS-2
M SD M SD
Treatment (N = 56) .6786 .81 .2679 .65
Waiting List Control (N =54) .6852 .86 .6852 .81

Main Effect for Pre-Post: F =25.61, p =.000, partial eta squared = .192
Main Effect for Group: F= 2.07, p=.003, partial eta squared =.019
Interaction: F =25.61, p =.000, partial eta squared = .192
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Figure 4.8.  Changes in self-reported levels of Total Critical Items frorRre-test to Post-
test for two groups: Treatment group and Waiting List Control group.
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Mean values and standard deviations for the RADS-2 Dysphoric Mood Subscale are ghiesente
Table 4.11.

Table 4.11: Means and Standard Deviations for the Treatment Groupnd Waiting List
Control Group for the RADS-2 Dysphoric Mood Subscale

PreTest RADS-2 Post Test RADS-2
M SD M SD
Treatment (N = 56) 54.23 9.33 47.23 10.84
Waiting List Control (N =54) 55.65 8.34 55.37 8.23

Main Effect for Pre-Post: F=47.82, p =.000, partial eta squared = .307
Main Effect for Group: F= 8.02, p =.006, partial eta squared =.069
Interaction: F =40.79, p =.000, partial eta squared = .274
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Figure 4.9. Changes in self-reported levels of Dysphoric Mood from Prestieto Post-test
for two groups: Treatment group and Waiting List Control group
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Mean values and standard deviations for the RADS-2 Negative Affect Subscale are
presented in Table 4.12.

Table 4.12: Means and Standard Deviations for the Treatment Groupnd Waiting List
Control Group for the RADS-2 Negative Affect Subscale

PreTest RADS-2 Post Test RADS-2
M SD M SD
Treatment (N = 56) 49.96 8.01 47.93 7.55
Waiting List Control (N =54) 49.34 7.72 49.72 7.71

Main Effect for Pre-Post: F =4.02, p =.048, partial eta squared = .036
Main Effect for Group: F= .725, p =.397, partial eta squared = .007
Interaction: F=2.02, p =.158, partial eta squared =.018
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Figure 4.10: Changes in self-reported levels of Negative Affect fronrd2test to Post-test
for two groups: Treatment group and Waiting List Control group
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Mean values and standard deviations for the RADS-2 Negative Self-Evaluatioml8ubsc
are presented in Table 4.13.

Table 4.13: Means and Standard Deviations for the Treatment Groupnd Waiting List
Control Group for the RADS-2 Negative Self-Evaluation Subscale

PreTest RADS-2 Post Test RADS-2
M SD M SD
Treatment (N = 56) 54.37 10.01 49.93 9.14
Waiting List Control (N =54) 55.00 9.96 55.00 9.94

Main Effect for Pre-Post: F =37.81, p =.000, partial eta squared = .259
Main Effect for Group: F = 6.09, p =.015, partial eta squared = .057
Interaction: F =37.82, p =.000, partial eta squared = .259
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Figure 4.11: Changes in self-reported levels of Negative Self-Evaluatisom Pre-test to
Post-test for two groups: Treatment group and Waiting List Control group
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Mean values and standard deviations for the RADS-2 Somatic Complaints Subscale a
presented in Table 4.14.

Table 4.14: Means and Standard Deviations for the Treatment Groupnd Waiting List
Control Group for the RADS-2 Somatic Complaints Subscale

PreTest RADS-2 Post Test RADS-2
M SD M SD
Treatment (N = 56) 53.96 9.71 43.82 10.16
Waiting List Control (N =54) 54.22 9.40 54.09 9.32

Main Effect for Pre-Post: F =79.82, p =.000, partial eta squared = .425
Main Effect for Group: F = 9.05 ,p =.003, partial eta squared = .077
Interaction: F =75.84, p =.000, partial eta squared = .413
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Figure 4.12: Changes in self-reported levels Somatic from Pre-test Post-test for two
groups: Treatment group and Waiting List Control group
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Summary of Research Question 2

The data presented above indicated that, with one exception, the data forliResearc
Question 2 are almost identical to the data for Question 1. For this particupde £dm
participants, the depression variables decreased on three of four of the subiSsaémtially, the
G-TREM treatment group reported a decrease in the depressive symptorsghafrit mood,
negative self-evaluation, and somatic complaints as a result of the G-TR&Mere group.

The waiting-list control group remained unchanged from pre to post assessments.
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The sole exception was for Negative Affect where the interaction was ndicsighi However,
the main effect for group was significant on the Negative Affect subscalatimgjchat the two
groups (treatment and control) combined decreased significantly from pre tegios
Nevertheless, it remained clear from the graph of the results thadttieen of results were
similar. Therefore, the data demonstrated that the treatment had tteeffignificantly
reducing depression in the Black, adolescent females who were in the G-T&dENeint group.
Although, the sample’s pretest and posttest scores on the RADS-2 were not dlyclinica
significant levels, the participants of the G-TREM group intervention demtetaasignificant

decrease in their self-reported levels of depressive symptoms.

Additional Research Question: The Effect of Grade Level on Pre-tefbst-Test Gains

As additional analysis, the data were analyzed to ascertain whetheert'stgdade in
school affected the results. Given the data presented above, it was decidedzes @niglthe
subjects from the Treatment group. The Total Depression Score from the RAIISH2 & otal
Aggression Score from the AQ were used as the dependent variables. As befoeated
measures ANOVA was used for the analysis.

RADS-2.

The means for the Total Depression Score from the RADS-2 along with therdtanda
deviations for students in the four grade levels represented in the samplesardequt in Table

4.15. The results of the repeated measures ANOVA and a graph of the resutis presanted.
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Table 4.15: Means and Standard Deviations for the Treatment Groupy Grade Level on
Total Depression

Pre-Test Total Post-Test Total
Depression Depression

M SD M SD
Grade 9 (n=20) 53.20 10.38 48.40 11.62
Grade 10 (n = 22) 54.41 6.12 45.95 7.84
Grade 11 (n = 11) 53.00 10.53 44.64 6.87
Grade 12 (n = 3) 60.67 4.04 39.00 3.63
Main Effect for Pre-Post: F =79.10, p =.000, partial eta squared = .603
Main Effect for Grade: F= .137 ,p =.938, partial eta squared = .008
Interaction: F = 5.63, p =.002, partial eta squared = .245

Figure 4.13: Changes in self-reported levels of Total Depression for E&nent Group
Subjects by Grade Level
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Although the analysis presented above is somewhat questionable due to therspiall sa
sizes for the two upper grades, the pattern of the data is fairly clear.i&lgciit is evident that
the effect of the treatment increases as grade level incr@dsess, the greatest change is
demonstrated by the $2jrade students (remembering that this only represents three students),
followed by the 1 grade, then the ¥0and finally with the smallest change demonstrated by the

9" grade students.
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CHAPTER 5. DISCUSSION

The current research is an attempt to expand the body of literature regafeltigesf
treatments for adolescents who have been exposed to violence. Few interventionsi@xist
are geared specifically toward reducing the effects of experiencwgnessing violence. The
empirical literature on group therapy for children exposed to trauma i® spatsalmost
exclusively concerned with child sexual abuse survivor. Generally, resesahneive
concentrated more on assessing the correlates and sequelae of violeocevidlatating the
effectiveness of treatment programs for violence exposure or analyzingcegesvention
programs for youth (Acosta et al., 2001). Not only has there has been a declinelatittee re
percentage of studies specifically focused on treatment of violence exposediyetitv
randomized controlled studies available that assess treatments for violpaseceyouth tend to
possess design and generalizability issues (Foy et al., 2001). Conseathacteand therapist
involvement in treatment design have been identified as critical factoraiménet efficacy
(Cohen, 2002). Further, the challenges of accurately identifying youths siithiés of trauma,
meeting the eligibility requirements for outpatient treatment, andviggdtattrition issues
present additional barriers to providing appropriate services to adolesgevge@xo violence.

The current research attempted to examine the effectiveness of GTRJEMIpa
treatment for urban Black adolescent females exposed to violence on thgioss of
aggression, anger, and depression. The following hypotheses were used for theeseaech:

Research Hypothesis 1: The G-TREM group intervention will decrease thedéve
aggression and antisocial behaviors (externalizing behaviors) in urban Blackcadolfemales.
Aggression and antisocial behaviors were assessed using the Aggression Questid@nair

(Buss & Warren). It was hypothesized that participants who receivésiltREM treatment
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group intervention would report a decrease in their levels of aggression, anger, sowanti
behaviors.

Research Hypothesis 2: the G-TREM group intervention will decreasevitis bf
depressive symptoms (internalizing symptoms) in urban Black adolescentderDalgressive
symptoms were assessed using the Reynolds Adolescent Depression BeddS2
(Reynolds, 2002). It was believed that participants who received the G-TREMdnéajroup

would report a decrease in their levels of depressive symptoms.

Community Connections, the grant funded agency on Project Hope, worked in
collaboration with the District of Columbia Department of Mental Health SchoaotdMelealth
Program (DMH SMHP) to collect data for research on the group interventios, T&dma
Recovery and Empowerment Model (G-TREM). G-TREM groups were implementeeen thr
DC Public Schools and three DC Public Charter Schools which contained existing DC
Department of Mental Health programs. Participants for the G-TREM greengsobtained
through referrals by school staff or self-referred to the clinician whepred with trauma
sequelae or documented abuse and victimization histories. A clinical intake agrdyge
interview was conducted for each participant. A total of eight to twentydsbescent females
were selected at each school for the G-TREM intervention and Waiting-amstaCGroup.
Participants were asked to sign an informed consent along with their pagesatrdian,
complete the Aggression Questionnaire- AQ (Buss & Warren, 2000) (Appendix A), and
complete the Reynolds Adolescent Depression Scale 2- RADS-2 (Reynolds, 2002)diAppe
B).

The AQ measured a student’s self-perceived levels of aggression and @heger were

thirty-four items with a Likert response format. The AQ consistetefdllowing five
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subscales: Physical Aggression (physical expression of anger), Veytpasaion
(argumentative and hostile language), Anger (agitation and sense of corasbilifyH
(resentment, social isolation, and paranoia), and Indirect Aggression (expressigeof
without direct confrontation). Each AQ item described a characteristiedeétaaggression
(Buss & Warren, 2000).

The Reynolds Adolescent Depression Scale- Second Edition (RADS-2) (Appendix B),
developed by Reynolds (2002), was used to assess depressive symptoms. The RADS-2 was a
self-report measure that assesses the severity of depressive sytoloigyna adolescents in
both schools and clinical settings (Reynolds, 2002). The assessment consistegitertts
with a Likert response format. The Total Depression score served asrah measurement of
the severity of the symptoms with higher scores indicating greatersdistféere were four
subscales on the RADS-2. The Dysphoric Mood subscale evaluated “a distinct negative
emotional state,” including feelings of misery and distress. The AnhedogatieAffect
subscale evaluated a lack of interest in activities that were ngrpiadisurable. Items on the
Negative Self-Evaluation subscale examined low self-worth, self-cijwa, and thoughts of
self-harm. The Somatic Complaints subscale evaluated the physical conspafimgepression
as well as irritability and boredom. Finally, the RADS-2 Critical Sulesdeicriminated

between clinically depressed and non-depressed adolescents (Reynolds, 2002).
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Interpretation of Findings
Questions 1 and 2 and their respective hypotheses pertained to the issumehtreat
effectiveness, specifically the G-TREM group intervention. The arafgsdnypotheses 1 and 2
follow the same sequence. For each variable of interest (depression andiaggrasepeated
measures analysis of variance (ANOVA) was conducted using the subscale3 for the AQ
and the RADS-2 at the pre-test Assessment and post-test assessment pbimigréap of 56
treatment and 54 waiting-list control participants.
Hypothesis 1. G-TREM and Aggression
It was hypothesized that the G-TREM group intervention would decrease tlsedkbve
aggression and antisocial behaviors (externalizing behaviors) in urban Blackcadbfemales.
The AQ Total Score measured a student’s self-perceived levels ofsiggrasd anger (Buss &
Warren, 2000). The results of the data analysis indicated that the G-TR&Mene had a
significant effect for all of the components of AQ. Further, the pattern afidail cases is
essentially the same. The control group remains relatively unchanged froestaie post-test,
while the treatment group significantly decreased in scores on the AQafiied eta squared
for the interaction indicated that this was a meaningful difference. Thadesreonfirmed the
hypothesis that participants’ engagement in the G-TREM group interventioficsigtly
reduced their externalizing behaviors of aggression, anger, and antisbengbpe
Although the sample’s pretest and posttest scores on the AQ were not clinically
significant, the participants of the G-TREM group intervention demonstratigghificant
decrease in their self-reported levels of aggression. Research hagththeaigroup
therapeutic approaches for traumatized adolescents are effective. ionadditdies have

highlighted the effectiveness of the use of the adolescent peer group to helglivatidother
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judgments about normality, emotional support and affect regulation, and promotion of
developmental recovery (Foa et al., 2000). The components of gender specifiGtyitaral
competence of the G-TREM intervention were expected to enhance the resedsaashr
indicated that adolescent females exposed to violence were more likepetteexe school-
related behavioral problems than their male counterparts (Buka et al., 2001).

The results of the AQ subscales replicated the AQ Total findings which hegtriané
treatment group demonstrated significant decreases in scores while threy\Mat Control
Group scores remained fairly steady. This was an expected finding a® theore is highly
related to all of the five subscales (Buss & Warren, 2000). According to thenesir's
authors, the Physical Aggression subscale was one of the subscales thattvehsseigs
associated with the AQ Total Score (Buss and Warren, 2000). Specificallysultie of the
data analysis of the AQ Physical Aggression subscale yielded signifsartisrwith a
meaningful difference. The results of this subscale suggested that thipaatsicuse of
physical force when expressing anger or aggression significantlyadedrafter engaging in the
G-TREM intervention. According to the literature, externalizing behavietading physical
aggression was reduced significantly when an individual was able to engage in a®eipporti
milieu Neal-Barnett et al., 2001).

The results from the data analysis of the Verbal Aggression subscale contimaeeal
a pattern of significant decreases with a meaningful difference inssg@engonstrated in the G-
TREM group and fairly steady scores in the Waiting-List Control group. Partis’
guarrelsome and hostile speech was significantly reduced as a result ehtfzgement in the
G-TREM group intervention. The difference in scores of Verbal Aggression betwearethe

test and post-test groups was particularly meaningful and a decrease irosdbwe¥erbal
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Aggression subscale was expected as groups provided a vehicle for the apprgmestaan of
participants’ thoughts and feelings of frustration, stress, and anger. loadiié group milieu
provided anger management strategies and alternatives to verbal arg{Enamest al., 1994).

The AQ Anger subscale was also closely associated with the AQ Totalsst as
expected, the results from the data analysis revealed the same pastgnificnt decreases in
scores the G-TREM group and consistent Waiting-List Control scores acetastnd Post
Test assessment points. Participants in the G-TREM group treatment recgenearked
decreases in their levels of anger, irritability, frustration, emotiadlity, and temperamental
gesturing. Individuals with anger management concerns usually have bemefitaglbixation
training, cognitive-behavioral interventions, arousal-reducing strategigdged with concrete
assistance in identifying and resolving their triggers for anger (Bud&&en, 2000). The G-
TREM intervention provided psychoeducation on anger management strategiesusaitbrel
training for participants as well as a forum to identify and implememisgior their anger
management challenges.

Results for the AQ Hostility subscale demonstrated a continued patteri RES
group participants’ scores significantly decreasing and the Waitingbistrol group scores
remaining steady. The data analysis indicated that there was a nieladiiference between
the two groups. G-TREM group participants’ attitudes of bitterness, sociztadie, and
paranoia significantly decreased as a result of their engagement inltREIE group treatment.
The group format provided a structure to address the social isolation. The group fasnadgav
effective in addressing symptoms of paranoia as members could engage inagaigywith the

other members of the group. Research has indicated the effectivenesssaf thi¢he
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adolescent peer group to help members with their self perceptions and judgments about
normality (Foa et al., 2000).

The results for the final subscale on the AQ, Indirect Aggression, revealeahtbe s
pattern of the G-TREM group improving in the intended direction with a significantasecie
scores on the subscale and the control group remaining relatively unchanged. Thdydasa ana
also indicated that the difference between the G-TREM group and the Wasdtirigpntrol
group was meaningful. The G-TREM group modality reduced participamigencies to
express anger in actions that avoided direct confrontations. The group formdegrovi
opportunities for the members to directly and appropriately express their itiengats of
anger and frustration. It also provided a way to enhance participants’ assesdigkills,
conflict resolution strategies and alternative strategies for managerge feelings of anger or
aggression (Saltzman et al., 2001).

Hypothesis 2: G-TREM and Depressive Symptoms

It was hypothesized that the G-TREM group intervention will decreasevitis td
depressive symptoms (internalizing symptoms) in urban Black adolescentdenialeas
evident from the data presented above that, with one exception, the data for Regeaticin Q
continued the same trends as in Question 1. Specifically, the control groupegemachanged
from pre-test to post-test, while the treatment group significantly asedewith a large effect.
The only exception was for Negative Affect where the interaction was moficagt.
Nevertheless, the data showed that the treatment had the effect of siggifieducing
depression in the Black, adolescent females who were in the G-TREMérgajroup. These
results confirmed the research hypothesis that participants’ engatgerntee G-TREM group

intervention would significantly reduce their internalizing symptoms of depresOverall, the
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sample’s pretest and posttest scores on the RADS-2 were not clinicalficaigrand as a
result, the sample of the study was not clinically depressed. Howeverrtibpaats of the G-
TREM group intervention demonstrated a significant decrease in theiepelted levels of
depressive symptoms. Research had indicated that group therapeutic appreeheffetive
for traumatized adolescents (Foa et al., 2000). Further, since researateththat females
tended to demonstrate a gender-specific emotional response to vidlendegression), a
gender-specific intervention would have likely increased the effectgenfehe intervention
(Cooley-Strickland et al., 2009; Fitzpatrick, 1993; Fitzpatrick & Boldizar, 19%]<Eein et al.,
1992; Schwartz & Kowalski, 1991).

The results of the RADS-2 subscales replicated the RADS Depression (texariadf
depressive symptoms) findings which were that the treatment group desteohsignificant
decreases in scores while the Waiting List Control Group scores remarnhedtéady with the
exception of the Negative Affect. The data analysis results of the RADSal Critical
subscale produced significant results with a meaningful difference. This refsthis subscale
indicated that the G-TREM group treatment significantly reduced the clieielof depressive
symptoms of participants including self-destructive, suicidal, andrgatious behaviors. The
therapeutic elements of the G-TREM group provided a safe environment to exmess int
feelings of anger that might result in self-destructive behaviors. T giso provided
therapeutic elements including cognitive restructuring and support to léieragive strategies
in managing intense thoughts and feelings (Foa et al., 2000).

The results of the data analysis of the RADS-2 Dysphoric Mood subscaledyiel
significant results with a meaningful difference. The results of this sultmogdested that the

participants’ symptoms of crying spells, loneliness, irritability, nyisend distress significantly



71
decreased after engaging in the G-TREM group intervention. Accordihg tiberature,
depressive symptomatology such as feelings of distress, lonelinedsiliiyjtand crying were
reduced significantly when an individual was able to engage in a supportive mitieup G
therapy offered a safe and supportive place to explore individual concerns aretlitéegkngs
of loneliness and isolation. G-TREM utilized the therapeutic element oftaegrestructuring
which has been consistently demonstrated to be a particularly effectiapytlier symptoms of
depression (Fallot & Harris, 2002).

The results of the data analysis for the Anhedonia/Negative Affect Selvsead not
significant for the participants of the G-TREM group treatment. Conseyué@lG-TREM
group modality did not significantly improve the group members engagement iniestivat
were normally pleasurable or motivation. Although the G-TREM group treatmaeificsigtly
improved many of the group members depressive symptoms, a level of depiiksesion |
remained among some group members due to the complicated nature of their presenting
stressors. These members might require additional treatment options @&mbdesgond the
length of the G-TREM sessions (4 months) to fully address their complex and dtressors.
In addition, the normal developmental activities that adolescents experiangledsurable
might have been the source of trauma and as a result, might be avoided rather theshl|engag
participants. Nevertheless, G-TREM was successful in engaging amingthese adolescents
in the treatment. Since engagement and retainment continued to present asrisbises f
population, G-TREM might have been the beginning of their therapeutic journey tiomgahot
wellness.

Results for the Negative Self-Evaluation subscale revealed a continteyth phiG-

TREM group participants’ scores significantly decreasing and therwaiist Control group
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scores remaining steady. The data analysis indicated that there wasiagiu difference
between the G-TREM and Waiting List Control groups. G-TREM group particigaetsigs
of worthlessness, self-deprecation, and thoughts of self-harm signifidactiyased as a result
of their engagement in the G-TREM group treatment. The group format provided aisepport
milieu to provide a sense of belonging and value (Foa et al., 2000). The therelegoiots of
Cognitive Behavioral Therapy challenged and restructured particighatgjhts and beliefs
about themselves.

The results for the final subscale on the RADS-2, Somatic Complaints, reveakahie
pattern of the G-TREM group improving in the intended direction with a significantasecie
scores on the subscale and the control group remaining relatively unchanged. Thdydasa ana
also indicated that the difference between the G-TREM group and the Wasdtirigpntrol
group was particularly meaningful producing a large effect. G-TREMpgmoembers’ reports
of physical symptoms and illnesses were significantly reduced asleaktheir participation in
the G-TREM group treatment. Research indicated that when individuals biete a
appropriately express their intense feelings in a supportive context,dheitis compaints and
their physical illnesses decreased. The group and therapeutic compor@@hREN provided a
format for members to express their feelings in a supportive, safe, angeth@r setting (Foy et
al., 2001) G-TREM also provided psychoeducational training on the importance cdirgetfs a
way to manage intense feelings in an effort to decrease any physiolayisatjoences of
emotional distress (Harris & Fallot, 2001).

As additional analyses, the data were analyzed to ascertain whetheméistyrdele in
school affected the results. It was evident that the effect of the treatmrerised as grade

level increases. The greatest change was demonstrated by'thedé students followed by the
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11" grade, then the ¥0and finally with the smallest change demonstrated by'thg&de
students. Although these results should be interpreted with caution due to the smallsszanpl
for the 11" and 13' grades, treatment was more effective as participants’ gradenevehsed.
Participants in higher grades might possess a greater ability to pemcessnally-laden
material due to increased development of coping strategies. Neuropsycindlicgyed that an
older participants’ frontal lobe may also be more developed than a youngepaats frontal
lobe increasing their their decision-making abilities and impulse contusthd¥, early traumatic
experiences might likely result in younger children confronting adult isshies they were
likely less equipped to manage in comparison to their adolescent counterpagsliggr
Gordis, 2000).
Summary

The current study evaluated the effectiveness of the G-TREM group érdatmthe
aggression and depressive symptoms of urban black females exposed to violenlts. Res
confirmed that the G-TREM group treatment significantly decreaseektlenalizing behaviors
of aggression and anger and the internalizing symptoms of depressive symptorbaridslack
females exposed to violence. The results indicated that the differencessiasgent symptoms
experienced by the G-TREM participants were meaningful. One final reswesd that
treatment was more effective as participants’ grade level inctease

Limitations of the Study

There were several limitations of my study. Due to the pretest-posttési c@sign of
my study, other hypotheses that infer the degree to which treatment waiveffes possible.
The pretest might have a potential sensitizing effect relatingtéore validity, which might

affect the generalizability of the results of the study. Since theiparits are urban, Black
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adolescent females, the generalizability of this study’s findings migivhiied primarily to
urban Black populations. In addition, attrition might have occurred due to studeliot® fo
return the consent form. Since the participants were not randomly selectedsfidihe
variables such as finances or access and/or restriction to resourcegiatipachool could
also confound the data (Heppner, Kivlighan, & Wampold, 1999). The assessment and coding of
each participant’s type of violence exposure with specifiers indicatingaryppé&equency could
have been more structured by using a standardized assessment such as the tBxpiotemee
Survey, thereby reducing potential confounding variables and yielding possiktipaldi
clinical implications (Richters, 1998). The study also included one particjggantvas 20 years
of age, which was exceeded the G-TREM intervention age limit and, as acesldthave
confounded the data. Some participants might not have felt comfortable candioly steir
feelings, perceptions, and experiences, since this study relied on asésdsamsed on the self-
reports of participants. The cognitive restructuring variables in the GWTiREErvention may
prompt participants to provide perceived acceptable responses in the groups and on the
assessments. Finally, although G-TREM was a manualized intervention and gquerg le
received training in the G-TREM intervention, group leaders might have variee€iinevel of
comfort and expertise in leading a group.

Conclusions
The problem of violence exposure for urban Black adolescents has been well-
documented. However, effective treatment interventions remained spausban Black
adolescents exposed to violence. Results from the current research miglisajferinto
methods of working with urban Black adolescent females exposed to violence. Urban Blac

adolescent females exposed to violence experienced a decrease in thejrostdti aggressive
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behaviors as a result of their participation in the G-TREM group intervention. TIREGHT
group provided a safe therapeutic milieu for the participants to discuss the ofateir intense
emotions of aggression and anger and develop coping strategies to appropriatelytheseage
emotions. The G-TREM group structure provided a setting for particiantserve the
struggles of their peers resulting in social learning and development ofrgrigradthers, which
might be critical in decreasing antisocial behaviors. The G-TREM groopaisided a setting
to receive information about social normality as participants receivdtidek regarding their
behaviors from their peers and through the G-TREM exercises (i.e. vigndtteshindings
from the study confirmed the research that group-based therapeutic &yggridraumatized
adolescents were effective due to the components of emotional regulation andrtslgbout
normality (Buka et al., 2001).

In addition, urban Black adolescent females exposed to violence experiencechaalecre
in their self-reported depressive symptoms as a result of their partinipathe G-TREM group
intervention. The structure of the G-TREM group provided a sense of belongihg for
participants, which addressed the depressive symptoms of social isolatimrawal, and
loneliness. The G-TREM group also provided a supportive therapeutic milieu for the
participants to discuss and implement coping strategies for theirgeelirsadness and
associated symptoms of depression reducing their tendencies to intehmafizenotions. The
cognitive restructuring element of G-TREM challenged and reframedaiearticipants
perceived situations and their difficulties. The findings from this stuadycaisfirmed the
research that group-based therapeutic approaches for traumatized at®lesce effective due
to the components of emotional support, affect regulation, and developmental recovergt(Buka

al., 2001).
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In addition, clinicians and stakeholders should focus on the recruitment and raetainme
of urban Black adolescents females exposed to violence in treatment. Hatificaten of
adolescents exposed to violence might likely result in improved treatment outtomes
adolescents with less expense to self and the community. Although many of idipgudstin
this study were not identified and assessed at clinically significaris liereaggression or
depression, the participants experienced a significant decrease ereissive and depressive
symtomatology, which resulted in improved psychosocial functioning and wellfass.
creation of a safe, supportive, and culturally relevant intervention assistedétainenent of
the participants. Group counseling can be an effective vehicle for retAifmiogn-American
females in treatment and has been identified as a practical intervenempowerment (Brown
et al., 1989). The effective recruitment, retainment, and engagement of ualcraBblescents
exposed to violence in G-TREM were additional key components in the effectiribiss
intervention. In conclusion, this research was a crucial strategy in addrtéssiproblem of
violence exposure for urban Black adolescent females and its implications.

Future Research Implications

There are numerous and significant implications for this stddhe results of this study
will add to the sparse body of literature and research on ealpgtiedies of trauma-specific
interventions for adolescents. The results of this study will slfrm treatment for urban
Black adolescent survivors of violence by providing effective interventions fopalpisiation.

One of the more compelling implications of this study is thatréisearch will assess the
effectiveness of a group intervention (G-TREM) that was adeatel normed for the specific
population that it proposes to treat- Black adolescent females residing irsthietf Columbia

who have been exposed to violence. The developers of the G-TREMeNien utilized focus
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groups to create the intervention comprised of Black adolescentefemeposed to violence
who were Washington, DC residents and clinicians providing treatmewtashington, DC.
Thus, the G-TREM intervention will be treating the target population ithaas specifically
designed to treat. Current research remains sparse in providewjivef evidenced based
treatment for this particular population.

In addition, schools, governments, and community stakeholders are sepkicific
evidenced based practices to target the negative effeetgpobure to violence specifically on
urban Black and Latino adolescents. Stakeholders have become nglseatirmed with the
behaviors of violence-exposed adolescents including violence towards ofieseHuicide,
depression) and the violence towards others (i.e. homicide, aggressapres$§lon, aggression,
and the ways in which these clinical concerns manifest in adwitssare the most frequently
reported presenting problems amongst stakeholders including DC satwulsunity agencies,
and policy makers. This research study may assist in inigrireatment of Black urban
adolescent females exposed to violence by providing an interventibtathats the specific
symptoms of depression and aggression which may potentially leadcidesand homicide.
Further, this research may also uncover moderating variablesiélyabe viewed as strengths or
coping strategies for violence exposed adolescents.

Future research studies conducted on the treatment efficacpasf Btack adolescents
exposed to violence is critical and warranted. Follow-up studiésegbarticipants included in
this particular research that assesses the current levéheof aggressive behaviors and
depressive symptoms and treatment engagement will provide additatealregarding the
treatment efficacy of G-TREM. Also the comparison of irdlinl counseling to the G-TREM

group treatment may also give further data regarding dsntent effectiveness of G-TREM.
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The comparison of the G-TREM group treatment with other group treanfmntraumatized
adolescents may also yield further treatment implicationshisrgopulation. The assessment
and coding of students’ type of violence exposure by using a starethrdssessment will
enhance research findings and treatment implications. In additiossiagséhe posttraumatic
symptoms of this population in a controlled study may also produceicaddittreatment
implications for this population. Further, it may prove intereséing compelling to assess the
sex differences in treatment effectiveness for urban Black adolesgpoted to violence.

Empirically validated research on this population will translate into improved a
effective strategies for counseling Black American adolesceralésm If such interventions are
successful, the result should be substantial financial, health, and behaviorat emeiih the
short and long term (Menard, 2002). Black adolescent females eventually deveBlaakt
adult females and may assume the invaluable roles of citizen, mother, mentoy celéelgue,
teacher, and policy maker. The improved coping and welfare of Black Americasaeldl

females can only have beneficial effects for society.
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APPENDIX A

AGGRESSION QUESTIONNAIRE (BUSS & PERRY, 1992)

AQ

Circle one response 1

ber for each statement.

N
PC Answer Form el
ArgoidiiSusS 1 2 3 4 5 1. My friends say that | argue a lot.
Directions 1 2 3 4 5 2. Other people always seem to get the breaks.

The statements on this form ask you to 1 2 3 4 5 3. | flare up quickly, but get over it quickly.
describe how you interact with other people. 1 2 3 4 5 4. | often find myself disagreeing with people.
There are no right or wrong answers, so
please just describe yourself as honestly as 1 2 3 4 5 5. Attimes | feel | have gotten a raw deal out of life.
you can. When you are ready to begin, read 1 2 3 4 5 6. | can’t help getting into arguments when people
each_ statement carefully and decide how disagree with me.
well it describes you, using the following ]
response scale. Then circle the number of 1 2 3 4 5 7. Attimes | get very angry for no good reason.
the one response that best fits your answer. 1 2 3 4 5 8. 1 may hit someone if he or she provokes me.

1 NO-t at ?” like me 1 2 3 4 5 9. | wonder why sometimes | feel so bitter about things.

2 Alittle like me

3 Somewhat like me 1 2 3 4 5 10. | have threatened people | know.

4 Very much like me 1 2 3 4 5 11. Someone has pushed me so far that | hit him or her.

5 Completely like me 1 2 3 4 5 12. 1 have trouble controlling my temper.
Please circle only one response for each state- 1 2 3 4 5 13, If'mangry enough, | may mess up someone’s work.
ment. If you want to change an answer, draw an
X through your first response. Then circle the 1 2 3 4 5 14. 1 have been mad enough to slam a door when leaving

number that shows your new choice. someone behind in the room.

1 2 3 4 5 15. When people are bossy, | take my time doing what
they want, just to show them.

1 2 3 4 5 16. | wonder what people want when they are nice to me.
Name
1 2 3 4 5 17. | have become so mad that | have broken things.
= 1 2 3 4 5 18. | sometimes spread gossip about people | don't like.
ID (Ask your examiner what to write in this space.) 1 2 3 4 5 19. | am a calm person.
1 2 3 4 5 20. When people annoy me, | may tell them what | think
of them.
Date Age " .
1 2 3 4 5 21. | sometimes feel that people are laughing at me
behind my back.
Gandor Last Grade Completed: 1 2 3 4 5 22. | let my anger show when | do not get what | want.
] Male (it 1 2 3 4 5 23. Attimes | can't control the urge to hit someone.
[ Female i g g E‘] 1 2 3 4 5 24. | get into fights more than most people.
2 10
all 1o 1 2 3 4 5 25. If somebody hits me, | hit back.
Ethnicity: 40 120 1 2 3 4 5 26. | tell my friends openly when | disagree with them.
[J Asian 5 130 1 2 3 4 5 27. 1f | have to resort to violence to protect my rights, | will.
[OBlack 6] 1400 1 2 3 4 5  28. | do not trust strangers who are too friendly.
[ Hispanic 70 150 1 2 3 4 5 29 Attimes I feel like a bomb ready to explode.
[] Native American s [ 16 o i : "
] whit i 2 3 4 5 30. When someone really irritates me, | might give him or
e >16 (] her the silent treatment.
[] Other . .
1 2 3 4 5 31. | know that “friends” talk about me behind my back.
1 2 3 4 5 32. Some of my friends think | am a hothead.
Examiner Name 1 2 3 4 5 33. Attimes | am so jealous | can't think of anything else.
1 2 3 4 5 34. 1like to play practical jokes.

= Publishad by
Examiner |D (Ask your examiner what to write in this space.) WESTERN PSYCHOLOGICAL SERVICES
| SR ITME 12031 Wilshire Boulevard 7Y% En 12031 Wilanirs Boulovard Copyright © 2000 by WESTERN PSYCHOLOGICAL SERYICES
| Yy %5, Los Angeles. CAgoozs.1251  Nettobe reproduced in whole or in part without wrillen permission of Western Psychological Services.
| w-371C | e o e vseribusos — Al rights reserved. PrintednUSA. 123456789
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REYNOLDS ADOLESCENT DEPRESSION SCALE-2" EDITION (REYNOLDS, 2002)

Mm-z Test Booklet by witliam M. Reynoids, Php

Name

Age Sex: [] Male [] Female Today’s Date: / /

Grade in School:

Ethnicity/Race:

School/Agency

Mo. Day yr.

Directions: Listed below are some sentences about how you feel. Read each sentence and decide how often you feel
this way. Decide if you feel this way almost never, hardly ever, sometimes, or most of the time. To answer each item,
circle the number under the answer that best describes how you really feel. Remember, there are no right or wrong
answers. Just choose the answer that tells how you usually feel.

MNNNNI\)NNI\)I\JN»—-»—HHH»-»—‘»—H»A
CPRIFILAON~Oo®NabrmPprS

e R N R N

Almost Hardly Some- Most of

never times the time

I feel happy ........ccccoocveevenmmeeieeeieceet e
I worry about school...
I feel lonely
I feel my parents don’t like me ......................
I feel important ..........cooooveeveeerireierceee.
I feel like hiding from people.........................
[feel sad .......ccccooeeveemmnneenieece
I feel like crying ........ccovevvenene....
I feel that no one cares about me ...........
I feel like having fun with other students
I feel sick
I feel loved....
I feel like running away.................
I feel like hurting myself
I feel that other students don’t like me....
I feel upset
I feel life is unfair
I feel tired

I feel I am no good ...
I feel sorry for myself...
I feel mad about things....
I feel like talking to other students................
I have trouble sleeping....................

I feel like having fun ....
I feel worried ...................
I get stomachaches.......c.c.cooveeeenneannl
I feel bored.........ccccorvvnrereiernirn

I like eating meals
I feel like nothing I do helps any more...........

p—

ever
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APPENDIX C

ADVERTISEMENT

Love & Life Group

Inspiring Girls to Grow into Healthy,
Confident Women

Love & Life Sometimes life can feel Group
A ROt like a struggle: Information:
e Stress

e Talk, listen, learn,
Young Women 12-18 Community Violence

act, and create.
No one to count on

For more information e Lasts one hour

. Join a group of young women determined to succeed! .
Contact: Broup ? e Snacks provided

(Insert Contact Information of
School Mental Health Clinician)

The Love & Life Group focuses on issues
such as: relationships, stress, anxiety, peer
pressure, depression, shame, concentration,
anger/hostility, substance abuse, violence,

self-esteem, and victimization.

Project Hope aims to educate girls, parents,
teachers, school administrators, and counsel-
ors about the signs that a girl needs support,

and provide information about what kinds of
supports are available to help girls better

cope with these problems.

U.S. Department of
Health and Human Services,
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APPENDIX D

LETTER OF SUPPORT

GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF MENTAL HEALTH

* W Xk
[Ey |
PR

To Whom It May Concern:

[ am writing in my role as Program Manager for che School Mental Ilzalth Prograrn
within the Department of Mental Health in Washington, D00 We recognize that Ms.
Taiwan Lovelace is o gradoate stucent at Temple University who desires to vse onr Girls
Trauma Recovery FEmpowerment (G-TRTM) duta for completion of her dhssertation
reacarch requirament. | am confirtming that Ma. Lovelace bas been granled aceess o our
Girls Trauma Kecovery Empowerment Module { G-TREM) collected data.

Bincerel v,

Charmets O, Seort, Fhu,
Progrier Wanager

Gchool Mental TTealth Program
Deparimens ot Mental lealth




