®

Check for
updates

Trauma Systems Therapy for Refugee
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Abstract Trauma Systems Therapy for Refugees (TST-R) is an innovative, trauma-
informed multi-tiered approach to mental health prevention and intervention with
refugee children and their families. TST-R was developed as an adaptation of
Trauma Systems Therapy (TST), which is an organizational and clinical model that
focuses on both a child’s dysregulation and the social environmental context that
may be contributing to ongoing symptoms in the aftermath of trauma. TST-R
adaptations address multiple barriers to care for refugees and their families through
innovative mental health service delivery including multi-tiered approaches to
community engagement and stigma reduction, embedding of services in the school
setting, partnership building, and the integration of cultural brokering throughout all
tiers of intervention to provide cultural knowledge, engagement, and attention to the
primacy of resettlement stressors. TST-R has been shown to be effective in engaging
refugee youth in services and reducing symptoms of PTSD and depression.
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Background

In recent years the world has witnessed a growing refugee epidemic, with approxi-
mately 65 million people forcibly displaced from their homes by the end of 2015
(United States High Commissioner for Refugees (UNHCR), 2016). In 2016, the
United States resettled 84,995 refugees while other nations received millions of
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refugees and displaced persons fleeing across their borders or seeking refuge upon
their soil (Bureau of Population, Refugees, & Migration, 2017; UNHCR, 2016).
Refugees and displaced persons are seeking refuge from multiple conflicts
worldwide and related exposure to violence, terrorism, torture, and loss of resources.
Of those displaced, approximately 21.3 million are considered refugees and over
half of these refugees are under the age of 18 years old (UNHCR, 2016). The
number of new asylum applications submitted by unaccompanied or separated
children worldwide also increased significantly from 34,300 in 2014 to 98,400 in
2015 (UNHCR, 2016). The mounting impact of conflict and displacement on young
people and their caregivers calls for increased innovation and responsiveness to
meet this population’s health and mental health needs.

Trauma Exposure and Mental Health Needs Among Refugees

Throughout their journeys, refugee children and their families are often exposed to
traumatic events such as direct and indirect acts of violence, physical and sexual
abuse, torture, physical injury, loss and family separation, exposure to extreme
living conditions, malnutrition, and lack of access to basic resources (Fazel & Stein,
2002; Reed, Fazel, Jones, Panter-Brick, & Stein, 2012). Refugees also demonstrate
exceptional resilience, as evidenced by their survival of extreme circumstances and
efforts to seek relative safety in a new country (Betancourt & Khan, 2008). Refugee
children are at risk, however, for short and long-term health and mental health dif-
ficulties including posttraumatic stress disorder (PTSD), depression, anxiety, atten-
tion, and behavioral problems (Bogic, Njoku, & Priebe, 2015; Fazel & Stein, 2002;
Reed et al., 2012). Further, while heightened exposure to violence and trauma can
increase the risk of these symptoms, studies suggest that other factors in their social
environment may exacerbate or ameliorate these symptoms over time (Reed et al.,
2012; Sundquist, Bayard-Burfield, Johansson, & Johansson, 2000). The refugee
experience is defined by disruptions in the social-ecological environment of chil-
dren during the course of their development and throughout their pre-migration,
flight, and resettlement journey. Research suggests that the long-term impact of
trauma exposure can be related to multiple factors including parental adjustment,
child temperament, and other social environmental factors such as financial strain,
lack of social support, discrimination, family conflict, and reminders of trauma
(Brewin, Andrews, & Valentine, 2000; Catani, Jacob, Schauer, Kohila, & Neuner,
2008; Khawaja, White, Schweitzer, & Greenslade, 2008; Sundquist et al., 2000).
Upon resettlement, social environmental stressors associated with resettlement,
acculturation, and social isolation may also be important factors to consider in the
adjustment of youth. Therefore, even once families are resettled in new communities,
they remain at risk not only of exposure to new trauma such as community or
domestic violence, but also to the ongoing stressors associated with the refugee and
resettlement experience.
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Innovations in Addressing Barriers to Care with Refugee
Families and Children

Despite the potentially high need for psychosocial support among some refugee
children and their families, refugee and immigrant youth are grossly underserved by
mental health services (Ellis et al., 2010; Huang, Yu, & Ledsky, 2006; Munroe-
Blum, Boyle, Offord, & Kates, 1989). Multiple barriers have been identified for
refugee families and children in seeking assistance/care including difficulty in
accessing services (e.g., transportation, health insurance), a paucity of available lin-
guistically and culturally sensitive care, distrust of authorities and/or systems,
stigma, differing cultural models of “mental health” and help seeking, and other
priority needs (e.g., financial assistance, food insecurity) (Ellis, Miller, Baldwin, &
Abdi, 2011; Kirmayer et al., 2011; Watters, 2001; Wong et al., 2006). Effective
engagement of refugee children and families in mental health services thus requires
innovations in where and in what manner mental health services are delivered.
Innovations in mental health care of refugee children and their families include
embedding comprehensive services into community and school settings, integrating
cultural values and understandings into appropriate evidence-based practices, and
building cultural knowledge and capacity within the larger workforce by both
training providers in the needs of refugees as well as building capacity among
refugees themselves to participate in providing mental health care (American
Psychological Association (APA), 2010; Ellis et al., 2011; Lustig et al., 2004).

Trauma Systems Therapy for Refugees (TST-R) is a model of care that explicitly
integrates these innovations, and has demonstrated success in engaging and treating
young refugees. Ellis et al. (2011) initially developed the approach to specifically
address a key problem they identified through their clinical experience and research
with Somali refugee youth: Although a majority of these youth were exposed to
high levels of trauma and many reported significant mental health symptoms, very
few were receiving mental health care (Ellis, MacDonald, Lincoln, & Cabral, 2008).
Parents and children both described a heavy stigma associated with “mental health”
and traditional therapy services. Rather than seeking Western mental health
treatment, most families sought help through traditional community supports such
as family members and religious leaders (Ellis et al., 2010). In addition, both parents
and adolescents identified schools as a trusted service system that could be turned
to in times of need.

In this chapter, we describe the model and the ways in which it addresses critical
barriers to engagement, and integrates evidenced-based trauma-informed care with
an understanding of the specific socio-contextual needs and experiences of refugee
youth and families.
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Trauma Systems Therapy for Refugees

TST-R is an adaptation of Trauma Systems Therapy (TST) (Saxe, Ellis, & Kaplow,
2006; Saxe, Ellis, & Brown, 2015). TST is both an organizational model that guides
the collaboration of care providers within service delivery systems to provide
integrated treatment to traumatized children, as well as a clinical model that
explicitly focuses on trauma-related emotional dysregulation. TST addresses a
child’s “trauma system” based on the theory that children are impacted by both the
emotional and neurobiological sequelae of trauma, as well as the stressors or
reminders in their environment that can contribute to the exacerbation or maintenance
of symptoms in the aftermath of traumatic events. TST emphasizes the importance
of targeting both aspects of the trauma system through phased-based clinical
intervention. In earlier phases of treatment where the child may demonstrate higher
levels of dysregulation and where the social environment is less stable, more
intensive, community-based care that focuses on safety and stabilization of a child’s
environment is indicated. As a child progresses through the phases of treatment and
their regulation and environment are correspondingly more stable, skill-building
and trauma processing may be indicated.

TST as an organizational model seeks to provide integrated care. Organizational
planning is a critical component of TST. At the inception of a TST/TST-R program,
an organizational plan is developed that involves building partnerships across
multiple disciplines and cultural backgrounds in order to provide the various levels
and types of care needed across the different phases of treatment. This planning
phase also includes a mapping of available resources, potential partners and
strategies to identify potential funding/reimbursement mechanisms. It is a
fundamental tenet of TST that a “formalized and well implemented” organizational
plan that is endorsed by agency leaders is necessary to sufficiently support TST
programs and team members (Saxe et al., 2015).

Initial trials of TST suggest that it is well tolerated and provide evidence that it
significantly reduced PTSD symptoms, hospitalization rates, utilization of physical
restraints, and significantly improved children’s capacity to regulate their emotions
and behaviors (Brown, McCauley, Navalta, & Saxe, 2013; Saxe, Ellis, Fogler,
Hansen, & Sorkin, 2005). Saxe et al. (2005) reported small to medium effect sizes
(Cohen’s d = .18-.37) related to changes in PTSD symptoms, emotional and
behavioral regulation, and the stability of the social environment. Since its
development, TST has been disseminated and adapted for a variety of settings
including outpatient mental health services, psychiatric residential settings, child
welfare settings, and in dual treatment settings for trauma and substance abuse
(Brown et al., 2013; Hidalgo, Maravi¢, Milet, & Beck, 2016). TST has demonstrated
clinical and cost effectiveness (Ellis et al., 2011) as well as high levels of treatment
retention (Saxe, Ellis, Fogler, & Navalta, 2012). In addition, implementing TST
with fidelity in a Child Welfare system was associated with improvements in child
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well-being (functioning, emotional regulation, and behavioral regulation) and
greater placement stability as indicated by the number of care placements a child
received while in foster care (Moore et al., 2016).

Although the theoretical framework of TST is well-suited to address the mental
health needs of refugee children, adaptation of this model was necessary to address
specific barriers to care in this population. Community engagement and stigma
reduction were identified as essential components of developing a sustainable and
acceptable intervention for resettled refugee community members. In addition,
services were located within the schools to reduce barriers to accessing care and
provide a more culturally acceptable context for help seeking. Within the schools,
preventative groups offered to resettled refugee youth were an additional adaptation
that provided an opportunity to further reduce stigma, engage youth and their
families in services, and support the unique needs of refugee youth in the school
setting. Lastly, the integration of cultural brokering was identified as an important
adaptation to providing culturally sensitive services and building capacity among
community members. The resulting model is a multi-tiered school-based intervention
that integrates a public health approach to community engagement and stigma
reduction with increasing levels of support at the higher tiers, with the highest being
home-based TST safety-focused services (see Fig. 1; Model of Trauma Systems
Therapy for Refugees). Across the four tiers of services, cultural brokers partner
with mental health providers to deliver the intervention.

Tier 4
Safety —
Focused

Tier 3
Regulation-Focused/
Beyond Trauma

Cultural Brokering
A

Tier 2
School-Based Groups

Tier 1
Community Engagement

N~

Fig. 1 Trauma Systems Therapy for Refugees (TST-R) Multi-tiered Prevention and Intervention
Model
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Cultural Brokering

According to Kaczorowski et al. (2011), delivering clinical services to refugees
necessitates that clinicians develop cultural awareness and knowledge, as well as
unique therapeutic skills. Moreover, research has shown that lack of cultural
competence in the care system can be an important barrier to treatment engagement
and adherence leading to negative outcomes (Barr, 2014; Carpenter-Song, Whitley,
Lawson, Quimby, & Drake, 2011; Dixon et al., 2011). Traditionally, interpreters
have been used to address cultural and linguistic barriers in health care, but creating
culturally accessible care requires moving beyond linguistic interpretation.
Culturally sensitive care must address the community/client’s distrust of mental
health systems of care, stigma around mental illness, and providers’ lack of cultural
knowledge so that they can tailor treatment approaches to a patient’s cultural
understanding of the illness and treatment. To deliver mental health care that is
culturally sensitive, providers must not only learn about the culture of patient
populations and their health seeking practices, but providers and institutions must
also conduct a self-examination to investigate how their assumptions and beliefs
affect their interactions with and service provision to clients from different
backgrounds.

One key innovation of TST-R is the integration of the role of a cultural broker
into community engagement and clinical service delivery activities. Cultural
brokering is defined as “the act of bridging, linking, or mediating between groups or
persons of differing cultural backgrounds” (Goode, Sockalingam, & Snyder, 2004;
Jezewski, 1990). This model provides an innovative approach to mental health care
provision because cultural brokers work closely with both the provider/care system
and the client with the purpose of facilitating communication, enhancing provider
knowledge of patient’s culture and understanding of the illness, and improving the
patient’s understanding of the health care system and the proposed treatment.
Cultural brokers, therefore, are not a conduit of information between the provider
and the patient but connectors whose role is to create a trusting relationship and a
common purpose. Cultural brokering in TST-R incorporates both cultural
competency, which focuses on increasing provider cultural awareness and
knowledge (Kohn-Wood & Hooper, 2014), and cultural humility, a practice that
encourages providers to practice critical self-awareness, self-evaluation, mutual
respect, and to “say that they do not know when they do not know” in cross-cultural
interactions (Tervalon & Murray-Garcia, 1998, p. 119). Ultimately, adding cultural
brokering to mental health services creates a more culturally responsive service
system, a more critically self-aware mental health workforce, and engaged, educated
and empowered clients.

TST-R cultural brokers help to address key identified barriers such as stigma and
resettlement stressors while also providing cultural and linguistic support to both
clients and providers. Cultural brokers are integrated into all phases of the
intervention and are considered integral members of the clinical team. The cultural
broker holds cultural and system of care knowledge and plays a key role in the
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engagement of both community and individual clients, as well as the implementation
of the intervention and building of cultural competency of providers. Cultural
brokers are typically identified through working with community leaders and are
often members of the community who already formally or informally act as helpers
and liaisons within their culture.

Description of TST-R Model/Services

Tier 1: Community Engagement

The first tier of intervention in TST-R is community engagement. Community
engagement focuses on reducing stigma and increasing education related to mental
health needs and services. The development of TST-R was driven by principles of
Community-Based Participatory Research (CBPR), which emphasizes the
importance of developing equal partnerships between academics and community
members; the resulting research or, in this case, intervention is expected to be more
culturally-informed and responsive to community-identified needs, and to build
knowledge and capacity among both providers and community partners. An active
community advisory board guided the initial implementation and subsequent
adaptations of TST-R. The work with the advisory board established the importance
of building strong community partnerships within each new community participating
in subsequent implementations of the TST-R model. These community partnerships
play a key role in community engagement and stigma reduction. Cultural brokers
also play a central role in community engagement and education.

Tier 1 activities focus on creating an open and active dialogue with refugee com-
munity members. Community partners, cultural brokers, and/or staff members
involved in TST-R services typically seek opportunities to participate in existing
community activities (e.g., cultural fairs or education sessions), offer small groups
for discussion in informal or formal settings, and engage parents through school-
based activities (e.g., parent nights). Within these settings, discussions focus on
understanding the concerns that refugee parents and community members have
about their children’s development in their resettlement communities, stressors
facing families, issues related to navigating the school systems and other services,
and goals that community members have for their young people. Cultural brokers
and clinical staff engage community members in this dialogue, offer resources or
education as appropriate, and integrate into the discussion topics related to wellness,
mental health, and the potential benefits of a program like TST-R. These discussions
serve as a platform for the community to learn about the intervention and for the
clinical team to learn about the community, address concerns, and integrate
community input in the implementation. Throughout Tier 1 activities, care is taken
to use language that is in line with the community’s cultural understanding of the
issues. For example, given the stigma and different cultural concepts surrounding
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mental health, descriptive terms that are consistent with community members’
concerns and goals for their children (e.g., reducing stress, improving behavior,
improving academic success, supporting families) are typically integrated into the
discussion in lieu of western terms such as “mental health”, “depression”, or
“PTSD.”

Community engagement also involves building partnerships and training service
providers who work with refugees, particularly those in school and health/mental
health systems.

Awareness of key refugee serving agencies, local culturally specific organiza-
tions, mental health and health providers, and school administration is an important
aspect of organizational planning when developing a TST-R program. Identifying
cultural brokers and other staff willing to engage flexibly with refugee communities
is also essential. These partnerships are key to successful implementation of TST-R
because refugees have a myriad of needs and face multiple barriers which one single
agency cannot address. A more integrated service system and a workforce that is
knowledgeable about the unique experiences and needs of refugees can mitigate key
barriers such as lack of linguistic and cultural support and refugees’ lack of
familiarity with Western service systems.

Tier 2: School-Based Groups

Based on feedback from community partners that acculturative stress was a signifi-
cant concern, and that relationships between providers and families were best built
in the context of non-stigmatized supportive services, a second tier of group-based
services was included in TST-R. The groups offer a non-stigmatizing way to pro-
vide support to a broader range of refugee youth entering school systems. The goals
of the groups are to support the acculturation of refugee children, while simultane-
ously providing them with social and emotion regulation skill building. The groups
function as both a preventative intervention and an opportunity for screening those
with mental health needs. TST-R cultural brokers act as co-leaders for the students
in groups, but also as a connection to parents. Cultural brokers can play an impor-
tant role in answering parents’ questions about the groups, maintaining ongoing
contact, and building connections and trust with families.

The group curriculum is a 12-session manualized protocol that was originally
developed for Somali middle school age students and co-led by a Somali cultural
broker and school-based clinician (Abdi & Nisewaner, 2009; Nisewaner & Abdi,
2010). The curriculum is designed to be fun, interactive and activity-based. Given
that boys and girls may have different experiences of the acculturation process and
varying levels of comfort discussing their experience with children of the opposite
gender due to their developmental stage or cultural expectations, groups are typically
gender specific. When possible, they are offered to an entire class of incoming
refugee students (e.g., 7th grade boys). In each session, students engage in a
warm-up activity, group activity focused on a specific topic, discussion about this
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topic and how it relates to culture and the youth’s experiences, and a cool-down
activity. The topics are not trauma specific, but instead focus on group cohesion and
skill building. The topics include, but are not limited to verbal and nonverbal com-
munication, similarities and differences, positive peer interactions, emotional iden-
tification and regulation skills, and conflict resolution. Special attention is paid to
issues that immigrant and refugee youth struggle with, such as the process of navi-
gating two or more cultures, dealing with peer conflict, effective communication
skills and understanding emotions, and developing coping skills to manage daily
stressors across different social environments. To date, the group curriculum has
been implemented in multiple sites within the United States (U.S.) with Somali
youth, and adapted and piloted with Bhutanese students and multi-cultural groups.
Subsequent adaptations of the group manual have also included options for extend-
ing activities for younger and older age ranges.

Groups also serve as a means to connect youth who might need a higher level of
care to clinical services in a culturally and linguistically appropriate manner. As
children participate in the groups, group leaders develop relationships and build
trust with parents and teachers by participating in school meetings with parents,
connecting the family to additional services such as housing agencies or after school
programs, facilitating parent/teacher communication and helping parents better
understand how the American school system works. TST-R staff members,
especially the cultural broker, thus become a bridge between school and refugee
families whose children participate in the program. As a result, when children are
identified as needing therapeutic mental health services, parents are already familiar
with and may trust the program; this existing relationship often facilitates engaging
parents in discussion around referral to TST-R individual therapy services.

Tiers 3 and 4: TST Clinical Services

While for many refugee students group work provides sufficient support, students
with more specific trauma-related mental health problems may require more focused
treatment. Within a TST-R program, these students may be identified through the
groups or other sources of referral (e.g., teachers, parents); they are then referred to
Tiers 3 and/or 4 of the program and receive TST therapeutic clinical services. TST
clinical services can include: (1) skill-based therapy, (2) home-based care, (3)
psychopharmacology, and (4) advocacy (Saxe et al., 2015). Students who present
with dangerous emotions or behaviors (e.g., suicidality, physical aggression, poor
judgment resulting in dangerous activities) and/or who live in social environments
that are threatening (e.g., gang violence in neighborhood, domestic violence in the
home) receive “safety-focused treatment”, or Tier 4. These services are typically
home-based and include a partnership between a clinician and a cultural broker.
Those students with sufficient stability to be assessed as safe, but who struggle with
trauma-related dysregulation and/or significant stress in their social environments,
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receive “regulation focused” or “beyond trauma” phases of care (Tier 3), which are
typically school-based.

In safety-focused treatment the goals of TST-R intervention are “to establish and
maintain the safety and stability of the child’s social environment and to minimize
the risk to the child and others based on the child’s difficulty regulating emotional
and behavioral states” (Saxe et al., 2015, p.26). In TST-R, a cultural broker is paired
with a clinician who is providing home-based services (Saxe et al., 2015). The
cultural broker plays an important role in enhancing communication among family
members and the clinician, attending to nonverbal and cultural cues, engaging the
family, and facilitating clinical interventions. Even prior to beginning services,
cultural brokers can help build the trust needed for refugee clients to invite strangers
to their homes. Once a family accepts in-home services, the cultural broker can help
clinicians by teaching them about the culture and what to expect during home visits.
Additionally, cultural brokers work closely with outside providers (these often
include child protection teams, school-based clinicians and community agencies) to
ensure that there is service coordination and provide cultural lenses through which
the family’s issues can be considered. Once services begin, cultural brokers work in
partnership with clinicians to develop a language that would make sense to the
client based on their cultural background. During visits, cultural brokers provide
interpretation and cultural connection, helping the clinician and the family
communicate in a meaningful way, while also using his/her cultural connection to
the family to bridge the relationship. After encounters, cultural brokers and clinicians
process what happened through an integrated clinical/cultural lens, therefore
working to provide more integrated care and reduce misunderstandings.

Within safety-focused treatment, the cultural broker and clinician are working
with families to identify collaborative goals focused on safety and stabilization.
Systems advocacy plays an integral role in safety-focused treatment as it offers a
mechanism and concrete tools for working on larger systemic problems that are
fundamental contributors to a child’s dysregulation (Saxe et al., 2015). When
working with refugee families, the importance of addressing concrete needs that
may be contributing to threats or distress in the social environment, and therefore
impacting the child, are central. Acculturation differences within families, which
can lead to conflict and therefore stress in the social environment, are often a
treatment focus that can be addressed through the collaborative work of clinicians
and cultural brokers. Depending on how the roles of team members are established
within service delivery systems, the cultural broker can also act as a case manager
who attends to the identified stressors in the child and/or family’s environment such
as housing or financial concerns. Attending to the primacy of these resettlement
stressors is an important aspect of engaging refugee families, but also a means to
identifying and reducing the stressors that may be most distressing to refugee
families and children. In-home services are provided in lieu of, or in coordination
with, a child’s individual therapy services. In both cases, the clinical team is focused
on addressing priority problems in the child’s social environment that are impacting
on their emotional and/or behavioral dysregulation. The child may still be receiving
individual therapeutic support with some regulation-focused coping skills development.
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However within TST and TST-R safety-focused treatment, the importance of
addressing external reminders or stressors/triggers that provoke a trauma response
is recognized. For example, for a child living in an area with active community
violence in which they feel threatened, TST focuses on establishing a safer environ-
ment for that child as the first priority.

When it is determined that a child is no longer experiencing dangerous survival
states and that his or her environment is safe enough, the child is ready for Tier 3, or
the regulation-focused or beyond trauma phases of treatment. In TST-R these phases
are typically provided as school-based individual therapy focused on the develop-
ment of coping skills to help the child learn new ways of self-regulating. Regulation
focused treatment is provided by a clinician who may or may not involve a cultural
broker in session, depending on the child’s and therapist’s language proficiencies.
The primary goals of regulation-focused treatment are to help children develop
emotion regulation capacities, identify ways caregivers can support this regulation,
and to share this information with caregivers so that they can develop their own
capacities to help and protect their children, therefore reducing or preventing their
child’s switch to survival states (Saxe et al., 2015). Clinical strategies used in ses-
sions focus on the concept of a trauma response, including identifying patterns of
dysregulation in response to trauma triggers, reducing triggers when possible, and
learning self-regulation skills to implement when reacting to trauma triggers. The
understanding of these triggers and related intervention skills is constantly informed
by cultural knowledge and/or cultural humility. The clinician is encouraged to be
open to cultural aspects of emotion identification and coping skills and to integrate
flexible ways of engaging refugee children (e.g., drawing or using pictures instead
of relying on verbal communication). For example, some cultures/languages may
have a limited range of vocabulary for describing emotions or ways of describing or
expressing emotion that differ from the English language or the culture of the men-
tal health provider. Role-playing and the discussion of somatic aspects of symptom
expression are examples of tools that can further facilitate cross-cultural dialogue
for the clinician and client. These skills are practiced with the therapist and shared
with the child’s caregivers and clinical team.

The beyond trauma phase of treatment is an extension of this work, for children
whose emotion regulation and social environment are more stabilized, that
incorporates cognitive processing and restructuring skills and encourages the child
to develop a trauma narrative. The primary goal of this phase of treatment is “to
work with the child and family to gain sufficient perspective on the trauma
experience so that the trauma no longer defines the child’s view of the self, world,
and future,” (Saxe et al., 2015, p.26). In this phase of treatment, children work with
their individual therapist to further develop coping skills, primarily related to
building cognitive awareness and learning cognitive restructuring. For those with
persistent trauma-related symptoms, developing a trauma narrative in a format that
is appropriate to the child’s developmental and/or language capacity (e.g., writing a
book, poetry, drawings, pretend play) and engagement in cognitive processing
related to this narrative may be indicated. Given the history of multiple traumatic
events in the lives of many refugee children, language/cultural differences, and the
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intergenerational trauma aspect of the refugee experience, trauma narratives may be
flexible, creative, and reflect more of a timeline or narrative of the family migration
experience as opposed to a focus on single traumatic incidents. The final stages of
beyond trauma treatment aim to help children and families orient towards the future,
set life goals, and nurture close relationships.

In the regulation-focused and beyond trauma phases of treatment (Tier 3) the
cultural broker may participate in individual sessions when needed for language and
cultural support. In this context s/he would serve as more than an interpreter of
language, but also a source of cultural knowledge for both the clinician and the
client, providing deeper context and cultural knowledge that enhances the
understanding of the issues by all involved. Beyond involvement in individual
treatment, cultural brokers can also facilitate parents’ interactions with school
personnel and clinical staff, providing linguistic and cultural support as needed.
Cultural brokers may also provide ongoing case management or facilitate contact
with partner community services that can continue to attend to social environmental
stressors for the child and family during these phases of treatment. The TST-R
clinical team format provides an opportunity for cultural brokers to share their
cultural and community knowledge with clinicians even when they are not providing
direct services within individual therapy sessions.

Tiers 1-4 Organizational/Team Meetings

A weekly multidisciplinary team meeting inclusive of those partnerships identified
during the organizational planning of the program is a critical aspect that ensures
the smooth integration of systems and services across all tiers of care. As such, for
all TST-R program staff, a weekly team meeting is held during which new and
existing client cases are reviewed. Case discussions during the team meeting include
a review of the background of the case, an assessment of the child’s current
emotional or behavioral regulation status and social-environment, a determination
of the phase of treatment based on this assessment, priority problems, targeted
intervention approaches to address priority problems, and a discussion of cultural
considerations. During the team meeting, the cultural broker(s) play an integral role
in contributing information about engagement, cultural perceptions of the problems,
related cultural or historical context, community knowledge, and strategies to
enhance communication between families and providers.

Outcomes and Future Directions

TST-R was initially developed and implemented with Somali middle school youth
(Ellis et al., 2013; Ellis et al., 2011). CBPR approaches to research within the
Somali community guided community engagement activities and the adaptation of
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the TST model. The model was developed in partnership with school administrators,
local community-based organizations, and mental health providers. The program
was successful in engaging 100% (N = 30) of families who were referred for
services (Ellis et al., 2013; Ellis et al., 2011). Preliminary findings from the first trial
of this intervention demonstrated improvements in symptoms of PTSD and
depression for children at all tiers of intervention and evidence that those with
higher symptoms were appropriately matched with higher levels of care within this
multi-tier model (Ellis et al., 2013). The outcomes also suggested an important role
for the stabilization of social environmental stressors (resource hardships) in the
reduction of mental health symptoms over time (Ellis et al., 2013).

Since this initial trial of the intervention, TST-R has been disseminated and
piloted with Somali and Somali Bantu children and families in Maine, Kentucky,
and Minnesota. The group intervention curriculum and TST-R intervention services
were also adapted for, and implemented with, Bhutanese children and families in
western Massachusetts. In each community, partnership development and
community engagement has been an important element in determining the initial
success and long term sustainability of the intervention. Initial evaluation findings
from these dissemination projects suggest that the intervention is feasible, accepted,
and viewed positively by students participating in services.

Strengths, Challenges, and Future Directions

TST-R is a unique prevention and intervention program that focuses on decreasing
barriers to mental health care for refugee children and their families by providing
integrated, multi-tiered approaches to intervention embedded within trusted service
systems (i.e., schools). The strengths of this program include the flexibility in
approaches to service delivery and an emphasis on community engagement and
partnerships. Most importantly, services recognize the refugee experience and the
importance of directly intervening in a child’s social environment to affect change.
Further, the cultural broker role is an innovation that increases the capacity for
programs to provide culturally and linguistically sensitive care, helps to build trust
and engagement, and also increases the ability of services to directly intervene in a
child’s family and community system. TST-R programs also have the potential to
increase collaboration and efficiency across care delivery systems.

A recent sustainability study of TST-R dissemination sites identified several key
elements that are important factors in developing this comprehensive program,
including investment of key leadership within schools and community mental health
organizations, a history of successful collaboration between key agencies,
organizations, and/or refugee communities, a history of providing mental health
providers services within schools, the size and organization of the refugee
communities being served, and champions at the community and organizational
level (Behrens, 2015). Given the complexity of the organizational readiness,
partnership building, and community engagement that are essential to the success of
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this program, one of the greatest challenges of implementation can be identifying
the funding to support the initial stages of program development.

Dissemination efforts have focused on identifying options for mapping services
onto existing billing and mental health service structures within the U.S. mental
health system. Funding and reimbursement for mental health services is variable by
state within the U.S., and in some cases TST-R programs have advocated for state
healthcare systems to fund certain aspects of the program. For example, in the state
of Maine, home-based teams advocated to lift restrictions on the level of education
required to fill a behavioral support position so that qualified refugee community
members could serve as cultural brokers within this role designation for home-
based TST-R teams. Although there is a growing recognition of the importance of
comprehensive and preventative behavioral health interventions, there are aspects of
the program that remain challenging to fund without the support of grants or
philanthropy, particularly the cultural broker role and school-based groups. In some
service systems this has been addressed by identifying ways to creatively bring
together resources and existing roles (e.g., case management, school-based
positions).

The initial stages of TST-R evaluation and implementation show promising effi-
cacy in engaging refugee children and families with mental health services and
reducing symptoms of distress in this traditionally underserved population. These
promising outcomes suggest that this trauma-focused model is efficacious in
meeting the needs of refugee children and families through innovative practice,
including the integration of community engagement, cultural competency/cultural
humility, cultural brokering, and tiered levels of school-based care. By incorporating
these elements of service delivery, TST-R successfully addresses recommendations
to tailor programs to the cultural needs of target populations and focus on more
integrated, holistic models of care (APA, 2010; Kaczorowski et al., 2011). The
knowledge gained from TST-R prevention and intervention efforts contributes to
raising the standard of care for refugee children and families and informing
responses to the ever-changing critical needs of new cultural populations seeking
refuge and asylum.
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