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Executive Summary
I.

Background to the Knowledge Synthesis Reports

Children and youth in challenging contexts, both in Canada and overseas, face common
threats to their mental health that can be better addressed when researchers, service
providers, practitioners, and communities pool their knowledge, resources, and lessons learned
of what works best for improving young peoples’ mental health. If these groups continue to
work within their occupational and disciplinary boundaries, they will fail to mobilize the full
potential of the evidence documented by researchers, the practice-related knowledge of
service providers and practitioners, and the local knowledge of communities. The CYCC
Network was developed in response to this need and in the summer of 2013, released three
thematic knowledge synthesis reports: violence, technology, and youth engagement.
Violence against children and youth, in particular, is a complex public health problem that
affects communities worldwide, and can lead to potentially devastating consequences for
young people and their families if left unaddressed. To tackle this problem, a coordinated effort
to share and document best practices for addressing young peoples’ mental health needs is
urgently needed. Without opportunities to share this knowledge, there is a risk of delivering
potentially ineffective interventions that are difficult for young people and their families to
access or relate to. Additionally, poorly-researched or evaluated interventions often ignore the
structural barriers (e.g. limited access to mental health practitioners, stigma, and a lack of
resources to evaluate programs) that shape young peoples’ mental health and wellbeing. In
light of these challenges, the knowledge synthesis report on violence explores the effective
strategies used among children and youth in challenging contexts who have been exposed to
violence, in order to help them overcome trauma and feel safe in their families, schools, and
communities.
Recent years have seen an explosion of new, innovative programs that focus on improving
the lives of vulnerable young people through the use of technology. The internet has opened
doors of opportunity to reach these children and youth in more effective ways with the
information and support they need to lead healthy lives. Today, mobile phones are one of the
most prolific mediums through which interventions can be delivered. While the rapid
developments made in technology present many opportunities, the expansion of this field has
not been accompanied by a comparable level of research and evaluation. There is a need for
more evidence to support the use of technology as a means of intervention with children and
youth in challenging contexts. In response to this gap, the knowledge synthesis report on
technology reviews innovations in technology that are known to be effective in helping children
and youth in the most challenging of contexts, to nurture resilience, prevent mental health
problems, and build a special place for themselves in the collective life of their communities.
Finally, there has been an increasing recognition that youth engagement is central to any
best practice or intervention that involves young people. Valuing youth engagement puts the
focus on the positive contributions that youth make to programs and their effectiveness.
Programs and services that acknowledge the independence and agency of at-risk youth provide
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opportunity for young people to give feedback on the relevance and appropriateness of the
programs that serve them. Additionally, youth engagement can promote a sense of
empowerment on an individual level, and facilitate healthy connections between young people
and their community. Despite these benefits, however, there remains a gap in our
understanding of the implications of engaging vulnerable youth. In order to better understand
and optimize youth engagement, different strategies need to be explored that identify their
appropriateness for youth living in different challenging contexts, representing all genders and
age categories. With these gaps in mind, the knowledge synthesis report on youth engagement
explores strategies that have been shown to work in engaging children and youth in challenging
contexts as full members of their communities and in ending feelings of disempowerment and
abandonment.
Ultimately, the three knowledge synthesis reports are interconnected in ways that can help
to form a comprehensive strategy for researchers, practitioners, service providers, and
communities to address the needs of vulnerable children and youth in Canada and overseas.
For example, lessons learned from the violence report can inform programs and interventions
that use technology to address the mental health needs of young people in challenging
contexts. Similarly, the many innovative examples and lessons learned highlighted in the
technology report may be used to inform professionals working with children and youth
exposed to violence, through the design and delivery of technology-based programming that is
safe, accessible and effective for youth in different contexts. In turn, the youth engagement
report showcases important work that can be used to inform both the violence and technology
reports with best practices for engaging youth in the design and implementation of programs
so that interventions are relevant, meaningful and effective to children and youth in challenging
contexts.

II.

The Goal of the Knowledge Synthesis Reports

In synthesizing evidence from researchers, practitioners, service providers, and
communities in the key areas of violence exposure, technology, and youth engagement, the
CYCC’s knowledge synthesis reports bring together disciplinarily-specific approaches and
lessons learned in working with vulnerable and at-risk children and youth. The goal of the
Network is to create an integrated and sustainable community of researchers, practitioners,
communities, policy makers, and young people working together to share and improve
programs that support the wellbeing and positive mental health of children and youth in
challenging contexts.

III.

The Development of the Reports

These reports benefited from the valuable expertise, feedback, and insight of Network
partners from Canada and around the world. An Advisory Committee, comprised of academics,
practitioners, and service providers working in the areas of violence exposure, child and youth
mental health, youth engagement, and technology, provided guidance and assistance
throughout the research and writing process. Parts of the reports, particularly the
recommendations, were developed in collaboration with and peer-reviewed by over 30
2
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Network partners through a series of consultations, workshops, and a knowledge mobilization
simulation.

IV.

Six Overarching Principles from the Reports

The following key principles reflect some of the overarching themes and lessons learned
that emerged from the violence, technology and youth engagement knowledge synthesis
reports. These principles have been incorporated as actionable items in the recommendations
of each report. The principles and recommendations are addressed to professionals who work
with vulnerable children and youth; including researchers, service providers, practitioners, and
policy makers.
1. Engage youth: Youth engagement is critical to the success of any program or
intervention with vulnerable and at-risk young people. Practitioners and service
providers must initiate youth participation as a step towards engaging young people in
their program design and implementation.
2. Evaluate innovative or promising practices: More evaluations are needed to support
promising programs/interventions to help develop better mental health outcomes for
children and youth in challenging contexts. We recommend that these be embedded
within each projects’ structure.
3. Consider culture & context: Design and deliver research and programs with context and
culture in mind. Not all methods will be appropriate for all children and youth.
4. Adopt a strengths-based approach: Continue building on the strengths and assets of
children and youth, including those of their families and communities. These resources
are key to supporting good mental health outcomes and resilience.
5. Assess your practices for potential harm: Take precautions to ensure that the work you
are doing is ethical and does not cause more harm than good.
6. Share knowledge with others: Researchers, practitioners and service providers must
collaborate to create sustainable structures to document, format, share, and access best
practices related to treating young people after violence exposure, using technology to
deliver mental health interventions, and engaging youth.
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Section 1: Introduction
I.

Violence against Children and Youth and Mental Illness

Violence against children and youth poses a significant social and economic burden to
individuals, families, communities, and nations and can have devastating consequences for the
immediate and future well-being of young people. Moreover, violence is a global public health
problem that spans across geographic, class, cultural, and religious lines and occurs in a variety
of contexts, including (but not limited to) homes, schools, communities, and the labour force. A
survey by the World Health Organization, for instance, indicates that approximately 20% of
women and 5 to 10% of men reported being sexually abused as children, while 25 to 50% of all
respondents reported being physically abused (World Health Organization, 2006, p. 11 ). The
consequences of exposure to any form of violence, whether self-directed, interpersonal, or
collective, can be severe and far-reaching. Global estimates suggest that approximately 1.6
million people lose their lives to violence every year (Krug, Dahlberg, Mercy, Zwi, & Lozano,
2002, p. 1). There is a wealth of evidence that shows that childhood exposure to violence often
results in adverse mental health outcomes for the individuals and their family. Some of these
negative outcomes include post-traumatic stress, depression, anxiety, substance abuse, risky
sexual behaviour, suicidal behaviour, and difficulties maintaining healthy relationships later in
life (Anda et al., 2006; MacMillan et al., 2009; Margolin & Gordis, 2000; Norman et al., 2012) .
Given the adverse effects of violence on young people, there is an urgent need to find
effective mental health interventions that are accessible to the most vulnerable and at-risk
members of this population. A recent report by the Canadian Mental Health Association found
that only one in five of Canadian youth receive the mental health services that they actually
need (2013). This is a significant concern in Canada where the costs of mental health problems
has been estimated at $50 billion a year and continues to increase (MHCC, 2013).

II.

The Knowledge Synthesis Report on Violence

The purpose of this report is to explore programs and interventions that have been shown
to work in helping children and youth exposed to violence overcome trauma and feel safe in
their families, schools, and communities. To address the consequences of violence and its
impacts on the mental health of young people, a coordinated effort to share and document
best practices is urgently needed. Although research evaluating the effectiveness of programs
for children and youth in challenging contexts has increased significantly, our knowledge of
what works remains largely contained within different professional disciplines (Chalmers, 2005;
Aron Shlonsky, Noonan, Littell, & Montgomery, 2011), resulting in a lack of sharing of best
practices and good programming across borders. However, if these gaps in knowledge are left
unaddressed, we will ultimately fail to mobilize the evidence-informed practices documented
by researchers, the practice-based evidence gained by individual practitioners in various
settings and disciplines, and the local knowledge generated within communities. Our purpose
here is to show that vulnerable and at-risk children and youth face common threats to their
4
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mental health and safety that can be more effectively addressed when multiple formal and
informal service providers and community supports become involved in interventions.
To identify and share effective strategies that are appropriate to the challenging contexts
in which young people live, there is a need to create space for dialogue. This report is one in a
series of three knowledge syntheses on best and promising practices in promoting young
people’s mental health and safety. Combined, their purpose is twofold:
1. To synthesize the interventions and programs currently employed among children and
youth in challenging contexts, drawing on insights derived from research, practice, and
locally-based knowledge;
2. To develop peer-reviewed recommendations that will be used by the CYCC Network to
inform policy and practice.

III.

Challenging Contexts and Scope

While violence can affect anyone, the contexts in which children and youth reside can
heighten the risks they face on a daily basis. In this report, several challenging contexts that put
children and youth at greater risk of violence are considered. These include:
 War and organized violence (war-exposed, displaced, child soldiers, youth gangs,
and children of military families)
 Displacement (immigrant, refugee, homeless, children of military families, and those
affected by disaster)
 Child labour (children and youth in the workplace and human trafficking)
 Care institutions (child welfare, alternative care, foster care, and juvenile detention)
 Health-related challenges (children and youth with disabilities, chronic illness, and
mental illness)
 Historical oppression, marginalization, social exclusion, and poverty (cross-cutting
themes)

IV.

Organization of this Report

Section 2 outlines the key terms and concepts used in the report, including the different
forms of knowledge, best practices, and resilience. It then presents the methodology used in
the synthesis process, which included a scoping review of the literature, a services scan,
meetings with Network Partners and experts in the field, and data analysis. The section
concludes with a discussion of the limitations of the report.
Section 3 considers the various forms and effects of violence experienced by children
and youth in challenging contexts. It then outlines the scope of the synthesis report through an
overview of the various approaches used among children and youth exposed to violence,
including mental health promotion, prevention, and treatment. While not within the scope of
this review, the importance of primary prevention 1 efforts is acknowledged. The section then
1

Mental health interventions that target the general population, regardless of their risk status.
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concludes with an overview of the different challenging contexts in which children and youth
may reside, and reviews some of the key ethical considerations that researchers and
practitioners should consider in working with these vulnerable populations.
Section 4 reviews the programs and interventions currently employed among children
and youth in challenging contexts. In order to provide a general snapshot of the state of the
field, this section first provides a broad overview of the range, nature, and wealth of evidenceinformed practice, practice-based evidence, and local knowledge currently available. It then
explores the interventions currently used among children and youth exposed to violence, and
assesses the best practices and lessons learned from these different forms of knowing.
Specifically, three forms of interventions are examined—mental health promotion, prevention
of disorder, and treatment—for their core elements, practices, and outcomes. These
interventions are further organized according to an ecological understanding of resilience, and
are divided by the individual, relational, or contextual nature of their approach. For each form
of intervention addressed, a unique case study is provided to highlight current innovations in
research, practice, or community-based efforts.
Section 5 highlights the gaps in research and practice and points to potential areas of
collaboration and study. While it is noted that there is a wealth of promising work being done
to address the mental health needs of young people exposed to violence, there is a clear need
for coordination among researchers, practitioners, and communities to document, share, and
evaluate programs for outcomes and lessons learned.
Finally, Section 6 presents a comprehensive list of recommendations for developing a
collaborative and multi-level approach to mental health care for at-risk children and youth. This
section provides some practical tips for working with children and youth in challenging
contexts, and identifies next steps for moving forward.

6

Promising Practices to Help Children and Youth who have been Exposed to Violence

Section 2: Methodology
I.

Key Terms

Best practice: Interventions that incorporate evidence-informed practice, identify and employ
the right combination of program elements to ensure targeted outcomes, and match these
interventions to the local needs and assets of communities. They incorporate evidenceinformed practice, identify and employ the right combination of program elements to ensure
targeted outcomes, and match these interventions to the local needs and assets of
communities. See page 11 for more detail on this core concept.
Children and youth: Children are persons who are 14 years of age and under, and youth 2 are
persons who are between 15 and 24 years of age (UNESCO, 2012).
Evidence-informed practice: The integration of experience, judgement and expertise with the
best available external evidence from systematic research (Chalmers, 2005, p. 229; Sackett,
Rosenberg, Gray, Haynes, & Richardson, 1996, p. 71). See page 8 for more detail on this core
concept.
Practice-based evidence: Knowledge that has emerged and evolved primarily on the basis of
practical experience rather than from empirical research (Mitchell, 2011, p. 208). See page 8 for
more detail on this core concept.
Local knowledge is used in everyday situations, and helps local people cope with day-to daychallenges, detect early warning signals of change, and know how to respond to challenges…
Local knowledge is seldom documented and is mostly tacit (Fabricius, Scholes, & Cundill, 2006,
p. 168). See page 9 for more detail on this core concept.
Resilience: In the context of exposure to significant adversity, resilience is both the capacity of
individuals to navigate their way to the psychological, social, cultural, and physical resources
that sustain their well-being, and their capacity individually and collectively to negotiate for
these resources to be provided and experienced in culturally meaningful ways (Ungar, 2008, p.
225). See page 13 for more detail on this core concept.
Technology: Innovations in technology that have been used with children and youth in
challenging contexts to help prevent violence and promote well-being.
Violence: The intentional use of physical force or power, threatened or actual, against oneself,
another person, or against a group or community, that either results in or has a high likelihood
2

Within the category of youth, however, it is important to keep in mind the differences between an adolescent
(aged between 13-19 years) and young adults (aged between 20-24 years), as “the sociological, psychological and
health problems they face may differ” (UNESCO, 2012).
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of resulting in injury, death, psychological harm, maldevelopment, and deprivation (Krug,
Dahlberg, Mercy, Zwi, & Lozano, 2002, p. 5).
Youth Engagement: The meaningful and sustained involvement of a young person in an activity
focusing outside the self. Full engagement consists of a cognitive component, an affective
component, and a behavioural component – Heart, Head, and Feet [and spirit] (CEYE, 2009).

II.

Core Concepts
a. Evidence-informed Practice, Practice-based Evidence, and Local Knowledge

Different types of knowledge or ‘ways of knowing’ can be a real challenge to synthesize.
Advocates of evidence-based practice, for instance, prioritize “the use of treatments for which
there is sufficiently persuasive evidence to support their effectiveness in attaining the desired
outcomes” (Roberts & Yeager, 2004, p. 5). Based on the assumption that empirical, researchbased evidence is the most reliable for practice (Proctor & Rosen, 2006), this evidence is
generally categorized hierarchically in accordance with the scientific strength of derived
outcomes, with meta-analyses or replicated randomized controlled trials ranking among the
most authoritative evidence and case studies, descriptive reports, and other unsystematic
observations ranking among the weakest (Roberts & Yeager, 2004, p. 6). Qualitative evidence,
in particular, is typically given little weight among the advocates of evidence-based practice,
who “tend to equate research with quantitative research” and prioritize the results of
experimental designs as the “gold standard” (Oktay & Park-Lee, 2004, p. 706).
Traditional approaches to evidence-based practice, however, have been critiqued for
advancing a top-down approach to practice that excludes the expertise of practitioners and
neglects the particular circumstances of service users (Chalmers, 2005; Aron Shlonsky et al.,
2011). They argue instead in favour of “evidence-informed practice”, due to the reality that
“judgments will always be needed about how to use the evidence derived from evaluative
research,” thereby taking into account needs, resources, priorities, preferences, and other
factors (Chalmers, 2003, p. 36). Evidence-informed practice “better conveys that decisions are
guided or informed by evidence rather than based solely upon it” (Aron Shlonsky et al., 2011, p.
363). EIP thus reflects the integration of best evidence, context, and the circumstances of
service providers and users, and is defined as:
The integration of experience, judgement and expertise with the best available external
evidence from systematic research (Chalmers, 2005, p. 229; Sackett, Rosenberg, Gray,
Haynes, & Richardson, 1996, p. 71)
This definition ranks and prioritizes the outcomes of interventions according to their scientific
strength, yet acknowledges that the evidence derived from research will ultimately be subject
to the judgment of practitioners (Chalmers, 2005, p. 230).
This inclusive definition also facilitates the integration of other forms of evidence and
knowledge, most notably practice-based evidence and local knowledge. As opposed to “the
hierarchy of knowledge which situates research evidence in a position superior to other forms
of knowing” (Fox, 2003, p. 82), practice-based evidence incorporates the knowledge and
8
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experience gained by individual practitioners from various contexts and disciplines, the inputs
of which are contributing to a growing ‘toolbox’ of practice-based strategies (Roberts & Yeager,
2004, p. 12). In recognizing the role of the practitioner in generating knowledge, it
acknowledges that “practitioners’ perceptions of the utility of evidence will depend on its
relevance to a particular setting and its validity for that setting” (Fox, 2003, p. 83). Practicebased evidence incorporates a greater focus on the context of interventions and the processes
through which they unfold (Barkham & Mellor-Clark, 2003). Moreover, without the bindings of
research, these practices often involve new and innovative approaches to high-risk populations,
enabling them to keep pace with rapidly changing population needs. For this report, practicebased evidence is defined as:
Knowledge that has emerged and evolved primarily on the basis of practical experience
rather than from empirical research (Mitchell, 2011, p. 208).
This definition enables a shift in focus beyond the outcome-driven perspective of evidenceinformed practice, thereby giving voice to practitioners from a ground-up perspective and
acknowledging the contingent conditions and characteristics that have facilitated program
success.
Interest in local knowledge has also gained prominence in recent years (Agrawal, 1995, p.
413; Agrawal, 2002, p. 288). Early definitions of local or traditional knowledge highlighted the
communal, relational, timeless, and contextual nature of this form of knowing, situating it in
contrast to the individualist, objective, finite, and universal tenets of Western or ‘mainstream’
knowledge (Agrawal, 1995, p. 418). This dichotomy, however, was later criticized for advancing
a static concept of traditional knowledge that failed to acknowledge the innumerable crosscultural linkages that have transpired over the centuries or the considerable heterogeneity
encapsulated within this term, including significant differences among philosophies and
knowledge commonly viewed as local (Agrawal, 1995, p. 421). Local knowledge is rarely static
or untouched by other forms of knowledge, rather it is “undergo[ing] constant modifications as
the needs of communities change” (Agrawal, 1995, p. 429; UNESCO, 2003). For the purposes of
this report, it is defined as follows:
Local knowledge is used in everyday situations. Its main value lies in helping local people
cope with day-to day-challenges, detecting early warning signals of change, and knowing
how to respond to challenges… Local knowledge is seldom documented and is mostly tacit
(Fabricius et al., 2006, p. 168).
This definition of local knowledge highlights its dynamic and fluid nature, its connections to the
physical and social environments of specific communities, and the social, political and kinship
structures that reinforce individual and collective well-being. A sub-set of local knowledge is
traditional knowledge which, in this report, refers to the knowledge held by Aboriginal people.
In the Canadian context, this refers to the First Nations, Métis and Inuit peoples. Traditional
knowledge “builds upon the historic experiences of a people and adapts to social, economic,
environmental, spiritual and political change” (Government of Canada, Canadian Environmental
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Assessment Agency, 2004). Traditional knowledge is a unique form of local knowledge which is
needed to inform effective programs and interventions.
Despite the growing evidence base underlying each of the above forms of knowledge,
researchers and practitioners working with children and youth in challenging contexts have
largely adhered to a single body of knowledge. These divides exist both within and across
research, practice, and local knowledge. The “substantial deficits” of evidence-informed
practice, in particular, have received considerable attention in the literature (Mitchell, 2011, p.
215). Most notably, despite the multiple and complex mental health needs facing many
children and youth in real-world service settings, most clinical efficacy trials have instead
concentrated on preventing or treating single disorders, to the point that research in this field
has largely developed into several independent lines of work (Mitchell, 2011, p. 208). Therefore
it is unclear whether the results from one study of children and youth may be generalized to
another (Cohen, Berliner, & Mannarino, 2000, p. 31).
Evidence-informed practice further provides little analysis of the core elements,
mechanisms, and contexts that underlie the implementation of successful interventions.
Among randomized controlled trials, in particular, controlling for the characteristics, needs and
contexts of the intervention and targeted population has left a considerable gap between the
intervention assessed and the application of that intervention in other settings (Bower, 2003, p.
331; Aron Shlonsky et al., 2011, p. 366). Consequently, although researchers may be able to
point to the efficacy of cognitive behavioural therapy, for example, the specific components
contingent to its success or its replication in another setting remain largely unknown (Nikulina
et al., 2008, p. 1238). While necessary, the evidence derived from efficacy trials has been
deemed insufficient to guide practice and policy in a clinical setting (Barkham & Mellor-Clark,
2003, p. 320; Bower, 2003, p. 332).
Although practice-based evidence can help fill these gaps by providing valuable insights
into the core elements underlying certain interventions, much of this knowledge “remains tacit
and undocumented” (Mitchell, 2011, p. 208). ‘Practice wisdom’ accumulated through the
personal experiences of practitioners or knowledge disseminated through ‘communities of
practice’ is rarely articulated, such that the decisions underlying service provision remain
largely unknown. Moreover, as indicated above, evaluations conducted by practitioners are
subject to variable scientific rigour and may be susceptible to bias in their application
(Bonnefoy, Morgan, Kelly, Butt, & Bergman, 2007, pp. 33–34). Nonetheless, practitioners have
often denounced the “authoritarianism” of research, arguing that it is typically elevated above
the expertise of service providers or the needs of their clients (Fox, 2003, p. 82; Aron Shlonsky
et al., 2011, p. 362).
Similar concerns exist regarding the conceptualization and use of local knowledge. The
variation inherent across contexts, cultures, and different ways of knowing has complicated an
understanding of how interventions are implemented and accepted at the local level (Baum,
MacDougall, & Smith, 2006, p. 855). A further divide remains between Western measures of
mental health that prioritize the absence of disease or disorder and the more holistic
interpretations of mental health found in many non-Western cultures, which typically focus on
the mental, physical, social, and spiritual measures of “wellness” (Durie, 2004, p. 1141).
However, many researchers are reluctant to engage the ‘ethical space’ needed to forge crosscultural conceptions of mental health or continue to locate forms of local knowing within
10
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traditional hierarchies of evidence and effectiveness (Cochran et al., 2008, p. 19; Durie, 2004, p.
1140; Naquin et al., 2008, p. 19). Considerable gaps continue to prevail between research,
practice, and local knowledge and point to the need for more collaboration between
academics, practitioners, policy makers, and communities.

b. Best Practices

These reports use examples of evidence-informed practice, practice-based evidence, and
local knowledge to provide a unique understanding of effective or ‘best’ practices in programs
for children and youth in challenging contexts. Best practices, as defined by the World Health
Organization:
…should be made on the basis of their fitness for purpose and their connectedness to
research questions, not on the basis of a priori notions about the superiority of
particular types of evidence or method or placement in an evidence hierarchy, e.g. that
the randomized trial is the only basis for knowledge generation (Bonnefoy et al., 2007,
p. 30).
In incorporating a wide range of methodologies, this integrative approach avoids the danger of
underestimating the relevant evidence available by allowing for the insights and strengths
offered through each form of knowledge, all of which can be usefully combined to contribute to
the overall understanding of the efficacy and effectiveness of interventions (Booth, 2001; Oliver
et al., 2005, p. 429). It also moves away from ranking or assessing evidence based on its
research design, and instead matches different forms of evidence with their appropriate
research question (Bonnefoy et al., 2007, p. 99; Glasziou, Vandenbroucke, & Chalmers, 2004, p.
39).
This approach promises to reconcile the tension dividing these forms of knowledge by
positioning researchers, practitioners, and local communities as both knowledge generators
and knowledge receptors. Evidence-informed practice, for instance, may be most usefully
thought of as considering questions of “what is delivered” and ultimately “what works best,”
thereby prioritizing the outcomes derived from empirical evidence. Practice-based evidence, in
contrast, tends to focus more on questions of “how does this work,” and is based on the notion
that successful interventions are comprised of several ‘active ingredients’ and program
elements that can be identified and employed (Mitchell, 2011, p. 212; Walker, 2003, p. 152).
Local knowledge adds further complexity to the latter, asking “what works for whom in what
circumstances”. Each of these levels of analysis provides specific answers, depending on the
research question at hand (Glasziou et al., 2004, p. 39).
These types of knowledge may be usefully conceptualized as residing within a circle of
evidence (see Figure 1). The purpose of the diagram is to demonstrate how much knowledge
exists within each category. Local knowledge is located in the outer ring, the widest part of the
circle, representing the diffuse and varying forms of knowing intrinsic to the environments in
which children and youth reside. Practice-based evidence is located in the middle ring of this
diagram, addressing a wider variety of questions and variables exploring the elements that
comprise successful interventions. Evidence-informed practice is located in the centre of the
circle, as the scope of these studies is typically narrowed to a population, intervention, and
11
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outcome. Scientific rigor increases towards the centre of the circle, culminating with metaanalyses and randomized controlled trials. As a result of their almost exclusive focus on the
effects of specific interventions, these are found at the circle’s centre.
Community ownership, in turn, increases towards the outer perimeter of the circle, as
interventions are matched to the unique needs and customs of communities. However, our
understanding of the fluidity among these forms of analysis and the resultant balance between
scientific rigour and community ownership remains limited. In the diagram, the gaps between
the types of knowledge represent the intersections of these forms of knowing that have not yet
been fully explored.
Figure 1: Circle of Evidence

Best practices emerge within the synthesis of these different types of knowledge. For the
purposes of this report, this term is defined in the following way:
Best practices are interventions that incorporate evidence-informed practice, identify, and
employ the right combination of program elements to ensure targeted outcomes, and
match these interventions to the local needs and assets of communities. They incorporate
evidence-informed practice, identify and employ the right combination of program
elements to ensure targeted outcomes, and match these interventions to the local needs
and assets of communities.
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This definition prioritizes the evidence garnered from researchers, practitioners, and local
knowledge, depending on the question being asked. It will also be applied in relation to the
interventions and programs that aim to support and nurture resilience among children and
youth in various challenging contexts.

c. Resilience

Although resilience is generally recognized as the capacity of individuals to bounce back
from adversity and positively adapt with a sense of well-being (Turner, 2001, p. 441), the study
of resilience over time has led to changes in how it is defined and conceptualized. Early
research paid specific attention to the individual characteristics associated with positive
outcomes of well-being, focusing specifically on the risk and protective factors associated with
an individual’s ability to cope in challenging circumstances. Risk factors are defined as “a
measurable characteristic in a group of individuals or their situation that predicts negative
outcome on a specific criteria,” and are used to suggest which populations have an elevated
probability of negative adaptation (Wright & Masten, 2005, pp. 19–20). As these factors “rarely
occur in isolation,” children and youth most highly at risk are those that have been subject to
multiple adversities, the effects of which tend to accumulate over time (Wright & Masten,
2005, p. 20). Risk factors derive from the personal traits of the victim or perpetrator, his or her
family or peers, the school or community, or the larger society.
At the same time, various protective factors may enhance the capacity of children and
youth to cope with their exposure to violence. Defined as the “quality of a person or context or
their interaction that predicts better outcomes, particularly in situations of risk or adversity,”
protective factors help shield individuals from the effects of adversity and promote positive
adaptation (Wright & Masten, 2005, p. 19). Depending on where a variable resides on the
spectrum of risk and protective factors, it may produce either poor or positive adaptation
(Wright & Masten, 2005, p. 23).
The first wave of resilience research, however, has been criticized for oversimplifying the
often complex reality of children and youth in adversity (Boyden & Mann, 2005; Ungar, 2005).
The ‘second wave’ of this research thus expanded to address larger contextual concerns,
focusing most notably on the individual’s interaction with his or her environment and the
developmental pathways and trajectories leading to resilience (Mafile’o & Api, 2009; Ungar &
Liebenberg, 2011; Ungar et al., 2007, p. 287). Within this broader ecological perspective,
resilience is seen to encompass the qualities of both the individual and the individual’s
environment, which provides the material and social resources necessary for their positive
development (Boyden & Mann, 2005, p. 10; Ungar & Liebenberg, 2011). This approach further
acknowledges a culturally embedded understanding of resilience that prioritizes the individual’s
capacity to overcome adversity in culturally relevant ways and highlights the diverse values,
beliefs, and everyday practices that are associated with coping across populations (Boyden &
Mann, 2005, p. 10; Ungar et al., 2007, p. 288). These culturally embedded conceptions of
positive development challenge traditional Western definitions of resilience, coping, and
healthy functioning by opening the door to the various pathways to successful adaptation that
may be associated with non-Western populations and cultures.
13
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Adopting this ecological and culturally sensitive perspective, this report defines resilience as
follows:
In the context of exposure to significant adversity, resilience is both the capacity of
individuals to navigate their way to the psychological, social, cultural, and physical
resources that sustain their well-being, and their capacity individually and collectively to
negotiate for these resources to be provided and experienced in culturally meaningful
ways (Ungar, 2008, p. 225).
Central to this definition are the interactions between an individual’s personal assets and his
or her environment, which together produce the processes needed to help overcome adversity
(Liebenberg, Ungar, & Vijver, 2011, p. 219). Michael Ungar et al., identify seven tensions that
resilient children and youth must typically navigate and resolve in accordance with the
resources available to them individually and within their families, communities and cultures:
access to material resources, relationships, identity, power and control, cultural adherence,
social justice, and cohesion (see Figure 2) (2007, p. 295).
Figure 2: Seven Tensions of Resilience

Importantly, this perspective suggests that “no one way of resolving these tensions is better
than another,” highlighting the uniqueness across individuals (Ungar et al., 2007, p. 294). It
instead prioritizes the issue of resources and the ability of the child or youth to make the most
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out of what is available. It further suggests that in order to experience well-being, resilient
children and youth also need families and communities willing and able to support resilience
(Ungar, 2008, p. 221). Resilience, in this sense, is context-dependent, requiring an
understanding of the physical and social ecology in which the resources necessary to nurture
resilience are found.
In adopting this framework, this report employs these components of resilience to assess
the mental health and social outcomes of the interventions and programs addressed in the
following chapters, with a goal of identifying the best practices that help generate:
A state of well-being in which the individual realizes his or her own abilities, can cope
with the normal stresses of life, can work productively and fruitfully, and is able to make
a contribution to his or her community (World Health Organization, 2001).
In this sense, mental health is the basis for well-being and effective functioning, in ways that
are validated and appreciated by the communities in which children and youth reside
(Hermann, Saxena, Moodie, & Walker, 2005, p. 2). The interactions between an individual’s
personal assets and his or her environment produce the processes needed to help overcome
adversity (Liebenberg et al., 2011, p. 219). Best practices for achieving positive outcomes will
support these interactions.

III.

Methods

This section outlines the steps taken in preparing these reports. First, we carried out a
scoping review of the literature, in order to assess the state of the field. Second, we conducted
a services scan with the CYCC Network partners, which provided details about different
programs and interventions that the Network partners are using. Third, we held a series of
meetings with partners and contacts, gathering more information about strategies and
programs working with children and youth in challenging contexts. The information gathered
from these three steps has been synthesized and presented in the following sections. All of the
methods used in this report were guided by the following question:
What are the effective strategies to help children and youth in challenging contexts who
have been exposed to violence overcome trauma and feel safe in their families, schools and
communities?
In order to address this question, this report was further guided by the following sub-questions:
 What interventions are currently being employed among children and youth in
various challenging contexts and which are being shown to work?
 What lessons have been learned to date?
 Where are the overlaps in research and practice? Where are the gaps?
 Where are the opportunities for future collaboration in research and practice?
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a. Scoping Review of the Literature

This report employs a new framework for knowledge synthesis in order to draw upon the
findings of different types of research designs and knowledge that use quantitative and/or
qualitative data. It begins with a comprehensive overview of the literature in order to assess
the field in terms of volume, nature, and characteristics of the research done to date (Arksey &
O’malley, 2005, p. 30). This framework corresponds with that of a scoping review, defined as:
The rapid mapping of the key concepts underpinning a research area and the main
sources and types of evidence available, which can be undertaken as stand-alone
projects in their own right, especially where an area is complex or has not been
reviewed comprehensively before (Mays, Roberts, & Popay, 2001, p. 194).
The purpose of “scoping the field” of literature was to be as comprehensive as possible in
finding common understandings of what helps children and youth overcome violence, promote
engagement, and use technology in ways that help them cope with risk exposure and promote
and sustain their mental health. Although lacking depth, this exercise helped to identify and
describe the major approaches and schools of thought to date, while assessing the wealth of
evidence that currently exists regarding children and youth in challenging contexts. The list of
search terms that were used for this report can be found in Appendix A.
The scoping review was limited to literature demonstrating evidence-informed practice,
practice-based evidence, or local knowledge. This includes studies demonstrating meta-analytic
or meta-ethnographic findings, randomized controlled trials, participatory action research, and
community development. Findings from both peer-reviewed journals and grey literature 3 are
included. The latter has been particularly useful in capturing new and innovative strategies and
interventions that have not yet been addressed in peer-reviewed, academic literature. All
sources that pre-date 2000 were excluded from this report, with the exception of foundational
reports or studies. The goal of the scoping process was to find models, programs, and services
that have been shown to work with children and youth in order to identify lessons learned,
current gaps, and future intersections among service providers. In keeping with the focus of the
CYCC Network, interventions and strategies being used around the world are included, with
particular focus given to work that is being done here in Canada.
The literature reviewed for this report was assessed relative to its validity, reliability,
objectivity, and generalizability, in order to ensure that the highest quality information was
found. After reviewing relevant articles or reports, both the source and methodology were
assessed in terms of their reliability and strength, and incorporated into the findings of the
report.
Although utilizing a new framework of analysis, this synthesis coincides with many of the
standards of systematic reviews, including: an explicit research question; a systematic search
strategy with pre-defined eligibility criteria for identifying and selecting relevant studies; an
3

Grey literature is defined as “information produced on all levels of government, academia, business and industry
in electronic and print formats not controlled by commercial publishing” (“What is Grey Literature?,” 2011).
Although the web has greatly facilitated the production, distribution, and access of grey literature, these hard-tofind materials are often retrieved only through scans of relevant government or institutional websites.
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analytical framework for extracting and charting the data; and a comparative method for
collating, summarizing, and synthesizing the main findings (Higgins & Green, 2011, sec. 1.2.2). It
differs in its use of quantitative and qualitative approaches to collect information on best
practices and lessons learned.

b. Scan of Network Partner Services, Programs, and Connections

Following this broad review of the literature, a services scan was conducted with the CYCC
Network partners to identify the practice-based evidence derived from their work with children
and youth in challenging circumstances. The scan was sent to 57 service providers, clinicians,
researchers, and municipal, provincial, and federal government officials. The services scan
incorporated both open-ended and direct questions about the programs of our partners and
included questions on program goals, implementation, lessons learned, and evaluation. A total
of 27 scans were returned. The responses to this scan helped to determine what interventions
are currently being used, identify effective practices, and reveal existing gaps in service
provision and potential areas for collaboration.
It was hoped that this services scan would add to our initial review of the literature by
offering insights into the perspectives of practitioners and policymakers working with children
and youth in challenging contexts, as well as the strategies and contexts that are essential to
the success of their programs. With a total of 27 responses, however, the sample size of the
scan was relatively small. In addition to this, there was a great deal of variability in the quality
and rigour of practices identified by our Network Partners. For instance, while some of our
Network Partners had conducted rigorous evaluations of their work, other partners highlighted
the challenges they faced in developing the appropriate level of organizational capacity and
funding needed to properly assess the effectiveness of their programs and interventions. This
variability in the quality of our Network Partners’ practices thus posed another challenge in
capturing practice-based evidence, further supporting the literature that positions practicebased evidence as a murky and elusive form of knowledge. This suggests that there is a great
deal of potential to further develop the area of practice-based evidence in terms of finding the
tools and frameworks for accurately capturing and assessing this kind of information.
Despite these limitations, however, we were able to glean some valuable insights and
lessons learned from our Network Partner regarding their views of what works best when
implementing mental health interventions with children and youth in challenging contexts. This
was achieved through a combination of individual conversations with our Network Partners and
the information collected through the services scan. Where applicable, this report will
showcase some of these examples of our Network Partners’ practices to highlight some of the
interventions and approaches which they have found to be most useful when working with
children and youth in challenging contexts.
In addition to the services scan, follow-up meetings and conversations with Network
Partners was a valuable addition to the content of this report.

c. Meetings with Practitioners, Service Providers, and Researchers

Varying according to the contexts and cultures in which communities reside, the diffuse
nature of local knowledge ultimately limited our ability to capture and operationalize this form
of evidence. To compensate for this deficit to some degree, this report conducted a survey of:
17
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participatory action research (PAR); community based participatory research (CBPR); and
narrative inquiry projects implemented among children and youth, in order to explore the
unique views of what works at the individual and community levels. PAR served as a useful
proxy in this regard, as the principles of reflection, data collection, and action shared between
the researcher and the ‘researched’ provided insights into community development and the
empowerment of communities, families, and children and youth. By engaging community
champions and young people, and allowing them to actively shape the direction of the
research, the PAR studies explored in this report provided a useful window into the
operationalization of local knowledge. Similarly, CBPR’s emphasis on conducting partnershiporiented research that focuses on actively involving researchers, academics, practitioners and
community members to address health inequities and improve a community’s well-being was
helpful in demonstrating how partners with varying levels of skills and knowledge can work
together to identify and address complex health issues on a local level.
Scholars seeking to incorporate, learn about and use Aboriginal knowledge to guide their
research have been particularly active in attempting to bridge the gap between different ways
of knowing (Durie, 2004, p. 1140). Rather than assuming the superiority of one knowledge
system over another, advocates have instead called for a model of “two-eyed seeing” that
identifies and benefits from the strengths of each (Bartlett, Marshall, Marshall, & Iwama,
forthcoming, p. 11). The key element of this model is recognizing and bridging the “ethical
space” that is created when worldviews of differing histories, traditions, and values come
together through cross-cultural engagement (Ermine, Sinclair, & Jeffery, 2004, p. 20). Based on
consultation, community participation, and methods that acknowledge, respect, and
incorporate traditional knowledge, the intersection of these different ways of knowing involves
a readiness to be inclusive and to recognize the integrity and unique contributions of both.
Research based on this model of ‘two-eyed seeing’ requires a balance of methods that are both
scientifically rigorous and culturally appropriate. The emphasis on community ownership,
context, and culture inherent within this alternative form of knowing does offer valuable
insights into the knowledge contained within local communities.
d. Youth Workshops
As a way of reviewing the recommendations of the violence knowledge synthesis report, a
workshop was held in partnership with the YMCA Immigration Centre in Halifax, Nova Scotia,
with immigrant and refugee youth who participate in the Centre’s recreational programs. The
objective of the workshop was to provide the youth with an opportunity to share their opinions
and feedback on the recommendations of the report. The conversations generated in these
workshops were a critical step in bringing a youth perspective into the report. Connecting with
young people at the community level was also a way of accessing local knowledge. Some of the
key points made by the youth were as follows:
 Having adults or peers “check-in” with youth about how they are feeling is really
valuable, even if nothing appears to be wrong. There was general consensus among
the youth that this is something that they wished happened more often in their own
lives.

18

Promising Practices to Help Children and Youth who have been Exposed to Violence

 With regards to the report’s emphasis on delivering culturally relevant
programming, many of the youth were careful to distinguish between cultural
sensitivity and an over-emphasis on culture in treatment (such as stereotyping the
needs of the youth based on their culture). As newcomers, many of the youth felt
that they did not want to be differentiated from their peers just because of their
diverse backgrounds.
 Many of the youth valued the recommendation on providing creative and
recreational opportunities as a way of helping their peers to deal with mental health
issues such as trauma, depression and stress. They identified activities such as
dance, music, sports and arts as important for helping young people in general to
cope with stress and anxiety.

e. Knowledge Mobilization Simulation

The CYCC Network held a knowledge mobilization simulation that brought together service
providers, academics, policymakers and youth with a vested interest in children and youth in
challenging contexts. During this time, they engaged in reflexive simulations of different
knowledge mobilization scenarios that explored how knowledge is shared across different
audiences. The findings from this report, particularly the recommendations, provided the
content for the scenarios and were the focus of discussions during the event. This also provided
an opportunity for many Network partners to give their feedback on the reports. For the
violence report, a key theme that emerged at the simulation was the importance of ethics and
safety considerations when delivering mental health programs to vulnerable young people.
Several participants noted the need to develop standardized procedures that would help
professionals to appropriately respond to a young person after they disclosed an incidence of
abuse or violence. The feedback from this event has been woven into the final report.

f. Analyzing the Information

This combination of a scoping review, services scan, and meetings with practitioners,
researchers, and service providers presented a comprehensive depiction of the models,
programs, and interventions currently being used with children and youth across a variety of
challenging contexts.
Each form of evidence offers unique insights into the interventions currently being
employed among children and youth in various challenging contexts. Evidence-informed
practice offers an assessment of the outcomes and effects of interventions, ranked according to
their scientific strength. Practice-based evidence provides a look into the core elements of
programs and the processes through which they work. Local knowledge affords a greater
understanding of the underlying cultures, traditions, and values that are necessary to ensure
community ownership and program success. The overlaps and gaps within evidence-informed
practice, practice-based evidence, and local knowledge are then discussed, followed by
recommendations for developing best practices in working with children and youth in
challenging contexts.
By capturing the complex linkages between outcomes, mechanisms, and contexts, this
multi-layered approach is in agreement with the tenets of realist evaluation (Pawson, 2002a,
2002b). Emerging in response to the partial explanations of program success offered by
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quantitative and qualitative research respectively, this approach attempts to reconcile these
limitations by bringing together the underlying logics of both. Recognizing that it is not
programs themselves that generate change but rather their underlying causal mechanisms, this
approach explores the conditions and resources that trigger success or failure and their relation
to the unique subjects and settings of each intervention. This “generative” understanding of
causation moves away from the traditional divides separating research, practice, and local
knowledge and the tendency of each to ask ‘what works’ in isolation from the others (Pawson,
2002b, p. 342). Instead, it incorporates outcome, process, and context, with the ultimate goal
of understanding ‘what works,’ ‘how does this work,’ and ‘what works for whom in what
circumstances.’ With an understanding of the opportunities for collaboration between these
forms of knowing, the potential areas of collaboration between academics, practitioners, and
communities across our population groups can be identified.

IV.

Limitations

As a result of the multiple forms of knowing captured within this report and the variable
rigor of their respective methodologies, the CYCC Network avoided using strict criteria for ‘best
practices’ or evaluating the ‘weight’ of certain forms of evidence relative to others. As opposed
to ranking evidence according to conventional hierarchies of effectiveness, it considered each
form of knowing in turn in order to explore and reveal the strengths and insights offered by
each. As discussed above, best practices emerge from this collaboration of the best of
evidence-informed practice, practice-based evidence, and local knowledge.
Given the range and magnitude of the available literature, the scope of this report was
limited to exploring the strategies and interventions currently employed with children and
youth in challenging contexts. As a result, it does not provide a detailed account of the myriad
of issues facing each of these population groups. Instead, this report attempts to provide a
comprehensive review of the work being done with children and youth in challenging contexts
and the potential intersections across these population groups. The aim is to capture the
breadth of the available knowledge as opposed to its depth.
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Section 3: Overview of Violence,
Resilience, and Youth
I.

Definition of Violence

Violence, as described by Nancy Scheper-Hughes and Philippe Bourgois, is a “slippery
concept,” defying easy categorization (Scheper-Hughes & Bourgois, 2004, p. 1). In its most overt
forms, violence is personal, direct, and visible, involving a clear subject-object relation between
actor and victim (Galtung, 1969, p. 171). This includes highly publicized manifestations of
violence, such as violent crime, civil unrest, organized violence, and war, as well as those
occurring out of sight in homes, schools, and workplaces. The World Health Organization
defines violence as:
The intentional use of physical force or power, threatened or actual, against oneself,
another person, or against a group or community, that either results in or has a high
likelihood of resulting in injury, death, psychological harm, maldevelopment, and
deprivation (Krug et al., 2002, p. 5).
This definition prioritizes the direct manifestations of violent behaviour, divided according to
three subtypes: self-directed, interpersonal, and collective (See Figure 3 on the following page).
These acts can arise in the form of suicide and other self-abusive acts; physical, psychological
and sexual abuse and assault; or neglect and omission towards others. The inclusion of power
also broadens the definition to include threats and/or intimidation resulting from power
imbalances, in addition to more obvious acts of physical force. Finally, this definition of violence
incorporates a broad range of outcomes, including both the immediate physical, social, and
psychological impacts, and the long-term developmental effects of prolonged exposure to
violence. All of these negatively impact health and well-being and “[pose] a substantial burden
on individuals, families, communities, and health care systems worldwide” (Krug et al., 2002, p.
5). The emotional and behavioural sequelae (or resulting set of symptoms) associated with
exposure to violence and trauma have been well-documented in the literature, contributing to
the development of a wide range of clinical interventions (Cohen et al., 2000, p. 29).
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Figure 3: WHO Typology of Violence

(Krug et al. 2002, p. 7).

As is evident from the above typology, it is clear that violence is a multifaceted public health
problem that cannot be attributed to a single factor. Instead, the root causes of violence can be
best understood by examining the interplay of individual, relational, social, cultural, and
environmental factors that influence violence in its various forms and effects. For this reason,
this report utilizes a social-ecological model (see Figure 3.2 below) that takes into consideration
integrated approaches to mental health care. These approaches can be implemented among
individuals, relationships, and communities to promote resilience, well-being, and positive
mental health, in addition to treating mental health disorders and symptoms of trauma.
Figure 4: Ecological Model for Understanding Violence

(Adapted from Krug et al, 2002, p. 12).

On the individual level, demographic, biological, and personal history (such as a history of
aggression or poor educational attainment) are risk factors that identify whether a child or
youth is more likely to be exposed to violence or to commit a violent act. Relationships,
including relations with peers, family, and intimate partners, also have an important link to a
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young person’s well-being. Because young people are often dependent on the adults in their
lives, their vulnerability is further amplified. On a community level, the contexts in which
relationships are embedded (such as schools and neighbourhoods) can also perpetuate
violence. For instance, communities recovering from war or those that are affected by poverty
and crime pose elevated risks for young people to be exposed to violence and/or to become
involved in crime themselves (Fisher, Montgomery, & Gardner, 2009).
Finally, an examination of the social and cultural settings within which acts of violence are
embedded provides an insight into “the everyday or structural violence” of poverty, starvation,
disease, racism, caste, and gender inequality, all of which are derived from the structural
inequalities and power imbalances that afflict socially marginalized peoples yet often remain
invisible or misrecognized (Scheper-Hughes & Bourgois, 2004, p. 2). Within these contexts,
suffering becomes a “recurrent and expected condition,” shared among those “occupying the
bottom rung of the social ladder in egalitarian societies” (Farmer, 2004, p. 281). The following
section provides a more detailed overview of the different forms and effects of violence.

II.

The Forms and Effects of Violence

Violence perpetrated against children and youth manifests in many forms, the range and
magnitude of which are only now becoming apparent. Indeed, the United Nations SecretaryGeneral’s Study on Violence against Children is the first global study on all forms of violence
against children. The UN report describes what is truly a “substantial and serious global
problem,” one that afflicts all societies and countries in the world (Pinheiro, 2006, p. 6). It
documents a wide spectrum of abuse, ranging from such extreme forms of violence as sexual
exploitation and trafficking, female genital mutilation, and armed conflict, to the routine
physical, emotional, and sexual violence encountered in homes, schools, and communities.
These acts vary widely in relation to their setting, duration, and severity, yet all have
devastating consequences for the immediate and future health and well-being of children and
youth everywhere (Pinheiro, 2006, p. 3).

a. Violence in the Home, School, and Community

Violence may arise in any of the settings in which childhood is spent. In the home, violent
acts may include physical abuse, sexual abuse, emotional maltreatment, neglect, and/or
exposure to intimate partner violence, each of which can manifest in a variety of forms (Trocme
et al., 2008, pp. 2–3). Although estimates of the incidence of child maltreatment worldwide are
unknown, the World Health Organization suggests that in some countries between a quarter
and a half of all children have reported severe or frequent physical abuse (World Health
Organization, 2006, p. 11). In Canada, more specifically, 14.19 per 1,000 investigations of child
maltreatment were substantiated in 2008 (Trocme et al., 2008, p. 3), with significant
consequences for the societal and financial well-being of the country (Wekerle, 2011, p. 160).
Acts of sexual violence in the home may also manifest relative to sexual behaviour and
perceptions of honour, resulting in the severe punishment or murder of girls thought to have
compromised “family honour” (Pinheiro, 2006, p. 56).
In schools, violence against children and youth can derive from both teachers and peers.
Corporal punishment and other forms of cruel and degrading punishment, for instance, have
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yet to be prohibited in over 80 countries (Global Initiative to End All Corporal Punishment of
Children, 2012, p. 1), while laws banning these practices in other countries are often not
effectively enforced (Pinheiro, 2006, p. 117). Among students, bullying and peer victimization
has increasingly become a matter of public concern and research worldwide, and is considered
by some to be the most prevalent form of youth violence (Farrington, Baldry, Kyvsgaard, &
Ttofi, 2010, p. 8; Smokowski & Kopasz, 2005a, p. 101). In a survey conducted in 35 countries
and regions—all representing high- or middle-income countries—roughly 34 percent of youth
reported being bullied at least once in the past two months (Craig & Harel, 2004, p. 134), with a
distribution ranging from 2 to 41 percent. In the same study, Canada ranked a dismal 26th and
27th on measures of bullying and victimization respectively.
In the community, the potential forms and sources of violence are many. These acts can
be perpetrated both against and by children and youth, as they may find themselves to be the
target of individual, institutional, or cultural racism, societal stigma, sexual violence, human
trafficking, violent crime, or homicide, or may find themselves drawn into criminal activity,
organized gangs, or armed conflict (Pinheiro, 2006, pp. 301–316). A number of factors are
associated with the manifestation of violence in this setting, including the availability of small
arms and weapons, the abuse of alcohol and drugs, or high levels of poverty, economic
disparity, and social inequality (Krug et al., 2002, pp. 34–38). Other stressors, such as political or
economic instability, rapid urbanisation, environmental insecurity, and globalization, have
reduced the protections once available to children and youth in the community (Pinheiro, 2006,
p. 285). Evidence further suggests that among children and youth exposure to violence in the
community augments with age, as youth increasingly find themselves in unsupervised and
potentially vulnerable contexts away from the home as they grow older (WHO, 2006).
These settings of violence frequently overlap such that violence encountered in one
environment can often lead to further occurrences elsewhere. Witnessing or experiencing
physical or sexual abuse in the home, for instance, may instil the notion that violence is an
acceptable means of resolving disputes. Prolonged exposure to armed conflict can contribute to
a culture of violence that continues to manifest in the home or community (Krug et al., 2002, p.
26). Some children may also be subject to multiple forms of violence. One study, for instance,
suggests that certain victims of bullying tend to come from neglectful or abusive homes,
contributing to anxious or aggressive behaviour that results in their bullying of others and their
own victimization by peers (Smokowski & Kopasz, 2005a, p. 105). Certain manifestations of
violence may also be present in all settings. Sexual abuse, for instance, is most commonly
committed in the home, yet can occur in schools, workplaces and communities. As the effects
of violence are often compounded across the various settings in which these acts occur,
describing and understanding the experiences of children and youth is therefore rarely
straightforward (Pinheiro, 2006, p. 7).

b. Gender Dimensions of Violence

The influences of gender, moreover, are present across all forms of violence, ranging from
the overt and obviously visible to the deeply structural and symbolic (Scheper-Hughes &
Bourgois, 2004, p. 22). These gender dimensions influence both the targets of violence as well
as the conditions under which these acts are perpetrated. The World Report on Violence
against Children observes that girls and boys may be exposed to different kinds of violence,
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with girls being the more frequent target of sexual violence in the home, schools, and
communities, and boys more likely to be victims of corporal punishment, violent assault, and
homicide (Pinheiro, 2006, p. 7). These differences, however, are not mutually exclusive. In
2006, for instance, an estimated 73 million boys (representing seven percent of the world’s
child population) were victims of sexual violence, in comparison to 150 million girls (14 percent
of the world’s population (Pinheiro, 2006, p.7). While acknowledging the gender dimensions of
violence allows a more nuanced understanding of the different types of risk that affect boys
and girls, it is nevertheless important to offer equal protection to all young people affected by
violence, regardless of their gender. In humanitarian responses to armed violence, for example,
the emphasis placed on the protection of women and girls too often fails to acknowledge that
boys are also at risk of gender-based violence, and are equally in need of protection (Carpenter,
2006, p. 84).
Still, examining the gender dimensions of violence provides important insights into the
social determinants of health and the specific prevention and treatment needs of young
people. For instance, some evidence suggests that girls and boys tend to have different
responses to violence exposure (Schaeffer et al., 2006, p. 501; Zahn-Waxler, Shirtcliff, &
Marceau, 2008). Research on gender and violence can also shed light on the different life
trajectories and mental health outcomes among girls and boys who have been affected by
violence. Some studies have suggested that girls are much more likely than their male
counterparts to engage in violent delinquency after experiencing physical and sexual abuse in
their own interpersonal relationships (Kerig & Becker, 2012, p. 120; Schaeffer et al., 2006; ZahnWaxler et al., 2008, pp. 283–284). Research also shows that abused girls are far more likely to
be diagnosed with PTSD than their male counterparts after experiencing sexual or physical
abuse (Anda et al., 2006; Kerig & Becker, 2012, p. 120). To explore the effects of violence in
isolation from gender thus “risks obscuring the extent to which gender operates throughout all
forms of violence" (Scheper-Hughes & Bourgois, 2004, p. 22), and prevents an understanding of
the underlying dynamics that elicit and sustain violent acts.

c. The Impacts of Violence

While the effects of violence vary greatly from one person to another, it has been
recognized that exposure to violent acts can have lifelong impacts on the mental health of
children and youth. Different forms of child maltreatment have been shown to have negative
and, at times, severe effects on a child’s or youth’s neurological, cognitive, and emotional
development that may last well into adulthood (Anda et al., 2006; MacMillan et al., 2009;
Margolin & Gordis, 2000; Norman et al., 2012). It has been well documented, for example, that
childhood sexual abuse has a strong correlation to the incidence of major depressive disorder
later in life, particularly among women (Kaufman & Charney, 2001; MacMillan et al., 2009;
Weiss, Longhurst, & Mazure, 1999). Several studies have also found a strong linkage between
various forms of child abuse and internalizing disorders, including depression, post-traumatic
stress disorder, and anxiety. One systematic review of non-sexual maltreatment found that
anxiety disorders, drug abuse, and suicidal behaviour were commonly reported outcomes in
studies of individuals who had experienced physical abuse, emotional abuse, and/or neglect
during childhood (Norman et al., 2012). Other negative mental health outcomes may occur with
these effects, including relationship violence and impaired academic, functional, or cognitive
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performance, among others (Cohen et al., 2000, p. 31). Adverse experiences in early childhood
can also have lasting impacts on brain structure (Anda et al., 2006; Berkowitz, 2003; Bremner &
Vermetten, 2001). For instance, sustained trauma and exposure to violence during childhood
may eventually affect key brain controls that regulate stress management, memory functioning,
and learning. Young people who have experienced trauma may also be more prone to
emotional or behavioural difficulties later in adulthood, such as the tendency to exhibit
aggressive behaviour towards intimate partners and peers (Anda et al., 2006, p. 181).
While the mental health outcomes of exposure to violence are the main focus of this
report, it is also important to note that exposure to violence in childhood and adolescence has
also been linked to enduring adverse physical health conditions and chronic illnesses in
adulthood. The Adverse Childhood Experiences Study conducted by the Centers for Disease
Control and Prevention, for instance, has found that exposure to multiple adverse childhood
experiences not only leads to negative mental health outcomes and risky lifestyle behaviours
(such as smoking and over-eating), but can also exacerbate the onset of disease, chronic illness,
and early death (Brown et al., 2009, p. 394). Exposure to violence in early life can also pose a
significant financial burden on individuals, families, communities, and nations. Child
maltreatment, for instance, has been linked to adult social assistance, poverty, unemployment,
high healthcare and sickness allowance costs, and lower peak earnings (Wekerle, 2011, p. 160).
The financial burden of maltreatment on societies is equally significant, through both the direct
costs associated with treatment, hospital visits, and other health services, and the indirect costs
associated with lost productivity and pressure on child protection services and the criminal
justice system (Krug et al., 2002, p. 70). In Canada, for example, the economic cost of child
abuse to both individuals and society in 1998 was an estimated $15.7 billion (Bowlus, McKenna,
Day, & Wright, 2003, p. 91).

d. Violence across Cultures

Violence against and among children and youth is present in all societies, regardless of
socioeconomic status, ethnic or cultural background, or political orientation. Although certain
populations of children and youth may present the added consideration of war, displacement,
or histories of marginalization, all have the same potential for traumatic distress. Nonetheless,
the research on risk and resilience among children and youth often privileges the white, middleclass family life as the “benchmark of success” against which a healthy childhood may be
measured (Boyden & Mann, 2005, p. 10; Ungar et al., 2007, p. 290). This inherent bias towards
the industrialized minority world, however, ignores the presence of violence across children
and youth of all backgrounds, as well as the culturally-specific pathways through which
resilience may be achieved.
This report recognizes the multiple outcomes of violence, but employs a narrower scope
that will specifically explore interventions and programs that address the mental health needs
of young people exposed to violence. A more detailed discussion of the scope of this report and
the different approaches to working with children and youth who have been exposed to
violence and trauma is provided in the following section.
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III.

Working with Children and Youth Exposed to Violence and Trauma

In the mental health field, interventions are typically located along a spectrum that includes
the prevention, treatment, and maintenance of mental disorder (Mrazek & Haggerty, 1994, p.
23). Preventive interventions are typically divided into three approaches that are differentiated
by the risk status of the target population: universal, selective and indicated. Universal
preventive interventions target the general population without particular attention to their risk
status. As explained below, although universal prevention is not within scope of this report, it is
recognized that an investment in programs that aim to prevent the occurrence of violence plays
an important role in sustaining the long-term mental health, wellbeing and safety of young
people. Selective preventive interventions on the other hand, target individuals who are at a
higher risk of being exposed to violence or developing a mental health disorder. Finally,
Indicated preventive interventions specifically treat subgroups that are showing early
symptoms of mental health disorder. Treatment programs, in contrast, are more therapeutic in
nature and aim to provide symptomatic relief with the intention of either halting the
recurrence of disorder or increasing the length of time between episodes. However, the line
between prevention and treatment is rarely clear-cut in clinical practice, particularly in relation
to issues of recurrence, relapse, and co-morbidity. Maintenance interventions involve longterm treatment programs with individuals suffering from continuing illness, and are designed to
reduce relapse and recurrence and provide after-care services that help to decrease the
disability associated with the disorder (Mrazek & Haggerty, 1994, pp. 23–25).
Figure 5: Mental health intervention spectrum
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There is some debate, however, regarding the place of mental health promotion within the
above spectrum of interventions (Weissberg, Kumpfer, & Seligman, 2003a, p. 427). In contrast
to the prevention or treatment of an identified illness, mental health promotion focuses more
broadly on building competence, self-esteem, and well-being among individuals, groups, or the
general population. Although some studies have actively reinforced the divide between
prevention and promotion (Mrazek & Haggerty, 1994, p. 27), others have argued for a synthesis
of the two as a result of the latter’s capacity to reduce risk factors and enhance protective
factors and resilience, thereby preventing the onset of disorder, even in the presence of
adversity (Weissberg et al., 2003a, p. 427). As shown in Figure 5 above, this report has adopted
this more integrated mental health framework, with the understanding that the promotion of
mental health and resilience underlies the prevention, treatment, or maintenance of disorder
at each stage (see Figure 3.3, p. 25).
While recognizing the importance of preventing violence and mental health disorder before
it occurs, this report has adopted a narrower scope. Specifically, the focus is on interventions
that aim to promote mental health, resilience and wellbeing, prevent the occurrence of
disorder, and treat symptoms after exposure to violence. As demonstrated in Section 4, there
has been little evaluation of the interventions that are most effective and cost-efficient in
promoting resilience among children and youth exposed to violence ( Cohen et al., 2000, p. 29).
Before reviewing these interventions, however, the following section will provide a brief
overview of universal prevention and child protection. Although these approaches are not
within the scope of this report to examine in great detail, they nevertheless play a significant
role in the promotion of positive mental health for young people. This discussion will then be
followed by some of the key ethical considerations for working with children and youth who
may have experienced violence and trauma in their lives.

IV.

Preventing Violence and Keeping Children Safe from Harm: A Public
Health Priority
a. Universal Prevention

While violence continues to pervade the lives of children and youth all over the world,
there have been many efforts to address the root causes of violence and to prevent its
occurrence. As the World Health Organization has stated, violence is preventable (see Box 1).
Universal prevention efforts which aim to prevent violence (and subsequently mental health
disorders) before they occur target the general population without regard to their risk status.
While not within the scope of this report, these universal prevention programs are important in
their emphasis on the early identification, screening and prevention of mental health disorders.
For instance, there is evidence to demonstrate that early screening and identification for risk
factors such as a history of family violence, maternal depression, and parental substance abuse,
are effective tools for preventing mental health disorders, delinquency, and substance abuse
during adolescence and adulthood (Webster-Stratton & Taylor, 2001, p. 166). These preventive
initiatives may also implement programs that target the social determinants of health (such as
poverty, gender, inequality and urban over-crowding) as a way of reducing the risk of violence
(Conroy & Brown, 2004; Maag & Katsiyannis, 2010; Webster-Stratton & Jamila, 2010; WebsterStratton & Taylor, 2001; World Health Organization, 2004, p. 28).
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Other types of universal prevention efforts may include behaviourally-based school
programs that screen for “school-readiness” 4 by looking for early signs of aggression and antisocial behaviour in preschool-aged children (H. M. Walker et al., 1998, p. 66), or they may offer
extra-curricular or summer school opportunities (August, Egan, Realmuto, & Hektner, 2003).
Recent studies have found that the provision of mentoring and youth engagement
opportunities to young people can have many positive effects on their wellbeing, regardless of
risk status. A recent five year Canada-wide study of Big Brothers Big Sisters Canada – a
mentoring program that pairs children and youth with older peers – documented the
experiences of almost 1,000 young people involved in the program, and found that participants
were considerably more confident in their academic abilities and far less likely to show
aggression and other behavioral issues (Centre for Addiction & Mental Health, 2013). Programs
that adopt a youth engagement strategy and empower young people to take on leadership
roles in mental health programming have also been shown to be valuable prevention strategies.
Box 1: WHO’s Ten “Best Buys” for Violence Prevention
This report focuses on responses and interventions that are aimed at improving mental health
outcomes for young people in the face of violence exposure. It is important to acknowledge,
however, that efforts to prevent violence from occurring in the first place, while beyond the scope
of this review, are also urgently needed. A survey by the World Health Organization has estimated
that violence is the cause of 1.6 million deaths every year (Krug et al., 2002, p.11). In 2002, the
World Health Organization released The World Report on Violence and Health. This document made
a strong case for adopting an evidence-based public health approach to violence prevention that
targets the root causes of violence (such as social inequality and unemployment). The World Health
Organization followed this report with another important document, entitled Preventing Violence
and Reducing Its Impact: How Development Agencies Can Help (2008), which calls for greater
attention to violence prevention by development and funding agencies, particularly those in lower
income countries.
The report provides “Ten Best Buys” of scientifically credible violence prevention strategies that
can be adopted by those working with young people:
1. Increase safe, stable, and nurturing relationships between children and their
parents and caretakers
2. Reduce availability and misuse of alcohol
“Violence can be
3. Reduce access to lethal means
prevented. This is not
4. Improve life skills and enhance opportunities for children and youth
an article of faith, but
5. Promote gender equality and empower women
a statement based on
6. Change cultural norms that support violence
7. Improve criminal justice systems
evidence” (Krug et al.,
8. Improve social welfare systems
2002, p.3).
9. Reduce social distance between conflicting groups
10. Reduce economic inequality and concentrated poverty
(World Health Organization, 2008, p. 27)
4

Webster-Stratton et al. (2008, p. 471), define “school-readiness” as “[a child’s] emotional self-regulatory ability,
social competence, the absence of behavior problems, and parent–teacher involvement”.
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For example, Youth Net/Réseau is a unique mental health promotion organization that is run by
youth for youth and offers a range of youth-led activities, such as hiking, snowboarding, and
mental health support groups for young people in distress (Davidson, Manion, Davidson, &
Brandon, 2006, p. 269).
There is also an important evidence base that demonstrates the value of universal
parenting management training programs or interventions with a parent component in
preventing child abuse and mental health disorders among infants/toddlers to elementary aged
children (Barlow, Johnston, Kendrick, Polnay, & Stewart-Brown, 2008; Coren & Barlow, 1996;
Wekerle & Wolfe, 1993). The Incredible Years program, for instance, is a universal school-based
early intervention program that has found positive results in combining parent and teacher
training with school-based curriculums (Webster-Stratton & Jamila, 2010). Other universal
prevention programs may also focus on preventing family violence through multiple levels of
intervention and prevention. An example of this is the evidence-based Triple P – Positive
Parenting Program (Sanders, Cann, & Markie-Dadds, 2003; Sanders, Turner, & Markie-Dadds,
2002). In an effort to make parenting programs more accessible to parents, this multi-tiered
initiative provided a succession of interventions that ranged from media messages to general
parenting skills training sessions, and, in some cases, intensive behavioural family interventions
that targeted families with children who exhibited signs of behavioural problems (Sanders et
al., 2003).
Notable work in identifying and collecting such universal or primary interventions has
been undertaken by the Violence Prevention Evidence Base, developed by the World Health
Organization, the Global Campaign for Violence Prevention, and the Centre for Public Health at
Liverpool John Moores University (World Health Organization, 2006). Based on an ongoing
systematic review of academic literature, this international database is continuing to build a
sizeable evidence base of primary prevention interventions relative to a number of forms of
violence, including child abuse and youth violence. In Canada, the Public Health Agency of
Canada’s Canadian Best Practices Portal has similarly pooled a series of interventions and
programs on violence prevention, ranging from early childhood to late adulthood (Public Health
Agency of Canada, 2012).

b. Child Protection

Child protection policies that aim to keep young people safe from harm are also critical to
ensuring the well-being of young people. Building safe environments and keeping children and
youth protected from violence is a key function of child welfare and humanitarian agencies. The
concept of child protection is mandated across child welfare statutes throughout North
America to apply to children and youth who have been maltreated or are at a high risk of being
harmed. From this viewpoint, children and youth who are repeatedly exposed to unsafe
situations such as community violence, lack of safe shelter, and violent caregivers, are
considered to be at a serious risk of harm, regardless of whether signs of distress have been
detected in the young person (Fallon, Trocmé, & MacLaurin, 2011, p. 236).
The need for child protection is particularly pressing in humanitarian emergencies—such
as disasters or conflicts—where social systems, including institutions and laws that otherwise
protect young people from harm, can be severely compromised or weakened (Canadian Red
Cross & International Federation of Red Cross & Red Cross Societies, 2012). Depleted resources
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can also lead to increased tensions among families and communities, which, in turn, further
compound the risk of violence against children and youth—particularly among those with preexisting vulnerabilities. In the recently published standards for child protection in humanitarian
action, the Child Protection Working Group Agency (2012, p. 14) describes specific emergency
protection activities by various humanitarian and community-based actors as those which aim
to prevent the escalation of violence towards children and youth by working to create an
environment that is safe for young people and their families. This includes working with
communities in the aftermath of a crisis to deliver basic needs such as shelter and food, in
combination with psychosocial programs that promote mental health and resilience.
In terms of standards of practice for child protection, the United Nations Convention for
the Rights of the Child (UNCRC) has made important strides in implementing a framework that
establishes a young person’s right to protection from violence, exploitation, and neglect as a
universal obligation (United Nations, 1989). State members (including Canada) that have
ratified the UNCRC are legally obliged to protect the rights and freedoms of children and youth
up to the age of 18, as well as to keep them safe from threats such as sexual abuse,
exploitation, and physical violence. Of particular relevance is General Comment 13 on Article 19
which discusses “the right of the child to protection from all forms of violence” (United Nations
Committee on the Rights of the Child, 2011). Specifically advocating for a child-centred
approach, 5 this section of Article 19 states that all forms of violence against children are
preventable and that the early identification of risks among “potentially vulnerable children and
youth,” as well as the prevention of all forms of violence, are key aspects to protecting young
people from harm.
Ultimately, mental health interventions must be diverse in order to adequately respond to
the unique and multifaceted needs of children and youth in various challenging contexts. As
discussed in Section 4 of the report, there is a need for coordinated, collaborative approaches
that break down disciplinary silos and integrate multiple perspectives (Weissberg et al., 2003a,
p. 429). However, before turning to this discussion, an overview of the challenging contexts in
which young people may reside, and a brief introduction of the ethical considerations of
working with young people, is provided.

V.

Cross-cutting Challenges Facing Children and Youth

Children and youth are hardly a homogenous group. They differ in terms of their
experiences, contexts, and cultures. The violence and trauma to which they may be subject are
equally as diverse, and can manifest in various forms and settings. Nonetheless, children and
youth who live in challenging contexts in Canada and beyond face common threats to their
mental health that derive from constraints and challenges built into community and societal
structures. It is not that certain populations are inherently more at risk than others; rather it is
the contexts in which they reside that heighten their vulnerability, increase their exposure to
5

The UN Convention on the Rights of the Child defines a child-rights approach as that which recognizes the young
person as a key agent of decision-making. This “includes respecting and encouraging consultation and cooperation
with, and the agency of, children in the design, implementation, monitoring and evaluation of the coordinating
framework and specific measures therein . . . [as well as] taking account of the age and evolving capacities of the
child or children.”
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various risk factors, and engender violence. This report has identified a number of these
contexts, including war and organized violence, displacement, child labour, care institutions,
and health-related challenges. These contexts, and the vulnerabilities that are created by them,
are hardly static or mutually exclusive. Instead, they can intersect in a variety of ways to shape
the experiences of those affected by violence.
Four important themes that underlie many of these challenging contexts are historical
oppression, marginalization, social exclusion, and poverty. A legacy of historical oppression,
such as colonialism, can be particularly detrimental to a society and leave behind trauma that is
sustained for many generations to come. Children and youth who are marginalized in society
because of their race, ethnicity, gender, class, or sexual orientation are particularly vulnerable
to experiencing violence and are therefore at a heightened risk of being exposed to violence
and negative mental health outcomes. Social exclusion has been similarly linked to adverse
mental health outcomes and psychological distress. Poverty can further limit the life chances of
children and youth, and may intersect with other factors in triggering an outbreak of violence.
This section will begin with a discussion of these four cross-cutting themes, followed by an
overview of the challenging contexts identified above.

a. Historical oppression

From a historical perspective, the sustained effects of oppression and exclusion can, over
time, profoundly influence the levels of violence to which children and youth may be exposed
(Sotero, 2006, p. 93). Historical trauma theory, a relatively new concept to public health
research, has been used by health researchers to explain why disease and psychosocial illness
are more prevalent in some populations compared to others (Evans-Campbell, 2008, p. 316;
Sotero, 2006; Whitbeck, Adams, Hoyt, & Chen, 2004, p. 119). This literature points to the
significance of historical trauma in understanding and addressing adverse mental health
outcomes in certain populations. The basis of this idea is that populations who have been
historically exposed to continuous levels of violence and mass trauma such as colonialism, war,
genocide, and slavery, typically display higher rates of mental health illness such as suicide
ideation, depression, anxiety , and alcohol and substance abuse (Brave Heart, 1998, p. 290;
Whitbeck et al., 2004, p. 120). A key characteristic of historical trauma theory is the cyclical
nature of sustained violence whereby violent forms of oppression and the resulting trauma
reverberate from one generation to the next. This “intergenerational transmission of historic
trauma” is a phenomenon that has been documented among many marginalized populations,
including refugee (Sack, Clarke, & Seeley, 1995), Aboriginal (Brave Heart, 1998; Sotero, 2006;
Whitbeck et al., 2004), and African Canadian communities (Benjamin et al., 2010; D. Este &
Bernard, 2005).
In Canada, for instance, a number of researchers have asserted that the particularly
high incidences of substance abuse, alcoholism, and maltreatment among Aboriginal
populations are a direct result of the sustained impacts of colonialism and historical
marginalization. The diverse and independent First Nations, Inuit, and Métis communities
across the country are separated by language, culture, and heritage. Yet all share the lived
experience of colonial rule in Canada, cemented through the forced removal of Aboriginal
children from their homes and their placement in residential schools run by Christian churches
and mandated by the Canadian government. The schools, which operated from the 1840s to
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1996, caused substantial loss of life and the total disruption of Aboriginal cultures. Both
devastated kinship and community networks and contributed to the loss of traditional childcaring knowledge, with profound and lasting effects for Aboriginal families and communities
(Blackstock & Trocmé, 2005, p. 15).
Evidence shows that in comparison to other cultural groups in Canada, Aboriginal
children and youth remain at greater risk of living in poverty, poor housing, and social exclusion
(Blackstock, 2007, p. 76), while their parents are more likely to struggle with a number of
functioning issues such as alcoholism, drug abuse, and criminal activity (Lavergne, Dufour,
Trocmé, & Larrivée, 2008, p. 72). The multitude of forms and settings of violence to which
Aboriginal children and youth may be subject are thus hardly a new phenomenon. The trauma
endured by these populations spans multiple generations, all derived from a common history of
colonialism and marginalization. However, by acknowledging and locating these experiences
within the context of colonization, this perspective “shifts the perceived deficits away from the
individual and allows us to focus instead on the resilience many of these youth have
demonstrated” (Crooks, Chiodo, & Thomas, 2009, p. 161). Engagement with Aboriginal children
and youth, in turn, should recognize the strengths that have prevailed throughout this history
of subjugation and marginalization, and the individual, community, and cultural coping
mechanisms that have emerged as a result.
The legacy of historical oppression directed towards African Canadian populations, who
were for decades segregated from the rest of Canadian society because of their race, has had a
lasting effect on young African Canadian males today (James et al., 2010; Este & Bernard, 2005,
p. 439). It has been argued that, even now, there remains an undercurrent of racism in
Canadian society in the form of institutional barriers that limit African Canadians’ access to
resources such as employment, health services, and decision-making power (Galabuzi, 2006).
As Este and Bernard have suggested, this continued marginalization has created a deep
psychological trauma that has resonated across generations, leaving a lasting impact on young
African Canadians. In particular, it has been found that African Canadian male youth are at a
disproportionately higher risk of experiencing a variety of mental health-related challenges
such as increased aggression, violent behaviour, depression, low self-esteem, and stress (Este &
Bernard, 2005, p. 436).

b. Marginalization

A common thread that is woven throughout the challenging contexts presented in this
report is the shared experience of social and economic marginalization. At its broadest,
marginalization can be defined as the process by which individuals or groups are placed at the
periphery of society (Hall, 1999, p. 88; Kagan & Burton, 2010; Lynam & Cowley, 2007, p. 138)
through their exclusion from the economic, social, political, and/or cultural arenas of everyday
life. This process is, therefore, inextricably linked to social status (Kagan & Burton, 2010) and
can have a significant impact on how resources are accessed and mobilized, and how decisions
are negotiated and made (Lynam & Cowley, 2007, p. 148). Researchers have pointed to the
salience of marginalization to the study of health inequalities, demonstrating that socially
excluded or discriminated populations are shown to have a higher than average risk of adverse
mental health outcomes such as stress and depression (Lynam & Cowley, 2007, p. 138; Vasas,
2005, p. 199). Hall argues that marginalization contributes to various health risks resulting from
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“discrimination, environmental dangers, unmet subsistence needs, severe illness, trauma, and
restricted access to health care” (1999, pg. 95).
Marginalization can take many forms and often serves as an umbrella term for a number
of related concepts, including social exclusion and poverty. These concepts are hardly mutually
exclusive, but instead should be understood as themes that cut across the challenging contexts
presented in this report. A group that is excluded from political participation, for example, can
simultaneously experience marginalization in other arenas of society, including restricted
access to social networks, employment opportunities, and services. A more in-depth discussion
of social exclusion and poverty, and their impacts on children and youth, is provided below.

c. Social Exclusion

Social exclusion is inherent to the experience of marginalization (Galabuzi, 2006; Kagan &
Burton, 2010; Lynam & Cowley, 2007, p. 138) and can be manifest through such socio-cultural
indicators as gender, ethnicity, race, and class. Social exclusion in the form of racial
discrimination, for instance, has been linked to adverse mental health outcomes and
psychological distress in the forms of low-self-esteem, feelings of hopelessness and depression,
increased risk-taking behaviours, increased displays of aggression, and a heightened risk of
violence exposure among children and youth (Sanders-Phillips, Settles-Reaves, Walker, &
Brownlow, 2009, p. 181). There is evidence to show that children of colour who experience
racial discrimination on a personal or institutional level often experience significant adverse
health outcomes and are more prone to violent behaviour (Sanders-Phillips et al., 2009, p. 180).
Dominant social and cultural expectations around gender relations can also perpetuate violence
and social exclusion. Social norms around sexual orientation, for example, compound the
vulnerabilities faced by sexual minorities who are often excluded from political rights that are
otherwise granted to other sectors of society, such as the right to a legal marriage. Research
shows that Lesbian, Gay, Bisexual, Transgender and Queer (LGBTQ) youth are at a particularly
pronounced risk of being victims of physical violence, including bullying, sexual violence, and
discrimination (Graziano & Wagner, 2011, p. 45; Hightow-Weidman et al., 2011, p. 39). This
social stigma is pervasive in a variety of settings, including within families, schools, and the
wider community, and can expose sexual minority youth to a disproportionately higher risk of
substance abuse, suicide, and alcohol abuse than their peers. Thus, in order to create
meaningful interventions and practices that target at-risk children and youth, examining and
attempting to understand how the cumulative effects of social exclusion impact this population
is essential.

d. Poverty

As is evident from the challenging contexts identified in this report, poverty is another
cross-cutting theme that is inextricably linked to marginalization and social exclusion. For
homeless and street-involved youth, for example, life on the streets means that they are often
on the fringes of society in terms of being able to access health care services, employment, and
safe shelter. While it has been noted that the needs of this population can be very different
depending on the youth and his or her circumstances, research conducted with street youth in
Calgary has shown that, regardless of their differences, many young people who are involved in
street life share complex and multiple risks such as family violence, child welfare services
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involvement, and restricted access to resources (Worthington & MacLaurin, 2009). The violence
encountered in many Aboriginal communities in Canada is also often the result of structurallyentrenched poverty stemming from decisions made outside of their control (Blackstock &
Trocmé, 2005, p. 13). More broadly, Galabuzi (2006) points to the role of historical patterns of
systemic racial discrimination in Canada as essential in understanding the persistent overrepresentation of racialized groups in low paying occupations.
As with social exclusion, poverty may also be only one of a range of factors that increase the
vulnerability of children and youth. These risk factors tend to intersect, such that a child or
youth is likely to encounter several stressors at once (Moore, Vandivere, & Macomber, 2000, p.
1). Some studies thus incorporate a “poverty plus” model, in which poverty by itself may not
lead to violence, but will combine with other factors to trigger an outbreak of violence (See, for
example, UNICEF, 2011, p. 23). These plus factors may involve individual, relational, and
contextual elements, such as large family size, single parent households, frequent moves, and
homelessness, among many others (Moore et al., 2000, p. 1). Any of these, in combination with
the underlying reality of poverty, may trigger various manifestations of violence, such as
suicide, substance abuse, child maltreatment, community violence, and gang activity. In
designing and evaluating interventions employed among children and youth in challenging
contexts, it is thus important to consider the range of economic, social, and demographic
factors that may have precipitated the outbreak of violence in the first place.

VI.

Children and Youth in Challenging Contexts
a. War and Organized Armed Violence

Over the past few decades, there has been a dramatic shift in the scope and nature of war,
armed conflicts, and organized armed violence. While the frequency of interstate wars has
substantially declined since the late 1980s, civil war and armed conflict continue within the
national boundaries of many states. In other, mostly urban areas, the numbers killed from small
arms fire exceed those of many low-level armed conflicts, although these areas are not
technically considered to be at war (Dowdney, 2006, p. 12). Civilian populations have borne the
brunt of these conflicts, as they have increasingly become the targets of violence and mass
atrocities (Machel, 2009). Children and youth have not been spared from the impacts of war
and organized armed violence, as they are both the targets and, at times, the instruments of
this violence.
The consequences of war and organized armed violence on children and youth are many.
According to 2006 figures, just over 1 billion children globally live in countries or territories
affected by or emerging from armed conflict. Of these, approximately 300 million are under the
age of five and 18 million are refugees or internally displaced (Machel, 2009, p. 19). Exposure to
violence and killings, separation from and loss of family members and friends, and loss of
homes and communities and displacement are common experiences for minors living within
these environments (Kline & Mone, 2003, p. 323; Saltzman, Layne, Steinberg, Arslanagic, &
Pynoos, 2003a, pp. 326–328).
The widespread use and exploitation of children and youth as soldiers is becoming
increasingly common as well, and is recognized as one of the “most vicious characteristics of
recent armed conflicts” (Machel, 2001, p. 7). Although the exact figures are unknown, the
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United Nations estimates that there are currently 250,000 minors serving in both non-state
armed groups, such as rebel and paramilitary groups, and government forces worldwide. These
child soldiers are often as young as six years old, and can be used as fighters, cooks, porters,
messengers, or spies, or for sexual purposes (UNICEF, 2007, p. 7). Many similarities have also
been made between child soldiers and child and youth drug faction workers involved in
organized armed violence, as the latter typically operate in work conditions similar to those of
soldiers (Dowdney, 2006, p. 12). Both boys and girls are vulnerable to capture and recruitment
into these armed groups, although the experiences and reintegration needs of the latter remain
largely invisible (Mazurana & McKay, 2001, p. 31).
The effects of these traumas are multiple, severe, and chronic (Barenbaum, Ruchkin, &
Schwab-Stone, 2004, p. 41). Post-traumatic stress disorder (PTSD), in particular, is a common
diagnosis among children and youth exposed to war and organized armed violence (Barenbaum
et al., 2004, p. 42; Peltonen & Punamäki, 2010, p. 96), along with symptoms of depression and
anxiety, behavioural problems, diminished cognitive functioning, complicated grief reactions,
somatic complaints, and various other forms of distress (Layne et al., 2001, p. 278; Morris, van
Ommeren, Belfer, Saxena, & Saraceno, 2007, p. 71; Peltonen & Punamäki, 2010, p. 96).
Problems with family and peer relationships, poor academic performance, school dropout, and
substance abuse have also been reported among this population group, all within a context of
severely damaged or non-existent community resources and supports (Kline & Mone, 2003, pp.
323–324; Layne et al., 2001, p. 278). There is some debate, however, regarding the lasting
effects of these experiences, with some studies highlighting the enduring impacts on childhood
development and others observing a decrease in symptoms over time (Barenbaum et al., 2004,
p. 43).
Levels of distress among children and youth in these contexts are thought to increase with
the severity of one’s exposure to armed violence. Experiencing rape or wounding and/or killing
others are thought to have a particularly toxic effect on long-term psychosocial adjustment as a
result of the intimate nature of these acts (Betancourt et al., 2010, p. 1089). Indeed, in an
interview with 239 former child soldiers in El Salvador nearly ten years after the end of its civil
war, a majority of respondents continued to have intense memories of war-related violence
(Santacruz & Arana, 2002). A 16-year study among a small group of former child soldiers in
Mozambique similarly found that “none of these former child soldiers is truly free from their
pasts,” as they all continue to show symptoms of post-traumatic stress disorder and other
forms of psychological distress (Boothby, Crawford, & Halperin, 2006, p. 88).
The children of military veterans who have been exposed to combat are also at risk of
traumatization (Campbell, Brown, & Okwara, 2011, p. 132). Evidence suggests that children and
youth living in close proximity to veterans with PTSD experience a higher level of family distress
as they cope with the hyperarousal, emotional numbing, withdrawal, avoidance, anger, or
destructiveness of their care-givers (Dekel & Monson, 2010, p. 304; Galovski & Lyons, 2004, pp.
485–487). Many face the increased threat of abuse, as male veterans with symptoms of PTSD
are at a higher risk of physical or verbal aggression against their partners or children (Dekel &
Monson, 2010, p. 306). Research has further documented a process of secondary
traumatization through which family members of veterans with PTSD have manifested similar
symptoms of distress (Dekel & Monson, 2010, p. 304; Galovski & Lyons, 2004, p. 478). The
effects of secondary traumatization and family dysfunction on child development within these
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settings can include increased behavioural problems, higher anxiety, greater aggression,
academic difficulties, and trouble relating to others (Dekel & Monson, 2010, p. 304).

b. Displacement

In an increasingly globalized world, populations are moving within and across borders with
growing frequency. The International Organization for Migration observes that the total
number of international migrants has increased from an estimated 150 million in 2000 to 214
million in 2010, representing 3.1 percent of the world’s population (International Organization
for Migration, 2010, p. 115). Although comparable data for child and youth migrants is largely
unavailable (International Organization for Migration, 2010, p. 117), it is evident that large
numbers of children and youth are migrating as well, and for a variety of reasons. In Canada, for
instance, of the roughly 37,000 immigrants under the age of 15 who arrived in the country in
2003, 66 percent came with parents selected for their occupational skills and abilities, 19
percent were sponsored by a Canadian citizen or permanent resident, and a further 14 percent
arrived as refugees (Canadian Council on Social Development, 2006, p. 6). Other migrations are
occurring within borders. The children of military families, for instance, face the realities of
frequent moves, prolonged separation from a care-giver, and the challenges stemming from
that care-giver’s return. For others, such as Aboriginal or homeless and at-risk children and
youth, frequent moves to and within cities may be of economic necessity or an escape from
domestic violence (Berman et al., 2009, p. 423; Gaetz, O’Grady, & Buccieri, 2010, p. 9).
Involuntary migration as a result of war or disasters (such as earthquakes or hurricanes)
not only disturbs the social fabric of communities, but can also have a devastating impact on
young people and their families (Fan, Zhang, Yang, Mo, & Liu, 2011; Jaycox et al., 2010; La
Greca, Silverman, Vernberg, & Prinstein, 1996; Rowe & Liddle, 2008). A recent report produced
by the Red Cross, for instance, identifies violence prevention as a top public health concern in
the aftermath of disaster, as it indicates that elevated levels of stress among families result in a
heightened incidence of interpersonal violence, particularly against children and women
(Canadian Red Cross & International Federation of Red Cross & Red Cross Societies, 2012, p. 8) .
The migration experiences of displaced groups often differ significantly, along with their
subsequent mental health needs. Immigrant and refugee children and youth, for instance,
though frequently grouped together in practice and research (Khanlou, 2008, p. 514), undergo
markedly different experiences in their transit to destination countries. The refugee experience
is one of forced displacement from war, chronic conflict, physical and sexual violence, or
political persecution, while the migration process itself is often subject to starvation,
deprivation, and further violence (Denov & Bryan, 2010, p. 69). While some may eventually
arrive in industrialized countries, many others will remain in refugee camps, often for years at a
time. Many immigrant families, in contrast, leave their homes for economic or familial reasons,
and encounter comparatively less adversity.
Children and youth who are displaced from their communities, separated from their
families or orphaned as a result of war or disaster also have unique mental health needs.
Research has demonstrated that children and youth affected by these experiences can suffer
from posttraumatic symptoms for many years after a disaster has occurred (Cohen et al., 2000;
La Greca et al., 1996; Rowe & Liddle, 2008, pp. 133–134). Because family cohesion is often
severely disrupted, young people can be particularly vulnerable to violence exposure in the
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aftermath of a disaster (Rowe & Liddle, 2008, p. 134). Moreover, as families and young people
try to rebuild their lives, the risk of substance abuse and mental health disorders is heightened
due to the stress that is linked with instability, lack of resources and depleted sources of social
support (Goenjian et al., 2005; Rowe & Liddle, 2008, p. 133). Worse, the infrastructure of
communities affected by disasters can often be seriously undermined, such that the delivery of
mental health services to young people may be scarce or delayed, further complicating the
treatment process (Goenjian et al., 2005).
The challenges of resettlement and treatment, however, are often remarkably similar
across these groups. All are confronted with separation from or loss of their home, family,
peers, school, community, and culture (Berman et al., 2009, p. 419). Immigrant, refugee, and,
occasionally, Aboriginal children and youth face the further challenge of acculturation to a new
context, which may often be exacerbated by language barriers, unfamiliar school systems and
educational gaps, unemployment and poverty, and individual, institutional, and cultural racism
(Este & Ngo, 2011, p. 32; Rossiter & Rossiter, 2009, p. 410). The migration process itself can
place considerable strain on families. Among immigrant and refugee families, intergenerational
conflict may arise as a result of shifting values, roles, and responsibilities that, along with the
stresses of migration, may heighten the risk of domestic violence (Ngo, 2004, p. 292). Many
families that are economically and socially disadvantaged may also end up residing in violent
neighbourhoods, leaving their children vulnerable to involvement in criminal activity or
recruitment into gangs (Rossiter & Rossiter, 2009, p. 424). Among military families, children and
youth are at an increased risk of neglect and other forms of child maltreatment during
deployment phases (Gibbs, 2007, p. 530).
As a result of the balance between past and present stressors, children and youth living
through the experience of displacement are often among the most vulnerable populations.
Their mental health needs are many, yet are ultimately specific to the unique circumstances of
their migration, cultural background, and economic situation (Khanlou, 2008, pp. 514–515). To
promote resilience among these groups thus requires not only an understanding of the
individual, but their reasons for moving, their experiences before, during, and after migration,
and the resources to which they have access ( Este & Ngo, 2011, p. 31).

c. Child Labour

Violence against children and youth in the workplace has largely remained invisible from
international debates on child labour (Pinheiro, 2006, p. 233). According to international law,
the minimum age at which children and youth can engage in general labour is 15 years, and 18
years for hazardous work. Nonetheless, in 2010 there were an estimated 215 million child
labourers reported worldwide. Of these, 115 million were engaged in hazardous work, often
considered a proxy for measuring the worst forms of child labour (International Labour
Organization, 2010, p. 5). More than half of child labourers reside in the Asia-Pacific region,
although numbers in sub-Saharan Africa are beginning to rise (International Labour
Organization, 2010, p. 5). While many children and youth in these contexts are suspected to
suffer from ill-treatment, physical and sexual abuse, and verbal and psychological violence, the
magnitude of these issues is largely unknown (Pinheiro, 2006, p. 233), as are the mental health
needs of these individuals (Catani et al., 2009, p. 169).
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Simply removing children and youth from violent workplaces, however, will fail to address
the economic, social, and cultural drivers underlying their involvement in these contexts.
Criminalizing these activities further punishes children and youth for factors beyond their
control, while ignoring their sincere efforts to help improve the economic state of their families
(Pinheiro, 2006, pp. 233–234). Though exploitative, child labour is in many cases born of
economic need and desperation, thereby necessitating interventions that address the reality of
poverty and unequal life chances.
Other forms of child labour, however, derive from the threat of violence and coercion.
Slavery, the sale and trafficking of children, debt bondage, and the forced recruitment of
children for use in armed conflict, are considered to be “the worst forms of child labour”
(International Labour Conference, 1999, article 3). Nonetheless, roughly 1.2 million children and
youth are believed to be trafficked each year for the purposes of prostitution, forced labour, or
other forms of exploitation (International Labour Organization, 2002, p. 25; United Nations
Crime and Justice Information Network, 2000, p. 2). This approximation most likely
underestimates the magnitude of the problem, due to a lack of reliable data and the paucity of
more recent assessments (UNICEF, 2011, p. 34). Nonetheless, children and youth in these
contexts are believed to be “in a particularly vulnerable situation,” as their separation from
home and community and their isolation in a foreign country or region often leaves them at the
mercy of their employer (UNICEF, 2011, p. 18). Trafficked children and youth are therefore
often subject to multiple forms of violence alongside the risks they face in the workplace, the
impacts of which can include permanent injury, serious illness, or death (UNICEF, 2011, p. 35).
The psychological effects of trafficking on children and youth are less understood
(Gozdziak, Bump, Duncan, MacDonnell, & Loiselle, 2006, p. 14). As a result of their separation
from family, friends, and community, many of these children and youth are often totally
dependent on their employers, leading to their continued trafficking and repeated
victimization. The psychological effects are thus believed to include depression, loss of hope,
living in fear, and, occasionally, PTSD, and can often lead to later self-inflicted harm such as
substance abuse, personal injury, or suicide (UNICEF, 2011, p. 35). With little research on the
characteristics and experiences of trafficked children and youth, however, service providers
often do not have access to quality research evidence on which to build appropriate and
effective interventions (Gozdziak et al., 2006, p. 14).

d. Care Institutions

According to the UN Secretary-General’s Study on Violence Against Children, an estimated
eight million girls and boys are in institutional care worldwide (Pinheiro, 2006, p. 183). Child
maltreatment is one of the leading causes for a young person’s entry into institutional care
(World Health Organization, 2006). In the Canadian context, for instance, the 2008 Canadian
Incidence Study of Child Abuse and Neglect notes that 8 percent of child maltreatment
investigations led to a change of residence for the young person (Trocme et al., 2008, p. 28).
Other causes for a child’s entry into institutional care may include poverty, disability, and
events that have catastrophic effects on families and their environments, such as armed
conflict, disasters and the HIV-AIDS epidemic (Pinheiro, 2006, p. 175).
Institutional or alternative care placements can vary widely in their approaches to care, and
in their capacity to offer resources and services to the child or youth and their family. These can
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include kinship care, which entails placing the young person with other members of their
families or friends of families; foster care, which places the young person under the care of
another family; and customary care, where a child or youth is provided with a caregiver that is
identified by the community.
While out-of-home placements are often a necessary measure for taking a young person
out of an abusive family situation, they can also, unfortunately, become sites of violence
themselves (UNICEF, 2002; Pinheiro, 2006). Some research has shown that young people
leaving institutional care typically display more behavioural and psychological problems than
their peers (Acoca, 1998; Beckett et al., 2002; Johnson, Browne, & Hamilton-Giachritsis, 2006;
Pinheiro, 2006; Rutter, Kreppner, & O’Connor, 2001), although it can be unclear whether these
negative outcomes are a result of the nature of the placement, inadequacies in the child
welfare system, or the abusive situation from which the young person arrives. There are,
however, clearly documented cases of abusive conditions in institutional care settings around
the world (Pinheiro, 2006). For instance, in 2000, UNICEF carried out a national survey in
Romania to detect levels of abuse in residential care institutions. The results yielded were
alarming: of the 3,164 children and youth who were surveyed, 37.5 percent reported that they
had been victims of severe physical punishment by residential care staff (UNICEF, 2002).
In resource poor countries, in particular, abusive conditions in institutional care settings are
further compounded due to a lack of funding and training for staff, combined with a paucity of
resources for rehabilitation services, such as addictions and mental health counseling (Pinheiro,
2006, p. 181). There is also evidence of institutional care settings being over-used for children
and youth who may require specialized care (Carter, 2005). In some resource poor countries,
for instance, correctional facilities have been used as a form of substitute care for children and
youth with disabilities, and street youth who have been victims of domestic or sexual abuse
(Pinheiro, 2006, p. 195).
Rather than turning to institutional care as the immediate answer to the protection needs
of young people, some have advocated for early prevention that includes community-based
supports to reduce the risk of violence in families, as well as ongoing cooperation between
families and service providers to improve parent-child relationships (Mulheir & Browne, 2007).
In Canada, family reunification is indeed legislated in many provinces, while substitute care is
often framed as a “temporary solution”. However, some population groups, such as Aboriginal
children and youth, remain consistently over-represented in Canada’s child welfare system
(Blackstock, 2007; Trocmé, Knoke, & Blackstock, 2004).
Another issue that can impact the well-being of young people under institutional care is the
lack of coordination between service providers and practitioners. Canadian studies have found
that children and youth in out-of-home care can find themselves moving between several
placements and service providers, such as corrective services and addictions counseling (Ungar,
Liebenberg, Landry, & Ikeda, 2012). It has also been documented, for instance, that those who
enter the child welfare system are at a heightened risk of developing mental health disorders,
or crossing over into the juvenile justice system (Jonson-Reid & Barth, 2000; Leathers, 2006;
Miller, Leve, & Kerig, 2012). Therefore, in addition to ensuring that care placements are indeed
a safe alternative for children and youth who have experienced violence, there is also a clear
need to ensure that young people with complex mental health needs have access to a
comprehensive and well-coordinated system of care that involves families whenever possible
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(Ungar et al., 2012). As discussed in Section 4, this type of multi-level approach entails the
sustained collaboration and sharing of resources among researchers, service providers,
practitioners, families and communities.

e. Health-related Challenges

Children and youth with chronic illnesses and intellectual, learning, or physical disabilities
are at a heightened risk of violence exposure, including sexual abuse, bullying, social exclusion,
and exploitation. Some of the challenging contexts that place children and youth with healthrelated challenges at risk of violence include stigma, discrimination, a general lack of public
awareness or understanding of illnesses and disabilities, and weak social support from
caregivers. Moreover, with some illnesses and disabilities, an increased dependency on adults
leaves children and youth particularly vulnerable to abuse.
It is estimated, for instance, that while 93 million children and youth worldwide with
moderate or severe disability face the risk of violence (World Health Organization, 2012), little
else is known about the forms and effects of violence on this population. A recent systematic
review released through the World Health Organization’s Department of Violence and Injury
Prevention and Disability estimates that children and youth with disabilities are three to four
times more likely than peers without disabilities to be victims of violence. Up to a quarter of
these young people will experience violence at some point in their lives (Jones et al., 2012, p.
906). The study further finds that children and youth with mental or intellectual disabilities, in
particular, are at greater risk of stigma and physical, psychological, or sexual violence.
Further compounding the risks for this population is the tendency for abuse to be both
under-diagnosed and under-reported, either because mental health symptoms may be
misinterpreted or because the young person with the disability may be unable to verbalize his
or her experience to authorities (Hibbard & Desch, 2007, p. 1019). It has therefore been
suggested that children and youth with disabilities in all settings should be viewed as a high-risk
group, and that a concerted effort should be made to identify signs of distress that indicate
exposure to violence (Jones et al., 2012, p. 906). Moreover, as suggested by Jones et al. (2012),
there is a strong need to assess interventions and violence prevention efforts that have been
shown to be effective in non-disabled children and youth to understand how appropriate they
are for use with young disabled people.
There is also growing evidence to suggest that young people with complex chronic health
challenges, such as HIV-AIDS, face a heightened risk of stigma, physical and sexual abuse, and
maltreatment within their social environments compared to other children and youth. The HIVAIDS epidemic is a widespread global public health problem that poses a number of challenges
to the well-being of young people and their families. According to UNICEF, an estimated 34
million people were living with HIV as of 2011, 3.3 million of whom were children and youth
under 15 years of age. In the same year, approximately 17.3 million young people under the
age of 18 had lost one or both parents to AIDS. The gender gap with the rate of infection is also
significant: In 2010, young women aged 15–24 years made up approximately 64 percent of all
HIV infections among young people worldwide (UNICEF, 2012). Research has shown that the
majority of children and youth living with HIV-AIDS face numerous social and mental health
challenges such as weak psychosocial functioning, poor socio-economic status, and limited
access to resources. Many young people living with the illness, particularly girls, are often
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subjected to discrimination and abuse within their families and communities. In some contexts,
detrimental gender norms can normalize sexual violence towards girls and young women who,
once infected, can be severely stigmatized and even blamed for contracting HIV. The People
Living with HIV Stigma Index reports that women living with HIV are not only more frequent
targets of verbal abuse and physical violence than men living with HIV, but also report higher
levels of shame and suicide ideation (UNAIDS, 2012, p. 75).
Such evidence points to a need to target stigma and discrimination in psychosocial
interventions aimed at young people living with chronic illnesses and intellectual and physical
disabilities.

VII.

Ethical Considerations

When working with children and youth who have been exposed to violence and trauma,
ethical considerations are imperative to ensure that the risk of potential harm, discomfort, and
re-traumatization, are minimized. Ethical practice must involve a consideration of how power
dynamics between researcher/practitioner and the child or youth affects the quality of
information that is gathered, and the wellbeing of the young participants or clients involved
(American Psychological Association, 2010, p. 8). With regards to clinical practice and high-risk
children and youth, the conduct of a researcher or practitioner, and their capacity to address
the complex issues surrounding violence, is of critical importance to young peoples’ safety. As
Rae and Fournier explain, “psychological treatment is not only [about] performing a therapeutic
procedure, but also dealing with the interpersonal and intrapersonal complexities of a person,
[thus], the particular therapist delivering the treatment is crucial to a positive outcome” (2008,
p. 510). Other key ethical considerations include whether the intervention or research is
culturally and age appropriate (Betancourt, 2005), and ensuring that informed consent is
obtained from the young person and their caregivers (Child Protection Monitoring & Evaluation
Reference Group, 2012, p. 56).
In mental health research and practice, there is also a need to consider whether the
research or intervention is potentially stigmatizing to the young person and whether it risks
further exacerbating or exposing power dynamics within the individual’s family or community
(CPMERG, 2012, p. 45). These ethical considerations must be incorporated into the design and
implementation of research studies and programs (Amaya-Jackson, Socolar, Hunter, Runyan, &
Colindres, 2000, p. 725). Furthermore, interventions that are administered to children and
youth should be evaluated for potential harm in both laboratory and real-life settings. As Rae
and Fournier (2008, p. 518) explain, “…just because the [intervention] worked ‘in the lab,’ it
may or may not translate into the realm of clinical practice.”
A key ethical tension, impacting both research and practice involving at-risk children and
youth centres on how to maintain confidentiality and anonymity in cases where the young
person discloses abuse or self-harm. There is an unresolved debate in the literature around
how and when researchers and practitioners should intervene with high-risk youth who have
disclosed an incident of abuse or reported suicidal thoughts, without compromising their
confidentiality and anonymity (Lothen-Kline, Howard, Hamburger, Worrell, & Boekeloo, 2003;
Ungar, Tutty, McConnell, Barter, & Fairholm, 2009). Whereas some practitioners and
researchers may have to follow their respective organizations’ mandatory reporting guidelines,
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and are often trained to respond appropriately to disclosure when it does occur; this is not a
standardized practice for all professionals. Moreover, mandatory reporting may not always be a
guaranteed safety measure for vulnerable young people (Lothen-Kline et al., 2003). For
instance, conditional confidentiality, which ensures a minor’s confidentiality unless there is a
disclosure of abuse or potential harm, can compromise levels of trust between the young
person and researcher/practitioner and curtail efforts to deliver help to the young person. One
longitudinal study of suicidal adolescents found that even though the participants may have
wanted help from a responsible adult, many were reluctant to disclose suicidal thoughts under
terms of conditional confidentiality because they did not want their parents to find out (LothenKline et al., 2003).
Barriers to disclosure are therefore a key issue that must be considered in mental health
research and practice with children and youth. It is well known, for instance, that young people
may feel more comfortable disclosing personal information to informal supports, such as their
friends, yet may feel less comfortable disclosing similar personal details to professionals and
other adults ( Ungar et al., 2009, p. 699). One Canadian study of a national Red Cross violence
prevention program found that young people in Canada may perceive negative outcomes for
themselves and their families after they have disclosed an incidence of violence or abuse
(Ungar et al., 2009). Together, these issues highlight the need for clearer guidelines that could
help researchers and practitioners to respond to the ambiguities around ethical research and
practice. Although guidelines for practitioners, such as the Ethical principles of psychologists
and code of conduct by the American Psychological Association (APA) (American Psychological
Association, 2002a), provide useful principles for working with vulnerable groups with mental
health care needs ,6 a strong framework for ethical research practice that can be applied to
young people across a variety of challenging contexts is still lacking (CPMERG, 2012, p. 61).
In terms of research, there is growing consensus that participatory research frameworks,
with their emphasis on transparency and collective decision-making, may be more conducive to
ethical practice because they give marginalized populations a greater amount of ownership and
autonomy over the findings that are gathered (CPMERG, 2012; Mudaly & Goddard, 2009). As a
CYCC Network partner who works in Northern Labrador pointed out, it is not uncommon for
researchers to fly into remote Aboriginal communities, take samples and conduct interviews,
and leave without explaining the purpose of their research or reporting back to the community.
Neglecting to consult communities in research may further result in the use of insensitive
research designs and measurements, and may inadvertently victimize local populations by
framing them as passive agents.
In conclusion, because children and youth who have been exposed to violence or witnessed
a traumatic event often deal with complex and highly sensitive mental health issues, ethical
considerations should be at the forefront of all aspects of research, program design and
delivery.

6

With regards to research, numerous ethical guidelines have been developed by different organizations. Save the
Children, for example, has produced a series of toolkits produced for the UN Study on Violence to encourage
meaningful and ethical participation by children in research related to violence exposure. This includes a toolkit for
involving children in research, entitled So you want to involve children in research? (Laws & Mann, 2004).
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Section 4: Intersections of Knowledge and
Practice: Working with Children and Youth
in Challenging Contexts
I.

The State of the Art

Despite a growing evidence base of the risk factors facing children and youth within the
above contexts, researchers, practitioners, and communities continue to confront considerable
challenges in working with these population groups. Evidence that supports effective and cost
efficient programing, for instance, is not always shared across academic borders or among
practitioners working in different contexts. Practitioners are faced with the further challenge of
identifying promising practices within a massive literature base, such that the majority of
programs that have been researched in Canada and overseas remain unknown to service
providers. Engaging community champions and involving the participation of children and
youth are essential to matching program elements to the local needs and assets of
communities, yet the participation of these stakeholders can be difficult to leverage. The
problem is not a lack of exemplary initiatives nationally and internationally, but our ability to
synthesize and mobilize the very best of evidence-informed practice, practice-based evidence,
and local knowledge. Although few intersections currently exist between these domains, there
is a clear need to incorporate multiple perspectives into our research and practice in order to
identify effective interventions appropriate to the most vulnerable children and youth in
Canada and abroad.
The synthesis of these different forms of knowing, however, faces considerable hurdles.
Most notably, there is little consensus on standards for identifying, evaluating, and
disseminating programs that are worthy of replication (Biglan, Mrazek, Carnine, & Flay, 2003, p.
435). The scientific rigour underlying these forms of evidence varies widely, as do the research
questions to which they are linked. Evidence-informed practice, for instance, encompasses
rigorous standards for evaluation and dissemination, such that randomized trials and
experimentally evaluated programs typically represent the highest standard of research design
(Oktay & Park-Lee, 2004, p. 706). Qualitative research, case studies, and/or single subject
designs are conferred comparatively less weight within this hierarchy. Research and evaluation
conducted by service providers has been deemed equally challenging to represent as a result of
the diversity of disciplines and methods used, the rigour of these studies, and the potential for
bias (Bonnefoy et al., 2007, pp. 33–34). The concern among advocates of evidence-informed
practice is that in opening up our standards of evaluation and dissemination to all studies of
varying methodological rigour, the synthesis of these findings would include widely used but
unevaluated programs that “may end up simply justifying common practice” with little concern
for effectiveness (Biglan et al., 2003, p. 436).
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To exclude the views and perspectives of practitioners and local communities, however,
risks denying valuable insights that may contribute to the knowledge synthesis process (Booth,
2001; Oliver et al., 2005, p. 429). In particular, these forms of knowing help to unpack ”the
black box” of interventions by providing a greater understanding of the processes and contexts
at work (Bonnefoy et al., 2007, p. 35). This sensitivity to these broader considerations
acknowledges the everyday realities of practitioners and communities, in which the utility of
evidence is ultimately dependent upon its relevance and validity to a particular setting as
opposed to simply its outcome (Fox, 2003, p. 83). Evidence-informed practice is typically
stripped of this vital explanatory content (Pawson, 2002a, p. 163), thereby inhibiting our ability
to account for differences in theory, subjects, and circumstances that may arise in future
applications of the intervention.
Rather than ranking these forms of evidence against each other and potentially excluding
important contributions necessary to the development of best practices, this report will instead
consider each in turn, specifically asking what works according to research, practice, and local
communities. This approach promises to maximize the evidence available by recognizing that
each form of knowing provides a unique contribution to understanding and evaluating the
interventions currently being employed among children and youth in various challenging
contexts. Together, evidence-informed practice, practice-based evidence, and local knowledge
will help to capture the complex linkages between outcomes, mechanisms, and contexts. This
chapter will now consider each form of evidence in turn. It provides a broad overview of the
range, nature, and wealth of evidence-informed practice, practice-based evidence, and local
knowledge available relative to the population of vulnerable children and youth in order to
provide a general survey of the state of the field. It then explores the interventions currently
used among vulnerable children and youth, and assesses the best practices and lessons learned
from these different forms of knowing.

a. Range, Nature, and Wealth of Evidence-informed Practice

The advocates of evidence-informed practice generally rely on a hierarchy of evidence, with
meta-analyses and replicated randomized controlled trials ranking among the strongest forms
of evidence, followed by single randomized controlled trials, uncontrolled trials without
randomization, and anecdotal case reports (See Table 4.1). Randomization, in which subjects
are assigned to either an experimental or control group, provides the most precise measure of
an intervention’s effectiveness as it provides a clear assessment of the effect of a specific
treatment while controlling for bias. The replication of these trials by two or more independent
teams lends further support to these findings. Uncontrolled trials can also enable a measure of
change by assessing symptoms before and after treatment; however, without a control group it
is impossible to determine whether the treatment or some other variable was responsible for
any improvement or decline in symptoms. Within this hierarchy, case studies, descriptive
reports, and single-subject designs rank among the weakest forms of evidence, due to their lack
of systematic assessment or data analysis (Cohen et al., 2000, pp. 31–32). Nonetheless, these
studies can help to provide further interpretation and understanding of the causal mechanisms
underlying an observed outcome (Oktay & Park-Lee, 2004, p. 708).
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Table 4.1: Hierarchy of type and strength of evidence
Level Description
1 Meta-analyses, replicated randomized controlled trials, or other forms of
systematic review
2 Single randomized controlled trial, multiple time series with or without
intervention, or national consensus panel recommendations
3 Uncontrolled trial without randomization (e.g. single-group pre-post,
cohort, time series, or matched case-controlled studies)
4 Anecdotal case reports, unsystematic clinical observation, descriptive
reports, case studies, and / or single-subject designs
(Roberts & Yeager, 2004, p. 6)

Our ability to identify and operationalize interventions known to be efficacious and cost
efficient is complicated by the challenges inherent in sifting through the wealth of evidence
available (Biglan et al., 2003, p. 435). Meta-analyses and other forms of systematic review have
greatly facilitated this process and are a useful starting point in any review. Moreover, these
syntheses help to ensure that the effectiveness of an intervention is not assessed in isolation,
but is weighed in relation to other work being done in the field (Glasziou et al., 2004, p. 39).
Drawing on these systematic reviews when possible, this section will first assess the range,
nature, and wealth of evidence-informed practice available relative to various children and
youth in challenging contexts. It will then provide an overview of what works best according to
research, practice, and communities in identifying the major intervention modalities that have
been employed among children and youth exposed to violence and trauma.
Relative to children and youth, various organizations have been engaged in synthesizing,
evaluating, and presenting the best available research evidence pertaining to the mental health
and well-being of this population group. The Cochrane Collaboration and Campbell
Collaboration, international not-for-profit organizations specializing in systematic reviews of
randomized trials on health care, education, criminal justice, and the social sciences, have been
notably active in this regard, though the mandates of these organizations are not geared
specifically towards children and youth. 7 The former has produced a series of systematic
reviews addressing issues of child maltreatment, including physical and sexual abuse and/or
neglect, and relevant therapeutic interventions among children and parents (See, for example,
Barlow et al., 2008; Macdonald, Higgins, & Ramchandani, 2009; Winokur, Holtan, & Valentine,
7

The Cochrane Collaboration and Campbell Collaboration have been particularly instrumental in the development
of precise and reproducible guidelines for conducting systematic reviews (See Higgins & Green, 2011).
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2009). Both have also produced reviews on interventions designed for children and youth
involved in gangs and juvenile delinquency (Fisher et al., 2009; Tolan et al., 2008) and the
prevention of bullying (Farrington et al., 2010; Mytton et al., 2009).
These systematic reviews provide an indication of the wealth of evidence available relative
to certain forms and settings of violence. Research on child maltreatment has by far
accumulated the most empirical treatment outcome data (Cohen et al., 2000, p. 37), resulting
in the commission and development of numerous systematic reviews addressing various
aspects of this form of violence and traumatization. Some examples include cognitive
behavioural therapies for physically or sexually abused children (Bjornstad, Ramchandani,
Montgomery, & Gardner, 2010; Macdonald et al., 2009) or their parents (Christoffersen,
Corcoran, DePanfilis, & Daining, 2009), psychoanalytic or psychodynamic psychotherapies for
sexually abused children (Parker & Turner, 2010), parenting programs for the treatment of
physical abuse and neglect (Barlow et al., 2008), family group decision making for children and
youth at risk of abuse and neglect (Shlonsky et al., 2009), and more broadly, interventions
aimed at reducing psychological harm from exposure to traumatic events among young people
(Wethington et al., 2008). The Canadian Child Welfare Research Portal, developed through the
Centre of Excellence for Child Welfare, has also been active in pooling academic literature on
child abuse and neglect (Centre of Excellence for Child Welfare, 2012). In many cases, these
reviews point to the potential of certain treatments in addressing the effects of child
maltreatment, yet have cautioned that the evidence base is tenuous at best and in need of
further research (See, for example, Barlow et al., 2008, p. 10; Macdonald et al., 2009, p. 10).
Other fields of inquiry are far less developed. Our scan of the literature on war-affected
children and youth revealed six systematic reviews completed to date, all of which suggest that
only a handful of studies employing rigorous research designs currently exist among this
population group (Ehntholt & Yule, 2006; Jordans, Tol, Komproe, & de Jong, 2009; Kalksma VanLith, 2007; Peltonen & Punamäki, 2010; Reed, Fazel, Jones, Panter-Brick, & Stein, 2012). Indeed,
in one systematic review, the authors concluded that only four studies met their criteria for
meta-analysis (Peltonen & Punamäki, 2010, p. 111), suggesting that this field of research is still
quite immature (Kalksma Van-Lith, 2007, p. 13). Within this population group, the literature on
interventions employed among refugee children and youth is by far the most extensive (see, for
example, Ehntholt & Yule, 2006), while studies relating to the reintegration of child soldiers
remain relatively rare (Betancourt et al., 2010, p. 1091). Although this scan of the literature
found three systematic reviews on the effects of trauma on the children of military families,
none explicitly focused on interventions addressing children and youth or parent-child relations
(Campbell et al., 2011; Dekel & Monson, 2010; Galovski & Lyons, 2004). Indeed, only one (Dekel
& Monson, 2010, p. 307) could point to examples of evidence-informed practice in this regard,
highlighting a study based in Iran (Barekatain, Taghavi, Salehi, & Hasanzadeh, 2006) and
another out of the United States (Jacobsen, Sweeney, & Racusin, 1993). 8 Our scan for literature
on children and youth in gangs and organized armed violence found two systematic reviews on
discouraging gang involvement, focusing on opportunities provision and cognitive-behavioural
therapy respectively (Fisher et al., 2009). Neither, however, could find any studies that met
8

This scan found one additional study from the United States describing a family-centred prevention intervention,
completed in 2012 (Lester et al., 2011; Lester et al., 2012).
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their inclusion criteria. These studies focused mainly on primary prevention initiatives aimed at
the deterrence of gang violence and juvenile delinquency in the first place, which appears to be
representative of most literature on youth gangs (Limbos et al., 2007, p. 68).
Although systematic reviews on other population groups have yet to be completed,
notable research in this regard is underway. In Canada, most notably, the Centres of Excellence
for Children’s Well-being has brought together a considerable body of resources on the issues
of child welfare, early childhood development, special needs, and youth engagement, much of
which touches on the issues of child maltreatment, alternative care, substance abuse, and gang
violence in Canada (Centres of Excellence for Children’s Well-Being, 2012). 9 The Centre of
Excellence for Child Welfare, in particular, has pooled a considerable body of research on both
issues of child maltreatment and the persistent overrepresentation of Aboriginal children and
youth in the child welfare system (Centre of Excellence for Child Welfare, 2012). The Promoting
Relationships and Eliminating Violence Network (PrevNet), funded by the Networks of Centres
of Excellence of Canada, has also generated a sizeable database on bullying and peer
victimization. The Metropolis Canada project has similarly identified immigrant and refugee
families arriving to Canada as a policy priority, although its research efforts in this regard have
more broadly addressed issues of acculturation and resettlement (Metropolis Canada, 2011).
The New Canadian Children and Youth Study, developed from a national study of approximately
4,000 immigrant and refugee children and their families has also undertaken notable research
in this regard (New Canadian Children & Youth Study, n.d.). The Homeless Hub emerged out of
the 2005 Canadian Homelessness Conference and serves as a web-based research library and
information center for community services providers, researchers, government representatives,
and the general public on research, stories, and best practices concerning homeless youth (The
Homeless Hub, 2012). The Centre for Childhood Disability Research (CanChild) is a research and
educational centre based at McMaster University that includes a multi-disciplinary team of
researchers focusing on strategies aimed at improving the lives of children with disabilities,
although much of their attention is on quality of life more broadly, rather than mental health
(CanChild, 2012).
Although operationalizing the results of meta-analyses or replicated randomized controlled
trials may represent an ideal standard for program and policy development (Biglan et al., 2003,
p. 436), it is apparent that research of this quality is not always available or feasible when
working with children and youth in challenging contexts. With the exception of research on
child maltreatment, the prevalence of randomized controlled trials remains relatively rare.
Instead, much of the available evidence relies on pre- and post- evaluations of changes in
symptoms or other outcomes, often using only one intervention group with no control
(Chemtob, Nakashima, & Carlson, 2002, pp. 109–110; Peltonen & Punamäki, 2010, p. 109).
Reservations regarding the validity of these studies are also common. Among research
addressing war-affected children and youth and those affected by catastrophic events, for
instance, samples are relatively small in size and often unrepresentative (Barenbaum et al.,
2004, p. 56).
9

The Centres of Excellence for Children’s Well-Being is comprised of four centres: the Centre of Excellence for
Children and Adolescents with Special Needs, the Centre of Excellence for Early Childhood Development, the
Centre of Excellence for Child Welfare, and the Centre of Excellence for Youth Engagement
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Moreover, studies examining mental health interventions often suffer from methodological
flaws (Jordans et al., 2009, p. 10; Szumilas, Wei, & Kutcher, 2010). For instance, in contexts of
crisis or disaster, the scientific rigour of studies has been of concern (Cohen, et al., 2000, p. 31).
Convenience samples and uncontrolled trials are common (Cohen et al., 2000, p. 31), and
follow-up or longitudinal studies are rare (Kalksma Van-Lith, 2007, p. 13; Peltonen & Punamäki,
2010, p. 112; Reed et al., 2012, p. 257). While cross-sectional studies can be useful in
elucidating the context and symptoms resulting from a particular event at a certain point in
time, it has been suggested that these one-time snapshots limit our understanding of how the
development, well-being, and symptoms of children and youth evolve (American Psychological
Association, 2010, p. 9; Reed et al., 2012, p. 297). The challenge with conducting longitudinal
research, however, is that it is often costly and complex. The multitude of countries and regions
in which this research may take place and the rare use of cross-national designs further
compromises the ability of researchers to generalize their findings beyond the area to which
they belong (Kalksma Van-Lith, 2007, p. 13).
The divide that separates the extensive evidence base on child maltreatment from other
less-developed fields is reflective of a larger split between research in the minority and majority
worlds. While researchers in the former tend to focus on issues of intra-familial risk and
violence, those in the latter tend to address trauma stemming from major societal events and
crises, such as war, displacement, and other forms of mass violence (Boyden & Mann, 2005, p.
5). Within these environments, children and youth face not only individual stressors but those
associated with the broader daily challenges of family separation, extreme poverty, food
insecurity, and limited access to education, health services, sanitation, and clean water. In
many of the studies addressing these issues, resilience is therefore considered “tantamount to
the lack of trauma or psychiatric disorder,” thus ignoring the ability of children and youth to
actively navigate the factors that promote positive adaptation and neglecting to examine their
trajectories of risk and resilience, both of which further compromise our understanding of the
efficacy of interventions (Boyden & Mann, 2005, p. 11).
The field as a whole further suffers from a lack of description of interventions, limited
information on evaluation methods, and relatively little research into the causal mechanisms
responsible for the efficacy of treatments, thus compromising our ability to replicate and
disseminate effective interventions (Barenbaum et al., 2004, p. 56; Jordans et al., 2009, p. 10;
Peltonen & Punamäki, 2010, p. 108; Szumilas et al., 2010; Wethington et al., 2008, p. 295). In
sum, despite the promising evidence of healing and recovery that is emerging, few standards of
care for children and youth in challenging contexts exist to date as a result of the paucity of
high quality research in this regard (Ehntholt & Yule, 2006, p. 1206; Herrick Fisher et al., 2009,
p. 9; Reed et al., 2012; Wethington et al., 2008, p. 295).

b. Range, Nature, and Wealth of Practice-based Evidence

Practice-based evidence derives from practical experience as opposed to empirical
research. Given the realities faced in everyday practice, it typically prioritizes the
implementation and effectiveness of interventions across contexts in addition to their
outcomes. How interventions are implemented is therefore of critical importance to the
advocates of practice-based evidence (Walker, 2003, p. 152). Some of the ways in which this
knowledge may be acquired include individual experience and “practice wisdom,” collaboration
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in “communities of practice,” 10 or through the dissemination of grey literature (Lave & Wenger,
1991, p. 98). Key sources that capture practice-based evidence include writings based on the
reflections, opinions, and general knowledge of practitioners, qualitative research exploring
their views and experiences, and program evaluations and reports released by service providers
(Mitchell, 2011, p. 208).
Practice wisdom can thus provide creative and meaningful solutions to working with youth
— particularly those from marginalized and culturally diverse populations. The practitioner’s
abilities to consider clients’ needs on a case-by-case basis, adapt their interventions to
unexpected situations, and act accordingly under pressure are valuable lessons learned over
many years of working with at-risk groups. This evidence base, however, is often difficult to
capture, rarely disseminated to researchers, and variable in terms of quality and scientific
rigour (Mitchell, 2011, p. 212; O’sullivan, 2005, p. 225; Tol et al., 2011, p. 1588; Zeira, 2010). It
has been noted, for instance, that many of the mental health interventions that have been
employed with refugee youth remain undocumented by practitioners and community
organizations (American Psychological Association, 2010, p. 9; Miller & Rasco, 2004).
Considerable tension thus exists between the need for research to be conducted with scientific
rigour, and the need for practitioners to deliver services that suit the demands and
circumstances of different marginalized populations (American Psychological Association, 2010,
p. 9; Tol et al., 2011, p. 1588).
One reason for this gap between research evidence and practice is that organizations and
practitioners often lack the infrastructure and financial means needed to evaluate the
effectiveness of their programs (Biglan et al., 2003; Mitchell, 2011, p. 212). As a result, it has
been suggested that rather than introducing evidence-based interventions from scratch,
resources might be better expended if they were re-directed towards using practice-based
evidence as a means of documenting culturally meaningful and locally specific approaches to
overcoming challenges in implementation, financing, and cultural sensitivity (Birman et al.,
2005). Moreover, building on, rather than re-inventing the existing practices of local
organizations and community workers that have evolved over time, may be more sustainable in
the long-term (Birman et al., 2005; Tol et al., 2011, p. 1589).
Although it is not peer-reviewed, grey literature — such as practice guidelines, working
papers, and technical reports — can also provide important information to other scholars,
organizations, and practitioners. Over the past decade, a proliferation of grey literature via the
Internet has ensured its growing availability and accessibility across a wide range of audiences.
Some organizations have compiled useful guidelines for practitioners on how to best work with
marginalized youth and diverse populations on mental health issues (American Psychological
Association, 2002b; Markiewicz,, Ebert, Ling, Amaya-Jackson, & Kisiel, 2006).
10

The term “communities of practice” refers to groups of individuals who share interests or a profession and
engage in relationship building and knowledge sharing over a sustained period of interaction (Lave & Wenger,
1991, p. 91). This “situated” form of learning, as described by Lave and Wenger, is often highly contextual and
depends on a sustained level of social interaction and collaboration (Lave & Wenger, 1991). For example, over the
course of their careers, practitioners working with vulnerable children and youth can develop a common “tool
box” of resources with one another by sharing experiences, lessons learned, and problem-solving strategies
(Etienne Wenger, 2000, p. 229). Again, the challenge is how to best capture, validate, and translate these
contextual forms of knowing into standardized practice.
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The volume of practice-based evidence available, however, now far exceeds that which
could be included in this review. To address this issue, a services scan was conducted among
the CYCC Network Partners, with an eye to opening the black box of practice and exploring the
contingent conditions and mechanisms that practitioners have identified as essential to the
success of their programs. Focusing on the goals, practices, and lessons learned of our Network
Partners, the services scan posed a range of questions that aimed to shed light on the
challenges and successes encountered by service providers, clinicians, and researchers in
Canada and beyond. It was hoped that this survey would add to our initial review of the
literature by offering insights into the perspectives of practitioners and policymakers working
with young people, as well as the strategies and contexts that are essential to the success of
their programs.
Many of the gaps and lessons learned from the services scan were consistent with the
literature. For example, funding (Afifi, Makhoul, Hajj, & Nakkash, 2011, p. 515; Reed et al.,
2012, p. 379) and the need for community engagement (Afifi et al., 2011; Betancourt et al.,
2008; Kataoka et al., 2006) are two key themes that have been identified in the literature as
essential components to the successful delivery of mental health programs for at-risk youth.
Another issue that emerged was the challenge that many organizations have in measuring
program outcomes. While some of our Network Partners had the resources and means to
conduct evaluations of their programs, other partners highlighted the challenges they faced in
developing the appropriate level of organizational capacity and attracting funding to properly
assess the effectiveness of their programs and interventions. The variability in the quality of our
Network Partners’ practices thus posed another challenge in capturing practice-based evidence,
further supporting the literature that positions practice-based evidence as an opaque and
elusive form of knowledge. This also suggests that there is much potential for the further
development of a rigorous framework that could assist researchers, practitioners, and
communities of practice alike in adequately capturing and evaluating this kind of information.
Despite these limitations, we were able to glean some valuable insights and lessons learned
from CYCC Network partners relative to what they have found works best when implementing
mental health interventions with children and youth in challenging contexts. This was achieved
through a combination of individual phone conversations, emails, and in-person meetings with
CYCC Network partners, as well as information collected through the services scan about what
they have found works best when engaging children and youth exposed to trauma. Where
applicable, this report will showcase some of the practices used by network partners to
highlight some of the interventions and approaches which they have found to be most useful
when working with children and youth in challenging contexts.

c. Range, Nature, and Wealth of Local Knowledge

Cross-cultural mental health research has typically focused on such social constructs as
race and ethnicity, racial identity, attitudes towards counseling and treatment, and cultural
mistrust of “Western” services. Although these contributions have helped improve the quality
and relevance of health services in cross-cultural exchanges (Constantine, Myers, Kindaichi, &
Moore, 2004, pp. 110–111), they frequently fail to acknowledge culturally embedded
understandings of mental health, healing, and resilience. The problem inherent in this research
is its limited capacity to recognize and capture the fundamental divides between different
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forms of knowing. Western conceptions and measures of mental health, for instance, often
centre on the absence of disease or mental disorder. In contrast, many non-Western cultures
have a more holistic interpretation of mental health, focusing on the mental, physical, social,
and spiritual measures of wellness as opposed to the absence or presence of symptoms of
distress (Durie, 2004, p. 1141). Each form of knowing is guided by distinct histories, traditions,
and values, all of which have been formed through the social, economic, and political realities
of different cultures (Ermine et al., 2004, p. 1). However, without acknowledging the separation
between these different worldviews, research and practice conducted from a Western
perspective will ultimately be limited in its efficacy and may even perpetuate the cultural
oppression of non-Western cultures (Constantine et al., 2004, p. 114).
Early scholars of Aboriginal or traditional knowledge, for instance, emphasized the
differences between non-Western and Western ways of knowing. In doing so, they often set
the communal, relational, timeless, and contextual nature of indigenous knowledge in contrast
to the individualist, objective, finite, and universal tenets of Western knowledge (A. Agrawal,
1995, p. 418). These dichotomies, however, were later criticized for advancing a static and
unchanging conception of traditional knowledge that failed to recognize the considerable
heterogeneity encapsulated within this term, or the innumerable cross-cultural linkages that
have transpired over the centuries (A. Agrawal, 1995, pp. 421–422). For this reason, most
definitions of traditional knowledge today highlight its dynamic and fluid nature, its connections
to the physical and social environments of specific communities, and the social, political, and
kinship structures that reinforce individual and collective well-being (Durie, 2004, p. 1139;
Smylie et al., 2004, p. 141).
Despite this growing consensus, problems remain with our capacity to operationalize these
definitions. Some researchers, for instance, suggest that due to the “scattered and
institutionally diffuse” nature of local knowledge, the best approach is to document and collect
particular examples of this form of knowledge in order to extract the relevant information that
can be used elsewhere (A. Agrawal, 1995, p. 423; Arun Agrawal, 2002, p. 288). This approach,
however, tends to locate these examples of local knowledge within traditional hierarchies of
evidence and effectiveness, in which quantitative research continues to represent the highest
standard of empirically-tested interventions (Naquin et al., 2008, p. 19). With its emphasis on
social and cultural variation, local knowledge is often afforded lesser status within this
hierarchy, or reinterpreted to coincide with scientific principles (Cochran et al., 2008, p. 19;
Durie, 2004, p. 1140).
Moreover, researchers are frequently viewed with suspicion and skepticism at the
community level, often as a result of the use of culturally insensitive research designs that fail
to match local customs and needs (Cochran et al., 2008, p. 22; Naquin et al., 2008, p. 19).
Among Aboriginal communities, for instance, legacies of assimilation and abuse have left many
suspicious of outside involvement in their affairs. Too often, research has focused on assessing
the deficits of local communities, thus perpetuating “the myth that indigenous people
represent a ‘problem’ to be solved” (Cochran et al., 2008, p. 22). These concerns regarding the
collection and use of local knowledge have incited growing pressure to bridge the gaps
between different forms of knowing (Durie, 2004, p. 1140). Indeed, one of the major challenges
facing researchers, practitioners, and communities is the development of programs that are
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empirically sound yet responsive to the unique needs, cultures, and circumstances of
communities and individuals.
One of the primary concerns with excluding local stakeholders and cultural sensitivity from
evidence-based interventions is that a lack of community engagement will lead to the design of
potentially ineffective programs that do not resonate across diverse populations. In response to
this dilemma, a growing body of literature has called for an integrated approach that
incorporates cultural sensitivity, cultural competence, and community engagement into
intervention science (Bartlett et al., forthcoming, p. 11). 11 For youth affected by war, it has
been suggested that cultural brokers, such as elders and spiritual or religious leaders, can help
to facilitate communication between researchers, practitioners and young people (Betancourt
& Khan, 2008). In Canada, multicultural brokers are often community members who are asked
to help with facilitating cross-cultural communication between practitioners or researchers and
refugee or newcomer populations. This also includes providing moral support to those who are
facing complex health issues within their cultural backgrounds and, in many instances,
providing practitioners and researchers with valuable information about some of the gaps in
services and their clients’ barriers to accessing mental health care (Chiu, Oritz, & Wolfe, 2009,
p. 173). 12
Participatory action research (PAR) has been proposed as one potential model to be used
in facilitating these cross-cultural exchanges, as this methodology can simultaneously
contribute to knowledge generation and social action (Cochran et al., 2008, p. 22). Presented as
an alternative to conventional paradigms of science (Wadsworth, 1998), PAR is based on
“reflection, data collection, and action that aims to improve health and reduce health inequities
through involving the people who, in turn, take actions to improve their own health” (Baum et
al., 2006, p. 854). It privileges the partnership between researcher and community and the
sharing of power and responsibility, such that the research participant may become the
researcher through a process of experiential learning (Baum et al., 2006, p. 854). Relative to
local knowledge, in particular, PAR prioritizes empowerment, community development, and
action, thus helping to overcome the negative and potentially colonizing influences of
conventional research (Smylie, Kaplan-Myrth, & McShane, 2009, p. 438). As opposed to
perceptions of exploitation and cultural insensitivity, this methodology advances a model of
equality and respect for the needs and values of the community (Baum et al., 2006, p. 855).
Another similar model which holds promise for working with marginalized children and
youth on mental health issues is Community Based Participatory Research (CBPR). CBPR is a
collaborative framework for working with marginalized populations on health-related issues
11

While definitions of “cultural sensitivity” in mental health care are wide-ranging, Este (forthcoming) summarizes the
following central points that emerge from the literature:
The general consensus is that practitioners (a) need to be aware of their specific cultural, racial, and ethnic identity and
experiences; (b) need to be informed about different racial, cultural, ethnic, and diverse groups; (c) must possess strong empathy
and skills in order to work with clients from diverse backgrounds and experiences; and (d) must have intrinsic values that truly
reflect their willingness and commitment to work in an ethical manner with different client systems.
12
For instance, in Canada cultural brokers have consistently identified linguistic and racial barriers as some of the main factors
influencing the access of refugees and newcomers to mental health services (Chiu, Oritz, & Wolfe, 2009, p. 173). In Edmonton,
the Multicultural Health Brokers Co-operative, set up specifically to provide support to the city’s growing multicultural
population, has tripled its caseload in recent years, with many of these cases concerning refugees arriving with mental healthrelated trauma (Chiu et al., 2009, p. 172).
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and, in recent years, has received growing attention from researchers with regard to its
potential for bridging the gap between research and practice. With a focus on building
community partnerships, CBPR has been used to incorporate the use of practice-based
evidence (Glasgow & Emmons, 2007, p. 417), culturally supported interventions, and various
forms of local or indigenous knowledge systems such as traditional healing practices (Goodkind,
Hess, Gorman, & Parker, 2012) into evidence-based health interventions. While many of these
local practices have not been evaluated, it has been suggested that this knowledge can
nonetheless provide an important foundation for evidence-informed interventions (Wallerstein
& Duran, 2010, p. 41).
Both approaches are also particularly helpful in moderating the impacts of power
imbalances within communities. For example, one study that utilized CBPR to identify mental
health interventions for Palestinian refugee youth exposed to violence engaged youth in the
treatment planning process by forming a Community Youth Committee. This was not only
helpful in identifying the intervention needs of the youth, but it allowed for space for the young
people to engage in dialogue in a context where patriarchal and cultural norms could otherwise
discourage the free expression of youth in front of adults (Afifi et al., 2011, p. 515).
The literature on CBPR and PAR, however, demonstrates that there are a number of
challenges with establishing these principles as regular practice. Firstly, funders and researchers
have been slow to adopt CBPR as a research framework (Ahmed, Beck, Maurana, & Newton,
2004). Perceptions that participatory and community-informed research lacks scientific rigour,
the continued favouring of conventional research methods in academic institutions, and a lack
of understanding from key decision makers in academic institutions of what these methods
entail, are some of the main barriers to effective implementation (Ahmed et al., 2004; Faridi,
Grunbaum, Gray, Franks, & Simoes, 2007; Israel et al., 2006). Critics also point to a lack of
standardized practices evaluating the effectiveness of CBPR interventions (Faridi et al., 2007).
Another drawback is that practicing community engagement in research involves a lengthy
process of relationship building, sustained funding, training, and resources, all of which are
challenging to secure in competitive research environments (Ahmed et al., 2004). Considering
that the main principles of community engagement are based on building trust and rapport,
these limitations need to be addressed if participatory research methods are to create
sustainable positive outcomes for at-risk children and youth.
Despite a growing consensus that participatory research methods can be useful for working
with at-risk and traumatized young people with mental health conditions (Kolko, Hoagwood, &
Springgate, 2010, p. 466; Price & Maholmes, 2009, p. 65), the literature on applying CBPR and
PAR frameworks among children and youth exposed to violence is limited. Moreover, little
research has been done to evaluate and document how CBPR has been used to adapt such
mental health interventions to different contexts (Mance, Mendelson, Byrd, Jones, & Tandon,
2010, p. 131). 13 Although participatory and community-based research methods may not
adhere to the strict rigour of evidence-based practice, the emphasis on community ownership,
context, and culture inherent within these alternative forms of knowing do offer valuable
insights into the knowledge contained within local communities. For this reason this report also
includes a survey of participatory and community-based interventions conducted among
13

For some notable exceptions, see Afifi et al., 2011; Jaycox et al., 2012; Kataoka et al., 2006; Kataoka et al., 2003.

54

Promising Practices to Help Children and Youth who have been Exposed to Violence

children and youth exposed to violence in order to explore the unique views of what works at
the local level. Because of our current limitations in capturing this variable directly, the
perspectives revealed through this form of research design will thus act as a proxy for local
knowledge.

II.

Mental Health Interventions for At-risk Children and Youth

Our review of the literature on children and youth exposed to violence and trauma
revealed a major divide in the theory of and approaches to the promotion of mental health and
resilience and the prevention and treatment of disorder. Mental health promotion approaches
are more universal in nature and typically involve a strengths-based approach that recognizes
the unique resilience and coping mechanisms of individuals and the familial, societal, and
cultural settings from which these strengths derive. Preventive approaches, divided here
between selective and indicated prevention, are more generally aimed at preventing the onset
of mental health problems and reducing new occurrences of disorder. Treatment-oriented (or
trauma-focused) approaches, in contrast, incorporate more individualized, psychologicallyoriented techniques to improve the mental health of individuals exposed to violence. These
interventions thus involve a problem-centred approach that focuses on identifying symptoms,
problem behaviours, functional difficulties, and other concerns, and assessing the efficacy of
certain treatments in reducing or alleviating these problems (Tedeschi & Kilmer, 2005, pp. 230–
231). Although some studies have called for a clear demarcation between mental health
promotion and preventive approaches (Mrazek & Haggerty, 1994, p. 27), others have
supported a more integrated approach. The latter argue that, despite being conceptually
distinct, promotion and preventive approaches also share overlapping components derived
from their complementary interests in fostering positive mental health (Weissberg, Kumpfer, &
Seligman, 2003b, p. 427).
This report supports an integrated approach to mental health with the understanding that
the promotion of mental health and resilience underlie the prevention and treatment of
disorder. For the purposes of our discussion, we have presented these approaches under
separate sections, while recognizing that the overlap between mental health promotion efforts
and preventive interventions is significant.14
For each form of intervention addressed, a unique case study showcasing research,
practice, or community-based approaches will be provided. The case studies are intended to
serve as exemplars of practice-based approaches that researchers, practitioners, and
communities have found to be effective in treating children and youth in challenging contexts.
Some of these case studies are from CYCC Network partners, while others represent the efforts
of other organizations and researchers who have been involved in this field. In this section we
will examine these three forms of intervention (mental health promotion, prevention of
14

This report does not include a consideration of child protection procedures that aim to keep young people safe
in the face of violence, universal preventative interventions that target general populations of children and youth
regardless of risk status, and programs that promote mental health by addressing the social determinants of
health. For a further discussion of the scope of this report and some of the important work that has been done
with regards to these efforts, see Section 3.
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disorder, and treatment-oriented approaches), and provide an exploration of their theoretical
underpinnings, predominant modalities, targeted outcomes, and respective evidence bases.

a. Promotion of Mental Health and Resilience

Although often grouped with culturally specific preventive approaches (Weissberg et al.,
2003a, p. 427), the promotion of mental health and resilience more broadly considers issues of
positive mental health, competence enhancement, and psychosocial wellness. This perspective
reconceptualises mental health in positive terms, and highlights those interventions that work
towards “a state of well-being in which the individual realizes his or her own abilities, can cope
with the normal stresses of life, can work productively and fruitfully, and is able to make a
contribution to his or her community” (World Health Organization, 2001). Central to the
realization of this potential are the family, peer, and community resources implicated in
promoting positive mental health and resilience (Liebenberg et al., 2011, p. 220). Using this
socio-ecological perspective, resilience cannot be seen as a quality that is inherent in an
individual, but rather as a strength that is achieved through an individual’s interactions with
others. It is thus worthwhile to conceptualize resilience as both a “temporal and contextual”
process that is shaped by a number of interrelating factors, such as an individual’s connections
with their family and community, rather than as a tangible outcome that can be measured
(Ungar, 2013, p. 139). For this reason, the following section will be divided between individual,
relational, and contextual approaches to enhancing the protective factors that promote
positive adaptation.
It should also be noted that the promotion of positive mental health and resilience does
not occur at one specific stage in the intervention spectrum (see Figure 5, p. 24), but instead
can be incorporated throughout preventive and treatment-oriented approaches. Instead of
identifying symptoms, problem behaviours, and other deficits, these positive mental health
approaches have been used to recognize and mobilize the unique talents, capacities,
knowledge, and resources of individuals and the settings in which they reside “in the service of
achieving their goals and visions” (Saleebey, 2006, p. 1). Moreover, when incorporated into
more conventional prevention or treatment strategies, the mobilization of both assets and risks
can help to identify sources of resilience, incorporate an ecological approach that recognizes
the importance of external factors, and cultivate support and trust between the service
provider and user, all of which can be leveraged when developing and guiding the proposed
intervention (Tedeschi & Kilmer, 2005, p. 233). However, these resilience- and strengths-based
approaches, which rely on such common indicators as self-esteem, sense of purpose and
future, problem solving skills, and social competence and cohesion, are difficult to measure and
therefore have notably weaker scientific foundations than other approaches (Tedeschi &
Kilmer, 2005, p. 231).
i. Individual, Strengths-based Approaches
Among children and youth facing high levels of mobility, extended involvement with child
welfare services, or limited access to resources, individualized strengths-based approaches
have been used to prevent suicide ideation (Wortzman, 2009), substance abuse (Dell et al.,
2011; Dell & Hopkins, 2011), and risky sexual behaviours and self-harm (Saewyc & Edinburgh,
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2010, p. 181). The success of these programs derives from their capacity to recognize strengths
and capacities and ensure that marginalized populations have:
The opportunities to be heard, to voice one’s opinion, to make choices, to have
responsibilities, to engage in active problem-solving, to express one’s imagination, to work
with and help others, and to give one’s gift back to the community (Benard, 2006, p. 203).
Recognizing that the risks young people are exposed to “rarely occur in isolation” (Wright &
Masten, 2005, p. 19), a strengths based approach regards individual patterns of coping as
socially embedded within a complex web of relationships (Ungar et al., 2007, p. 168). Rather
than “pathologizing” these populations by focusing on their disorders, weaknesses, and deficits
(Saleebey, 2000), these interventions prioritize an approach to mental health that “[utilizes] a
full spectrum of strengths for each individual” drawn not only from their individual capacity to
overcome past adversities (Brownlee, Rawana, MacArthur, & Probizanski, 2010, pp. 106–107),
but also on how they are able to navigate the resources that are available to them through their
interactions with their families, caregivers, peers, and wider community (Liebenberg et al.,
2011, p. 220).
From a strengths-based perspective, local resources can be viewed as protective assets
that help to mitigate the risk of developing mental health problems among at-risk individuals
and communities (Betancourt et al., 2011; Ungar et al., 2007). These strengths are often
identified and developed in accordance with culturally appropriate tools, so that the involved
children and youth may recognize their potential to actively contribute to and participate in
their community in locally relevant and meaningful ways (Brownlee et al., 2010, p. 109). Among
Aboriginal communities, for instance, these preventive interventions have been employed to
enhance the personal awareness of children and youth regarding their strengths and to help
them locate these capacities within a supportive environment (Brownlee et al., 2010, p. 109;
Wortzman, 2009, p. 21). This approach can lead to improved self-esteem, perseverance, and
other positive behavioural factors that contribute to a young person’s well-being and ability to
establish healthy relationships with others (Brownlee et al., 2010, p. 112).
It has been suggested that these mental health supports may be more effective when
delivered in conjunction with tools that provide entrepreneurial and skills training opportunities
to young people (Amone-P’olak, 2007, p. 257). For instance, some interventions may also seek
to enhance psychosocial well-being through the “economic empowerment” of children and
youth (Amone-P’olak, 2007, p. 654; Ferguson, 2009; Helfrich, Aviles, Badiani, Walens, & Sabol,
2009). This approach has been used as a way of helping marginalized children and youth meet
their basic needs and, in turn, increase their sense of worth in their community. Used
predominantly among those once involved with armed groups (Boothby et al., 2006; Wessells &
Monteiro, 2006) or organized violence (Fisher et al., 2009, p. 3; Preston, Carr-Stewart, &
Northwest, 2009), prevention programs that provide opportunities to at-risk youth are
designed to provide the employment and educational opportunities needed to support the
achievement of “normative life cycle milestones” (Boothby et al., 2006, p. 89), reduce the
motivation for children and youth to re-join the armed group or gang, and facilitate the
reintegration process by reducing the stigmatization of the young person within their
community. Typically involving business or vocational training (Annan, Blattman, & Horton,
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2006; Boothby et al., 2006; Fisher et al., 2009, p. 3), supplementary or remedial education
(Betancourt et al., 2008), provision of small grants or self-employment training for income
generating activities (Wessells & Monteiro, 2003), or after-school programs that help to fill
“empty time” (Preston et al., 2009, p. 154), these programs have helped children and youth to
reconnect with their communities through “productive and valued work” (Corbin, 2008, p. 327).
By drawing on resources and strengths that facilitate their reintegration into a community, it
has been suggested that young people who were involved in armed conflict are able to better
overcome their trauma, enhance their coping skills, and better manage their stress levels
(Amone-P’olak, 2007, p. 256).
It has also been suggested that homeless youth who are transitioning to independent living
may benefit from vocational and training opportunities. The Social Enterprise Intervention (SEI),
for example, is a long-term vocational intervention that was tested with a small sample of
homeless youth recruited from a homeless shelter. The study found that youth who had
participated in the intervention showed greater life satisfaction, more contact with family, and
reduced depressive symptoms (Ferguson, 2009). It has also been suggested that life skills
training in areas such as budgeting, financial planning, and nutrition may improve the coping
skills of street youth with histories of mental illness and domestic abuse (Helfrich et al., 2009).
However, as noted by three systematic reviews on interventions for homeless youth, the
evidence base for these types of programs tends to be weak (Altena, Brilleslijper-Kater, & Wolf,
2010, p. 637; Edidin, Ganim, Hunter, & Karnik, 2012; Slesnick, Erdem, Collins, Patton, &
Buettner, 2010, p. 1579). Similarly, in another systematic review of opportunities provision
programs for youth in gangs, the authors observed a complete lack of rigorous research on
these interventions and thus only limited evidence of their effectiveness (Fisher et al., 2009, p.
8).

58

Promising Practices to Help Children and Youth who have been Exposed to Violence

Case Study 1: Promising Practice – Sierra Leone Red Cross Child Advocacy & Rehabilitation
Project, Sierra Leone Red Cross

THE INTERVENTION
This intervention focused on the reintegration and rehabilitation of war affected
youth in Sierra Leone. The project started in 2002, following the end of the war in
Sierra Leone. The intervention was composed of a trauma healing component and a
practical skills component. The trauma component focused on home visits, family counselling, and
the revitalization of cultural activities, all of which aimed to bring communities together to facilitate
healing, forgiveness, and the reintegration of the youth. Practical skills offered included carpentry,
brick block laying, tailoring, catering, welding, and cloth weaving. These were skills that had been
identified as lacking in the affected communities. Basic literacy, numeracy, civic and moral
education formed part of the core curriculum. As of 2011, there are now five Child Advocacy and
Rehabilitation (CAR) centres in Sierra Leone that are supporting young people affected by war. Six
hundred youth have graduated and another 300 have enrolled in the program. Individual counseling
sessions have been conducted for over 4,000 people.
OBJECTIVES
 To de-traumatise war-affected children and youth, foster participation in healthy peer youth
relationships, protect, promote, and advocate child and human rights in communities;
 To develop the youths’ self-reliance through skills that can be used for income generation;
 To create awareness of issues affecting war-affected youth; and
 To identify reintegration opportunities in the communities.
TARGET POPULATION
Youth aged between 14 to 18 who:
 Were subjected to war-related violence, such as forced conscription or rape;
 Had witnessed extreme war-related violence such as the death of family members;
 Were not currently enrolled in a learning institution and were exploited as bread winners;
 Were exposed to sexual abuse and/or exploitation, neglect, or gender-based violence; and
 Were rejected or marginalized by their communities or families.
OUTCOMES
A formal evaluation of the program and its mental health outcomes was not conducted and, as
such, the mental health outcomes of the program were not documented. However, many of the
youth reported that they began to gain the trust and acceptance from their community after the
program.
LESSONS LEARNED
 Focusing on trauma healing, education, and skills-building allowed many of the program
participants to reclaim their dignity and gain their families’ and communities’ trust and respect.
 Rehabilitating young people exposed to war is a long-term commitment that involves building
the trust and capacity of communities.
 Feeling safe, being accepted by the family and the community, being valued, and envisaging a
future are crucial elements in the successful reintegration of these children.
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ii. Relational Strengths-based Approaches
There is strong evidence to demonstrate that families and caregivers play an important role
in shaping the positive mental health and well-being of young people (Fawley-King, 2010;
Reinherz, Paradis, Giaconia, Stashwick, & Fitzmaurice, 2003; Votta & Manion, 2003). Research
has revealed a direct correlation between the incidence of family violence, for instance, and the
adverse effects on the emotional and physical well-being of young people who are victimized
by or exposed to this form of violence (Anda et al., 2006; Kolbo, 1996). Some of the adverse
mental health outcomes which can emerge among young people who have experienced
repeated exposure to family violence include aggression, anxiety, borderline depressive
disorders, and trauma (Anda et al., 2006). Other research has shown how catastrophic events
(such as war and disasters) can be deeply unsettling to the cohesion and functioning of families,
leading to negative behaviours such as intimate partner abuse and increased aggression among
parents towards their children, which in turn can compromise their children’s mental health
(Boyden & Mann, 2005, p. 5).
Rather than concentrating on the dysfunctional situations or challenges that at-risk families
may face, relational strengths-based interventions seek to enhance the resilience and wellbeing of children and youth by drawing out a family’s strengths and protective factors.
Interventions may, for instance, focus on building a family’s ability to problem solve, or they
may highlight the positive aspects of parent-child relationships by working with the young
person, their family, and, sometimes, the community. Some of these programs may also focus
on ameliorating a young person’s mental health by improving a family’s access to community
resources and by connecting them to social networks that can provide emotional support and
guidance (McCubbin & McCubbin, 2005, pp. 31–32).
Although a notable amount of work has been done that focuses on building resilience
among families with a history of violence, there has been limited systematic evaluation of these
approaches (Tedeschi & Kilmer, 2005). Nonetheless, there have been a number of promising
interventions applied among at-risk and vulnerable youth in a variety of contexts, including
military families (Saltzman et al., 2011), families of run-away or homeless youth (Saewyc &
Edinburgh, 2010), and families of youth involved in gangs (see case study 2, for example), all of
which share multi-faceted, strengths-based approaches to engaging families and youth. The
Minnesota Runaway Intervention Program is another example of a strengths-based
intervention that prioritizes familial and interpersonal strengths (Saewyc & Edinburgh, 2010).
This multi-dimensional program aims to develop the health trajectories of runaway girls who
had been sexually assaulted by working on reducing their trauma responses, re-establishing
protective factors within their families and schools, and improving the girls’ coping behaviours.
An assessment conducted two years after the intervention found that focusing on the girls’
personal relationships with friends and families led to a noticeable improvement in their wellbeing. The assessment also pointed to an increase in the level of connectedness between the
families and the girls (Saewyc & Edinburgh, 2010, p. 186).
Some researchers and practitioners, however, have cautioned against generalizing the
protective factors that may enhance the resilience of vulnerable children and youth, their
families, and communities (Saewyc & Edinburgh, 2010, p. 186; Theokas et al., 2005, p. 117;
Ungar, 2013, p. 140). Instead, they suggest that interventions must be open to the ways in
which culture and context may influence a family’s protective assets (Ungar, 2013, p. 140). One
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study, for instance, in working with HIV-infected children and their families from Rwanda,
identified five locally-specific forms of protective assets that had important implications for
developing a family-strengthening intervention, including perseverance (kwihangana), good
parenting (kurera neza), and collective/communal support (ubufasha abaturage batanga)
(Betancourt et al., 2011). While the findings of this study reveal important implications for
designing culturally relevant interventions for marginalized groups in resource poor settings,
the authors note that there is little discussion in the general literature with regard to how
practitioners might incorporate such locally-specific protective factors into their everyday
practice (Betancourt et al., 2011, p. 699).
Case Study 2: Promising Practice – The Youth Advocate Program (YAP)
THE INTERVENTION
YAP is a gang prevention initiative that uses a strengths-based approach to meet
the needs of at-risk youth in the Halifax Regional Municipality. Many of the youth
involved in the YAP program have a history of substance abuse, are prone to
delinquent or aggressive behaviour, and have been exposed to some form of violence such as child
abuse or family violence. Youth referrals come from concerned individuals who believe that a youth is
directly involved or may become involved in gang activities. The program uses a strengths-based
approach to guide youth interventions. Youth Advocate Workers (YAWs) work closely with the youth
and families to identify interventions that best meet the participants’ needs.
OBJECTIVES
 To reduce trauma, stress, and aggressive behaviours among youth at-risk of gang activity.
 To increase protective factors of self-reliance, resilience, pro-social and life skills.
TARGET POPULATION
Youth aged 9-14 who are at risk of engaging in gang activities or other anti-social and criminal
behaviour.
ACTIVITIES
Family support and counselling (for youth and families); life skills training; cultural activities/traditional
learning opportunities (such as storytelling); substance abuse treatment; mentoring.
OUTCOMES
Several instruments and data collection methods were conducted to evaluate the program, including
questionnaires administered to participants (173 in total) and parents or guardians (85 in total).
Qualitative interviews with the youth, staff, community, and parents were also conducted, and ongoing
observation of activities and progress was noted by the staff. Participating youth showed decreases in
peer problems, an increase in resilience, and improved family relationships. When analyzed
longitudinally, youth exiting the program showed a decrease in conduct problems, victimization,
impulsive behaviour, and delinquency. The change in the victimization scores is significant (p = 0.22),
with a large effect size (53%, n2 = 0.53).
LESSONS LEARNED
 The support of the YAWs played a key role in building relationships among youth and families.
 Tailoring the interventions to meet the needs of the youth and the families were some of the key
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factors contributing to the program’s success.
 Establishing linkages between the families and multiple service providers and resources created a
greater sense of empowerment and community engagement among the participants.

iii. Contextual Strengths-based Approaches
Contextually-based mental health interventions tend to focus on the local and cultural
dimensions of psychosocial distress. Such approaches typically address social inequalities,
family conflict, and community- or neighbourhood-level violence and stigma as risk factors to
well-being. Interventions at this level may be used to bridge the gaps between socially isolated
children and youth and their peers, schools, and other community organizations, in order to
increase the supports available to these young people and provide the resources needed to set
goals and influence positive change in their lives. These programs further avoid stigmatizing
certain groups by promoting participatory decision-making and collective empowerment and by
targeting the broader population (Wortzman, 2009, pp. 23–24). Innovative examples include a
classroom drama therapy program (Rousseau et al., 2007) and a hope-based expressive arts
therapy program (Yohani, 2008, 2010) implemented among immigrant and refugee
adolescents; community-based healing ceremonies among Aboriginal communities (Wortzman,
2009); and creative activities workshops among displaced children and youth (Baráth, 2000),
among others. These interventions were not restricted to children and youth exhibiting
symptoms of distress; instead, they were designed to prevent future problems among
individuals exposed to various forms of adversity. Assessed primarily through pre- and postmeasures with the use of control groups, the associated outcomes of these interventions
include perceived decreases in symptoms causing impairment and interference with friendships
and home life; perceived increases in optimism, self-esteem, and popularity; and improvements
in school performance (Baráth, 2000; Rousseau, Drapeau, Lacroix, Bagilishya, & Heusch, 2005;
Rousseau, Singh, Lacroix, Measham, & Jellinek, 2004). One study, however, notes that little
evaluation has typically followed these forms of mental health programs, thus prompting its call
for urgent research into the efficacy, feasibility, and wider social impacts of these interventions
(Wortzman, 2009, p. 25).
The use of culturally relevant therapies and healing ceremonies were particularly common
across several of the population groups in order to foster community reintegration,
reconciliation, and healing. In contrast to many of the treatment-oriented interventions
described below, which are largely predicated upon Western models of trauma and resilience
that prioritize mental health as the absence of disease or disorder, these community-based
approaches typically incorporate a more holistic interpretation of mental health, focusing
instead on mental, physical, social, and spiritual measures of wellness (Constantine et al., 2004,
p. 116; Durie, 2004, p. 1141). This perspective recognizes that the emotional well-being of
children and youth can often be improved through non-medical solutions, such as secure and
supportive family relationships, a predictable and safe environment, political and economic
security, and spiritual faith and beliefs (De Berry, 2004, p. 147; Kalksma Van-Lith, 2007, p. 7).
Evaluation of these community-wide interventions, however, has proven difficult. In one
qualitative study utilizing semi-structured interviews and participant observation, a cleansing
ceremony among girls soldiers in Sierra Leone was described as helping to facilitate a symbolic
gesture of community reconciliation and allow for spiritual transformation, leading to the
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improved psychosocial health of those involved (Stark, 2006, p. 210). Other qualitative studies
among former child soldiers have similarly found that improved family and community
acceptance is positively associated with reductions in depression and improved confidence and
social skills regardless of previous levels of violence exposure (Betancourt et al., 2010, p. 1087;
Harris, 2007, p. 206).
Moreover, in the context of war, displacement, and other forms of mass violence,
evidence-based trauma-focused treatments are rarely feasible as a ”first-line strategy,”
particularly given the shortage of mental health professionals and resources in these settings,
the high costs of treatment, and the limited reach of these responses relative to the sizable
number of potentially at-risk children and youth (Barenbaum et al., 2004, p. 56; Kalksma VanLith, 2007, p. 14). Worse, they risk silencing alternative and culturally salient mechanisms for
healing mental distress by failing to set psychosocial needs within the context of ecologicallyrelevant perceptions and values of well-being and resilience (Peltonen & Punamäki, 2010, p.
112; Wessells & Monteiro, 2006, p. 126). In recent years, humanitarian and emergency relief
interventions have thus seen a notable shift in programing from interventions providing
psychiatric care to community-based, psychosocial interventions (De Berry, 2004, p. 144;
Jordans et al., 2009, p. 12) or approaches utilizing a combination of the two (Ochen, Jones, &
McAuley, 2012).
Culturally-relevant healing practices have also been used among children and youth in
Aboriginal communities. Treatment offered at youth solvent abuse centres across Canada have
employed a culture-based model of resilience, recognizing that “a person’s inner spirit is
intertwined with their family, community, and the land and cannot be understood apart from
them” (Dell et al., 2011, p. 76). Incorporating this socio-centric conception of self, these centres
have utilized traditional healing songs and medicines, sweat lodges, and spiritual assessments
with Elders to aid in the healing of children and youth. Again, evaluation of these programs has
been limited — a reality that is reflective of the significant gap that remains in the literature
between Western individually-based understandings of treatment and Aboriginal culturallybased approaches (Dell et al., 2011, p. 78). This gap similarly exists with respect to immigrant
and refugee children and youth arriving in Canada and other industrialized countries, where
culturally sensitive programing remains “woefully inadequate” (Rossiter & Rossiter, 2009, p.
417) and services often fail to connect families to the “collective spirit” of the community
supports they once relied on (Cottrell & VanderPlaat, 2011, p. 25).
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Case Study 3: Promising Research – Combining Ritual with Dance/Movement Therapy to Treat
Former Boy Soldiers

THE INTERVENTION
This intervention involved a time limited dance/movement therapy group, facilitated by adult males.
Dance/Movement Therapy provided creative movement opportunities and other embodied healing
activities. This fusion of Western trauma treatment and ritual proved transformative in helping the youth
overcome violent impulses. Engaging in symbolic expression further allowed the adolescents to reflect
on their personal involvement in armed conflict in a way that encouraged enhanced awareness of
belonging to the broader community. The intervention fostered conditions that led participants to create
a public performance highlighting their dual roles as both victims and perpetrators in the war. This, in
turn, advanced their reconciliation within the local community.
OBJECTIVES
 To restore empathy among a small group of former boy combatants through the activities of a
dance/movement therapy group as a way of strengthening their coping capacity and enhancing
their well-being.
 To combine openly improvisational dance to recordings of Sierra Leonean pop music with
elaborately defined physical exercises, each chosen to help meet a particular psychosocial objective.
TARGET POPULATION
Adolescent orphans who had been involved in war-time atrocities as boys.
ACTIVITIES
Role playing, dancing, performance.
OUTCOMES
 With an overall attendance rate of 90% through the 16-session intervention, the average selfreported ratings for symptoms of aggressive behaviour, depression, anxiety, intrusive recollections,
and elevated arousal all underwent continual reduction over the course of the intervention.
 The intervention fostered conditions that helped the community to accept and welcome 12
orphaned, teenage male participants who had previously been stigmatized as criminals.
LESSONS LEARNED
 Dance therapy offers potential for advancing the healing process through kinaesthetic empathy,
which fosters empathy through both language and bodily movement.
 Western-based trauma treatment and ritual proved transformative in helping the youth overcome
violent impulses and rediscover the pleasure of being part of a collective activity.
 On the job training: debriefings with the author and local counsellors following each session helped
each to master ways to encourage empathy through bodily expression.

b. Selective and Indicated Preventive Interventions

Selective and indicated preventive interventions target subgroups of the population
believed to be at higher risk of later developing symptoms of distress or disability. They differ
from traditional treatment-oriented interventions as they take place before the onset of
disorder and are thus designed based on the probability of an individual or group developing
anticipated symptoms, as opposed to already diagnosed conditions (Mrazek & Haggerty, 1994,
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p. 22). Selective preventive interventions target subgroups of the population deemed to be at
higher risk of maladaptation than the wider population, focusing on the psychological, social, or
biological factors that are more pronounced in these groups. Indicated preventive interventions
specifically target high-risk individuals who display minimal yet noticeable symptoms of
developmental, behavioural, or emotional disorders that may occur in the future, but do not
meet the criteria for a diagnosis. Because it can be challenging to categorize an undiagnosed
yet symptomatic youth, indicated preventive interventions are often confused with treatment
oriented interventions (Weisz, Sandler, Durlak, & Anton, 2005, p. 632). However, while the aim
of treatment is to provide immediate therapeutic relief from demonstrable symptoms,
indicated prevention is geared towards irregularities that may indicate the first signs of distress
(Mrazek & Haggerty, 1994, p. 22). Universal preventive interventions target the general
population without regard to the risk status of groups and, for reasons discussed in Section 3,
will not be addressed in this report.
These preventive interventions, however, have a notably weaker scientific foundation
compared to more pathological and deficit-oriented treatment approaches described below
(Tedeschi & Kilmer, 2005, p. 231). This divergence may be due to the fact that measurements of
individual symptoms of distress are more easily captured than those that address general
psychosocial development. Our ability to develop standardized instruments used to assess the
efficacy of these interventions has been further compromised by the range of modalities
through which they may be delivered (Kalksma Van-Lith, 2007, p. 14). For ease of discussion in
synthesizing these modalities and outcomes, this report will consider the evidence base
underlying those interventions that are individual, relational, or contextual in nature, while
recognizing the intersections that may exist between these three themes.
i. Individual Preventive Interventions
Individual preventive interventions focus on preventing the onset of future mental health
problems among high-risk populations. These interventions typically involve the dissemination
of psychoeducation, skills-building activities, and problem solving strategies in order to sensitize
the target audience to the effects of trauma, enable them to seek support when needed,
normalize their attitudes regarding this experience, and introduce simple coping strategies for
dealing with trauma and loss (Cohen et al., 2000, p.32). Such interventions are commonly
introduced in schools, and have been found to be effective in increasing awareness and
acceptance of trauma and its effects (Olij, 2005, p. 55).
Psychoeducational interventions can also be delivered in conjunction with other therapies.
This integrated approach has been used in a variety of settings, including the juvenile justice
system (Roe-Sepowitz, Pate, Bedard, & Greenwald, 2009), residential treatment centres for
maltreated youth (Rivard et al., 2004), post-conflict environments (Saltzman et al., 2003b), and
internally-displaced and refugee camps (Chemtob, Nakashima, & Hamada, 2002). Indeed, in
comparing a psychoeducation and skills intervention to a group therapy treatment, the former
was found less effective in reducing maladaptive grief reactions, suggesting that
psychoeducation is best used as part of a broader, multi-tiered mental health program (Layne
et al., 2008, p. 1059).
Although secondary preventive interventions are often implemented in school settings, the
appropriateness of such environments has been a topic of much debate. It has been noted that
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selective preventive treatments that specifically target and single out at-risk students may
subject these individuals to greater stigmatization among their peers (Burns, Schoenwald,
Burchard, Faw, & Santos, 2000; Gillham, Hamilton, Freres, Patton, & Gallop, 2006, p. 204). The
success of suicide prevention programs, for instance, often depends on the ability of
practitioners to discreetly identify their target population and to address the needs of the
selected individuals (Burns et al., 2000, p. 289). In this regard, clinical settings can be important
locations for interventions that specifically target high-risk children and youth (Gillham et al.,
2006, p. 204). Primary care facilities that serve high volumes of young people may also be more
effective in detecting elevated symptoms of depression. Detection of risk can occur either by
observing the number of times a young person visits their health practitioner (which typically
occurs more frequently among depressive youth in comparison to their peers) or by utilizing
symptom checklists that can then be used to refer youth to specialised programs (Gillham et al.,
2006).
Conversely, others have argued that school-based settings may reduce or circumvent the
stigma associated with accessing mental health interventions among some populations. It has
been noted, for instance, that immigrant and refugee parents are often more receptive to
school-based mental health programs, often viewing these services as a less stigmatizing venue
for treatment than clinics (Abdullah & Brown, 2011; Kia-Keating & Ellis, 2007, p. 29; Lustig, KiaKeating, et al., 2004; Ellis et al., 2010). 15 School-based settings can also serve as important sites
for delivering culturally appropriate interventions to ethnic minority populations (Kataoka et al.,
2003; Rousseau & Guzder, 2008).
There is also evidence to suggest that positive school environments may help to improve a
young person’s mental health. One study, conducted among recently arrived Somali youth to
the United States, utilized the Psychological Sense of School Membership (PSSM) scale
(Goodenow, 1993) to assess school belonging (i.e., the level to which the youth felt they fit into
their school environment) (Kia-Keating & Ellis, 2007). The results indicated that school
belonging was associated with less depression and higher levels of self-efficacy, but had less
association with posttraumatic stress severity. As the authors observe, these preliminary
findings suggest that additional research is needed to examine how improving school
experiences can be used to continue developing school-based mental health programs for
young refugees (Kia-Keating & Ellis, 2007, p. 29). In addition, there is also greater room to
examine the ways in which different settings such as schools, communities, and clinics impact
the outcomes of interventions, and whether a certain setting creates or mitigates stigma.
In many cases, however, these psychoeducational supports are not always readily
available. Among immigrant and refugee children and youth arriving to Canada, for instance,
institutional barriers, limited sensitivity to cultural considerations, and long wait lists have
ensured that treatments for past traumatic events are often accessible only after these children
and youth have begun to exhibit symptoms of distress (Cottrell & VanderPlaat, 2011, pp. 20–21;
David Este & Ngo, 2011, p. 42; Rossiter & Rossiter, 2009, p. 417; Hieu Van Ngo, 2009, p. 89).
Existing services continue to focus predominantly on social and educational supports to aid
15

Of course, this stigma is not unique to refugee and immigrant populations alone (Teagle, 2002). It is important to
note that ethnic minority populations respond to mental health services with varying degrees of acceptance
(Abdullah & Brown, 2011, p. 934).
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acclimatization and adaptation, thereby failing to address such deeper issues as acculturative
gaps, trauma, racism, and institutional discrimination (Van Ngo, 2009, p. 89). As a result,
immigrant and refugee families often describe their experiences with child protection services
in negative terms (Maiter & Stalker, 2011, p. 144). Similar conclusions have also been found
relative to the experiences of runaway children and youth (Kidd, forthcoming), juvenile
delinquents(Miller et al., 2012), and those within the child welfare system (Leathers, 2006).
ii. Relational Preventive Interventions
Relational selective and indicated preventive interventions aim to address the challenges
currently facing children and youth by targeting familial, intimate, or peer-based relationships.
Family-centred preventive interventions focus on families facing adversity in order to build on
family strengths, promote positive childhood development, and prevent or reduce familial
violence (Spoth, Kavanagh, & Dishion, 2002, p. 146), and have been linked to reductions in the
behaviours of high risk youth, such as depression and suicidal behaviour (Wolchik, Sandler, &
Millsap, 2003), dating violence (Wolfe et al., 2003; Wolfe, 2009), substance abuse, and poor
performance at school (Henry, 2012; Patrick Tolan, Gorman-Smith, & Henry, 2004). There is
also evidence to show that targeting family relationships during early adolescence and middle
school is most effective in terms of reducing the risks for youth who are prone to aggression
(Henry, 2012; Wolchik et al., 2003). Among children with multiple and severe disabilities, an
approach called Family Centred Care has been developed to address the needs of both the child
and the psychosocial impacts of the child’s disability on the family, such as increased levels of
stress and an elevated risk of depression (Dunst, Trivette, Davis, & Cornwell, 1988; Tomasello,
Manning, & Dulmus, 2010; Trute, Hiebert-Murphy, & Wright, 2008).
It has been noted, however, that there is a need to tailor family-based preventive
interventions to different cultural backgrounds (Fawley-King, 2010; Lustig, Kia-Keating, et al.,
2004; Thompson, Kost, & Pollio, 2003). For instance, one study examining youth shelters in the
United States found that runaways from ethnic minority groups were less likely than white
runaway youth to see successful outcomes emerging from family reunification efforts, pointing
to a need to build cultural sensitivity into such programs (Thompson et al., 2003, p. 302). Within
the mental health literature, however, there has been little effort to date in identifying which
interventions can be easily replicated across a variety of socio-cultural contexts, and which are
suited to specific groups (Weine, 2008, p. 521).
For refugee populations, in particular, the role of family has been recognized as being
integral to a young person’s recovery after being exposed to war or displacement (Betancourt
& Williams, 2008; Lustig, Kia-Keating, et al., 2004; Weine et al., 2006). Nonetheless, despite the
growing awareness of the importance of implementing family-focused interventions for refugee
children and youth, there is often a tendency for clinically-based interventions to isolate
parents from the treatment process by focusing solely on the young person’s mental health
needs (Weine, 2008, p. 516). Moreover, even when family-based therapies are available to
refugee populations, clinicians may often overlook the strengths of families in their attempt to
address family conflict, loss, and violence (Weine, 2008, p. 516).
Among military families relational preventive interventions have been designed to address
the family stress associated with parental absence, frequent moves, and the potential
traumatization of caregivers (Lester et al., 2011). Through the delivery of psychoeducation,
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effective parenting practices, goal setting, problem solving skills, and family communication
techniques, these interventions have been shown to have a positive impact on emotional and
behavioural adjustment, coping skills, and measures of psychological distress among both
parents and children (Lester et al., 2012, p. S53; Saltzman et al., 2011). Similar programs have
been tested across immigrant families (Fawley-King, 2010), refugee children and youth
(Dybdahl, 2001; Weine et al., 2006), Aboriginal families (Holland, Gorey, & Lindsay, 2004),
homeless families (Spinney, 2012), and those at risk of abuse and neglect (Shlonsky et al.,
2009).
Case Study 4: Promising Research – Youth Coffee and Family Education and Support (CAFES) –
Using a Family Centred Framework to Deliver Culturally Sensitive Preventive Interventions to
Refugee Families

THE INTERVENTION
This family-focused research program designed, implemented, and evaluated several multiple-family
group interventions with Bosnian and Kosovar refugees in Chicago who had experienced adverse
consequences resulting from war, displacement, exile, and urbanization. The first intervention, known
as CAFES (Coffee and Family Education and Support), was conducted with Bosnian refugees and
involved a community-based, time-limited, multiple-family education and support group for survivors
with PTSD and their families. These sessions were implemented in community settings and included
trained members from the Bosnian community who acted as facilitators. The researchers then
adapted CAFES to focus on early and middle adolescents and their families (Youth CAFES), and
conducted a feasibility pilot with qualitative assessments. The group sessions were created with a
participatory and collaborative design to identify the needs and concerns of the youth and their
families. These group sessions included topics such as school, family values, and living in an urban
area.
OBJECTIVES
To work with traumatized newcomer populations in facilitating family functioning and implementing
culturally sensitive interventions.
TARGET POPULATION
Youth CAFES is a multifamily education and support group for Bosnian refugees in Chicago focused on
families of early and middle adolescents (aged 11–15 years).
COMPONENTS
Using a family values-centred framework, this intervention focused on identifying themes that were
viewed as being integral to the beliefs of the young participants so as to provide services that were
both culturally and socially meaningful. Group sessions were organized around the following major
themes: family values (such as keeping traditional values, having a strong work ethic, and placing
children at the centre of every decision); contextual factors related to their home-country (such as
religious traditions, family togetherness, and war memories); and refugee-related factors (such as
economic opportunities, American culture, and disappointments related to school).
OUTCOMES
Uncontrolled post-intervention assessments demonstrated increases in social support and mental
health services utilization. Improvements were also found with the participants’ knowledge of
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trauma, mental health attitudes, and family hardiness.
LESSONS LEARNED
The family-values centred framework provides an interesting and unique example of a socioecological preventive intervention that draws on family strengths and resilience as means of
delivering culturally sensitive ways of helping refugees to overcome war-related trauma, access
necessary mental health services, and establish meaningful relationships with community and family
members (Weine, 2008).

iii. Contextual Preventive Interventions
These ecological interventions, typically employed at the school and community level,
more broadly target populations identified as at risk of developing future mental health
problems. Contextual preventive interventions are used for rehabilitating the general
population rather than addressing individual impacts, and are often employed in the aftermath
of mass violence or trauma such as armed conflict or disaster. Also known as psychosocial
interventions, these approaches prioritize the application of culturally specific therapies that
are directed towards the particular needs of a community (Betancourt & Williams, 2008, p. 39).
This approach is particularly useful in its ability to offer a more nuanced way of working with
different populations, specifically with cultures that view healing as a process that occurs at the
community level, as opposed to that of the individual. With respect to children and youth,
these types of intervention focus on drawing out the protective factors and resources that
contribute to increased resilience, viewing family, caregivers and community as the key
components to improving the coping mechanisms of children and youth (Kalksma Van-Lith,
2007, p. 5).
Preventive interventions implemented at these levels may therefore involve communitybased, psychosocial supports designed to “restore the environment” following a traumatic
event (Betancourt & Williams, 2008, p.40). Within settings of war and displacement in
particular, such interventions are also used to help affected populations cope with the daily
stressors and challenges associated with their present environment. They can include general
psychoeducational support (W. R. Saltzman et al., 2003b, p. 329), emergency education
(Betancourt, 2005, p. 310; Bragin, 2005; Gupta & Zimmer, 2008, p. 212), sports, arts, and other
structured recreational activities (Gupta & Zimmer, 2008, p. 212 ; Kalksma Van-Lith, 2007, p. 6;
Loughry et al., 2006, p. 1212), or various community rebuilding projects (Wessells & Monteiro,
2003), all designed to normalize structure and routine within these challenging environments
and thereby prevent the onset of future mental health problems. Observed benefits include
improvements in daily life, meaningful activity, and optimism, increased parental and social
support, and reductions in emotional and behavioural problems (Betancourt, 2005; Bragin,
2005; Gupta & Zimmer, 2008; Loughry et al., 2006; Wessells & Monteiro, 2003). These
evaluations, however, are often subject to methodological flaws as a result of the difficulties
associated with conducting researching in these challenging environments (Jordans et al., 2009,
p. 10). Moreover, the outcomes of these preventive interventions are typically harder to assess
as they often address collective ecological measures as opposed to individualized measures of
distress (Betancourt & Williams, 2008, p. 42).

69

CYCC Network  April, 2013  http://cyccnetwork.org/violence

c. Trauma-focused Treatment Interventions

In contrast to the above approaches, treatment programs employed among children and
youth are more individualized and psychiatric in nature, and incorporate a wide range of
therapies and clinical interventions. They typically involve individual, familial, or group sessions
based out of clinics, schools, or community organizations, all of which aim to reduce or alleviate
symptoms of distress. Compared to preventive and mental health promotion approaches, the
evidence base regarding the efficacy of these interventions (most notably those that are based
on cognitive therapies) is much more extensive (Tedeschi & Kilmer, 2005, pp. 230–231). This
can be attributed to the fact that the outcomes of these interventions, which often involve
reductions in externalizing (e.g., conduct disorders) or internalizing (e.g., PTSD, depression,
anxiety) behaviours, are directly correlated with their respective treatment and are thus easier
to measure and assess (Mitchell, 2011, p. 209).
Nonetheless, there is hardly a magic bullet when working with children and youth. Our
scoping review of the literature identified a number of trauma-focused treatment modalities
employed across the population groups surveyed, all of which have been shown to have varying
degrees of effectiveness in targeting specific mental health symptoms. It is also important to
note that, although our search revealed a strong evidence base for cognitive behavioural
therapies, substantially fewer assessments of other forms of trauma-focused therapies were
identified in comparison. As such, our discussion of cognitive behavioural therapies is much
more extensive and detailed than some of the other modalities presented in this section. This
gap in evidence suggests that there is a need for research to examine a wider variety of lesserknown trauma therapies and their impacts on young people. Moreover, the following list of
interventions, far from representing an exhaustive compilation, provides a snapshot of the
array of approaches, modalities, and tools that are used by practitioners to treat the trauma of
children and youth who have been exposed to violence.
i. Psychological or First-response Debriefing
Psychological debriefing is often employed soon after a traumatic event has occurred, and
is referred to as a form of early intervention, or “psychological first aid” (Cohen et al., 2000,
p.32). This approach is typically delivered one to two days after a traumatic event has occurred,
and is used to relieve psychological distress by clarifying the facts surrounding the incident in
order to normalize reactions and provide individual counseling and simple problem-solving
techniques (Cohen et al., 2000, p. 32). Although commonly applied to adults in the aftermath of
disasters and incidences of mass violence, and among soldiers during or after war, there are
comparatively few studies that have assessed the efficacy of this approach for traumatized
children and youth exposed to violence (Rose, Bisson, Churchill, & Wessely, 2002; Wethington
et al., 2008, p. 297).
While an essential component of many interventions, there is considerable debate
regarding the efficacy of psychological debriefing. Two systematic reviews considering the
effectiveness of these interventions in treating traumatized individuals more generally found
that they were either ineffective or even potentially harmful to participants (Rose et al., 2002;
Wethington et al., 2008, p. 297). Other studies suggest that asking participants to revisit a
traumatic incident without providing them a means to resolve their experience may increase
the potential risk of secondary traumatization or even increase the severity of the symptoms
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experienced (Litz, Gray, Bryant, & Adler, 2002, p. 122 ; Wethington et al., 2008, p. 297). The
limited research on how this approach can be adapted for young people further raises
questions about its appropriateness for children and youth (Szumilas et al., 2010). Despite such
cautionary evidence, this approach continues to be applied in school settings after a traumatic
event such as suicide, accidental death, or other school-related emergencies (Litz et al., 2002;
Szumilas et al., 2010, p. 883).
Some effort has been made to adapt first response debriefing to young people. In 2006, for
instance, the Psychological First Aid Field Operations Guide was developed by the United Statesbased National Centre for Post-Traumatic Stress Disorder in collaboration with the Child
Traumatic Stress Network to assist practitioners in addressing the immediate mental health
needs of children, youth, and their families in the aftermath of a disaster or an incidence of
terrorism (Vernberg et al., 2008, p. 382). Our scan of the literature also yielded one recent
study that did not deal specifically with exposure to violence, but had applied psychological
debriefing as an intervention for the children of illegal migrants who were facing deportation
(Meir, Slone, Levis, Reina, & Livni, 2012). This study found that psychological debriefing was
effective in reducing anxiety and depression among the children involved, but, as the authors
note, follow-up would be needed to assess its long-term impacts on the young participants
(Meir et al., 2012, p. 304). It is apparent that more research is needed to better understand
how disclosure impacts the well-being of children and youth who have experienced a traumatic
event.
Case Study 5: Promising Research – The Safe Horizon-Yale Child Study Center Partnership – Child
& Family Stress Intervention
THE INTERVENTION
For over two decades clinicians at the Yale Childhood Violent Trauma Center collaborated with law
enforcement and child protective service partners to respond to children, youth, and families exposed
to violence, abuse, and other traumatic events. Staff realized that there was a gap between the
delivery of crisis intervention services after a traumatic event and the need for follow-up and
treatment to address longer-term psychological distress. Recognizing that support was urgently
needed for both youth and the guardians attempting to manage their children’s symptoms and
behaviours over the longer term, they developed the Child and Family Traumatic Stress Intervention
(CFTSI). CFTSI is a four-session, caregiver–child Intervention designed to prevent posttraumatic stress
disorder (PTSD) and is provided within 30 days of exposure to a potentially traumatic event.
TARGET POPULATION
Children and youth aged 7-17 years of age who have been recently exposed to violence—such as
physical or sexual abuse or other types of traumatic events—and their caregivers.
OBJECTIVES
 To improve screening and identification of young people impacted by traumatic stress;
 To reduce negative reactions or symptoms related to the traumatic event;
 To work with caregivers and the child or youth to facilitate communication and emotional
support;
 To teach and practice coping skills that will help to lessen the young person’s trauma;
 To identify and address external risk factors and practical needs (e.g., safety, legal issues, medical
care);
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 To assess the young person’s longer term treatment needs.
COMPONENTS
Session 1 - Caregivers only: introduction to CFTSI; assessment of caregiver mental health;
identification of key problems; setting of goals; and provision of psychoeducation tools;
Session 2 - Child/Youth only: introduction to CFTSI; trauma symptoms survey; emotional support;
demonstration of relaxation techniques to child/youth
Session 3 - Child/Youth only: review of symptoms and signs of change; support given to normalize the
young person’s feelings; practice run of relaxation techniques; review of coping strategies
Session 4 - Caregiver and child/youth: review of symptoms, progress, and development of parentchild support and communication strategies
OUTCOMES
A randomized controlled trial (RCT) on CFTSI was completed in 2009. The trial found that children and
youth receiving CFTSI were 65% less likely than the control group to meet criteria for full PTSD at a 3month follow‐up and 73% less likely to meet combined criteria for partial and full PTSD at a 3-month
follow‐up.
LESSONS LEARNED
 Youth at high risk for developing PTSD should receive early preventive interventions.
 Multi-level mental health interventions that incorporate prevention and treatment are highly
effective in identifying and treating mental health disorders.
 Secondary prevention interventions that focus on improving protective factors have promise.
 Emotional support by an adult caregiver is a primary protective factor for at-risk youth.
 Improving coping skills after a potentially traumatic event may reduce the development of PTSD.
 Collaboration with organizations that have contact with youth after a potentially traumatic event
is essential to delivering multi-level mental health interventions.

ii. Trauma-specific Cognitive Behavioural Programs
Trauma-specific cognitive behavioural therapy (CBT) techniques perhaps come closest to
representing a “standard of care” for children and youth exhibiting symptoms of PTSD or other
signs of trauma. This treatment has a substantial evidence base demonstrating the efficacy of
this intervention (Cohen et al., 2004; Deblinger, Mannarino, Cohen, & Steer, 2006; Kolko, 1996;
Nikulina et al., 2008, p. 1235; Silverman et al., 2008) and has been used among various
population groups (Campbell, Brown, & Okwara, 2011; Deblinger, Behl, & Glickman, 2012;
Ehntholt, Smith, & Yule, 2005; Jaberghaderi et al., 2004; Kolko & Swenson, 2002; Martsch,
2005). These interventions generally consist of psychoeducation to normalize reactions to
trauma, exposure therapy to habituate contact with traumatic cues, teaching of affect
awareness, and provision of coping skills to help children and youth identify and regulate
upsetting emotions and address behavioural problems and ongoing traumas (Cohen, Berliner, &
Mannarino, 2010; Cohen, Mannarino, & Murray, 2011; Nikulina et al., 2008, p. 1235).
Much of the foundational research on trauma-specific CBT among children and youth
focused on treating the impacts of childhood sexual abuse. Cohen and Mannarino have been
notably active in this regard, and have conducted a series of randomized trials comparing CBT
to other forms of intervention, including non-directive supportive therapy (Cohen &
Mannarino, 1996, 1997) and child-centred therapy (Cohen et al., 2004; Deblinger et al., 2006).
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In each case, the cognitive behavioural treatments reported greater improvements in PTSD
symptoms, depression, behavioural problems, and distress related to abuse, all of which were
maintained at six- and twelve-month follow-up assessments. These interventions were then
later modified to focus on children and youth exposed to physical abuse (Kolko & Swenson,
2002), on multiple types of trauma arising from child maltreatment (Smith et al., 2007), and to
address the mental health needs and coping skills of young people with addictions (Conrod,
Stewart, Comeau, & Maclean, 2006).
CBT interventions have been adapted for use among other population groups as well.
Narrative exposure therapy, for instance, has been employed among children and youth
exposed to war and displacement (Onyut et al., 2005; Schauer et al., 2004). This variant of CBT,
in which participants are asked to construct a detailed narrative of the traumas to which they
have been subject and their consequences, has been recognized as “particularly appropriate in
war and disaster” (Schauer et al., 2004, p. 19), owing to its relatively short duration, its capacity
to address the multiple traumatic events to which these children and youth have been subject,
and its high cultural acceptability stemming from its emphasis on story-telling. Closely linked to
this form of treatment is testimonial psychotherapy, in which the subject’s account of their
traumatic experience is recorded and revised until completed as a written document. With the
help of a therapist, this form of treatment also helps to locate the subject’s story within its
sociopolitical context (Ehntholt & Yule, 2006, p. 1204). Although commonly used among adult
survivors of torture and human rights abuses, this form of therapy among children and youth
has also been described through a series of case studies (Lustig, Weine, Saxe, & Beardslee,
2004).
Finally, eye movement desensitization and reprocessing (EMDR) therapy is also commonly
employed among children and youth who have been exposed to trauma. This form of
psychodynamic treatment requires patients to visually follow the movements of the therapist’s
fingers while recalling memories of the traumatic event, in order to help the subject to
differentiate between positive and negative cognitions. Adjusting for the age and
developmental level of the child, this treatment has been successfully adapted for children and
youth (Ahmad & Sundelin-Wahlsten, 2008, p. 131), and has had results comparable to those of
more traditional forms of cognitive behavioural therapy in reducing post-traumatic symptoms
(Jaberghaderi et al., 2004). One study of EMDR among traumatized refugee children and youth
similarly documented significant improvements in functioning levels and symptoms of distress
(Oras, De Ezpeleta, & Ahmad, 2004, p. 202).
Our search also found one study that assessed the use of EMDR on disaster-affected
children. Although not specifically focusing on violence in the aftermath of disaster, this study
provides a useful example of an integrated approach to preventing mental health disorder and
treating trauma in young people within a school setting. The intervention was aimed at children
who had previously received a school-based therapeutic treatment immediately after a
disaster, but had not shown any improvements with their trauma-related symptoms over the
course of three years. After being administered EMDR therapy, however, there were not only
significant reductions in the children’s PTSD-related symptoms such as anxiety and depression,
but the positive results of EMDR persisted after a six-month follow-up (Chemtob, Nakashima, &
Carlson, 2002, p. 109). The researchers concluded that, unlike most disaster-focused
interventions which typically provide treatment immediately after the fact but lack sustained
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follow-up, this intervention was particularly effective due to its sustained, multi-stage approach
to assessment and treatment in a post-disaster environment (Chemtob, Nakashima, & Carlson,
2002, p. 110). This suggests that, in addition to the type of intervention administered, sustained
follow-up and screening are valuable tools for treating trauma symptoms in young people.
Although most forms of CBT focus on the traumatized individual, some variants of this
approach have been expanded to incorporate family members and peers. Many CBT modalities,
for instance, work with caregivers in order to address the underlying issues affecting their
children’s traumatic experiences. Research has shown that parental /caregiver involvement can
be highly effective in reducing harmful trauma-related behaviours among parents towards their
children (Cohen et al., 2004, p. 8; Nikulina et al., 2008, p. 1235; Silverman et al., 2008, p. 162).
These relationship-based interventions in early childhood have also been found to be
particularly effective for children who have experienced multiple traumatic stress events
(Ippen, Harris, Van Horn, & Lieberman, 2011, p. 504). They may also help parents to cope with
their own trauma, to review relevant skills with their children, to introduce behaviour
management strategies, and to improve family communication (see the section on ChildParent/Family Therapies for further discussion).
Other evaluations, including at least two randomized controlled trials, have explored the
efficacy of group psychotherapy for the treatment of PTSD (Kataoka et al., 2003; Stein et al.,
2003). These approaches are particularly useful among children and youth who share common
experiences of trauma. Among the children of military families who face the realities of
frequent moves and prolonged separation from caregivers, cognitive-behavioural group
therapy has been found to be effective in helping children to cope with the distress and
aggression of a caregiver exhibiting symptoms of PTSD, in addition to reducing their own
aggressive behaviours (Barekatain et al., 2006). These approaches further promote shared
problem solving and friendship networks among socially isolated children and youth (Nikulina
et al., 2008, p. 1237), such as immigrant youth (Kataoka et al., 2003), unaccompanied refugees
(O’Shea, Hodes, Down, & Bramley, 2000, p. 193), and incarcerated youth (Rohde, Jorgensen,
Seeley, & Mace, 2004).
Group psychotherapy treatments are also commonly implemented among war-affected
children and youth as a result of the limited resources available within contexts of war. Several
evaluations of group-based work within these settings, including one randomized-controlled
trial (Bolton et al., 2007), have all documented reductions in posttraumatic stress, depression,
and grief among recipients (Layne et al., 2008, 2001; Saltzman et al., 2003b). One study among
this population, however, notes that treatment gains were not maintained at a two month
follow-up, although the authors suggest that these findings may have resulted from the brevity
of the interventions themselves (Ehntholt et al., 2005). Similar group-based interventions have
been employed among Aboriginal children and youth involved in the child welfare system, in
order to involve children and their caregivers in mutual dialogue and foster a sense of
community and strength in challenging settings (Brownlee et al., 2010, p. 110).
Finally, grief-specific modules, designed to help the subject cope with the additional
burden of bereavement and loss, have been incorporated into cognitive-behavioural
interventions. War-affected children and youth, in particular, have benefitted from these
modules, resulting in reductions in post-traumatic stress, depression, and grief-related
symptoms (Cox et al., 2007; Layne et al., 2008, 2001; Saltzman et al., 2003b). Pilot studies
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addressing the efficacy of CBT in treating childhood traumatic grief more generally have
similarly observed significant improvements in grief-related symptoms (Cohen, Mannarino, &
Staron, 2006).
Case Study 6: Promising Research – Cognitive Behavioural Intervention in Schools (CBITS) – An
Integrated Approach to CBT

THE INTERVENTION
CBITS is a collaboratively designed, 10-session group intervention based on a community-based
participatory research model, and is aimed at inner-city schools with diverse ethnic populations.
Originally designed to address symptoms of PTSD, anxiety, and depression related to community
violence exposure (Jaycox et al., 2012; S. Kataoka et al., 2003; Stein et al., 2003), this intervention has
also been used to treat children and youth following disasters (Cohen et al., 2009; Jaycox et al., 2010).
The intervention uses an integrated approach that combines psychoeducational components with
individual and group therapy sessions.
OBJECTIVES
 To work in collaboration with schools to prevent and treat violence in ways that meet the needs
of multicultural populations;
 To reduce symptoms of PTSD and depression among young people exposed to violence.
TARGET POPULATION
CBITS is conducted in a group format with 5–8 school children who have been exposed to community
violence, community-level disaster and/or have been identified as being at-risk of developing mental
health-related conditions such as PTSD and anxiety.
COMPONENTS
The treatment sessions include:
 An introduction (including an explanation of the treatment and reasons to participate);
 Education about stress and relaxation training;
 Sessions to help students understand fear and negative thoughts;
 Introduction of avoidance and coping;
 Cognitive coping strategies;
 Discussions on practical problem solving;
 Relapse prevention;
 Homework between sessions and the use of games to solidify the skills and techniques.
OUTCOMES
One RCT randomly assigned 61 sixth-graders to the early intervention group and 65 to a wait-list
delayed intervention comparison group. The CBITS intervention was delivered by school mental
health clinicians on school campuses to children exposed to community violence. It was found that
students in the early intervention group had significantly lower self-reported PTSD symptoms and
lower self-reported depression symptoms. Parents also reported less psychosocial dysfunction in their
children (Stein et al., 2003).
LESSONS LEARNED
CBITS is an excellent example of an adaptable school-based mental health preventive intervention
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model that has been applied to a variety of contexts concerning children and youth exposed to
violence. A key aspect of the success of CBIT is that the participatory-based collaboration between the
community and researchers has proven to be useful in giving clinicians and school staff a better
understanding the intervention needs of the target population. Secondly, and perhaps just as
important, another key signature of CBIT has been the model’s flexibility that allows it to be adapted
to the needs of diverse populations, while retaining the intervention’s core components. The
integration of psychoeducational training with therapeutic sessions has also proven to be a successful
model for helping lessen the trauma-related symptoms of participants. Finally, it has also been noted
that there is less stigma in implementing this intervention in comparison to clinic or home-based
settings.

iii. Arts-based, Expressive and Play Therapies
In some cases, the components of CBT may be used in conjunction with other forms of
treatment. Various types of arts-based or expressive therapies, for instance, have employed
playing, writing, art, music, poetry, drama, role-playing, dance, and other forms of selfexpression in helping children and youth to work through loss and trauma. These creative
expression techniques are particularly common among immigrant and refugee children and
youth (Lee & De Finney, 2004; Rousseau, Drapeau, Lacroix, Bagilishya, & Heusch, 2005;
Rousseau, Singh, Lacroix, Measham, & Jellinek, 2004) and those exposed to the trauma of war
(See, for example, Baráth, 2000; Bolton et al., 2007; Gordon, Staples, Blyta, Bytyqi, & Wilson,
2008; Gupta & Zimmer, 2008; Harris, 2007; Olij, 2005; Paardekooper, 2002; Thabet, Vostanis, &
Karim, 2005), who may otherwise have difficulty responding to treatment as a result of
communication or cultural barriers. Such interventions may take place in either a clinical setting
or with groups considered to be at higher risk of mental distress (Gordon, Staples, Blyta, Bytyqi,
& Wilson, 2008; Rousseau & Guzder, 2008, p. 538; Rousseau, Measham, & Nadeau, 2012, p.
13). Through experimental and control groups relying on pre- and post-test data, most have
reported success in alleviating effects of PTSD and associated emotional and behavioural
symptoms (Baráth, 2000; Rousseau et al., 2005; Rousseau et al., 2004). One randomized
controlled trial, however, showed no effect of a creative expression workshop compared to the
control group (Bolton et al., 2007), while another quasi-experimental design also observed no
significant impacts (Thabet et al., 2005). Additional research is clearly needed regarding the
efficacy of creative expression therapies.
Play therapies are believed to be helpful in linking a child’s internal thoughts to the world
around them. In facilitating a child’s interactions with concrete objects such as toys and games,
play therapy provides a safe and symbolic outlet for a child’s emotions while allowing them to
express their experiences in a non-threatening manner (Kot, Landreth, & Giordano, 1998, p.
20). As demonstrated by the following case study, play therapies are sometimes incorporated
into CBT programs to facilitate a child’s communication of serious issues such as trauma or
abuse (Wethington et al., 2008, p. 294). Examples of studies using play therapies include
children who were exposed to domestic violence and children living in homeless shelters (Smith
& Landreth, 2003; Tyndall-Lind, Landreth, & Giordano, 2001). However, there are few studies
that specifically examine play-based therapies for children and youth exposed to violence.
Moreover, one review that examined the efficacy of play therapies for children and youth
exposed to trauma concluded that there was insufficient evidence to determine the
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effectiveness of play therapy for reducing symptoms of PTSD among this population
(Wethington et al., 2008, p. 295), suggesting that more research in this area is required.
Case Study 7 – Promising Practice – Combining Trauma-focused Cognitive Behavioural Therapy
(TF-CBT) with Art and Play
THE INTERVENTION
TF-CBT is a child and parent psychotherapy treatment used
for children and youth who have significant emotional and
behavioural difficulties resulting from traumatic life events.
Staff at the Phoenix Centre for Children & Families in
Pembroke, Ontario, help the young people to construct trauma narratives that will aid the recovery
process, the articulation of feelings, and communication between the parent and child/youth about
the traumatic event. In order to engage the young people, facilitate expression, and take the “serious
edge off,” as one therapist from the centre explained, play and art activities are also incorporated.
The centre has had great success with this model, and since 2008, has applied it to approximately 300
cases.
OBJECTIVE
The intervention aims to teach young people and their parents new skills that will help them to
process, manage, and resolve distressing feelings related to their trauma, and to enhance the young
person’s safety and growth by improving parenting skills and family communication.
TARGET POPULATION
Children and youth aged 3-18 who have experienced single or multiple traumatic events, including
sexual abuse, family violence, and traumatic grief.
ACTIVITIES
Depending on the individual case and age of the client, the practitioners may combine TF-CBT with
play or art therapy. Scrapbooking, for example, is a form of art therapy that is used by the center to
help the children to keep a journal or scrapbook of important life events and explore ideas of personal
value (Karns, 2002, p. 41). Key resources that are used for these activities include Resolution
Scrapbooking Techniques for Victims of Sexual Abuse (Hindman, 1989) and the book, Paper Dolls and
Paper Airplanes: Therapeutic Exercises for Sexually Traumatized Children (Crisci, Lowenstein, & Lay,
1998).
OUTCOMES
The Child and Adolescent Functional Assessment Scale (CAFAS) was used to assess the treatment
outcomes for a total of 99 children and youth aged 6-17. Results indicated that the treatment
significantly reduced the traumatic distress of the involved children and youth, as well as rates of selfharm and substance abuse.
LESSONS LEARNED
 Practitioners at the centre have found TF-CBT to be a clear and easy-to-follow model that has the
added advantage of being flexible enough that other therapies can be incorporated to meet the
individual needs of clients.
 Incorporating play–based activities into the model was found to be helpful by the therapists in
facilitating dialogue and expression on serious topics among the traumatized.
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 Practitioners at the centre have found TF-CBT to be especially helpful for young people who use
avoidance as a way to cope with their trauma.
 TF-CBT was found to be most effective when the parents were supportive of the process and
were willing to receive therapy themselves.

iv. Child-parent / Family Therapies
Family therapeutic interventions involving both parents and their traumatized children are
also common across the surveyed population groups. These treatments are typically used for
children and youth exposed to maltreatment by their parents or caregivers, and can include
parent-child interaction therapy (Chaffin et al., 2004; Timmer, Urquiza, Zebell, & McGrath,
2005; Timmer et al., 2006), multi-dimensional treatment foster care (Chamberlain, 2003;
Chamberlain et al., 2008), or kinship care (Winokur et al., 2009), among others. The outcomes
of these treatment modalities have been tested through randomized controlled trials and
replicated in multiple countries, and have been found effective in improving caregivers’
interactions with their children, reducing children’s symptoms of externalizing disorders, and
lowering the risk of renewed abuse (Fawley-King, 2010, pp. 295–297).
Other treatment programs have specifically engaged parents in order to improve parenting
practices and provide the tools that allow parents to help their children cope with trauma.
Based on a total of seven studies of variable quality, one meta-analysis exploring the effects of
these parenting programs on reducing the risk of physical abuse concluded that there is
insufficient evidence to support their use, although it acknowledged that there are few other
interventions with better empirical support (Barlow et al., 2008). Other studies have explored
the effects of parenting programs on reducing the risk of youth violence (Myers et al., 2000),
and in helping children and youth exposed to trauma cope with their distress. One notable
randomized controlled study conducted among internally displaced families in Bosnia and
Herzegovina worked specifically with mothers through weekly group sessions, in order to
explore the subsequent effects on the psychosocial functioning of their children (Dybdahl,
2001). Using therapeutic discussion groups and a curriculum designed to improve maternal
mental health and reinforce mother-child interactions, this intervention was found to
successfully reduce the trauma symptoms of mothers and improve their children’s psychosocial
functioning and mental health as a result (Dybdahl, 2001, p. 1227). In some cases, the child or
youth is encouraged to write a trauma narrative that helps to identify his/her feelings to the
therapist, which can then be communicated to the parent. This approach has also been
replicated with a variety of populations, including Latino and African American groups (FawleyKing, 2010, p. 295) and children exposed to terrorism (Kolko et al., 2010, p. 469) .
Parent–Child Interaction Therapy (PCIT) differs from TF-CBT in that it is a more interactive
child and parent therapy that focuses less on internalizing symptoms and more on enhancing
the ways in which children and their parents behave with one another (Fawley-King, 2010, p.
295). This intervention consists of a session based on child-directed interaction and a session
that focuses on parent-directed interaction. Parents learn to observe their child’s behaviour,
and are taught to praise them in an appropriate and effective manner. This intervention has
been found to have positive effects on caregivers with a history of maltreatment and has been
shown to lower the risk of abuse in such families (Fawley-King, 2010, p. 295; Timmer, Urquiza,
Zebell, & McGrath, 2005; Timmer et al., 2006). Child-Parent Psychotherapy (CPP), closely
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related to PCIT, is an empirically-based treatment that allows children up to six years of age and
their primary caregivers to participate jointly in therapeutic sessions The objective is to reduce
a child’s traumatic stress responses to violence exposure by improving the parent’s capacity to
care for their child’s emotional and developmental well-being. CPP has been successfully
applied to preschoolers exposed to domestic violence (Ippen et al., 2011), maltreated infants
(Cicchetti, Rogosch, & Toth, 2006), and culturally diverse groups of foster care youth (Weiner,
Schneider, & Lyons, 2009).
A less-researched example of caregiver involvement in trauma treatment is the
Intergenerational Trauma Treatment Model (ITTM)—an intervention that incorporates
psychoeducational, attachment-informed, and cognitive behavioural strategies in order to
directly address issues related to intergenerational trauma. This model is premised on the
understanding that caregivers of traumatized children may themselves have histories of chronic
and/or unresolved trauma that can unintentionally be passed on to their child. Thus, in addition
to directly treating a child’s trauma, ITTM also aims to intercept parental transmission of
trauma by focusing on activities that improve caregivers’ capacity to cope with and address
their symptoms of distress (Copping, Warling, Benner, & Woodside, 2001, p. 468). Although the
application of ITTM is not widespread, it has been applied to children and youth who have been
victims of inter-familial violence and those exposed to the child welfare system in Canada
(Copping et al., 2001). Research on the efficacy of this intervention is still in the preliminary
stages (Scott & Copping, 2008, p. 281); however, one pilot study involving 52 families who were
receiving ITTM therapy and had contact with child mental health services has shown some
promising results. This study found that for 27 families, receiving treatment through ITTM was
linked to significant reductions in parental depression and caretakers’ reports of their children’s
behavioural problems (Copping et al., 2001, p. 473).
v. Psychopharmacology
The literature on psychopharmacological treatments used among children and youth
exposed to trauma is limited (Nikulina et al., 2008, p. 1238). In one randomized controlled trial,
sertraline was added to trauma-focused cognitive behavioural therapy and compared to a
control using only CBT (Cohen, Mannarino, Perel, & Staron, 2007). The authors found only
minimal evidence suggesting any additional benefits from the sertraline, and thus
recommended employing traditional therapeutic approaches prior to administering medication
(Cohen et al., 2007, p. 817). Given their limited evidence base, psychopharmacological
treatments are rarely employed as a first-line intervention in treating children and youth
exposed to trauma, and are often considered a last resort (Ehntholt & Yule, 2006, p. 1205).
d. Additional Trauma-Informed Therapies
There are many more mental health interventions aimed at treating children and youth
who have been exposed to violence than can be addressed in this review. While it is beyond the
scope of this report to provide an exhaustive description of all of these efforts, in this section
we briefly highlight some additional trauma-informed therapies that are less prevalent in the
literature (and, in some cases, arguably less conventional) but nevertheless provide some
innovative and promising approaches to addressing the mental health needs of young people
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who have been exposed to violence. These therapies include equine-assisted therapy and
mindfulness-based interventions.
i. Equine-assisted Therapy
Animals have long been acknowledged to have a therapeutic effect on humans. Most
notably, equine-assisted therapy, a therapeutic approach that includes horses as the key
component of recovery from psychological distress, is receiving growing interest among
researchers as a mental health intervention for children and youth within a variety of
challenging contexts (Yorke et al., 2012, p. 7). Some studies, for instance, have found
therapeutic horse-riding to be an effective method for treating children exposed to interfamilial violence (Schultz, Remick-Barlow, & Robbins, 2007), and in treating severe behavioural
and emotional issues among adolescent boys (Ewing, MacDonald, Taylor, & Bowers, 2007).
Other studies, however, have found little to no improvement in mental health outcomes (Davis
et al., 2009; Yorke et al., 2012, p. 7). One meta-analysis examining the impacts of equine
assisted therapy on children’s stress levels concluded that while there is some compelling
preliminary evidence for the efficacy of equine-assisted therapies in addressing the mental
health needs of traumatized children and youth, more longitudinal studies are needed to fully
understand their impact (Yorke et al., 2012, p. 14). It is also important to consider that, as with
many of the interventions presented in this report, the numerous other contexts in which
practitioners apply such therapies often remain undocumented. For instance, through personal
communication with The Phoenix Centre for Families & Children, we discovered that the centre
has been using equine-assisted therapy as a mental health intervention to address trauma and
improve familial relationships among the children of military families, a method that is rarely
seen in the literature. One staff member indicated that they had seen remarkable positive
outcomes with equine therapy for addressing trauma with families that had otherwise been
unresponsive to conventional counselling and treatment methods. This suggests that there is
certainly more room to examine how this therapy has been used and applied among
practitioners working with traumatized children and youth.
ii. Mindfulness-based Therapies
The concept of mindfulness is derived from Eastern-based spiritual and philosophical
systems of thought (such as Buddhism) and has been adapted by Western psychotherapies as a
means of relieving symptoms of psychological distress. This can be achieved by showing
individuals how to observe their patterns of thought without personal judgment or selfcriticism (Bishop et al., 2004, p. 232; Kabat-Zinn, 2003). Mindfulness-based therapies may
typically involve breathing exercises, meditation, and/or yoga with the intention of heightening
an individual’s sense of awareness and increasing resilience to distress (Harnett & Dawe, 2012).
Over the past two decades, there has been increasing interest among practitioners and
researchers in incorporating mindfulness-based practices into mental health interventions and
psychotherapies aimed at treating traumatized children and youth (Harnett & Dawe, 2012, p.
195). While many of these therapies focus on treating the child or youth, there are also
interventions that incorporate such practices for the caregivers of those in distress so as to
facilitate mindful parenting (Dawe & Harnett, 2007; Duncan, Coatsworth, & Greenberg, 2009).
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This is an area that has clearly received a great deal of interest among mental health
researchers and practitioners alike and merits further research. One systematic review of
mindfulness-based interventions examined 24 studies since 2009 that incorporated such
therapies for children and youth with symptoms of psychological distress, and concluded that
although these practices showed varying degrees of success, they nevertheless indicated
promising results for creating positive mental health outcomes (Harnett & Dawe, 2012, p. 195).
At the same time, the authors also noted a need of greater methodological rigour in evaluating
the outcomes of mindfulness-based therapies targeting children and youth (Harnett & Dawe,
2012, p. 195).
Mindfulness-based therapies have also been used in clinical settings (Dawe & Harnett,
2007), schools (Broderick & Metz, 2009), and among caregivers of children involved in
protection services, young people exposed to war and disaster (Catani et al., 2009), and
children and youth affected by HIV-AIDs (Sinha & Kumar, 2010). One study examined the effect
of regular hatha yoga practice (a form of trauma-sensitive yoga) on distressed adolescents who
were exposed to maltreatment and violence while in residential treatment (Spinazzola, Rhodes,
Emerson, Earle, & Monroe, 2011). Although the study yielded promising results for relieving the
symptoms of distress among participants, it noted the need for further rigorous evaluation
(Spinazzola et al., 2011, p. 441). In a RCT comparing meditation relaxation therapy against
narrative exposure therapy, researchers found that the meditation sessions far exceeded their
expectations in alleviating the traumatic symptoms of 31 Sri Lankan children affected by civil
war and the 2004 tsunami. At a six-month follow-up, 71 percent of those involved in the
meditation sessions had achieved full recovery (Catani et al., 2009, p. 1). Although It can be
concluded that mindfulness-based approaches are innovative and show much promise in their
ability to treat trauma, these interventions require further evaluation and replication across a
variety of contexts.

e. Integrated Approaches

The modalities described above are rarely used in isolation. Interventions employed among
traumatized children and youth often incorporate a range of components that include
prevention, treatment, and mental health promotion approaches, all aimed at either
preventing or reducing the symptoms associated with trauma or expanding individual, familial,
and community capacities to cope with adversity. Numerous studies have described multitiered mental health programs utilizing both psychiatric and psychosocial elements. De Berry
(2004), for instance, in exploring the interventions employed among war-affected and displaced
children and youth, describes a triangle to help visualize the three groups that may be targeted
in these environments:
At the top apex of the triangle is a small minority of the population who will suffer severe
and long lasting mental health consequences as a result of living through a time of war. At
the bottom, widest part of the triangle is the majority of the population, affected by war
and suffering its scars, but with the resources and health to recover. In the middle is a group
of people who have been made especially vulnerable by war, they are in danger of severe
mental health problems as a result but with some support and intervention can draw upon
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coping resources to heal their emotional wounds without seeking mental health care (De
Berry, 2004, p. 144).
Trauma-focused treatment interventions typically work at the apex of this triangle, while
preventive and mental health promotion interventions “assume that the majority of the
population has the resources to cope with their suffering” and thus aim to identify and improve
local sources of coping and resilience in order to generate improvements in general symptoms
(De Berry, 2004, p. 145). The latter may also be used to screen for individuals requiring a higher
level of mental health care (Betancourt & Williams, 2008, p. 41; De Berry, 2004, p. 144).
A multi-tiered approach to mental health care also has the potential to address the
multiple needs of high-risk children and youth. With regard to mental health interventions
aimed at runaway youth, for instance, it has been suggested that the effects of evidence-based
therapies do little to address symptoms of trauma if the young person continues to be exposed
to unsafe or risky conditions on a daily basis, such as lack of safe shelter, sexual violence, or
limited access to health services (Kidd, Forthcoming). As such, it is suggested that interventions
aimed at promoting positive mental health are better implemented through multi-systemic
collaboration that brings together community-based service providers to meet the individual
needs of a youth (Kidd, Forthcoming).
Evaluation of these integrated approaches, however, remains limited. One notable
exception is a randomized controlled trial documented by Layne et al. (2008), in which the
authors assessed the effectiveness of the first two tiers of a three-tiered, integrative mental
health program conducted among war-exposed adolescents in Bosnia and Herzegovina. The
two evaluated tiers consisted of the school-wide dissemination of psychoeducation and coping
skills (Tier 1) and the use of a trauma- and grief-focused group psychotherapy program (Tier 2).
Although the Tier 1 content was found sufficient to produce significant reductions in symptoms
of PTSD and depression across the school population, the Tier 2 intervention had the added
benefit of generating significant reductions in mal-adaptive grief reactions (Layne et al., 2008,
p. 1059). Taken together, the authors concluded that a multi-tiered mental health intervention
may be an effective and efficient method for delivering both broad support among an affected
population and specialized treatments for severely traumatized children and youth (Layne et
al., 2008, p. 1059). This form of multi-faceted evaluation, however, remains rare, most likely as
a result of the methodological challenges involved in evaluating the specific components of
these interventions.
Another example of such an approach is multi-systemic family therapy (MST), a multifaceted home and community-based intervention for families of youth with severe psychosocial
and behavioural problems. The therapy involves treatment teams consisting of therapists and
caseworkers, who are supervised by clinical psychologists or psychiatrists. A main component of
this therapy is collaborating with families, school, peers, neighbours, and community
organizations to identify the young person’s needs (Littell, Campbell, Green, & Toews, 2009). In
particular, a number of studies using MST have been conducted with young offenders (Burns et
al., 2000; Woolfenden, Williams, & Peat, 2002). The treatment is often individualized to meet
the needs of the participating child or youth, and may focus on creating cognitive and/or
behavioural change, improving school performance, enhancing communication skills and family
and peer relations, and/or extending social networks. One systematic review, however,
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concluded that accessing this treatment was costly, and that further research was needed to
determine the efficacy of the model on the mental health outcomes of at-risk youth (Littell et
al., 2009, p. 12).
Similarly, ecologically based family therapy (EBFT) is a program that has been adapted from
MST, and has been used with runaway youth with mental health-related substance abuse
issues. Taking a multi-faceted approach to mental health promotion, families of the youth are
directly involved with a counselor and are given access to a wide-range of services that are
based on the family’s needs, including behavioural, cognitive, and environmental interventions
(Slesnick & Prestopnik, 2005). A randomized controlled trial conducted among youth from a
local shelter and their families found that, in addition to improving family functioning and
psychological outcomes, EBFT significantly lowered substance abuse problems among this
population (Slesnick & Prestopnik, 2005, p. 277).
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Section 5: Conclusion
Violence against children and youth is a pervasive and multifaceted public health problem
that can manifest in various forms and settings regardless of age, gender, and culture. The
sources of violence against children and youth are equally diverse, and stem from the interplay
of a number of individual, relational, and contextual factors. As a result, there is an urgent need
to synthesize, share, and document the best practices and lessons learned in addressing the
mental health needs of young people exposed to violence. However, despite the wealth of
available evidence-informed practice, practice-based evidence, and local knowledge, there
continues to be limited collaboration between researchers, practitioners, and communities to
share and operationalize these different forms of knowledge. For example, while clinical tests
can set important standards for scientific rigour, the methods for evaluating program outcomes
are not always shared among researchers and practitioners working in different contexts. The
practice wisdom of practitioners, in turn, has been largely undocumented in spite of their frontline experience in working with children and youth. The potential of communities and young
people themselves also remains untapped, with implications for meaningful programing. Given
the complex mental health needs of children and youth living in violent contexts, the
persistence of these disciplinary and occupational silos may hamper our ability to identify
effective interventions and promote resilience among those who need the most help.
Through this knowledge synthesis process, we have identified a number of promising
interventions and programs employed among children and youth in challenging contexts. While
many of these approaches require further evaluation, they nevertheless provide important
lessons that can inform future work in the prevention and treatment of violence among
children and youth. There is promising evidence, for instance, that engaging youth and
communities in decision-making processes can help to ensure that the work being done is
culturally sensitive and resonates with vulnerable populations. Strengthening resilience,
nurturing healthy relationships, and teaching coping skills are also key components of mental
health promotion, and can be used in conjunction with various preventive or treatmentoriented techniques. It is clear that there is no shortage of good work being done to address the
mental health needs of children and youth in challenging contexts.
In contrast to the wealth of scientific evidence supporting the effectiveness of traumainformed interventions, however, both preventive and mental health promotion approaches
have a notably weaker scientific foundation. This gap may be due to the fact that
measurements of individual symptoms of distress are more easily captured than those that
address general psychosocial development. Our ability to develop standardized instruments to
assess the efficacy of these interventions may also be compromised by the range of modalities
through which they can be delivered. These challenges are further complicated when applying
the insights of practice-based evidence and local knowledge. As many of these efforts draw on
locally and culturally specific sources of knowledge, it is difficult to determine how, or even if,
they can be replicated in other contexts. There is thus a need to fund promising research and
practice initiatives that have shown positive results but require further testing across a variety
of populations and contexts.
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In moving forward, it is clear that a more comprehensive approach that draws on the
insights of researchers, practitioners, communities, and children and youth is needed in order
to strengthen our understanding of what works best in delivering mental health care to
vulnerable and at-risk young people. It is also imperative that such efforts move beyond a more
narrow focus on treating the symptoms associated with violence exposure, and consider the
multiple factors that can contribute to positive mental health outcomes. While clinically proven
mental health interventions, such as cognitive behavioural therapy, are urgently needed to
mitigate, alleviate, and treat trauma and symptoms of distress among children and youth
subjected to violence, these approaches will have limited effect if young people continue to live
in unsafe and risky environments. For this reason, a multi-level approach to mental health care
that involves the collaboration of multiple stakeholders and integrates primary prevention,
selective and indicated preventive measures, trauma-focused treatments, and, above all, the
promotion of mental health and resilience is required to ensure the lasting impacts of these
efforts.
To this end, an ecological framework that considers how a young person’s development,
mental health, and well-being is shaped by their interactions with their immediate surroundings
(such as family and peers) and social environment (school, community, society, and culture) is
vital to helping us better understand the complex nature of violence. It can also guide us in
drawing on these different levels to design interventions that will help children and youth to
build coping skills and resilience in the face of adversity and, when possible, to prevent the
recurrence of violence itself.
To conclude, a number of key insights, challenges, and promising research have emerged
from this knowledge synthesis process. These eight key insights are summarized below and will
be followed by recommendations that we hope will aid researchers, practitioners, and
communities to increase collaboration, share goals, and ultimately improve the safety and
positive adaptation of children and youth exposed to violence:
1. Integrated, multi-level approaches to mental health care are essential to addressing
the complex needs of children and youth in challenging contexts.
Rather than focusing exclusively on treating the effects of violence, mental health
programing among children and youth in challenging contexts should advance an integrated
approach that addresses the root causes of violence and incorporates mental health
promotion, prevention, and treatment. These mental health interventions should be continued
by long-term follow-up and measures to prevent violence from recurring. Similarly, in the
aftermath of such traumatic events as war, disaster, community violence, and violence at
home, measures that help to restore and normalize the young person’s immediate and social
environments can complement therapeutic treatments and should, whenever possible, be a
key component of rehabilitative mental health interventions.
Integrated, multi-level approaches to mental health care have much potential in addressing
the mental health needs of young people in a holistic manner. The synthesis process revealed a
number of multi-tiered mental health programs incorporating both psychosocial and psychiatric
elements. These aim to deliver general support among an affected population and specialized
treatments for severely traumatized children and youth. Typically delivered in stages, such
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programs begin with the provision of mental health resources for the general population (level
1), followed by screening and prevention programing for children and youth who are at-risk of
trauma (level 2). Finally, specialized mental health care treatment is provided for children and
youth who show clear symptoms of trauma and emotional distress (level 3). Although less
discussed in the literature, the maintenance of treatment (level 4) is equally important to
ensure that the child or youth has continued access to mental health resources and can live in
an environment that is free from violence.
2. An ecological approach can help to identify the risk and protective factors that
contribute to a young person’s well-being and mental health.
Given the complex nature of violence, an ecological approach that considers a young
person’s individual circumstances, personal relationships, and social context is crucial to
improving well-being, resilience, and mental health. This report has identified a number of
promising preventive and mental health promotion interventions that utilized this ecological
perspective. Many contained rehabilitative components, such as community-based supports,
psycho-educational activities, vocational opportunities, and skills training to normalize
individuals and communities after a traumatic event. Community engagement and culturallysensitive practices were also central to these interventions.
Strengths-based approaches to mental health care are particularly important to an
ecological perspective, as they focus on drawing out the untapped potential, strengths and
assets of individuals, families, and communities that can serve as protective factors to a young
person’s well-being. Programs that build nurturing, caring adult relationships, for instance, can
be crucial to both the prevention of violence and in helping children and youth to recover from
trauma after violence exposure. Building a young person’s resilience, by offering skills and
activities that help with problem-solving and coping in the face of adversity, also have much
benefit in promoting positive mental health. Such program components and activities are found
in many types of interventions, but often lack a coordinated framework for delivery that
involves multiple stakeholders. Moreover, there is a need for further documentation and
evaluation of the outcomes of strengths-based approaches to strengthen scientific rigour.
Given the challenges involved in measuring such indirect indicators as self-esteem, sense of
purpose and future, and social competence, there is a need for more standardized instruments
to assess the efficacy of these interventions. There are, however, some notable exceptions
identified in Chapter 4 that can serve as useful examples of multi-level strengths-based
approaches that have been evaluated for outcomes.
3. Despite a wealth of research on work being done with young people exposed to
violence, disciplinary silos continue to impede collaboration between researchers,
practitioners, and communities.
There is a strong need to incorporate multiple perspectives into research and practice that
will allow researchers, practitioners, and communities to identify and share the most
appropriate and effective interventions for vulnerable children and youth, while helping to
break down disciplinary silos. There is considerable tension, however, between the need for the
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scientific rigour (as advocated by researchers) and the importance of adapting interventions to
local contexts and assets (as advocated by practitioners and communities). Greater
collaboration between these stakeholders can help to address this divide, particularly by
working with practitioners to build their capacity for evaluation. Moreover, program outcomes
should be evaluated in light of a broader perspective of mental health that acknowledges the
intersecting causes of violence and the culturally relevant pathways to resilience. Most notably,
there is a growing literature base revealing the need to move beyond western conceptions of
treatment and illness towards a more culturally nuanced approach that recognizes how mental
health is perceived differently across different contexts.
4. Research shows that culturally sensitive interventions and efforts to build cultural
competence among practitioners and researchers are integral to delivering
meaningful, appropriate, and ethical mental health care to children and youth.
The challenge facing many researchers, practitioners, and communities is to develop
programs that are both empirically sound yet responsive to the unique needs, cultures, and
circumstances of individuals and communities. Evidence-informed practices, which typically
control for the influences of culture and context, are particularly in need of greater cultural
sensitivity. In this regard, participatory research methods hold considerable promise in their
ability to engage children and youth and their communities in identifying cultural values and
practices that can be incorporated into the design and implementation of mental health
programs. Researchers and practitioners must be equally sensitive to the diverse cultural
backgrounds of participants, service users, and clients. While the literature on culturally
sensitive mental health care is considerably larger than can be examined here, we identified a
number of programs that employed promising practices in this regard. For example, the help of
cultural brokers, such as elders or spiritual or religious leaders, were commonly enlisted to
facilitate communication between researchers, practitioners, and a child or youth. In Canada,
for instance, these brokers are often community members who are asked to help with
communicating and translating the needs of refugees, immigrants, and Aboriginals, among
others, in order to design mental health programs relevant to their cultural backgrounds,
values, and history. This report has also identified a number of studies exploring the efficacy of
traditional healing methods and approaches, all of which incorporate a more holistic
interpretation of mental health focusing on the mental, physical, social, and spiritual measures
of wellness.
Furthermore, because evidence-informed interventions may not always resonate with
diverse populations or reflect the complex circumstances of various challenging contexts, it has
been recognized that mental health care services and health care systems must strive towards
cultural competence within their organizations. The notion of culturally competent care has
been widely discussed in the literature, and numerous efforts have been made to outline
models and guidelines of care that move beyond western conceptions of treatment (Williams,
2010, p. 55). At the service delivery level, building cultural competence and enhancing the
capacity of staff to deliver culturally sensitive services requires training, provision of the
necessary tools and resources to work with diverse communities, sustained relationships with
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ethnic minority populations, and regular evaluation of organizational practices (Williams, 2010,
p. 56).
5. Participatory methods that engage children and youth and their families and
communities are essential to identifying local needs and assets that, in turn, can be
applied to the delivery of meaningful mental health programing to marginalized
populations.
Engaging community champions and involving the participation of children and youth are
essential to matching program elements to the local needs and assets of communities. In
addition to asking young people and their families about what works for them, participatory
methods that invite the collaboration of community leaders and traditional healers can be a
necessary component of successful mental health intervention delivery. At the same time, they
also serve as important tools for overcoming power disparities between children, youth, the
community, and researchers or practitioners. This report identified some promising
interventions that utilized community-based participatory methods in the design and delivery
of mental health programing; however, more work is needed in this regard as these processes
are rarely described in the literature. More research is required to better understand how
participatory frameworks can be applied to both the design and delivery of interventions and
how such approaches compare to other methods of research and practice.
6. Keeping children and youth safe from violence is equally as important as therapeutic
treatment in promoting positive mental health and alleviating the symptoms of
violence and trauma.
Children and youth who have been exposed to violence need to be protected from further
harm, violence, and stigma. While beyond the scope of this report, it is important to recognize
the role of primary prevention in promoting positive mental health for all groups, regardless of
their risk-status. This report has identified a number of secondary preventive and treatment
efforts that have incorporated child protection and violence prevention into their programing.
Psychoeducational activities, for instance, are a prominent component of many of the
interventions included in the report and are used to promote awareness of the effects of
trauma and to reduce stigma around mental health. Several programs also addressed the
symptoms of distress exhibited by caregivers, in order to alleviate the effects of secondary
traumatization on children and reduce the risk of child maltreatment. However, it is clear that a
more coordinated effort is needed to incorporate these protective measures into secondary
preventive and treatment-oriented interventions. Developing and funding multi-level,
integrated approaches to mental health care, as described above, is an important step towards
addressing the mental health needs of young people exposed to violence in a more holistic
manner. This includes working with practitioners and communities to provide safe spaces for
young people before, during, and after the provision of mental health programing.
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7. Ethical considerations are critical when working with vulnerable children and youth.
Due to the complexity and sensitivity surrounding issues of violence and trauma, it is
important to consider the ethical implications involved in working with children and youth in
challenging contexts. Most notably, the need to address the stigma surrounding mental health
issues is critical in the design of interventions. The setting in which these interventions are
implemented is particularly important in this regard. Some studies suggest that clinics can
provide more discreet ways of identifying and treating vulnerable children and youth, as they
can help to prevent these individuals from being identified by their peers. In contrast, other
studies contend that school-based settings can be highly effective in reducing stigma among
certain populations, primarily among groups who tend to view schools as a more socially
acceptable environment for mental health treatment. It is therefore worthwhile to further
examine how clinic-based and community-based settings differ in their mental health outcomes
and impacts among various populations.
Power disparities between researchers, practitioners, and vulnerable populations must also
be taken into consideration. Obtaining the consent of young people and their families and
communities is crucial to helping ensure that no further harm is done by research or practice.
Among researchers, counsellors, clinicians, and cultural brokers, it is imperative that guidelines
on confidentiality and ethical conduct are observed. As discussed in chapter 3, this entails
developing clear rules on how to deal with disclosure of violence and providing training to all
staff that may come in contact with young people. Finally, participatory research, with its
emphasis on transparency and collaboration, can be helpful in ensuring that outcomes are
reported back to communities and soliciting consent for the work that is being done.
8. Finally, while there is a growing amount of research on mental health interventions
designed for children and youth affected by child maltreatment, sexual and physical
abuse, neglect, homelessness, war, and organized armed violence, some challenging
contexts remain relatively under-researched.
More research is needed to better understand the mental health needs of young people
affected by various health-related challenges, exploitation through trafficking, and disaster. For
instance, a recent report by the World Health Organization estimates that 93 million children
with disabilities worldwide face the risk of violence. The occurrence of violence after disasters
has also been highlighted as an urgent problem that needs to be addressed. In the aftermath of
the 2010 earthquake in Haiti, for example, researchers found that children and women who
were residing in camps for internally displaced people were at the highest risk of interpersonal
and sexual violence. These findings highlight a pressing need to conduct more mental health
intervention and prevention research across these challenging contexts. Considerable work
thus remains to address these gaps in research and to find appropriate interventions. As
mentioned above, there is no need to reinvent the wheel; rather, interventions that have
shown promising results in other contexts may be usefully replicated in this regard.
Future directions
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Although this report has identified a wealth of promising interventions and practices that
address the mental health needs of children and youth who have been exposed to violence,
further dialogue and collaboration are clearly needed to break down the gaps that exist
between researchers, practitioners, and communities. In moving forward, the CYCC Network
aims to mobilize the findings and recommendations of this knowledge synthesis report to the
decision-makers who work with children and youth in challenging contexts, including
researchers, practitioners, communities, policy makers, and youth themselves. Disseminating
the findings of this synthesis report and connecting experts in the field will be crucial to
creating a forum for knowledge exchange, dialogue, and action to improve the well-being of
children and youth in challenging contexts in Canada and abroad.
Together the knowledge syntheses on violence, youth engagement, and technology
provide important snapshots of the work currently underway with children and youth in
challenging contexts. The next step will be to connect these themes in order to better
understand how technology and youth engagement can be used in working with children and
youth who have been exposed to violence.
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Section 6: Recommendations
Violence against children and youth is a pressing problem that affects young people,
families and societies all over the world, and requires the concerted efforts of multiple
stakeholders. The following recommendations reflect the need for a coordinated effort among
all those working with vulnerable children and youth, in order to develop an integrated, multilevel approach to preventing and treating the adverse mental health effects of violence. These
recommendations are thus addressed to a variety of stakeholders, including researchers, policy
makers, practitioners, service providers and communities.
Recommendation 1: Build integrated, multi-level approaches to mental health care.
Policy makers, researchers, practitioners, and communities should work together to develop
and fund a multi-level approach to mental health care and psychosocial support that can be
tailored to meet the diverse needs and contexts of children and youth.




Begin with primary prevention, and then follow up as needed. Start with the advocacy
and provision of mental health resources for the general population (level 1), followed
by screening and prevention programing for children and youth who are identified as atrisk (level 2). Follow up with referrals for specialized mental health care for children and
youth with clear symptoms of trauma and emotional distress (level 3). Finally, monitor
and follow the progress of the young person, and ensure that steps are taken to keep
them safe from further violence or harm (level 4).
Form partnerships. Researchers, policy makers, practitioners, service providers and
communities should create partnerships with others agencies, clinicians, schools,
researchers, and community leaders to mobilize their participation, knowledge, and
resources towards action. Goals and priorities should be shared and identified, creating
a streamlined effort to provide the best possible care for vulnerable children and youth.

Recommendation 2: Design and implement strengths-based programs that will enhance a
young person’s coping skills and resilience in the face of adversity.
Researchers, practitioners and communities should collaborate to design and deliver programs
that build a young person’s skills and strengths when faced with a challenging situation, and
consider how the protective factors in his or her social environment can be enhanced.
Vocational and skills-building opportunities can be as helpful as individual treatment if they
provide youth with opportunities to support themselves or their families.
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Adopt an ecological framework to understand risks and strengths. All those working
with children and youth should recognize that violence and mental health issues are not
individual problems, but rather are shaped by a young person’s interactions with his or
her environment (such as family, peers, community and society). Researchers,
practitioners and service providers should use an ecological framework to identify risks
and sources of support for young people. Whenever possible, they should engage young

CYCC Network  April, 2013  http://cyccnetwork.org/violence







people and their families, friends and community in the treatment and rehabilitation
process.
Reinforce and build healthy and supportive relationships. Practitioners and service
providers should offer programs and services that reinforce supportive relationships
between the young person and their caregivers, peers, teachers and community. Having
a supportive and caring environment can play a key role in a young person’s recovery
after experiencing a traumatic event.
Help caregivers to address their own trauma. Following the above point, practitioners
can provide the tools and means for caregivers to deal with their own distress and
trauma. A caregiver’s well-being is essential to improving parent-child relationships.
Provide vocational and recreational opportunities that build resilience. In addition to
treating symptoms of trauma, practitioners and service providers can provide vocational
and skills-building training, or recreational and expressive opportunities (such as dance,
yoga, play, or art), that normalize a young person’s routine and help to build resilience.
Researchers should further strengthen the evidence base for vocational and
recreational therapies by assessing their outcomes and sharing results with
communities of practice.

Recommendation 3: Collaborate with communities of practice to evaluate, document and
share evidence-informed practice, practice-based evidence and local knowledge.
There is a clear need for researchers, practitioners and communities to document and evaluate
effective practices in working with young people affected by violence. Both practice-based and
local knowledge should be used to strengthen the evidence base for promising and clinicallyproven practices. Likewise, evidence-informed practice should be used to inform the work of
practitioners and communities. Organizations, researchers, practitioners, and communities
should work collaboratively to share and exchange knowledge regarding best approaches and
tools to promoting positive mental health outcomes for children and youth exposed to
violence.
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Monitor and evaluate program outcomes. All practitioners and service providers
should incorporate monitoring and evaluation into their research and programming.
Organizations should build sustainable evaluation strategies into their programs,
given the resources that are available. An organization may start by seeking out
opportunities for training that will build staffs’ knowledge about evaluation
techniques and tools. They may also document barriers to success and lessons
learned that can a) be shared with others in the field and b) be transferred to local
communities to build their capacity for program development. Researchers and
other practitioners who have expertise in evaluation methods should work with
others in the field to develop affordable and easy-to-use methodologies and tools
that can be employed to assess programs. Finally, policy-makers must prioritize
evaluation when funding mental health programs and interventions for young
people.
Develop culturally-appropriate indicators of mental health. Researchers should
conduct studies that will further our understanding of how indicators of positive
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mental health and illness can be measured from a non-western perspective and
share this knowledge with practitioners. When possible, researchers and
practitioners should follow-up with children, youth, families, and communities and
invite their feedback about the relevance and effectiveness of programs. There is
also a need to conduct research that asks diverse populations about their views on
mental health and share this knowledge with practitioners.
Fund non-clinical interventions and promising practices. Policy makers should
acknowledge that scientifically rigorous research takes time to produce, while
violence is an issue that must be addressed quickly. Funding promising practices that
show positive results but require further testing across different contexts is just as
important as supporting clinically-proven ones. Policy makers should also consider
supporting community-based mental health promotion efforts that are innovative
and build on existing community strengths and resources, particularly in resource
poor environments.

Recommendation 4: Take measures to ensure that vulnerable children and youth remain safe
from violence at home, school, and in their communities.
While treating the negative mental health outcomes of violence exposure is critical, so too is
keeping young people safe and preventing violence from occurring in the first place. All those
who work with children and youth should collaborate to ensure that families, schools, and
communities are safe from violence. This includes promoting awareness to combat stigma
towards mental illness and ensuring that safety mechanisms and resources are in place for
young people when violence occurs.






Raise awareness about violence and its effects. To empower those affected by violence
and to reduce stigma, practitioners and service providers must educate children, youth,
families, service providers, and communities about violence, including how to identify
symptoms of psychosocial distress and where they can go to get help in times of crisis or
difficulty. Raising awareness and targeting stigmatizing social norms about trauma are
particularly important for rehabilitation efforts in cases where a young person has been
rejected by their community or family as a result of their exposure to violence.
Screen young people for risk and symptoms of distress. Service providers and
practitioners should screen young people for signs and symptoms of violence exposure
and take measures to ensure that appropriate referral and follow-up is provided if risks
are identified.
Find safe spaces for the delivery of services and treatment. For all at-risk children and
youth, and particularly those who are transient (such as homeless youth) or those
displaced from their communities, practitioners and service providers must ensure that
there are safe spaces for accessing therapeutic services, social support and shelter.

Recommendation 5: Engage young people, their families, and communities in decisionmaking processes.
Asking young people and their families and communities for their perspectives, and involving
them in decision-making processes can help to overcome power dynamics between
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researchers, practitioners, and service users. Engaging children and youth, in particular, can
help researchers and practitioners to deliver and design mental health interventions that are
meaningful and relevant to young peoples’ views and needs. Participatory methods show much
promise in this regard.




Engage young people, families and communities. Researchers, practitioners and
service providers should work in collaboration with young people, their families, and
communities to ensure that they play a role in the decision-making processes and
implementation of the programs and interventions that affect them.
Research and assess participatory methods. Researchers should document and
assess the challenges and lessons learned in using participatory methods in order to
strengthen their evidence base and encourage others to apply a similar approach.

Recommendation 6: Incorporate culturally sensitive practices into the design and
implementation of programs and interventions.
Not all interventions in this report will be appropriate to all young people who have been
exposed to violence. When working with vulnerable young people it is necessary for
researchers, practitioners and service providers to carefully consider whether the practices
being used are responsive to young peoples’ diverse needs, contexts and cultural backgrounds.






Train staff to be culturally competent. Organizations should strive to build cultural
competence among staff by providing training opportunities that will promote
effective practice when working with young people and families of diverse
backgrounds.
Use cultural brokers. With diverse populations such as immigrant and refugee
children and youth, researchers, practitioners and service providers should enlist the
assistance of a cultural broker (such as a community leader, a respected peer, or an
adult figure from the community) who can facilitate communication.
Consider cultural and gender norms and sociopolitical context. Prior to delivering a
program or conducting research, researchers, practitioners and service providers
must assess the norms, values and socio-political context of the community that
they are working with to ensure that programs delivered are appropriate and
relevant. This may involve an examination of how gender dynamics impact young
men and women in accessing and responding to treatment and intervention. Gender
norms can also be crucial to determining the root causes of violence. It is
recommended that researchers gather gender-specific data about violence and
wellness, and share this knowledge with others working in the field.

Recommendation 7: Ensure that the work being done with children and youth is ethical—
actions taken should never cause harm.
All those who work with young people should ensure that ethical conduct is at the forefront of
all decision-making. This includes obtaining informed consent, ensuring confidentiality and
anonymity, minimizing risks of harm, and ensuring that there are plans in place to deal with
disclosure of violence or an emergency situation.
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Get consent from children and youth. Because violence and mental health are
complex and sensitive subjects, it is critical that practitioners and researchers make
every effort to ensure that children and youth fully understand and consent to the
intervention.
Develop guidelines around disclosure and reporting. All those who work with young
people must be trained so that they know how to respond adequately to disclosure
of violence and to know when referral is necessary. There is a need for all those who
work with vulnerable young people to develop a safety plan in the case of
disclosure. There is also a strong need for a concerted effort among policy makers,
researchers, practitioners, and service providers to work together to develop
broader guidelines that address the ambiguities of mandatory reporting,
confidentiality, and disclosure.
Ensure transparency. If data is collected, researchers, policy makers and
practitioners should report back to the communities with their findings and ensure
that everyone involved agrees with how the content is represented and used.
Choose spaces that protect anonymity. When researchers, practitioners, and service
providers are delivering mental health programs to young people exposed to
violence, it is imperative that they are made available in spaces that are not
stigmatizing and protect participant anonymity. This means that, whenever possible,
a space should be provided that is culturally appropriate, safe, and free of
intimidation or judgment from peers, family, or community members. For example,
schools may serve as less stigmatizing sites in some situations, while in others, local
clinics may offer better chances of anonymity.
Consider your timing—does the intervention seem appropriate? To avoid causing
any further emotional distress to children and youth who have experienced
violence, researchers and practitioners must consider the timing of mental health
interventions and/or research, and whether the young person is ready to talk about
their traumatic experience. Practitioners and individuals working with young people
should be trained to recognize whether a young person is ready for an intervention
and to administer treatment with caution.

Recommendation 8: Conduct more research to understand what works for children and youth,
particularly among those affected by health-related challenges (such as HIV AIDS and
disabilities), disasters, and human trafficking.
There is no need to reinvent the wheel. Rather, there is an urgent need for immediate action to
address the needs of the challenging contexts and vulnerable populations identified above.
Researchers and practitioners should replicate interventions that have already been shown to
work in other challenging contexts and document both their outcomes and how they were
adapted, so that these modifications can be shared with others in the field.
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Appendix A: Glossary
Aboriginal

Adolescence

Alternative Care

Best Practice

Bullying

Child/Children
Child
Maltreatment
Children and
Youth in
Organized Armed
Violence
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The descendants of the original inhabitants of North America. The Canadian
Constitution of 1982 recognizes three groups of Aboriginal people: Indians,
Métis, and Inuit. These are three separate peoples with unique heritages,
languages, cultural practices, and spiritual beliefs. However, all share the
common history of colonialism and attempted assimilation.
Adolescence begins with the onset of physiologically normal puberty, and
ends when an adult identity and behaviour are accepted. This period of
development corresponds roughly to the period between the ages of 10
and 19 years (World Health Organization, n.d.).
Alternative care is defined as care for orphans and other vulnerable
children who are not under the custody of their biological parents. It
includes adoption, foster families, guardianship, kinship care, residential
care and other community-based arrangements to care for children in need
of special protection, particularly children without primary caregivers
(UNICEF, 2006, p. 15).
Interventions that incorporate evidence-informed practice, identify and
employ the right combination of program elements to ensure targeted
outcomes, and match these interventions to the local needs and assets of
communities. They incorporate evidence-informed practice, identify and
employ the right combination of program elements to ensure targeted
outcomes, and match these interventions to the local needs and assets of
communities.
A form of aggression (physical, verbal, or psychological attack or
intimidation) by one or more children that is intended to cause fear,
distress, or harm to another child who is perceived as being unable to
defend himself or herself. A power imbalance typically exists between the
bully and the victim, with the bully being either physically or psychologically
more powerful, resulting in repeated incidents between the same children
over a prolonged period (Farrington et al., 2010, p. 9; Smokowski & Kopasz,
2005b, p. 101).
Every human being below the age of eighteen years unless under the law
applicable to the child, majority is attained earlier (United Nations General
Assembly, 1989, art. 1).
There are five classifications of maltreatment: physical abuse, sexual abuse,
neglect, emotional maltreatment, and exposure to intimate partner
violence (PHAC-CIS 2008).
Children and youth employed or otherwise participating in Organised
Armed Violence where there are elements of a command structure and
power over territory, local population or resources (Dowdney, 2006, p. 13).
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Child Soldier

A child soldier is any person under age 18 who is part of any kind of regular
or irregular armed force or group in any capacity, including but not limited
to cooks, porters, messengers and those accompanying such groups, other
than purely as family members. This definition includes girls recruited for
sexual purposes and for forced marriage. It does not, therefore, only refer
to a child who is carrying or has carried arms (UNICEF, 1997).
Child Trafficking
The recruitment, transportation, transfer, harbouring or receipt of a child
for the purpose of exploitation … even if this does not involve any of the
means set forth in [the definition of Trafficking in persons: ‘the recruitment,
transportation, transfer, harbouring or receipt of persons, by means of the
threat or use of force or other forms of coercion, of abduction, of fraud, of
deception, of the abuse of power or of a position of vulnerability or of the
giving or receiving of payments or benefits to achieve the consent of a
person having control over another person, for the purpose of exploitation.
Exploitation shall include, at a minimum, the exploitation of the
prostitution of others or other forms of sexual exploitation, forced labour
or services, slavery or practices similar to slavery, servitude or the removal
of organs‘] (United Nations, 2004).
Community of
The translation of best practices and the mastery of knowledge and skill
Practice
through participation in the sociocultural practices and relations of a
community (Lave & Wenger, 1991, p. 29). A community of practice defines
itself along three dimensions:
• What it is about: its joint enterprise as understood and continually
renegotiated by its members,
• how it functions with respect to mutual engagement that bind
members together into a social entity, and
• what capability it has produced, that is, the shared repertoire of
communal resources (routines, sensibilities, artifacts, vocabulary,
styles, etc.) that members have developed over time (Wenger,
1998).
Chronic
The word ‘chronic’ is typically used for conditions, illnesses, and diseases
Illness/Disease
lasting three months or more. Often, chronic conditions are characterized
by lasting symptoms and/or pain that persists, sometimes even despite
treatment ( What Is Chronic Illness?, n.d.).
Civic Engagement Individual and collective actions designed to identify and address issues of
public concern. Civic engagement can take many forms, from individual
voluntarism to organizational involvement to electoral participation. It can
include efforts to directly address an issue, work with others in a
community to solve a problem or interact with the institutions of
representative democracy (American Psychological Association, 2012).
Community
Community Youth Development is an approach that espouses the principle
Youth
that when youth are enlisted as active agents of community building, it
Development
contributes positively to both youth development and community
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development. Community Youth Development assumes the involvement of
young people in their own development and that of the community,” in
partnership with adults to make use of their talents and increase their
investment in the community (Heartwood, n.d.).
The meaningful and sustained involvement of a young person in an activity
focusing outside the self. Full engagement consists of a cognitive
component, an affective component, and a behavioural component- Head,
Heart, Feet (Centre of Excellence for Youth Engagement, 2009).
Interventions based on empirical, research-based support which are used
to inform the judgements of practitioners in accordance with the particular
priorities, needs, contexts and other factors of both service users and
service providers (i.e., what research shows is effective).
The integration of experience, judgement, and expertise with the best
available external evidence from systematic research (Chalmers, 2005, p.
229; Sackett et al., 1996, p. 71).
The extent to which the claims/arguments are generalizable to, or
applicable in, contexts different from the specific context in which they
were generated (i.e., transferability).
The fundamental group of society and the natural environment for the
growth and well-being of all its members and particularly children, should
be afforded the necessary protection and assistance so that it can fully
assume its responsibilities within the community (United Nations General
Assembly, 1989).
Information produced on all levels of government, academia, business and
industry in electronic and print formats not controlled by commercial
publishing (i.e., where publishing is not the primary activity of the
producing body) (What is Grey Literature? 2011).
Authoritative, high quality information is any peer-reviewed source that is
reliable, objective, and internally and externally valid.
Definitions of the term [‘homeless’ or] ‘street youth’ are numerous and
varied, as are the social realities of different countries. However, one
constant found among all street youth is their precarious living conditions,
which include poverty, residential instability and emotional and
psychological vulnerability. These conditions may lead to behaviour that
exposes street youth to physical, mental, emotional and psychological risks
(Street Youth in Canada, 2006).
The extent to which the evidence put forward actually relates to the
claims/arguments being put forward.
In this report, an intervention refers to the program, project, or strategy
employed by a government agency or organization that aims to introduce
new ideas, activities and information intended to improve their target
audience’s quality of life.
In the context of the CYCC Network, it is mobilizing knowledge about best
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practices for non-governmental organizations.
Local knowledge is used in everyday situations. Its main value lies in helping
local people cope with day-to day-challenges, detecting early warning
signals of change, and knowing how to respond to challenges. Local
knowledge is seldom documented and is mostly tacit (Fabricius et al., 2006,
p. 168). See page 6 for the core concept.
Physical abuse, sexual abuse, emotional maltreatment, neglect, and
exposure to intimate partner violence, all of which pose significant risk of
harm to a child’s physical or emotional development. Accordingly,
situations classified as maltreatment may range from those in which a
caregiver intentionally inflicts severe physical or emotional harm on a child,
to situations in which a child is placed at risk of harm as a result of a
caregiver’s clear failure to supervise or care for a child, to situations in
which living conditions would make it extremely difficult for any caregiver
to ensure a child’s safety (Trocme et al., 2008, p. ix).
The failure of parents or carers to meet a child’s physical and emotional
needs when they have the means, knowledge and access to services to do
so; or failure to protect her or him from exposure to danger. In many
settings the line between what is caused deliberately and what is caused by
ignorance or lack of care possibilities may be difficult to draw (Pinheiro,
2006, p. 54).
Neutrality or the extent to which evidence is unbiased.
Books, journals, and conference proceedings published by scholarly
publishers or professional organizations, and thus subject to independent
review by experts. The credibility and authority of the information is
determined by extrinsic criteria (i.e., based on the reputation of the author,
publisher, and so on).
The intentional use of physical force against a child that either results in or
has a high likelihood of resulting in harm to the child’s health, survival,
development or dignity. In extreme cases, this violence can result in a
child’s death, in disability, or in severe physical injury. In all instances,
however, physical violence has a negative impact on a child’s psychological
health and development. Includes homicide, sexual violence, corporal
punishment beating, kicking, biting, choking, burning, scalding, or forced
ingestion (Pinheiro, 2006, pp. 51–52).
Youth development . . . views youth both as partners and central figures in
interventions. These interventions systematically seek to identify and utilize
youth capacities and meet youth’s needs. They actively seek to involve
youth as decision makers and tap their creativity, energy, and drive; and
they also acknowledge that youth are not superhuman—that they
therefore have needs that require a marshaling of resources targeted at
youth and at changing environmental circumstances (family and
community) (Mafile’o & Api, 2009).
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The practice employed by practitioners that has proven to be effective,
arising from the contingent conditions and characteristics that facilitate
program success (Barkham & Mellor-Clark, 2003; Fox, 2003).
Any person who, owing to a well-founded fear of being persecuted for
reasons of race, religion, nationality, membership of a particular social
group or political opinion, is outside the country of his[/her] nationality and
is unable or, owing to such fear, is unwilling to avail himself[/herself] of the
protection of that country; or who, not having a nationality and being
outside the country of his[/her] former habitual residence as a result of
such events, is unable, or owing to such fear, is unwilling to return to it
(United Nations, 1951).
The extent to which the evidence is stable—i.e., would be the same if
measured at different times and/or by different observers.
In the context of exposure to significant adversity, resilience is both the
capacity of individuals to navigate their way to the psychological, social,
cultural, and physical resources that sustain their well-being, and their
capacity individually and collectively to negotiate for these resources to be
provided and experienced in culturally meaningful ways (Ungar, 2008, p.
225).
For the purpose of this report, we will use the term service user to refer to
any group or individual who can affect or is affected by the achievement of
the organization's objectives (Freeman, 1984, p. 46). Synonyms include
stakeholder, beneficiary, consumer, and participant.
Includes sexual touching, abuse or rape, forced sex within forced and early
marriage, spousal abuse (physical and psychological), honour killings and
intimidation within the family, or harmful traditional practices (e.g., female
genital mutilation/cutting, and uvulectomy). The shame, secrecy and denial
associated with sexual violence against children foster a pervasive culture
of silence, where children cannot speak about sexual abuse they have
suffered, adults do not speak about the risk of sexual violence or do not
know what to do or say if they suspect someone they know is sexually
abusing a child (Pinheiro, 2006, pp. 54–55).
Innovations in technology that have been used with children and youth in
challenging contexts to help prevent violence and promote well-being.
Traditional knowledge builds upon the historic experiences of a people and
adapts to social, economic, environmental, spiritual and political change
(Government of Canada, Canadian Environmental Assessment Agency,
2004). Traditional knowledge is a unique form of local knowledge which is
needed to inform effective programs and interventions.
Unaccompanied children are those who are separated from both parents
and are not being cared for by an adult who, by law or custom, is
responsible to do so (United Nations High Commissioner for Refugees,
1994, p. 121).
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The intentional use of physical force or power, threatened or actual, against
oneself, another person, or against a group or community, that either
results in or has a high likelihood of resulting in injury, death, psychological
harm, maldevelopment, and deprivation (Krug, Dahlberg, Mercy, Zwi, &
Lozano, 2002, p. 5).
This is a broad term used to refer to children, adolescents, and youth as
one general group.
Youth are defined as persons between the ages of 15 and 24 years
(UNESCO, 2012).
A youth community can be defined as a population of youth who share
backgrounds, situations, or lifestyles with common concerns, i.e. ethnic
background, socioeconomic background, geographical area (rural, for
example), lesbian or gay youth, and etc. (Halifax Regional Municipality,
n.d.).
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Appendix B: Key Search Terms
TI: by target age group
youth or "young adult" or "young people" or teen* or adolescen* or child* or boys or girls or
juvenile or delinquen* or “at-risk youth” or kids
T2: by type of intervention
treat* or engag* or prevent* or intervene* or therap* or reintegrat* or psycho* or mental or
program* or trauma or resilien* or healing or reconciliation or "community-based" or
tradition* or ritual or indigenous or cleansing or service or support* or welfare or protective
or “strengths-based” or participatory or “mental health promotion”
T3: by challenging context
aboriginal or "first nation" or metis or inuit or indigenous
urban or gang* or juvenile or delinquen* or incarcerat* or
"alternative care" or "foster home" or orphan* or “foster care” or
residential or “at-risk” or “out-of-home care” or “institutional care”
“child welfare” homeless or displace* or urban* or “street youth”
“natural disaster” or “earthquake” or hurricane”
war or conflict or unrest or trauma or refugee* or displace* or child soldier*
T4: by type of violence or condition
maltreat* or abus* or resilien* or violen* or aggress* or “child maltreatment” or exploit* or
neglect or mistreat* or violat* or marginaliz* or vulnerabl* or “mental health” or "mental
illness" or "behavioural problem*" or "emotional problem*" or resilien* or traum* or “PTSD”
"chronic illness" or "chronic disease" or risk* or “at-risk” or disab* or “AIDS”
T5: by type of literature
review or synthes* or meta-analy* or overview or “the state of the art” or “systematic review”
or “literature review”
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Appendix C: Sources and databases
Academic Journals
• Advances in Mental Health Special Issue – Promoting Youth Mental Health through Early
Intervention, http://amh.e-contentmanagement.com/archives/vol/10/issue/1/
• Annual Review journal
• Child Abuse & Neglect Journal (Vol. 35, Issue 12) “Convention on the Rights of the Child
– Special Issue,” http://www.sciencedirect.com/science/journal/01452134/35
• Child and Youth Forum Journal
• Community and Cultural Psychology journal
• Intervention Journal
• Vulnerable Children and Youth Studies journal
Best Practice Portals
• Health Canada Best Practices, http://www.hc-sc.gc.ca/hc-ps/pubs/adp-apd/indexeng.php
• Public Health Agency of Canada Best Practices Portal, http://cbpp-pcpe.phac-aspc.gc.ca/
• The France Hesselbein Leadership Institute,
http://www.hesselbeininstitute.org/knowledgecenter/innovation.aspx
Centres of Excellence Websites
• Centres of Excellence for Children’s Well-Being, http://www.childrenandyouth.ca/
o Centre of Excellence for Children and Adolescents with Special Needs,
http://childrenandadolescents.lakeheadu.ca/the-centre-of-excellence-forchildren-and-adolescents-with-special-needs/
o Centre of Excellence for Child Welfare, http://www.cecw-cepb.ca/
o Centre of Excellence for Early Childhood Development, http://www.excellenceearlychildhood.ca
o Centre of Excellence for Youth Engagement, http://www.engagementcentre.ca/
Other Online Repositories
• Alliance of Canadian Research Centres on Violence, http://www.crvawc.ca/sectionresearch/publications_by_author/p_publications_by_auth.html
• Campbell Reviews, http://www.sfi.dk/campbell_reviews-5188.aspx
• Canadian Child Welfare Research Portal, Aboriginal Child Welfare, http://www.cecwcepb.ca/aboriginal-child-welfare
• Center for the Study and Prevention of Violence, http://www.colorado.edu/cspv/
• Cochrane Reviews, http://www.cochrane.org/cochrane-reviews
• HP Clearinghouse, http://www.hpclearinghouse.ca/wpcontent/uploads/2012/01/MentalHealthPromotion.pdf
• The Homeless Hub, http://www.homelesshub.ca
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Network for Aboriginal Mental Health Research (NAMHR),
http://www.namhr.ca/mental-health-programs/
PREVnet, www.prevnet.ca
UNICEF, UN Study on Violence Against Children http://www.unviolencestudy.org/
World Health Organization, http://www.who.int/en/
World Health Organization Violence Prevention Evidence Base,
http://www.preventviolence.info/evidence_base.aspx
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