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The National Child Traumatic Stress Network (NCTSN) mis-
sion includes the integration of trauma-informed services and
evidence-based practices throughout the United States in clinical

and community settings. Practicing psychologists and others in-
volved with the care of children and families affected by trauma
can access NCTSN resources and opportunities to contribute and
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collaborate with this national initiative. The NCTSN website (www
.nctsn.org) provides a range of resources for psychologists, teach-
ers, other professionals, policymakers, and the public about child
traumatic stress, including informational guides, statistics, break-
ing news, the latest research, and multiple resources, including a
measures-review database containing information about assess-
ment and screening tools important for the field of child traumatic
stress. A wide range of training resources can be viewed online or
downloaded through the NCTSN Learning Center (http://learn
.nctsn.org), which includes lectures and training videos on trauma
topics, including sexual abuse, disaster mental health, domestic
violence, early childhood, and so forth, with continuing education
credits available. The Network also hosts a searchable online
NCTSN knowledge bank (http://kb.nctsn.org) that includes child
trauma resources developed by Network centers. Interested pro-
fessionals are encouraged to collaborate with NCTSN centers in
their local communities; these centers often provide training and
consultation in trauma-informed treatment to local, state, and
federal partners. A list of NCTSN centers can be found on the
NCTSN website.

The NCTSN Core Data Set

The NCTSN Core Data Set (CDS) is the first national, web-
based, data repository designed to answer key questions relevant to
researchers, practitioners, and policymakers in the field of child
traumatic stress (Pynoos et al., 2008; see Layne, Briggs & Cour-
tois, 2014, pp. S1–S8). The CDS currently contains comprehensive
information on demographic and clinical characteristics, trauma
history, service utilization, treatment type, modality, and comple-
tion, and standardized assessments on 14,088 children seen be-
tween 2004 and 2010 in 56 NCTSN-affiliated academic, hospital,
and community-service sites across the United States. It is
grounded in a systematic documentation of trauma history ob-
tained by self-report from the child or adolescent and augmented
with information from parents, teachers, and other caregivers. It
covers a full range of exposures to trauma (e.g., maltreatment,
domestic violence, natural disaster, loss, and separation), and
includes information about specific details of each type of trauma
exposure and the age of onset and age span over which the trauma
occurred (Briggs, Fairbank, Greeson et al., 2012; Pynoos et al.,
2014, pp. S9–S17). The CDS also includes repeated measures of
emotional and behavioral functioning at baseline and every 3
months until the end of treatment. The CDS is one of a number of
NCTSN program-evaluation and quality-improvement databases
that track NCTSN progress in achieving its mission of raising the
standard of care and increasing access to services for traumatized
children and their families across the United States. In addition to
collecting CDS data, many NCTSN centers have collected addi-
tional site-specific data that can be merged with the CDS data to
enhance our understanding of topics relevant to children exposed
to an array of traumatic events.

With $1 million in supplemental funding appropriated by Con-
gress in 2010 to the UCLA/Duke University National Center for
Child Traumatic Stress (NCCTS) for CDS data analyses and
reports, the NCCTS developed a multifaceted data analysis plan.
NCCTS issued a Request for Proposals to NCTSN members that
provided funding, technical assistance, and statistical support for
NCTSN-initiated studies utilizing the CDS. The collaborative

studies of NCTSN members and their partners addressed a range
of issues to advance the field of child and adolescent traumatic
stress in order to meet the mission of the NCTSN. This paper
provides an overview of initial published findings from the CDS,
describes plans for future analyses, and discusses implications for
building theory, refining research questions and methods, improv-
ing practice, and informing policy. The paper is organized around
the following six major child trauma topics and related questions,
including

• Trauma exposure. What are the rates of exposure to specific
types and constellations of trauma among children receiving ser-
vices at NCTSN centers?

• Clinical and development impact. What clinical, behavioral,
and functional profiles are linked to specific types and constella-
tions of trauma exposure across age groups? What factors influ-
ence the severity and course of these profiles?

• Assessment. What are the psychometric properties and clin-
ical utility of CDS measures of trauma history and consequences
of child exposure to traumatic stress?

• Service utilization. What are the patterns of prior and current
service utilization among traumatized children receiving services
at NCTSN centers?

• Treatment. What factors influence treatment engagement,
treatment completion, and treatment outcome? Do interventions
provided to traumatized children and their families across the
NCTSN produce clinically significant improvements?

• Ethnic/cultural groups and special populations. What are
the trauma histories, clinical and developmental profiles, patterns
of service use, and intervention outcomes for ethnic/cultural
groups and special populations who receive services at NCTSN
centers?

Emerging Findings, Future Directions,
and Implications

Concerning trauma exposure, findings reported by Briggs, Fair-
bank, Greeson et al. (2012) indicate high rates of multiple trau-
matic experiences and events among CDS children and adoles-
cents who reported trauma exposure: 77% had experienced more
than one type of trauma; 27% had experienced three to four types
of trauma; and 31% had experienced five or more types. CDS
findings also demonstrate that with the accumulation of traumas of
different types over time, children and adolescents are increasingly
likely to exhibit clinically significant levels of externalizing and
internalizing symptoms and behavioral problems (Greeson et al.,
2014).

Additional findings from other CDS studies have indicated that
using this systematic approach to characterizing trauma history,
along with assessing symptom patterns and functional impair-
ments, can be helpful in delineating the needs of youth in different
child-serving systems. For example, Dierkhising and colleagues
(Dierkhising et al., 2013) found that adolescents with recent in-
volvement in the juvenile justice system had extensive trauma
histories. Many of these youth had high rates of co-occurring
traumas during the first 5 years of life, and multiple subsequent
traumas extending into adolescence. These youth demonstrate the
“caravan of risks” described by Layne and colleagues (2014) and
Pynoos et al. (2014) that can result in severely compromised
academic performance, alcohol and substance use, and a pattern of
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impairments and behavioral problems that heighten the risk of
crossover from child welfare to juvenile justice. These types of
analyses can better inform policy, allocation of limited resources,
and promote screening and trauma-informed interventions that
would better serve youth and society during critical and develop-
mental periods. In this regard, Suarez and colleagues (Suarez,
Belcher, Briggs, & Titus, 2012) documented how youth with
trauma-related caravans are at heightened risk for emotional and
behavioral problems (e.g., substance use and abuse, posttraumatic
stress disorder; PTSD), and utilization of an array of services
across child-service sectors. Findings also underscore the need to
integrate care (e.g., mental health treatment and substance-abuse
services) across various child-serving systems.

Findings reported by Pynoos et al., (2014) have indicated that,
using multi-informant trauma-history information, traumatic be-
reavement, loss, or separation was the most frequently reported
trauma category among CDS children. Although this category
includes an admixture of different types of loss experiences (e.g.,
parental death, death of family member or close friend, separation
by removal from the home, extended medical illness, or incarcer-
ation of a parent), the finding highlights the importance of prac-
titioner awareness of the high prevalence of these types of loss-
related experiences in clinic-referred populations. With this
understanding and appropriate training, practitioners would be
better able to address the interaction of trauma and grief in clinical
assessment, case conceptualization, and treatment planning (Eth &
Pynoos, 1985; Mannarino & Cohen, 2011; Nader, 1997; Raphael,
1997).

Regarding the interaction of trauma and grief, the text in the
Diagnostic and Statistical Manual of Mental Disorders (5th ed.;
DSM-5; American Psychiatric Association, 2013) for PTSD offi-
cially recognizes that traumatic experiences often involve life
threat, witnessing violence, and the violent death of a close family
member or close friend. In addition, DSM-5 delineates the set of
criteria in the Appendix for Persistent Complicated Bereavement
Disorder as a “Condition for Further Research,” which includes a
traumatic death specifier. These advances in the diagnostic nosol-
ogy of trauma and bereavement integration point to the clinical
importance of providing interventions with components addressing
both trauma and grief, and to the need for future research to
specifically focus on identifying ways in which PTSD symptoms
and grief reactions may interact. As noted in Kaplow, Layne,
Pynoos, Cohen, and Lieberman (2012), as the integration of the
trauma, bereavement, and grief areas proceeds, there is need for
developmentally informed theory regarding the construct of grief
in children, further design and testing of developmentally appro-
priate measures of grief reactions in children, and greater clinical
attention to ways in which bereavement in traumatic circumstances
may confer additional risk for developmental disturbances, psy-
chopathology, and functional impairment.

The illustrative data presented by Pynoos et al., (2014) regard-
ing specific details of the experience of domestic violence (e.g.,
relationship to perpetrator, use of a weapon, serious injury or
death, frequency of occurrence) point more generally to the need
for clinician awareness of trauma-specific details that can serve as
targets of further in-depth assessment, case conceptualization,
treatment planning, and focused intervention. Research designs
for trauma studies would also benefit from more careful documen-
tation of trauma-specific details in that they would advance un-

derstanding about how specific features of traumatic experiences
may underlie divergent clinical, behavioral, and functional profiles
among children presumably exposed to the same type of trauma.
The lack of documentation of trauma-specific details, particularly
in studies of population rates of psychiatric disorders after cata-
strophic events, may underlie discrepant findings in, for example,
reports of rates of PTSD and other diagnoses after disasters (Py-
noos, Steinberg, & Brymer, 2007).

Kiser et al. (2014) further illustrated the need for clinicians to
assess trauma-specific details in cases of child physical and sexual
trauma. Their findings indicated that sexual trauma perpetrated by
a noncaregiver is associated with increased severity of posttrau-
matic stress symptoms, increased internalizing and externalizing
problems, dissociation, and depression compared with perpetration
by a caregiver. Noncaregiver-perpetrated physical trauma was also
related to increased posttraumatic stress symptoms and internaliz-
ing problems. These findings suggest that in taking a comprehen-
sive trauma history, clinicians and researchers need to collect
specific information regarding trauma details, including the child’s
relationship to the perpetrator, invasiveness of physically or sex-
ually traumatic acts, injury, and the youth’s perceptions of degree
of malevolence, as these factors may be differentially associated
with symptom profile.

The age of onset data for the CDS range of traumatic experi-
ences reported by Pynoos et al. (2014) speaks to the need for
further developmental epidemiology research on trauma exposure.
Given that the CDS includes children seen in diverse community-
based service settings, it would be equally important to compare
patterns of exposure in general population samples (e.g., see Cope-
land, Angold, & Costello, 2007; Kilpatrick & Saunders, 1997;
Finkelhor, Ormrod, Turner, & Hamby, 2005). From a public health
policy perspective, both service sector and epidemiological data on
trauma exposure over the course of childhood and adolescence can
help inform the design of prevention and public education pro-
grams for specific age groups. This information can also be used
to guide policymakers in prioritizing funding for these types of
public mental health efforts (Finkelhor, Ormrod, & Turner, 2009).

The principal component analysis reported by Pynoos et al.
(2014) identified a primary cluster of five trauma types (physical
abuse, emotional abuse, neglect, domestic violence, impaired care-
giver) that share a common onset during early childhood. Com-
plementary findings reported by Layne and colleagues (2014) that
the mean number of trauma types reported by CDS adolescents
was over four lent further support to the prevalence of co-
occurring trauma within and across childhood and adolescence
among these clinic-referred youth. These findings, along with
those of Spinazzola et al., (2014, pp. S18–S28) documenting the
clinical and behavioral profiles associated with this cluster, as well
as that associated with the addition of child sexual abuse (Kisiel et
al., 2014, pp. S29–S39) suggest that the co-occurrence of trauma
in early childhood represents a major target for prevention and
early intervention.

As trauma in childhood and adolescence is emerging as a
documented risk factor for adverse outcomes in adulthood (Arnow,
Hart, Hayward, Dea, & Taylor, 2000; Felitti, 2009; Green et al.,
2010; Sachs-Ericsson, Blazer, Plant, & Arnow, 2005), understand-
ing specific features of childhood trauma, including co-occurrence,
age of onset, duration, sequence, and trauma-specific details over
different developmental periods is critical. This approach to a more
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detailed and in-depth trauma history provides a model to guide
clinical practice and research with children, adolescents, and
adults, such as prospective studies among children and retrospec-
tive studies among adults.

The co-occurrence of specific traumas in early childhood may
also provide empirical support for a similar constellation of co-
occurring traumas that has been theorized to be the causal basis for
a proposed developmental trauma disorder (van der Kolk, 2005;
Courtois & Ford, 2009). As these trauma types co-occur suffi-
ciently to load on a common component in the analysis, each
serving as a marker of risk for the presence of the other, the
presence of one type of exposure should prompt systematic screen-
ing for the occurrence of other types (Pynoos et al., 2014).

Additional CDS studies in the area of trauma history are under-
way to examine longitudinal relationships among trauma types.
For example, the relationship of early onset intrafamilial trauma
and subsequent exposure to trauma in later childhood and adoles-
cence (e.g., early exposure to sexual abuse/physical abuse and later
exposure to sexual assault/physical assault with different circum-
stances and perpetrators) is being explored. Findings that emerge
from these studies can clarify how constellations of different
co-occurring traumas form early in life and “travel” with their
hosts in the form of risk-factor caravans across developmental
periods (Layne et al., 2009). These studies complement adult
research examining mechanisms underlying risk caravans (Fior-
illo, Papa and Follette (2013). Findings from these additional
studies will also help to identify important points for universal,
selective, and indicated interventions for prevention of exposure to
subsequent trauma and related accumulated consequences.

This developmental approach can also play a major role in
informing studies of genetic and neurobiological sequelae of
trauma. Epigenetic changes, neurobiological alterations, and pre-
frontal cortex development may each be influenced by different
patterns and details of trauma history (see Eslinger & Biddle,
2008). For example, studies of disturbances in startle modulation
associated with PTSD among adults need to take into account that
insults in early middle childhood and early adolescence may be
associated with different neurodevelopmental outcomes (Pynoos,
Steinberg, Ornitz, & Goenjian, 1997), a consideration that requires
use of more comprehensive child and adolescent trauma history
profiles. With emerging findings that epigenetic changes may be
related to disturbances in hypothalamic-pituitary-adrenal (HPA)
axis regulation found among patients with PTSD, changing pat-
terns of cortical regulation among children and adolescents ex-
posed to different types of trauma at different ages may carry
increased significance for epigenetic studies (Goenjian et al., 1996;
Trickett, Noll, & Putnam, 2011). Several site-specific studies are
underway examining the neurodevelopmental consequences of
trauma to clarify the complex relationship of exposure, neurobio-
logical, and epigenetic changes over time.

In addition, CDS studies are underway to investigate trauma
histories among children in various NCTSN service settings, in-
cluding: Child Welfare (Child Welfare, 2011; Greeson et al.,
2012), foster care, juvenile justice (Dierkhising et al., 2013),
inpatient/outpatient mental health, pediatrics, residential care, and
schools. These studies can provide a basis for professionals and
administrators in specific service sectors to institute and tailor
protocols for appropriate trauma screening and to select and im-

plement needed trauma-informed services and evidence-based
treatments (Ingelman et al., 2007).

Regarding clinical and developmental impact, findings reported
by Spinazzola et al., (2014) provide strong support for the inde-
pendent and additive contribution of psychological maltreatment,
the most commonly reported form of child maltreatment in the
CDS, to clinical profiles and functioning among children and
adolescents. The finding that psychological maltreatment was as
likely as physical abuse to be associated with a clinician rating of
PTSD is important to discussions related to DSM-5 (APA, 2013),
as psychological maltreatment has not been designated as meeting
Criterion A for PTSD. However, from a developmental perspec-
tive, early severe psychological maltreatment may indeed be ex-
perienced as a life threat by young children. Spinazzola et al.,
(2014) also found psychological maltreatment to be associated
with non-PTSD anxiety-related symptoms and behaviors, pointing
to a new avenue of research in regard to the intersection of PTSD
and anxiety disorders (Pynoos, Steinberg & Piacentini, 1999).
Given its consequences, the finding that psychological maltreat-
ment is seldom identified as a primary focus of treatment under-
scores the need for increased clinical attention to its conceptual-
ization, assessment, and sequelae.

Kisiel et al. (2014) reported that child sexual abuse exerted an
independent incremental predictive effect on clinical profiles,
above and beyond the predictive effects of other caregiver-induced
traumas. In addition to increased risk for higher PTSD-symptom
levels, child sexual abuse incrementally predicted additional di-
mensions of dissociation, sexualized behaviors, and suicidal risk.
If the dominance of sexual abuse (either as a predictor or causal
risk factor) is replicated using study designs that support causal
inference, then such a finding would call for adding to available
theory explaining its differential potency and giving greater atten-
tion to clinical assessment and strategies to therapeutically address
sexual abuse in the context of other co-occurring traumas.

Taken together, initial findings from the CDS suggest that
careful mapping of trauma history, including age of onset, dura-
tion, sequence, and co-occurrence of trauma exposure in childhood
can provide the basis for a more refined developmental approach
to the scientific investigation, clinical assessment, and treatment of
children, adolescents, and adults with complex histories of trauma
exposure. These papers begin to set an agenda for building a
forward-looking developmental model, from early childhood,
through mid-childhood, adolescence, and young adulthood, inte-
grating complex trauma histories with a composite clinical picture
of distress, psychopathology, developmental disturbance, and
functional impairment.

Future CDS studies are planned to further examine the contri-
bution of specific caregiver-related traumas, age of onset, duration,
sequence, and trauma-specific details to clinical profiles. More-
over, the contributions of other sociodemographic characteristics
(sex, age, and ethnicity/race) will also be explored. These findings
can also guide research that further informs the proposed diagnos-
tic construct of developmental trauma disorder that captures the
clinical profiles of children with multiple intrafamilial traumas in
early childhood who present with partial PTSD and impairment in
developmentally salient domains, including attachment, self-
esteem, self-control, and emotional regulation. As the CDS in-
cludes significant numbers of children exposed to other types and
constellations of trauma, future studies will investigate the clinical,
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behavioral, and functional profiles by age, sex, and race/ethnicity
among children exposed to these extrafamilial types and constel-
lations of trauma.

In terms of assessment, the CDS provides extensive data for
examination of the psychometrics and clinical utility of several of
the most widely used instruments for the evaluation of children
exposed to trauma. Three recent CDS papers have reported on the
psychometric properties of the University of California, Los An-
geles PTSD Reaction Index (PTSD-RI; Steinberg, Brymer,
Decker, & Pynoos, 2004) for DSM–IV (APA, 1994), one of the
most widely used instruments for the assessment of posttraumatic
stress reactions among children and adolescents (Hawkins & Rad-
cliffe, 2006; Ohan, Myers, & Collett, 2002). Abbreviated versions
of the PTSD-RI have been developed for use in triage and referral
after disasters (NCTSN, 2005) and for screening in mental health
and pediatric medical settings (Cohen, Kelleher, & Mannarino,
2008).

In one CDS PTSD-RI study, Steinberg and colleagues reported
that the PTSD-RI displayed good to excellent internal-consistency
reliability and strong convergent validity within and across age,
sex, and race/ethnicity (Steinberg et al., 2013). These findings are
striking in light of the range of trauma exposures, age, sex, and
race/ethnicity among CDS children and indicate that the PTSD-RI
has broad applicability as a clinically useful tool to evaluate
posttraumatic stress reactions across a wide demographic of trau-
matized children and adolescents. A second CDS study of the
PTSD-RI (Elhai et al., 2013) initiated investigation of the factor
structure of the PTSD-RI, findings support for a five-factor model
of PTSD as opposed to a DSM–IV (APA, 1994) three-factor
model. The five-factor model included Reexperiencing, Avoid-
ance, Numbing, Dysphoric Arousal, and Anxious Arousal. A third
CDS study (Contractor et al., 2013) showed that gender did not
play a robust moderating role in regard to the five-factor model
derived from the PTSD-RI.

In light of the DSM-5 (APA, 2013), planned studies will con-
tinue to investigate the PTSD-RI factor structure across age and
ethnicity/race, along with the criterion-referenced and differential
validity of latent PTSD factors in relation to selected external
criterion variables that can further inform theory and diagnostic
criteria. Studies are also currently underway to examine psycho-
metric properties of the Trauma Symptom Checklist for Children
(TSCC-A; Briere, 1996) among CDS youth.

CDS PTSD-RI analyses (e.g., Steinberg et al., 2013) have also
contributed to the ongoing discussion of the clinical significance of
change in distress measures. These studies used indicators of
behavioral problems and functional impairment as external bench-
marks, given that these indicators are often of greater significance
to stakeholders than distress symptoms alone (Kazdin, 2006). For
example, Ostrowski and colleagues (2010) reported that the odds
likelihood of a broad range of behavioral problems increased
significantly with shifts from the mild to moderate to severe range
of PTSD-RI scores. Layne and colleagues (2010) reported that,
from pre- to posttreatment, shifts in PTSD-RI scores from the
severe to moderate to mild range, were each associated with
significant reductions in the odds likelihood of a range of behavior
problems and functional impairment. These findings underscore
the incremental utility of PTSD symptoms for risk screening,
provide a rationale for the use of trauma-focused treatments with
trauma-exposed children who exhibit behavioral and functional

problems, and set the stage for CDS treatment-outcome studies
that investigate treatment effects as benchmarked in a metric of
impact on the lives of children.

In terms of service utilization, a consistent finding of patterns
across CDS studies is the relation between a history of multiple
types of trauma and increased involvement with child-serving
systems, including child welfare, juvenile justice, and mental
health (Briggs, Fairbank, Greeson et al., 2012). In addition, CDS
studies are beginning to document the increased need for higher
levels of care (e.g., out-of-home placements, residential treatment
services) and the associated costs to children, their families, child-
serving systems, and society for children who have experienced
multiple trauma (Briggs, Greeson, Layne, et al., 2012). In circum-
stances in which mental health resources are limited, the identifi-
cation of youth who are most likely to benefit from higher levels
of care is critical. Current studies are underway examining the
economic impact of exposure to multiple traumas during child-
hood and adolescence with respect to service utilization. Other
studies are delineating profiles of youth that are likely to have
multisystem interventions (e.g., schools, child welfare, and juve-
nile justice). Future CDS studies will investigate trauma-history
profiles among cross-over youth who transition from child welfare
to juvenile justice. The systematic use of a trauma-history profile
that carries forward from early childhood onward and is utilized
across child-serving systems holds the potential to provide im-
proved understanding of current behavior and strategies of trauma-
informed intervention. It also provides risk markers for points of
prevention and intervention, for example, from problematic behav-
ior in preschool, instability in out of home placement, diminished
school performance, and first contact with the juvenile justice
system.

Treatment provided to children in the CDS across NCTSN service
settings includes a wide range of modalities utilizing evidence-based
or evidence-informed treatment protocols, e.g., parent-child interac-
tion therapy (PCIT), child-parent psychotherapy (CPP), trauma-
focused cognitive–behavioral therapy (TF-CBT), cognitive–
behavioral intervention for trauma in schools (CBITS), skills for
psychological recovery (SPR), structured psychotherapy for adoles-
cents responding to chronic stress (SPARCS), trauma-grief compo-
nent therapy for adolescents (TCGT-A), attachment, self-regulation,
and competency (ARC), trauma adaptive recovery group education
and therapy (TARGET), trauma-systems therapy (TST), and life
skills/life story. (For NCTSN overview of these protocols and
references, see http://www.nctsn.org/resources/topics/treatments-
that-work/promising-practices). The next phase of CDS studies
will evaluate treatment outcomes considering sociodemographic
factors, trauma history, treatment type, provider type, and service
settings.

Given that the CDS is primarily a quality-improvement initia-
tive, children have not been randomly assigned to treatment con-
ditions in CDS studies. However, a variety of methodological
options are available to investigate therapeutic outcomes. These
options include the use of regression-discontinuity designs and a
focus on clinically significant change using metrics such as effect
size, the Reliable Change Index, reduction of distress from a
non-normative to a normative range, and preventive fraction (i.e.,
percentage of cases that are prevented from adverse outcomes (see
Ferguson, Robinson & Splaine, 2002; Jacobson, Follette & Reven-
storf, 1984; Jacobson & Truax, 1991; Nietzel & Trull, 1988;
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Schmitt & Di Fabio, 2004). In addition, future treatment-outcome
studies will compare subjects who have completed treatment as
planned with those who have not, and treatment provided by
therapists who have received specialized training through NCTSN
learning collaboratives.

In a CDS study that examined treatment outcomes for youth in
residential versus nonresidential settings, Briggs, Greeson, Layne
et al. (2012) found that those in residential settings had signifi-
cantly higher rates of trauma exposure and functional impairments.
Although pre- to posttreatment rates of impairment decreased
significantly in both groups, nearly a third of the youth in residen-
tial care continued to manifest significant impairment in academic
functioning, behavior problems, and disturbances in attachment.
This finding indicates the need for residential treatment providers
to be aware of the likelihood that youth in their programs will have
experienced multiple traumas, in turn requiring systematic assess-
ment of trauma history, consideration of the impact on clinical
presentation, case conceptualization and treatment planning. The
findings also suggest that complex trauma histories may indicate
the need for more intensive or long-term services. Improving
understanding of which youth will most benefit from residential
care carries the promise of enhancing the standard of care for this
highly vulnerable population, as well as guiding workforce devel-
opment and public policy regarding the development, dissemina-
tion, and implementation of effective treatments.

Three recent studies from the CDS suggest the importance of
sociodemographic factors, patterns of trauma history, and symptom
profiles in regard to treatment engagement, retention, and completion.
Sprang et al. (2013) found that African American race, placement in
state custody, and a diagnosis of PTSD, oppositional-defiant disorder,
and major depressive disorder predicted treatment attrition. A second
CDS study (Fraynt et al., 2014) provided further support for difficul-
ties in treatment engagement among African American children com-
pared with Spanish- and English-speaking Latino children. Further
research is needed to identify complementary strategies to provide
treatment that addresses ethnic-cultural matches between clients and
therapists, cultural mistrust, secondary adversities, functional impair-
ments, and accessibility of services.

A third study (Murphy et al., 2014) directed attention to the
severity of PTSD avoidance symptoms among sexually trauma-
tized youth that decrease the likelihood of completing trauma-
focused treatment. Along similar lines, symptoms included in the
DSM-5 (APA, 2013) PTSD dissociative subtype need to be inves-
tigated to determine their relation to treatment engagement, com-
pletion, and effectiveness (Lanius, Brand, Vermetten, Frewen, &
Speigel, 2012). These findings suggest the need to investigate
pretreatment strategies, for example, enhancing skills to manage
reactivity to trauma reminders or training in affective regulation
(Cloitre, Petkova, Wang, & Lu Lassel, 2012) to increase tolerance
for trauma-focused clinical work.

Planned CDS studies in regard to factors contributing to treatment
engagement and completion will be important in addressing the need
to provide services that minimize dropout and enhance engagement,
including such strategies as the use of trackers, incentives, outreach
staff that specifically target at-risk segments of the population, and
strategies to demystify the treatment process, enhance the use of
effective cultural and linguistic modifications, and address environ-
mental barriers to treatment retention. Inclusion of motivational in-
terviewing, along with parent training, may play an important role in

increasing treatment retention and completion among clients from
child welfare (Chaffin, Funderburk, Bard, Valle, & Gurwitch, 2010)
and other populations. Promoting treatment completion as a quality-
improvement strategy is a critical complement to ensuring fidelity to
treatment protocols (Sprang et al., 2013).

Regarding ethnic/cultural groups and special populations, the
CDS includes information on racial, ethnic, and cultural groups, as
well as special populations of children who are provided care in
service settings and regions across the NCTSN. For example,
Betancourt et al. (2012) reported on the trauma histories and
clinical, behavioral, and functional profiles among war-affected
refugee youth who had migrated to the United States from a
number of regions, including Central and South America, Africa,
Eastern Europe, Asia, and the Middle East. Findings indicated that,
in addition to experiencing war or political violence in their
countries of origin, refugee children experienced additional trauma
in the form of community violence, domestic violence, and phys-
ical and emotional abuse subsequent to migration (see Fazel, Reed,
Panter-Brick, & Stein, 2012; Brymer, Steinberg, Sornborger,
Layne, & Pynoos, 2008). These refugee youth had high rates of
comorbid PTSD, generalized anxiety, somatization, and grief, as
well as academic difficulties and behavior problems at home,
school, and in the community, highlighting the many challenges
faced by refugee children and their families that should be con-
sidered when tailoring interventions and addressing barriers to
care. Future investigations will examine refugee children’s
service-utilization histories and treatment outcomes. Additional
planned CDS studies will investigate trauma history; clinical,
behavioral, and functional profiles; service use; and treatment
outcomes among Black/African American, Hispanic/Latino, and
American Indian/Alaska Native children who are provided care in
service settings and regions across the NCTSN.
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