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Abstract



Purpose: To identify and evaluate the effectiveness of an assessment tool that could be used to assess the psychological needs of youth injured by community violence. Methods: The Trauma Symptom Checklist for Children (TSCC) was administered to 120 adolescents participating in Project Ujima, a hospital-based program providing Emergency Department support and home-based psychosocial follow-up to victims of violent crime (mean age ⫽ 14.8 years; 72% male; 70% African-American, 19% white, 8% Latino). Participants’ TSCC scores were compared with normative data using one-sample, two-tailed, Student’s t-tests. Comparisons of TSCC scale scores were also made based on participant age, gender, ethnicity, and injury type using one-way multivariate analysis of variance. Results: Seventeen percent of the participants scored in the clinical range on the Underreporting Scale of the TSCC, reflecting a tendency to deny common thoughts, emotions, and behaviors. Elevations on all clinical scales were modest. Males showed elevations on Underreporting and decreased trauma symptoms, in comparison to normative data and to females in the sample. Conclusions: The reported low levels of symptomatology among this sample of youth may be due, in part, to a defensive response style. © 2005 Society for Adolescent Medicine. All rights reserved.
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Despite the recent decline in the rates of intentional fatal and nonfatal violent injuries in this country, urban youth continue to be exposed to high rates of community violence. In fact, physical assaults, stabbings, and firearm injuries rank as the first, third, and fifth leading causes, respectively, of injury among youth aged 15–24 years [1]. African-American urban youth are disproportionately affected by violence, with homicide ranking as their number one cause of
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death [2]. In addition to being victimized by violence, an overwhelming number of urban youth are regularly exposed to high rates of violence in their communities. Community violence exposure is associated with various forms of psychological distress, including Posttraumatic Stress Disorder (PTSD) [3], other internalizing problems (e.g., anxiety, depression, dissociation) [4], and externalizing behaviors (e.g., aggression) [5]. Pediatric Emergency Department (ED) staff are often the first to identify the needs of youth traumatized by community violence. Recent data from a pediatric hospital in a Midwestern city revealed that in 1998, approximately 400 youth were treated for injuries secondary to community
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violence [6]. Re-injury rates are high (44%), and hospital staff are often faced with the frustration of treating the same patients over and over again for subsequent violent injuries [7]. After treatment of their acute injuries, most youth are sent back into their violent communities without receiving psychosocial services. Secondary responses often include substance abuse in an attempt to self-medicate, decreased school involvement, and increased aggressive, antisocial behavior leading to re-victimization [8]. Therefore, comprehensive psychological assessment and multidisciplinary follow-up is clearly needed to address the complex needs of youth traumatized by community violence [9]. In 1996, the American Academy of Pediatrics (AAP) released the recommendations of a task force designed to create a model protocol for addressing the needs of trauma victims in the ED [10]. In addition to treating their physical injuries, ED staff are advised to assess youths’ psychological response to the traumatic incident and then make arrangements for psychiatric or psychological services if needed. Limited guidance is provided, however, on the most appropriate methods of conducting psychological assessments with youth traumatized by community violence. Thus, the aim of this study was to evaluate the effectiveness of a self-report rating scale for assessing the psychological needs of these trauma victims. Methods Participants This cross-sectional study involved a convenience sample of 120 youth who presented to the ED at Children’s Hospital of Wisconsin (CHW) between 1996 and 1998 with an assault-related injury and who also chose to accept services from Project Ujima. Project Ujima is a collaborative hospital and community-based violence intervention program providing ED- and home-based services to victims of violent crime. Program services include ED support, home-based medical and mental health follow-up, case management, and youth development activities for up to 2 years post-injury. The participants in this study ranged in age from 9 to 18 years and were English speaking. They sustained injuries as a result of a nonweapon assault or from an assault with a weapon (e.g., gun, knife, other weapon). Measures Several considerations were made when choosing an appropriate assessment measure for this study. First, the authors wanted to identify a measure with items that are not necessarily tied to a specified traumatic incident. Although a number of questionnaires are currently available to assess trauma symptoms (e.g., there is the Child Post Traumatic Stress-Reaction Index [11] or the Impact of Events Scale– Revised [12]), these measures require respondents to com-



plete items in reference to a specific target event. However, many urban youth presenting to the ED with a violent injury have experienced high rates of historical violence exposure and their psychosocial impairment is likely owing to this cumulative trauma history as opposed to a specific injury [13]. Second, Briere and Elliot note that it is common for traumatized individuals to engage in a variety of defensive strategies as a way to avoid the aversive qualities of their distress [14]. The use of a defensive coping style may result in an under-representation of trauma symptoms on psychological assessments, leading practitioners to falsely conclude that youth are unaffected by the trauma. As a way to circumvent this problem, we wanted to use an assessment measure that included validity scales designed to assess defensive responding [14]. Third, because African-Americans represent the majority of youth presenting to the ED with assault-related injuries, we recognized that this ethnic group needed to be represented in the assessment measure’s standardization sample. After a careful review of the assessment literature, the Trauma Symptom Checklist for Children (TSCC) [15] was chosen as an appropriate measure for this study. The TSCC is a 54-item self-report measure that can be completed in a relatively brief period of time (about 15 minutes) to assess symptoms of posttraumatic stress and related psychological symptomatology among youth aged 8 –16 years. Responses are rated on a 4-point Likert scale anchored at 0 (“never”) and 4 (“almost all of the time”). The measure covers a broad range of symptom domains in relationship to unspecified traumatic events. The TSCC includes six clinical scales labeled Anxiety, Depression, Anger, Posttraumatic Stress, Dissociation, and Sexual Concerns. The measure also contains two validity scales, labeled Underreporting (designed to measure defensive responding) and Hyperreporting (designed to measure overreporting of symptoms). All TSCC scales, excluding Sexual Concerns, were standardized on a sample of 3008 children and adolescents from urban and suburban settings. The Sexual Concerns Scale was normed on a smaller Caucasian subset of the normative sample (n ⫽ 222). Fifty-three percent of the total standardization sample was female, 44% white, 27% African-American, and 22% Latino. Normative data are available separately for younger (aged 8 –12 years) and older (aged 13–16 years) males and females. In this study’s sample, internal consistency (Cronbach alphas) ranged between .69 and .90 (average alpha ⫽ .83) for the clinical scales and between .76 and .84 (average alpha ⫽ .80) for the validity scales. These coefficients are similar to those reported in the TSCC manual (average clinical scale alpha ⫽ .84, average validity scale alpha ⫽ .76) [1,16]. The TSCC has been shown to correlate in expected directions with other assessment measures, suggesting convergent validity. Researchers have found that the Internalizing Scale of the Youth Self-Report version of the Child Behavior Checklist for Children (CBCL) [17] correlated highly with the Anxiety, Depression, and Posttrau-
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matic Stress Scales of the TSCC, whereas the CBCL Externalizing Scale correlated highly with the TSCC Sexual Concerns, Dissociation, and Anger Scales [15]. In another study, researchers noted that the Child Depression Inventory (CDI) [18] and the Revised Children’s Manifest Anxiety Scale (RCMAS) [19] correlated best with the Depression and Anxiety scales of the TSCC, respectively [20]. The construct validity of the measure has been demonstrated in studies noting relationships between TSCC scores and trauma exposure among youth. For instance, Singer and his colleagues found significant and positive relationships between youths’ TSCC scores and their self-reported exposure to community violence [16]. Another study showed that children with a history of sexual abuse obtained significantly higher scores on the TSCC compared with children with no abuse history [21]. Procedure This study involved a retrospective review of the TSCCs completed by 120 Project Ujima participants during scheduled home visits. The study was approved by the CHW Institutional Review Board for the Protection of Human Research Participants. Youth presenting to the ED at CHW with an assaultrelated injury were invited, with their parents, by professional project staff to participate in Project Ujima. Families interested in participating signed youth assent and parental consent forms before receiving services. Services began during home visits conducted 2 weeks post-injury. During these home visits, the therapist privately administered a 30-minute-long standard mental health assessment battery (including the TSCC) to the youth. The decision was made to administer the assessments during this 2-week follow-up point for several reasons. First, youth presenting with assault-related injuries often experience considerable distress, and this distress may make it difficult for them to focus and report on their trauma symptoms in the ED. Second, youth who are unfamiliar with ED staff may be reluctant to respond openly to questions about their psychological health. Third, even if youth were willing to complete a self-report measure in the ED, information gleaned through this approach would be limited to youths’ acute trauma reactions. Emerging research suggests that providing mental health services in response to these acute symptoms (e.g., the Critical Incident Stress Debriefing Model) before an individual has had the chance to process the trauma can actually lead to worse psychosocial outcomes [22]. In light of these recent findings, practitioners are advised to limit their immediate interventions to brief education on the common effects of traumatic injury, and to conduct a more comprehensive assessment after youth have had sufficient time to stabilize after the acute event. Youth identified as needing mental health services after completion of the assessment battery received up to 2 years of home-based, individual
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therapy. Appropriate referrals were made for any youth revealing information related to abuse, neglect, self-harm, or homicidal ideation. Statistical analysis plan All statistical analyses were conducted using the Statistical Package for the Social Sciences (SPSS Inc., Chicago, Illinois). TSCC scores for younger (aged 9 –12 years) and older (aged 13–18 years) males and females were compared with normative data using one-sample, two-tailed, Student’s t-tests. The TSCC is normed for adolescents between the ages of 8 and 16 years, however, because age was not significantly correlated with any of the TSCC scale scores (average r ⫽ .057), the 17- and 18-year-olds were included in these comparisons. Comparisons of the TSCC scale scores were made among the four injury types (i.e., shootings, stabbings, nonweapon assaults, and other weapons) and between male and female, African-American and white, and younger and older respondents using one-way multivariate analysis of variance (MANOVA). Results Participants included 86 males and 34 females. The mean age was 14.8 years (range 9 –18, SD ⫽ 2.0). Eighty-four (70%) of the participants were African-American, 23 (19%) white, 10 (8%) Latino, and 3 (3%) “other.” Cause of injury was available for 108 of the participants with 51 (47%) resulting from a shooting, 31 (29%) a non-weapon assault, 14 (13%) a stabbing, and 12 (11%) another weapon. Data on the location of injury were available for 99 of the adolescents. Among this group, 46 (47%) occurred on the street, 20 (20%) in the victim’s home, 12 (12%) at a school, 9 (9%) at another residence, 5 (5%) at a park, 4 (4%) in a public place, and 3 (3%) “other.” Among all participants, 20 (16.6%) scored in the clinical range on the Underreporting Scale and 2 (1.6%) scored in the clinical range on the Hyperreporting Scale. When participants with invalid responses from the Underreporting and Hyperreporting scales were excluded (reducing the sample size to 98), scores in the clinical range on each clinical scale were as follows; Anger 10 (10%), Sexual Concerns 10 (10%), Anxiety 9 (9%), Dissociation 7 (7%), Posttraumatic Stress 7 (7%), and Depression 5 (5%). The total sample (N ⫽ 120) was used to compare the older and younger males and females with the TSCC’s normative data. As shown in Table 1, the older male group (n ⫽ 75) scored significantly higher on the Underreporting Scale and significantly lower on the Depression, Anger, and Dissociation Scales when compared with normative data. No significant effects were found for the older female group (n ⫽ 32, p ⬎ .05), and comparisons for the younger female group could not be made owing to small sample size (n ⫽ 2). As shown in Table 2, the younger male group (n ⫽ 11) scored significantly higher on the Underreporting Scale
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Table 1 Self-reported trauma symptoms among older male (aged 13–18 years) assault victims compared to normative data Assaulted Males



Normative Males



Scales



M



SD



M



SD



t



Underreporting Hyperreporting Anxiety Depression Anger Posttraumatic stress Dissociation Sexual concerns



4.1 .1 3.9 3.3 6.5 6.4 4.8 3.5



2.8 .3 3.4 3.4 5.4 4.8 3.8 3.6



2.9 .1 4.5 4.5 8.3 6.7 6.2 3.8



2.6 .5 3.9 4.0 6.1 5.1 4.9 3.3



3.60** ⫺.20 ⫺1.52 ⫺3.10* ⫺2.81* ⫺.57 ⫺3.23* ⫺.71



Note: Comparisons used one sample Student’s t-tests, two-tailed. * p ⬍ .01; ** p ⬍ .001.



compared with the normative sample. No significant differences were found on any of the other TSCC scales for this group. Comparisons of the TSCC Underreporting and Hyperreporting scales were made between the four injury types and between male and female, African-American and white, and younger and older respondents using the total sample (N ⫽ 120). No significant differences were found for injury type or race (p ⬎ .05). Younger respondents (n ⫽ 13) scored significantly higher than older respondents (n ⫽ 107) on the Hyperreporting Scale (Younger M ⫽ .69, SD ⫽ 1.1 vs. Older M ⫽ .16, SD ⫽ .57, F (118) ⫽ 7.93, p ⬍ .01). Males (n ⫽ 86) scored significantly higher than females (n ⫽ 34) on the Underreporting Scale (Male M ⫽ 4.0, SD ⫽ 2.7 vs. Female M ⫽ 2.2, SD ⫽ 2.7, F (118) ⫽ 10.31, p ⬍ .01). Invalid scores were once again deleted and comparisons on the clinical scales were made with the remaining respondents (n ⫽ 98). No significant differences were found among the four injury types (p ⬎ .05). As shown in Table 3, females scored significantly higher than males on all clinical scales excluding Sexual Concerns. No significant differences were found on any clinical scale between African-American and white participants. Younger respondents (n ⫽ 10) scored significantly higher than older respondents



(n ⫽ 88) on Anxiety (Younger M ⫽ 8.2, SD ⫽ 4.3 vs. Older M ⫽ 5.5, SD ⫽ 4.0, F (96) ⫽ 4.11, p ⬍ .05), Depression (Younger M ⫽ 7.7, SD ⫽ 4.8 vs. Older M ⫽ 4.9, SD ⫽ 4.1, F (96) ⫽ 3.96, p ⫽ .05), and Dissociation (Younger M ⫽ 10.0, SD ⫽ 5.7 vs. Older M ⫽ 6.4, SD ⫽ 4.2, F (96) ⫽ 6.19, p ⬍ .05). Discussion Alarming numbers of urban youth present to the ED each year with violent interpersonal injuries, and research suggests that this type of trauma has ramifications on youths’ psychosocial functioning and may lead to elevated rates of violent injury recidivism [10]. Timely assessment is clearly needed to identify those youth in need of follow-up psychological services. The aim of this study was to examine the utility of a self-report rating scale for assessing distress among a sample of youth presenting to the ED with violent injuries. Twenty (16.6%) participants scored in the clinical range on the Underreporting scale, reflecting a tendency to defensively deny common behaviors, thoughts, and emotions (e.g., daydreaming). When these invalid scores were excluded, there were only modest elevations on each of the



Table 2 Self-reported trauma symptoms among younger male (aged 8 –12 years) assault victims compared to normative data Assaulted Males



Normative Males



Scales



M



SD



M



SD



t



Underreporting Hyperreporting Anxiety Depression Anger Posttraumatic stress Dissociation Sexual concerns



3.3 .7 7.6 6.5 9.7 9.2 8.6 3.8



2.5 1.2 4.8 5.8 6.7 6.1 7.2 3.5



1.8 .2 6.1 7.0 8.8 8.6 7.2 2.8



2.0 .6 3.8 4.0 5.1 5.3 4.9 3.6



1.96* 1.47 .99 ⫺.31 .46 .32 .66 .98



Note: Comparisons used one sample Student’s t-tests, two-tailed. * p ⬍ .05.
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Table 3 Self-reported trauma symptoms among male and female assault victims Females (n ⫽ 27)



Males (n ⫽ 71)



Scales



M



SD



M



SD



F



Anxiety Depression Anger Posttraumatic stress Dissociation Sexual concerns



7.7 8.0 11.2 11.7 8.9 4.7



4.7 4.2 6.2 4.9 4.7 3.3



5.0 4.1 8.0 7.7 5.9 4.0



3.6 3.8 5.4 4.91 4.2 3.5



9.60** 19.11*** 6.51* 3.46*** 8.97** .74



Note: Comparisons used one-way multivariate analysis of variance (MANOVA). * p ⬍ .05; ** p ⬍ .01; *** p ⬍ .001.



clinical scales. Although these elevations are only slightly higher than would be expected from the normative sample, the reported rates of distress may be significantly reduced owing to the use of a defensive response style among this sample of adolescents. In other words, although the validity scale on the TSCC was able to identify some cases of underreporting, it is possible that less extreme cases of underreporting were not recognized and may have influenced the results of this study. Compared with normative data, older adolescent female victims of violence did not differ on any scale of the TSCC. Both younger and older males scored significantly higher than the norms on Underreporting. In addition, the older male group reported significantly fewer symptoms of depression, anger, and dissociation when compared with normative groups. The females in this sample were less likely to underreport, and reported significantly more symptoms of anxiety, depression, anger, posttraumatic stress, and dissociation compared with males. The gender variation seen here is consistent with the patterns identified in previous research [3,16,23]. The high level of underreporting among males makes it difficult to draw conclusions about the effects of victimization across males and females. When invalid scores were deleted, younger respondents reported significantly more symptoms of anxiety, depression, and dissociation than older respondents. This supports research noting increased symptom reports among younger youth exposed to violence [5,23]. Overall, the results from this study reveal relatively low levels of self-reported psychological distress among this sample of assaulted urban youth. These findings are similar to those reported elsewhere [24,25]. However, although these researchers suggest that youth become desensitized to violence, there are a number of alternative explanations for the results reported here. For instance, although the TSCCs were administered in private, the youth may not have sufficiently known or trusted the Ujima therapist at the time of the assessment to accurately disclose their symptoms. The lack of variability in the timing of the administration of the TSCC prevents us from testing this hypothesis empirically. Another hypothesis is that violence exposure may be related



to the development of a defensive response style. These results indicate elevated levels of underreporting among African-American males. Sixty-three (53%) of the participants in this study were African-American males, and males scored significantly higher on the Underreporting scale of the TSCC when compared with the normative sample. Only about 12.5% of the normative sample of the TSCC, however, consisted of African-American males. Perhaps African-American males report their psychological symptoms less than a mixed normative sample of African-American and white males and females. For some, defensive responding may represent a conscious process motivated by social factors. For instance, research from the social psychology literature suggests that in North American culture, males and females learn at an early age about the types of behaviors that are acceptable for them to display [26]. Males learn to hide their feelings of emotional distress because this type of disclosure leads to negative evaluations from others [27]. This may explain the higher levels of underreporting seen among adolescent males in this study. Another potential explanation is that these low levels of self-reported psychological distress may reflect elevated rates of cognitive and emotional avoidance. This avoidance may occur at either a conscious (e.g., cognitive distraction techniques) or unconscious (e.g., dissociation) level. Youth engaged in these avoidance strategies would not be likely to display visible signs of emotional distress, much less report those symptoms on self-report measures [14]. Regardless of whether defensive denial reflects a conscious or unconscious process motivated by social factors or trauma-specific avoidance, these results should caution clinicians that negative symptom reports among youth presenting with violence interpersonal injuries may be erroneous. Limitations One limitation of this study is the sole reliance on selfreport data. Another limitation is the small sample size, leading to relatively low statistical power and an increased likelihood of Type II error. Therefore, the findings reported
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here should be considered a conservative estimate of the associations examined. Furthermore, this study is limited by the reliance on the normative data of the TSCC for comparisons, as opposed to a matched community sample of nonvictimized youth. Another limitation is the use of a self-selected sample. Participants included only those assaulted youth who agreed to accept services from Project Ujima. Therefore, the sample may not be representative of all youth victimized by violence. Finally, the cross-sectional design prevents us from beginning to follow changes in the defensive response style over time after victimization. Future directions Future research should include multiple sites to increase sample size and examine regional effects. Studies using multi-trait, multi-method assessment should also be done to avoid reliance on self-report data. Variability in the timing of the assessment could be used to explore whether rapport with the examiner influences symptom disclosure among youth traumatized by community violence. Research should include a matched community sample to examine the prevalence rates of defensive responding in a population that has not been victimized by interpersonal violence. Research is also needed to examine the individual and ecological variables that may lead to the development of defensive responding among youth exposed to community violence. In addition, research needs to focus on identifying longitudinal outcomes for those using a defensive response style. Several studies have indicated that utilization of defensive denial can have negative effects on one’s psychological and physiological health. Pynoos suggests that traumatized youth who display psychological numbing and emotional constriction may be suffering from PTSD or other forms of post-trauma psychopathology [8]. Research has also linked symptom suppression to problems with impulse control and somatic complaints [28]. Others have suggested that defensiveness may be a risk factor for physical illness and/or premature death [29]. An alternative hypothesis is that under periods of stress, defensive denial may be beneficial [30 –32]. For youth exposed to chronic acts of violence, utilization of a defensive response style may be helpful in some contexts. Denial of one’s symptoms could lead to positive developmental outcomes by enabling a child to continue functioning in school and with his or her peer group. These conflicting theories highlight the need to gain an understanding of how defensive responding interacts with traumatic injury to affect long-term adolescent functioning. References [1] Office of Statistics and Programming, National Center for Injury Prevention and Control, Centers for Disease Control and Prevention. 10 leading causes of violence-related injury, United States 2000 [Data File]. Available at: http://www.cdc.gov. Accessed December 1, 2002.
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