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Abstract It is consistently recognized that children and ado-
lescents who have repeatedly experienced or witnessed vio-
lence are at significant risk for a multitude of lasting difficul-
ties across many domains of functioning. Adolescents in
residential settings often have extensive trauma histories and
experience profound behavioral, emotional, and interpersonal
difficulties. Unfortunately, there are few structured trauma-
informed treatments that have been implemented in residential
settings, and even fewer that have been evaluated. This article
describes the core components of Structured Psychotherapy
for Adolescents Responding to Chronic Stress (SPARCS), a
manually-guided trauma-informed group treatment, and pro-
vides clinical examples within residential facilities for adoles-
cents with emotional and behavioral difficulties and extensive
victimization histories. Preliminary data on self-reported emo-
tional, behavioral, and posttraumatic stress symptoms are
presented.

Keywords Adolescents . Residential treatment . Complex
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Characteristics of Youth in Residential Settings

Exposure to Violence

In a large national survey of children and adolescents, 70 %
reported at least one form of victimization within the last year,
and nearly half had been victimized more than once during that
time (Finkelhor et al. 2007). Trauma exposure rates among
youth in residential care in particular are staggering, with
results from the Core Data Set of the National Child
Traumatic Stress Network finding that 92 % of youth in care
have experienced multiple traumatic events (Briggs et al.
2012). Additional analyses from the Core Data Set revealed
that traumatized youth in residential care experienced a wider
array of trauma exposure than youth who were not in residen-
tial care (5.8 versus 3.6 separate types of exposure on average).

Youth in residential care facilities consistently report high
rates of exposure to a wide range of traumatic events. In a large
study of 1300 youth in residential care, more than half had been
physically abused, over one-third had been sexually abused,
and another third had witnessed domestic violence (Drais-
Parrillo et al. 2005). Comparable rates have been found in other
studies (Connor et al. 2004), with histories of multiple types of
trauma exposure being the most significant predictor of poor
treatment outcome among youth in residential care facilities
(Boyer et al. 2009). Rates of exposure to other types of violence
have also been found to be extraordinarily high in residential
samples, with one study finding that 87 % of children had
witnessed or experienced severe community violence (e.g.
stabbings, killings, or beatings; Guterman et al. 2003).

Impairments in Functioning

Within residential settings, traumatized youth appear to exhibit
greater symptoms and greater functional impairment than trau-
matized youth who are not in residential care (see Zelechoski
et al. 2013). A review of the literature reveals that, within

Author Note The authors wish to acknowledge members of the National
Child Traumatic Stress Network and the numerous skilled and dedicated
colleagues with whom we have the privilege to work, for sharing their
valuable insights and anecdotes regarding their experience working with
adolescents in residential settings. In particular, we would like to thank
Angel Knoverek and Thomas Donavan for their thoughtful and creative
implementation of SPARCS in their work with severely traumatized
youth in residential settings.

M. Habib (*) :V. Labruna
School of Social Work, Adelphi University, 1 South Ave,
Garden City 11530, NY, USA
e-mail: mhabib@adelphi.edu

J. Newman
North Shore - Long Island Jewish Health System and Hofstra North
Shore - LIJ School of Medicine, North Shore University Hospital,
Manhasset, NY, USA

J Fam Viol
DOI 10.1007/s10896-013-9532-y

Author's personal copy



residential care facilities, traumatized youth consistently receive
disruptive behavior diagnoses at greater rates than any other
diagnosis (including Posttraumatic Stress Disorder (PTSD)),
and are also frequently diagnosed with mood and anxiety
disorders (Boyer et al. 2009; Connor et al. 2004; Guterman
et al. 2003). Comparing 525 traumatized youth who spent time
in residential programs to almost 10,000 youth who were never
in residential care, Briggs et al. (2012) found that the former
group was more likely to experience problems with attachment,
substance use, suicidal ideation, self-injury, and externalizing
behavior and criminal activity. Furthermore, there was a dose–
response relationship between the number of traumas experi-
enced and the severity of impact in each of these domains, such
that the greater the trauma exposure, the higher the likelihood of
impairment in every category.

It is not surprising then that within residential settings,
traumatized children are often described as irritable or angry,
and are often characterized as antisocial, delinquent, or suf-
fering from behavioral problems (Greenbaum et al. 1998). In
order to survive in dangerous environments, many of these
adolescents have necessarily adopted methods of coping that,
while adaptive in certain environments, create significant
problems in other areas. For example, an adolescent male with
a history of exposure to community violence may assault a
peer in school for threatening or disrespecting him. While he
is likely to get suspended, he also earns respect from some of
his peers and reduces the chances that other youth will want to
challenge him.

Professionals within the trauma field suggest that many of
these children are often overdiagnosed as having Attention-
Deficit/Hyperactivity Disorder or Bipolar Disorder, and conse-
quently, are treated with multiple medications based on these
diagnoses (e.g. Levin 2009). Alternatively, a more trauma-
informed approach to diagnosis and treatment may result in a
greater understanding of the psychological sequelae associated
with repeated victimization, and a more phenomenologically
driven framework for addressing the myriad of symptoms with
which these youth present. Indeed, several residential studies
have identified trauma as one of the strongest predictors of
outcomes, suggesting that trauma treatments are crucial to help-
ing youth in residential care (Boyer et al. 2009). This is consis-
tent with research that among youth in residential care, children
with abuse histories do not exhibit the same level of improve-
ment as non-traumatized youth, buttressing the argument that
youth who have been victimized would likely best benefit from
specialized treatment programs (Connor et al. 2002).

Despite these findings, at present, there are a limited number
of trauma-informed approaches that have been tested within
residential settings. In reviewing outcome studies conducted in
residential settings, Hair (2005) found that none of the interven-
tions were manually-driven or evidence-based. Within residen-
tial programs, it has been observed that consistent theory-based
therapeutic approaches have not been systematically applied and

that oftentimes, evenwithin the same setting, several approaches
have been used, some of which may be in direct conflict with
one another (Abramovitz and Bloom 2003). Echoing these
sentiments, Whittaker (2004) describes treatment in residential
care as an extemporaneous endeavor, likening the process to a
building which is “being built brick by brick without a blue-
print” (p. 271). It is not surprising then, that outcome research
suggests that some youth fail to improve while others deteriorate
during the course of treatment (Leichtman et al. 2001). In order
to understand the factors associated with clinical outcomes,
Lyons and McCulloch (2006) concluded there needs to be a
shift toward evidence-based research.

Real Life Heroes, which focuses on promoting safety, help-
ing children understand the impact of trauma, improving affect
regulation and coping, and repairing attachments to caregivers,
is one of the small number of interventions evaluated in
residential settings (Kagan et al. 2008; Kagan and Spinazzola
2013). While the initial pilot study of Real Life Heroes includ-
ed a small number of youth in residential care, the results were
promising including reductions in self- and caregiver- reports
of trauma symptoms. Structured Sensory Intervention for
Traumatized Children, Adolescents and Parents – At-risk
Adjudicated Treatment Program (SITCAP-ART; Jacobs and
Steele 2007) includes sensory and cognitive-behavioral tech-
niques and has also demonstrated promise in residential treat-
ment. Compared to a small wait-list group, adjudicated ado-
lescents receiving SITCAP-ART exhibited significant de-
creases in symptoms of trauma and depression, as well as
reductions in aggressive behaviors (Raider et al. 2008).

Similarly, looking at nearly 200 adolescents with a matched
comparison group, Ford and Hawke (2012) found that
trauma-specific treatment (TARGET: Trauma Affect
Regulation –Guide for Education and Therapy) was associat-
ed with decreased disciplinary incidents and use of seclusion
in juvenile justice residential settings. Trauma-Focused
Cognitive Behavioral Therapy (TF-CBT; Cohen et al. 2006),
the most well-known and extensively evaluated intervention
for traumatized youth, has been implemented in a growing
number of residential programs across the country. Although
there are no published reports yet of the effectiveness of TF-
CBT in residential settings, the intervention has been shown to
be effective with other highly traumatized youth.

The Sanctuary Model, a framework for care, rather than a
specific treatment model, has been widely implemented in
residential facilities and continues to undergo further evalua-
tion. At present, there is evidence that it is associated with
improvements in coping, greater internal locus of control, and
decreased verbal aggression in traumatized youth in residential
settings (Rivard et al. 2005). Finally, newer models such as the
Attachment, Self-Regulation and Competency (ARC) frame-
work, hold great promise for working with complexly trauma-
tized youth and are being piloted in a range of settings, includ-
ing residential programs (Blaustein and Kinniburgh 2010;
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Hodgdon et al. 2013). Overall, with the exception of themodels
outlined above, of the treatment options available in residential
care, few are trauma-focused and even fewer have been stan-
dardized, let alone formally evaluated. Fortunately, the shift in
providing and evaluating trauma-informed care has already
begun.

Structured Psychotherapy for Adolescents Responding
to Chronic Stress (SPARCS)

Focus groups conducted within the National Child Traumatic
Stress Network (NCTSN) point to the need for trauma-
focused interventions that are empirically informed and also
flexible enough to accommodate the complex presentations
seen in chronically and multiply traumatized youth (Amaya-
Jackson and DeRosa 2007). Additionally, although the prev-
alence of violent victimization increases dramatically during
adolescence, there are few evidence-based trauma-informed
treatment options that are designed specifically for adoles-
cents (e.g. Layne et al. 2008). While there have been improve-
ments regarding the application of various trauma-focused
approaches with adolescent populations, there are few pub-
lished studies investigating the application of these treatments
in residential settings. This article describes how Structured
Psychotherapy for Adolescents Responding to Chronic Stress
(SPARCS) has been implemented in residential settings and
includes anecdotes regarding its utility with clients and its
acceptability by clinical and direct care staff. Preliminary data
on adolescents receiving SPARCS in residential settings is
also presented and discussed.

SPARCS was developed, piloted, and refined in collabora-
tion with community partners within the NCTSN. The
SPARCS curriculum is based on complex trauma treatment
principles and is grounded in techniques derived or adapted
from the following evidence-based interventions: Dialectical
Behavior Therapy for Adolescents (DBT; Miller et al. 2006);
TARGET (Ford and Russo 2006); and Trauma and Grief
Component Therapy for Adolescents (Layne et al. 2008).

SPARCS: Overview

SPARCS is a 16-session manually-guided group intervention
designed to address the needs of adolescents who have
witnessed, or directly experienced, repeated or multiple forms
of violence. The model was developed for use with adoles-
cents whomay still be living with ongoing stress (e.g. physical
abuse, community/gang violence), and specifically targets the
emotional, social, and behavioral difficulties resulting from
multiple exposures to violence.

The curriculum is strength-based and designed to help
adolescents find the wisdom in their responses, support skills

they already possess, and foster new ways of coping.
Resilience is promoted by enhancing cognitive, behavioral,
and physiological self-regulatory capacities. SPARCS is
present-focused, and appropriate for adolescents with or with-
out current/lifetime PTSD. Although there is no direct expo-
sure component or construction of a trauma narrative, traumas
are discussed in the context of how these past experiences
affect thoughts, feelings, and behaviors in the here and now,
and thereby impact upon current functioning. Groups are
approximately one hour in length and have been provided in
a variety of settings including outpatient clinics, schools,
group homes, residential treatment settings, juvenile justice
centers, and foster care programs.

Treatment Characteristics

Youth with Complex Presentations & Histories

SPARCS is designed to address a range of traumatic experi-
ences and is not based on any one trauma type. As many
children and adolescents exposed to violence do not meet full
criteria for PTSD, SPARCS also addresses comorbidity and
impairments in functioning that stem from trauma but are not
captured by a diagnosis of PTSD alone (e.g. behavior prob-
lems, delinquency, substance use).

Developmentally Sensitive

SPARCS addresses the needs of multiply traumatized adoles-
cents in a manner that incorporates developmental consider-
ations specific to this age group. The curriculum was specifi-
cally developed for use with adolescents and is not an upward
or downward revision of a child or adult intervention.
Concepts, materials, and experiential activities emphasize ado-
lescents’ increased capacity for abstract thought as well as areas
of development that are particularly relevant for teenagers (e.g.
issues related to autonomy and identity). The group design
further capitalizes on the rising importance of the peer group
during adolescence (see Holmbeck et al. 2003).

Strength-Based

Discussions and assignments center on enhancing resilience
and building upon existing strengths as opposed to focusing
on the elimination of “problem behaviors”. Rather than telling
adolescents that their current behavior needs to change, clini-
cians help adolescents self-identify the ways in which they
want their lives to be different and the ways in which their
current coping strategies, while effective in the moment, often
exacerbate or create further difficulties. By validating and
recognizing that even maladaptive behaviors are often their
best attempts to cope with very difficult situations, adolescents
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are often more receptive to considering alternative, more
adaptive methods for coping.

Present-Focused

Although the treatment model does not include a formal
narrative component, to the extent that they are emotionally
able (and comfortable), members often address specific trau-
matic experiences in the context of how these past experiences
impact current functioning. To this end, sessions include the
identification of trauma triggers and psychoeducation regard-
ing the effects of trauma as well as cognitively and behavior-
ally based activities aimed at reducing reactivity and increas-
ing awareness of the reciprocal relationship between their
environment and their own thoughts, feelings, behaviors,
and physiologic reactions. Adolescents learn to recognize that
intense reactions (often characterized as “overreactions” by
others) signify the existence of additional meaning (oftentimes
hidden) to the interaction. With the support of a therapist or
staff, adolescents become detectives in trying to uncover the
underlying meaning.

As an example, in one residential setting, an adolescent boy
became enraged when staff did not let him get a second plate
of food at dinner, but did allow other residents to go back for
more. The seeming unfairness of the situation was easily
understandable, however his reaction, which included scream-
ing and throwing food at staff, appeared extreme. Later in
session, he disclosed, for the first time, that in addition to
beating him daily, his parents routinely restricted his access to
food, giving more to his younger siblings, as part of a rule in
which the older you were, the less food you received. In this
context, the client was able to connect his current reactions to
past experiences. Some group members are cognitively and
psychologically more prepared to make those connections,
whereas others are not. As a result, not all group members
will share and discuss their own traumatic histories; however,
they are able to hear and experience the process through the
eyes of their peers, thereby experiencing a sense of validation,
and oftentimes gaining insight into their own behaviors.

The SPARCS Curriculum: The 4 C’s

The broad goals of the treatment, referred to as “The Four
C’s”, are described below along with the corresponding core
skills taught to group members to help them reach their goals:

Cultivating Awareness (of Self and Other)

Through the use of SOS (Slow Down, Orient, Self-Check;
Ford and Russo 2006) andMindfulness techniques, members
increase their awareness of internal states (thoughts, feelings,
physical sensations, and urges) and external experiences

(what’s going on around them and in their relationships).
Members learn how the environment impacts upon them
emotionally, cognitively, and physiologically (e.g. impact on
heart rate) and become aware of their own internal and exter-
nal “triggers”. Through increased awareness, adolescents are
better able to notice how their emotions, thoughts, and behav-
iors affect what happens around them, and learn how to make
choices mindfully even during stressful or dangerous situa-
tion. Mindfulness skills emphasize staying in the present,
observing without acting, and describing internal experience
and external events without judgment.

Coping Effectively

Psychoeducation is provided in the form of group discussion
regarding common reactions to stress and trauma, triggers,
and the types of coping strategies youth use in response to
these experiences. Adolescents identify their MUPS (coping
strategies that “Mess you UP”), and discuss the ways in
which these strategies, while perhaps effective in the moment,
often exacerbate original problems or create new ones. Group
members support each other in identifying new strategies for
coping, including Distract and Self-Soothe (“Distress
Tolerance” from DBT), which are short-term coping skills to
manage the moment when they are faced with a situation that
they can’t immediately fix or change, and LET ‘M GO ,
which are problem-solving steps that are effective for situa-
tions over which they do have control.

Connecting with Others

To address problems with alienation, trust, and social support,
adolescents learn about and practice communication skills
using MAKE A LINK , an acronym that guides adolescents
in effectively managing interpersonal interactions. Using
handouts adapted from Layne et al. (2000), sessions also assist
members in identifying sources of social support (ranging
from immediate family, to individuals in the larger community
such as teachers, caseworkers, etc.).

Creating Meaning

A common, often unrecognized consequence of interpersonal
trauma is the loss of meaning experienced by victims who have
been robbed of previously sustaining beliefs and adaptive,
hopeful worldviews. Violence, particularly at the hand of
someone trusted, alters the way in which youth view theworld,
themselves in it, and others around them. Adolescents are
encouraged to construct a sense of meaning and purpose in
their lives by building upon current adaptations to the trauma
that are working well and by reframing traumatic experiences
(where appropriate). As part of LET ‘MGO (the “M”), group
members are asked to identify the values and beliefs (e.g.
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justice, fairness, trust, loyalty) that underlie their behavior and
shape their long term goals. Developmentally adolescence is a
period in which youth experience a newfound ability to think
about things more abstractly. The emphasis on Meaning
Making in this model capitalizes on adolescents’ emerging
conceptual skills and broadens the ways in which they can
reason out difficult situations and make decisions that are
personally meaningful and in line with their values.

Implementing SPARCS in Residential Settings

Balancing Fidelity with Flexibility

SPARCS is a phase-oriented standardized treatment that fos-
ters clinical creativity and flexibility while maintaining a clear
structure. It is expected that clinicians will adapt the language,
role plays, and activities based on the characteristics of the
population being served. Training and supervision assist cli-
nicians in flexibly applying material in a manner that is both
personally relevant to the group and maintains fidelity to the
core concepts (Four C’s) of the curriculum. Naturally occur-
ring “crises” are considered opportunities to use coping strat-
egies rather than events that “get in the way”. Given that
“crises” (loosely defined) are common in residential pro-
grams, there are many opportunities for adolescents to practice
skills in vivo.

Logistical adaptations are required when implementing
SPARCS in facilities where the average length of stay is less
than six months. In such settings it is necessary to conduct
group twice a week in order to deliver all 16 sessions as
outlined in the manual. Additionally, when applying any
new intervention in residential settings, it is critical to incor-
porate staff into the treatment process as they are in the best
position to facilitate the adolescent’s involvement in treat-
ment, support the use of skills on an individual level, and
incorporate the skills into the overall milieu.

The “Other 23 Hours”: Beyond the Therapy Session

In discussing the therapeutic milieu in residential facilities,
Trieschman et al. (1969) highlight the critical importance of
attending to the “other 23 hours” that occur outside of the
child’s therapy hour. As sound as the logic is, there continues
to be a chasm between this notion - which appears to be
universally accepted by the mental health community - and
actual practice in residential treatment. Although there has
been progress in developing and implementing therapeutic
treatment frameworks for use in residential settings (including
some that are trauma-focused, e.g. sanctuary model), direct-
care staff, the ones who spend “the other 23 hours” with the
youth, continue to receive the least amount of support and
training. In one facility in which we provided SPARCS

training, we naively assumed that since staff reported receiv-
ing “a lot” of prior training, this included some training on
traumatic stress. In fact, prior training consisted of the use of
“holds and restraints”, necessary practices for safety in the
absence of alternatives; however, insufficient for psychologi-
cal, emotional, and behavioral healing.

We have repeatedly found that even among the most expe-
rienced and skilled professionals (administrators, clinicians,
and milieu staff alike), there is often only a partial awareness
of the adolescent’s complete trauma history. Therefore, a
trauma-informed therapeutic milieu must necessarily include
a thorough, developmentally-sensitive assessment of trauma
exposure. Take the example of “Tania”, an otherwise compli-
ant girl, who routinely refused to brush her teeth with tooth-
paste complaining vehemently that it did not taste good and
made her stomach hurt. Staff attempts at behavioral reinforce-
ment were followed by the purchase of several different kinds
of toothpaste and a visit to the dentist, all of which provided
only marginal improvement.

Increasingly frustrated staff applied greater and greater
levels of pressure, resulting in progressively longer and more
intense battles with Tania, most of which ended with her
sobbing and shaking as she gripped the toothbrush against her
clenched lips attempting to appear as if she was in fact brushing
her teeth. Eventually, during the course of a trauma history
interview, she revealed that prior to being removed from her
home, she had routinely been forced to swallow hot sauce for
failing to brush her teeth up to her mother’s standards. Tania’s
example is one of many in which well-meaning adults are
unable to meet the needs of traumatized youth in part because
there is an absence of awareness that a child has even been
traumatized, and, when such knowledge exists, a lack of ap-
propriate support and training to help them manage the psy-
chological and behavioral sequelae of traumatic exposure.

One hour a week, or even an hour a day of skills training and
trauma narrative work is unlikely to be sufficient in addressing
themyriad of symptoms occurring in the context of a lifetime of
maltreatment. A more holistic approach which incorporates
multiple elements of the adolescent’s environment offers a
greater chance of success. To this end, current trends in resi-
dential treatment emphasize the importance of including family
members in treatment in order to help youth achieve and
maintain gains. When that is not possible, (e.g. families are
unavailable or unstable), the role of the direct-care staff be-
comes even more important as they represent the adolescent’s
“community”, and, in some cases, surrogate family. Indeed, it is
not uncommon for adolescents to form strong relationships
with staff, sometimes referring to them as “pops” or “mom”.
In many ways, milieu staff become de facto parents. In addition
to working long shifts for low pay, they often live in commu-
nities similar to the ones in which the residents were raised. In
one large residential facility in the northeast, more than three
quarters of the childcare staff had themselves experienced
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significant trauma in their lifetime (Farragher and Yanosi
2005). Whereas clinicians are trained to seek supervision and
engage in self-care, direct care staff spend intense, long hours
working with severely traumatized children, and have limited
clinical training to help the adolescents under their care over-
come the impact of trauma (Farragher and Yanosi 2005).

Clearly, it is important to include the adolescent’s extended
network to maximize the potential of any treatment. While
components of the SPARCS curriculum have been success-
fully applied in work with families, for a variety of reasons the
actual sessions in SPARCS largely occur independently of
familial involvement. Developmentally, adolescents are in-
creasingly seeking independence from caretaking adults, and
logistically, many adolescents will not have a family member
who can participate. As a result of geographical constraints
and family dynamics, many of these youth do not have con-
sistent relationships with their parents. Many will not have
been living with their biological parent(s) before admission
and will have been in kinship, foster, or congregate care, often
with an adult who does not know the youth well. In these
cases, it becomes paramount for the staff to learn the same
skills and concepts as the adolescents as they are in the best
position to facilitate practice and generalization of skills out-
side of group. Day-to-day problems and crises are opportuni-
ties for staff and youth to test out the skills they have been
practicing in treatment. Since a crisis is most likely to occur
“in the other 23 hours”, it is more likely that the child-care
staff will be the first on the scene. The examples provided
below highlight specific strategies that have been used to
assist milieu staff in their work with vulnerable adolescents.

Putting on Your Complex Trauma Glasses: Adopting
a Trauma-Informed Perspective

When implementing any trauma intervention in residential
settings, it is critical to include key members of milieu staff
in the training process along with clinicians, supervisors, and
administrators. As an example, in reviewing the impact of
trauma with milieu staff at a facility in the northeast, trainers
discussed numbing, avoidance, and dissociation within a com-
plex trauma framework, presenting it as an adaptation to
extreme stress. At that point during the training, one staff
member relayed her frustration with an adolescent who rou-
tinely “tuned her out” when there was a conflict. Her realiza-
tion that this was his behavioral adaptation to intense, over-
whelming emotions was clearly communicated when she
stated, “all this time I thought he was just trying to piss me
off!” (Training Site #1, Participant #7).

Similarly, an interesting dynamic emerged during a training
in a juvenile justice detention center for adjudicated youth in
which seasoned staff were unaware of the impact of their own
trauma-related behaviors on a potentially volatile situation.
During a role play designed to illustrate different states of

mind, one staff member was asked to play a dysregulated,
emotional character, while four others were assigned different
roles. Generally, training participants usually enjoy watching
their otherwise professional colleague act irate and hysterical
while in character. However, this role play took an unusual
shift, with the other four staff members quickly abandoning
their roles in their effort to calm down their dysregulated
colleague who was at the time, simply acting. Soon they had
surrounded him, backing him up against a wall while urging
him to “calm down”. Surrounded, and cornered, their col-
league actually became upset, and repeatedly countered with
“don’t tell me to calm down” and “get away from me!”
(Training Site #2, Participant #11).

When the scenario ended, the trainers and training group
discussed the significance of the interaction within the context
of recent violent events in the detention center. One week prior,
there had been a large and violent riot in their facility. Many
youth and staff had been seriously injured, with at least half
being removed as a result of injuries. With all their efforts
focused on maintaining physical safety, there was little time
for staff to reflect on their psychological injuries. As a result,
they remained relatively unaware that theywere being triggered
and re-triggered several times each day every time a resident
uttered a threat or raised their voice. Understandably, when they
saw their colleague “act” upset, they automatically entered a
self-protective mode borne out of fear and their recent
experience.

While quick reactions are critical to survival in the face of
danger, they may become problematic when there is no threat.
In this circumstance, their colleague was clearly acting.
However, his co-workers, triggered by his tone, reacted swift-
ly and pre-emptively, without any awareness that they had
been triggered or that their colleague was growing increasing-
ly irritated with each effort they made to calm him down.
Future consultation calls focused on practicing mindfulness to
tune into body messages (including internal physiologic
states) and manage hyperarousal. Group leaders later noted
that as they themselves practiced mindfulness, their adoles-
cent group members reported feeling more aware of their own
thoughts and feelings, as well as the impact of their behaviors
on others.

Sustainability

In order to facilitate sustainability of new interventions, con-
cepts, or techniques beyond initial implementation, it is im-
portant that new practices become disseminated throughout,
and embedded within, the system. As an example, in a large
residential facility in the Midwest, clinicians implementing
SPARCS routinely provided staff training for direct care
workers and teachers, and followed up the training with
weekly emails to staff, detailing the session to be implemented
that week along with a brief description of the skill being
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taught. On one occasion the group leader received a call on her
cell from the school guidance counselor stating “I have
“Lattrelle” in my office. He’s pretty upset and says he wants
to do that “LET ‘M GO problem-solving thing with you over
the phone” (Training Site #3, Participant #16). The clinician
helped the youth move through the problem-solving steps and
he was able to return to class. Although the guidance coun-
selor was not familiar enough with the steps herself, as a result
of training she was aware of its purpose and able to support its
application in the moment.

In-house staff trainings, practicing skills in staff meetings,
and email updates are all helpful ways for spreading concepts
and techniques throughout a system. Additional creative ideas
include sharing physical materials used in treatment and mak-
ing them available outside of session. Several facilities have
created poster-size versions of the color handouts used by
youth during group so that they can be prominently displayed
in common areas in the residence. This has been helpful in
reinforcing skills taught in group and increasing the likelihood
of generalization. It also has the additional benefit of intro-
ducing the concepts to youth who are not in SPARCS groups,
thereby helping to integrate specific skills into the residential
milieu.

Clinical Applications of SPARCS Within Residential
Programs

The Case of “Maria”

Maria, an articulate, bright, and shy girl was admitted to a
large residential treatment facility soon after turning seven-
teen. She had been discharged from an inpatient unit follow-
ing suicidal ideation and parasuicidal behavior that included
cutting her arms, stomach, and inner thighs. Prior to her
hospitalization, Maria lived at home with her mother, father,
and two brothers. She reported an ambivalent relationship
with her mother who at times could be kind and loving; yet,
more often was cruel and punishing, frequently telling her that
she was fat and stupid. During her hospitalization, she re-
vealed that her father had been sexually abusing her since
she was twelve. She reported that her mother was oftentimes
asleep in the same room when it happened.

When she turned 15 she had her appendix removed. In the
course of picking at her stitches, she developed an infection
and soon discovered that if she pulled the stitches out, the area
became infected, creating a strong, unpleasant odor. She be-
gan routinely picking at her wound, hoping the odor would be
enough to keep her father away. After disclosing the abuse,
Child Protective Services became involved and her father fled
the country. Her mother and both her brothers were furious
with her for “lying” about the abuse, shaming the family, and
chasing away their sole source of income. Once she returned

home, she began prostituting herself to earn money for her
family. Shortly after stopping, she was raped by a former
“client”. Although her mother blamed her for being a
“whore”, at the urging of her guidance counselor, she reported
the rape to the police.

Maria had been at the residential facility for 3 weeks when
she joined the SPARCS group. Although she was generally
depressed and sometimes teary, staff began to notice that
extreme periods of self-isolation were often followed by
parasuicidal behavior, and when that was not an option, ex-
plosive anger. During group, Maria frequently appeared pre-
occupied and withdrawn, and initially spent much of her time
drawing in her notebook and writing poetry. When group
leaders solicited her opinions, she responded tentatively and
self-consciously, and seemed eager to finish her sentence in
order to shift the focus away from her. Her comments were
always clear, insightful, and tinged with an edge of dark
humor which was well-received by the other group members.
Group leaders capitalized on the group process by observing
that Maria seldom offered unsolicited comments and asking
members what they thought about what she said. Members
reported that they thought she was smart, had a lot of good
ideas, and was funny.

Over time, Maria became an active, verbal, and respected
participant in group and in the cottage in general. During one
particular session, Maria arrived looking disheveled and dis-
connected fromwhat was going on around her. Her hair had not
been brushed and she was wearing her pajamas. She sat quietly
in group, occasionally closing her eyes as if to go to sleep.
Eventually she shared that earlier in the day she had been to the
police station to identify her rapist in a lineup. Understandably
this triggered many thoughts and feelings not only about the
rape, but about her father’s abuse, her mother’s anger toward
her, and her strained relationship with her family.

Although her mother refused to participate in family ther-
apy sessions, she did allow Maria to come home for weekend
visits. Maria often returned from visits with self-inflicted
wounds on her arms and thighs. The group had been meeting
for two months the day that Maria first shared her story with
the other members. With the help of the group members and
leaders, Maria was able to process the traumatic events of her
life in a manner that highlighted her strengths and hope for the
future.

Maria: Applying Core Components of Complex Trauma
Treatment

During the individual intake meeting for group, Maria
disclosed feeling sad much of the time. Therefore, treatment
targets focused on helping her understand intense feelings of
self-reported despair, helplessness, and hopelessness, and gain
a sense of control over her thoughts, feelings, and behaviors.
Specific SPARCS skills and concepts that were used in
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working with Maria are presented below within the context of
how they incorporate several of the core components of com-
plex trauma treatment, as described by Cook et al. (2005). The
specific components discussed here include: self-regulation,
self-reflective information processing, traumatic experiences
integration, and relational engagement.

Self-Regulation

Maria’s ability to modulate her cognitive, emotional, behav-
ioral, and physiological states was addressed through a variety
of techniques. Early in treatment, Maria identified “isolating”
and “cutting” as her “MUPs”; that is, the coping strategies she
employs to gain immediate relief in the short run but, which
over time, intensify strong feelings of shame and “Mess her
UP”. Given that residential facilities frequently operate from
one crisis to another, Maria’s tendency to withdraw was not
viewed as problematic by staff who were already feeling
overburdened. Unfortunately, when withdrawing did not offer
sufficient benefit, Maria often resorted to parasuicidal behav-
iors. Having a direct care staff member in group was important
as the staff member later communicated Maria’s pattern of
coping to the rest of the direct care staff, who were then able to
recognize when Maria was in distress and needed additional
support.

Through the use of mindfulness practice, Maria was able to
identify her “triggers”, that is, the external events and/or
internal processes that prompted her to engage in problematic
coping strategies (i.e. MUPS). For example, Maria came to
realize that she was very sensitive to other people’s moods,
and became extremely dysregulated if someone was upset
with her. By cultivating awareness, she was better able to
notice internal emotional states, as well as the reciprocal
relationship between her thoughts and feelings, and her be-
havior. Armed with this awareness, she was able to make
choices mindfully even during stressful or dangerous situa-
tions. Whereas in the past she managed feelings of rejection
by further isolating herself, she was encouraged to use the
LET ‘M GO problem-solving skills to address the situation,
or, if the situation was “unfixable”, distress tolerance skills to
distract from painful emotions by engaging in social activities
mindfully.

Self-Reflective Information Processing

As part of the first steps of LET ‘M GO, group members are
asked to identify why they are upset (or “Losing it”) and what
they are feeling (“Emotions). In doing so, members identify
the current event that triggered the feeling, but also reflect
upon past events and feelings that are reminiscent of the
current situation. For example, when Maria became upset that
a staff member seemed angry with her, she acknowledged
feeling similar emotions when her mother rebuked her for

destroying the family. Through the use of mindfulness she
learned to describe her feelings by “sticking to the facts”,
without assuming that staff was angry with her or would no
longer care about her. Because her internalized maternal rep-
resentation consisted of an often punitive, unreliable figure,
she had come to form attachments that were predicated on the
unspoken assumption that like her mother, others would come
to abandon her emotionally as well.

Through LET ‘MGO, she not only came to process current
circumstances in a manner that was reflective of a greater
understanding of past experiences, but also learned to use this
information to problem solve and make better decisions.
Maria continued to increase her capacity for introspection
through assorted activities, including a worksheet in which
she and group members use color to describe their emotions
and answer written questions about themselves designed to
stimulate thought and discussion. Maria wrote that the thing
she was good at was “being there for other people”. Group
leaders reinforced the value of this trait and worked with
Maria in making decisions about when it was appropriate to
be there for others and when she needed to take care of her
own needs.

Traumatic Experiences Integration

Although Maria did not meet criteria for PTSD, she struggled
tremendously with her rape, the incest, and familial relation-
ships. Over the course of treatment, and with the help of her
fellow group members and group leaders, Maria found a way
to understand and make sense of the impact of her traumatic
experiences. Following the identification of her rapist in the
lineup, the police informed her that the man she identified had
been wanted for numerous rapes in the area. None of the
victims had been able to make a positive identification.
Group members helped Maria reframe her experience as an
opportunity to make a contribution to society by protecting
other women and gaining justice for herself and his other
victims.

In the process of understanding how her traumatic experi-
ences had impacted her, Maria recognized that she placed a
great deal of importance and meaning on loyalty and trust in
relationships with others. She attributed this directly to the
sense of betrayal she felt not only from her father, but from her
mother and brothers who abandoned her following her disclo-
sure of the abuse. For example, on one occasion Maria was
accused of breaking an item on the unit; however, soon
thereafter staff acknowledged that she was not involved.
Despite being exonerated, she remained agitated and combat-
ive. Several initial efforts by staff proved ineffective in
calming her down, even after their reassurances that she was
not in trouble.

Frustrated, a staff member decided to lead Maria through
the LET ‘M GO problem solving steps, with a focus on
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helping her to understand how her values, and what is impor-
tant to her, impacted her emotional and behavioral reactions in
response to the incident. When focusing on the meaning of the
situation, (the “M”), they discovered that Maria’s agitation
stemmed from the fact that staff initially doubted her truthful-
ness. While understandably upset that she was not believed,
he helped her understand that for her, being accused of lying
was a particularly strong trigger. Given her relationship with
her mother, loyalty and trust were especially meaningful, and
explained why she became so upset.

Relational Engagement

Maria’s interpersonal difficulties largely reflected problematic
assumptions about relationships rather than a skills deficit.
Minor skills-related difficulties were easily addressed through
role plays that practiced basic communication skills. The
larger challenge centered on helping her tolerate real or per-
ceived rejection by others in a manner that did not further
isolate her. Unable to assess who she could and could not trust,
she learned to cope with her mother’s rejection and father’s
betrayal by withdrawing. Group activities included creating a
grid in which members identified qualities reflective of a
trusting relationship. Maria listed “don’t make you do things
that hurt you”, and “there for you no matter what” under the
column for trusting relationships. Maria was able to use this as
a guideline in completing a worksheet aimed at helping mem-
bers identify current sources of support and expand their
support network by including people they had not previously
considered. For Maria, this included a staff member and an
aunt that lived nearby but who she seldom saw.

At the time of discharge Maria had stopped engaging in all
parasuicidal behavior and her depressive symptomatology had
improved dramatically. Although her family continued to
refuse involvement, Maria was able to establish other mean-
ingful relationships in which she felt supported, including
spending a lot of time at her aunt’s house. Following discharge
she remained in contact with members of the residential staff
and two friends from group. Six months afterwards, she
excitedly told staff that she was involved in a supportive and
caring romantic relationship, and furthermore, had returned to
school and was on track to graduate.

Each day, Maria and many other children impacted by
trauma enter residential programs. In order to best serve these
children and improve outcomes, clinical researchers must con-
tinue to develop and evaluate trauma-informed interventions
that target the array of difficulties with which these children
present. Clinicians and administrators have previously reported
good feasibility and acceptability of SPARCS within their
systems and among clients. Below, preliminary data describe
outcomes with regard to symptoms of posttraumatic stress as
well as a wider array of affective, cognitive, and behavioral
problems in functioning.

Pilot Results

Participants

Twenty four adolescents ranging in age from 14 to 21 (mean
age=17 years), participated in SPARCS groups at one of three
residential treatment facilities. Adolescents were predomi-
nantly girls, with a female to male ratio of 4:1. The ethnic/
racial distribution was 43 % Caucasian, 34 % African-
American, 17 % Latino, and 5 % other. All youth reported
histories of at least one interpersonal trauma during an exten-
sive trauma history interview. The mean number of traumas
experienced was 7.1, and included both interpersonal and
non-interpersonal traumas, though the vast majority were
interpersonal in nature (e.g., physical abuse, assault, sexual
abuse, and witness to domestic or community violence).

Measures

Adolescent Trauma History Checklist & Interview (THCI)

The THCI (Habib and Labruna 2006), a comprehensive trauma
exposure screen, was administered to adolescents prior to be-
ginning treatment in order to assess the number and types of
traumas experienced and ensure that all participants had expe-
rienced at least one traumatic event as defined by the
Diagnostic and Statistical Manual of Mental Disorders
(DSM-IV-TR ; American Psychiatric Association [APA]
2000). The instrument, which takes between 10 and 40 min to
complete, contains very specific and concrete questions regard-
ing possible exposure to traumatic events. The interview asks
about witnessing or having direct experience with a range of
interpersonal and non-interpersonal traumas, and provides suf-
ficient information to determine whether the event rises to the
level of a trauma as defined by the DSM-IV. In addition to
standard questions about commonly experienced traumas, such
as physical abuse or witnessing domestic violence, less com-
monly experienced traumas/events, such as stalking and kid-
napping, are also included in the interview. The THCI does not
yield a total score, rather, it provides information regarding the
presence of traumatic events, and detailed, descriptive informa-
tion regarding the range and nature of traumatic experiences.

Youth Outcome Questionnaire-Self Report (YOQ-SR)

The YOQ-SR was constructed to evaluate child and adoles-
cent psychotherapy outcomes (Wells et al. 1999), and was one
of the primary outcome measures administered to youth re-
ceiving SPARCS. It is statistically sound and has acceptable
reliability, validity, and sensitivity to change (Burlingame
et al. 2001). Cronbach’s alpha for the overall score is reported
to be 0.96, with subscales ranging from 0.73 to 0.91. The
YOQ includes 64 items that yield a total score, and are divided
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into six subscales which capture several of the domains of
functioning frequently affected by complex trauma exposure:
Intrapersonal Distress, which assesses internalizing symptoms
such as anxiety and depression; Somatic, which measures
physical complaints; Interpersonal Relations, which focuses
on relationships with others; Social Problems, which surveys
conduct problems; Behavioral Dysfunction, which assesses
problems with attention and impulsivity; and Critical Items,
which contains high risk behaviors.

UCLA PTSD Reaction Index (RI)

The second outcome measure administered was the Reaction
Index (Pynoos et al. 1998), a PTSD screen based on DSM-IV
criteria (APA 2000). It contains 17 items measuring the fre-
quency of B, C and D criteria trauma symptoms during the
past month and provides criterion severity scores as well as a
total severity score.

Procedure

Group leaders were psychologists or social workers who
received 4 days of SPARCS training by treatment developers.
Leaders participated in bi-monthly consultation phone calls
for assistance with recruitment, assessment, engagement, re-
tention, and treatment implementation. Groups typically met
for an hour once a week for 16–20 weeks. Due to program
differences across sites, one group met for 90 minutes per
session over the course of 10 weeks. Youth in this group
received somewhat more intensive treatment over a shorter
time span, but did not differ substantially in the overall amount
of time spent receiving SPARCS. Adolescents participated in
comprehensive individual trauma history interviews using the
THCI prior to beginning group and completed the YOQ-SR
and RI before and after treatment. One site did not administer
the RI (they continued to use an alternate measure of
posttraumatic stress that was already included within their
standard intake packet), therefore data on 16 of the 24 ado-
lescents are presented for this measure. In order to enhance
treatment fidelity, clinicians completed activity summaries
identifying the treatment components addressed in each ses-
sion. These summaries were reviewed during weekly within-
agency supervision and during bimonthly consultation calls.

Results

YOQ-SR total and subscale scores, as well as UCLA PTSD
Reaction Index scores were analyzed using paired t-tests. As
seen in Table 1, following treatment there was a significant
improvement in the YOQ-SR Total Score, as well as all sub-
scales, with the exception of Social Problems where

improvement approached, but did not reach statistical signifi-
cance. Similar improvements in scoreswere found on the overall
severity score of the UCLAPTSDReaction Index, as well as the
severity scores for the B, C, and D criteria (see Table 2).

Discussion

Over the course of treatment with SPARCS, a group of highly
traumatized adolescents improved on a self-report question-
naire that assessed a wide range of emotions and behaviors.
This included improvements in anxiety and depressive symp-
toms, physical complaints, social relationships, attention and
impulsivity, and high risk behaviors. Many of these symptoms
and behaviors are targeted throughout the SPARCS curricu-
lum. Additionally, PTSD symptoms also improved signifi-
cantly over the course of treatment. The curriculum focuses
on improving social support and control over physiological
reactivity, and allows adolescents a forum in which to talk
about their traumatic experiences in a controlled environment.
These treatment components may have been responsible for
some of the improvement in PTSD symptoms.

Although SPARCS appears to hold promise as a trauma-
focused treatment for complexly traumatized youth in residential
settings, the results presented are based on initial piloting of the
intervention and should be interpreted with caution because of

Table 1 Means and standard deviations for the Youth Outcome Ques-
tionnaire before and after treatment

Pre-treatment Post-treatment Paired t-test p-value

YOQ-SR Total 65.50 (27.2) 42.38 (32.1) t (23)= 3.70 .001

Intrapersonal
Distress

26.92 (12.9) 18.58 (13.1) t (23)= 3.01 .006

Somatic 7.29 (3.7) 5.25 (5.4) t (23)= 2.06 .05

Interpersonal
Relations

4.75 (4.0) 1.75 (4.1) t (23)= 3.05 .006

Social Problems 3.92 (5.0) 1.96 (3.5) t (23)= 1.98 .06

Behavioral
Dysfunction

13.04 (6.4) 8.75 (7.3) t (23)= 3.26 .003

Critical Items 9.58 (4.9) 6.08 (4.9) t (23)= 3.26 .003

Table 2 Means and standard deviations for the UCLA PTSD Reaction
Index before and after treatment

Pre-
treatment

Post-
treatment

Paired
t-test

p-value

UCLA reaction
index total
Severity

32.56 (15.7) 16.38 (15.7) t (16)= 4.17 .001

Criterion B severity 11.19 (5.5) 4.56 (3.9) t (16)= 5.06 .001

Criterion C severity 11.13 (7.4) 7.06 (4.3) t (16)= 2.26 .040

Criterion D severity 10.25 (4.5) 4.63 (3.5) t (16)= 4.62 .001
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numerous methodological limitations. These include the rela-
tively small number of adolescents assessed, the absence of a
comparison group, and a comparatively small number of male
adolescents who participated in the treatment.

Conclusions

Although the field of child and adolescent trauma is growing,
there continues to be a significant gap both in the development
and delivery of trauma-informed interventions for adolescents,
and the evaluation of such treatments in residential settings. It
is currently estimated that a significant percentage of residen-
tial treatment facilities do not collect outcome data (Allen et al.
2010). While outcomes are likely to be enhanced when treat-
ment is conceptualized through the lens of complex trauma
exposure, there are few such treatment options for youth in
residential facilities, and even fewer that have been formally
evaluated for efficacy with these difficult populations.
SPARCS is one of a growing number of interventions devel-
oped specifically for adolescents with extensive trauma histo-
ries that can be implemented successfully within residential
settings. Detailed effectiveness studies are required for
SPARCS and other promising trauma-specific interventions.
Future research should include the use comparison groups and
sufficient numbers of adolescents to conduct detailed subgroup
analyses that examine the influence of factors such as age,
gender, and trauma history on treatment outcomes. Finally,
when working with these “hard to manage” youth, it is impor-
tant for direct care staff, clinicians, and diagnosticians to main-
tain a framework that considers the impact of complex trauma,
and formulate diagnoses and treatment plans accordingly.
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