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 Multiple immigration-related experiences and stressors affect transnational families. One 

specific stressor involves the continuous and prolonged separation of family members, 

specifically of parents and children. Disruptions in the family unit and in attachments have been 

linked to maladjustment and psychopathology, including depression, anxiety, and posttraumatic-

stress disorder. To date, several interventions have been developed or adapted to foster 

acculturation and promote healthy parenting practices in these families. However, no known 

child-focused group intervention has been developed to address the numerous challenges that 

these children encounter following reunification.  

 In an effort to address this gap, a trauma informed and culturally sensitive group 

intervention for transnational children with experiences of familial separation and reunification 

due to immigration was developed. It was entitled C.A.S.A. (Culturally-sensitive, Acculturation, 

SepAration and reunification-related). The present study sought to measure the preliminary 

effects of C.A.S.A via a randomized wait-list controlled trial. Qualitative data was also obtained 

to understand how participants perceived the intervention and identify recommendations for 

improving it. Finally, the relationship between the child’s psychological functioning and a) the 

psychological functioning of the biological parent, and b) the quality of attachment to their 

biological parents and surrogate caregivers in the home country, were examined.  

 



 
 

 
 

Participants (N=17) between the ages of 9 and 12 across two school sites were randomly 

assigned to immediately receive the intervention or to a waitlist control group. The intervention 

consisted of an 8-session flexible, culturally sensitive manualized protocol delivered in Spanish. 

Content was embedded within a cognitive-behavioral contextual framework, and focused on 

loss, anxiety, trauma, acculturation, and resilience, as applied to the separation and reunification 

process. All participants were assessed prior to random assignment (baseline) and after receiving 

the intervention (post-treatment). Those on the wait-list were assessed an additional time, prior to 

beginning the intervention. During the post-treatment assessment, participants completed a 

questionnaire on their perceptions of the format, acceptability, appeal, and perceived feasibility 

of the components of the intervention.   

 Results of the quantitative data indicated that participants in the intervention group 

endorsed a significant decrease in depressive symptoms, along with a marginal decrease in 

anxiety compared to those on the waitlist. Collectively, all participants reported experiencing 

significantly lower levels of depression and anxiety after completing the intervention. With 

regard to predictors of child psychological functioning, children who reported communicating 

more with the caregiver/biological parent were found to be less depressed. Conversely, those 

who reported feeling more alienated from the surrogate caregivers in the native country endorsed 

higher levels of trauma symptoms. Thematic analysis of the child and parent questionnaires 

yielded three overarching themes related to (a) acceptability, (b) benefits, and (c) 

recommendations. Overall, the results of the present study support the efficacy of the child-

focused group intervention for reducing symptomatology in transnational children. Finally, the 

results contribute towards the field of research and clinical practice pertaining to the utility, 

adaptation, and dissemination of child-focused group for transnational families. 
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Introduction 

 The surge in immigration over the past decade has contributed to the growth of the 

Hispanic population, such that they currently represent the largest ethnic minority group in the 

country at an estimated 17.8 percent of the population (Mather & Foxen, 2016). Currently, 

approximately one-fourth of children under the age of 18 are of Hispanic origin, more than half 

of which (54%) are either foreign-born and/or born to foreign-born parents (U.S. Census Bureau, 

2014). By 2050, Hispanics are projected to account for 32% of the child population. This growth 

can be partly attributed to the influx (102% increase in one year) of unaccompanied children 

under the age of 18 who have entered the country without authorization via the Southwest 

Border (U.S. Customs and Border Protection, 2016).  

 For children of immigrant or transnational families, migration is often accompanied by 

multiple hardships and immigration related stressors (Santisteban, Muir-Malcolm, Mitrani & 

Szapocznik, 2002). One specific stressor inherent to these families involves the separation and 

reunification of family members over time (Tyyska, 2007). In the last decade, approximately 53-

90% of surveyed Hispanic immigrant families in the United States have been found to 

experience a separation (Santisteban & Mena, 2009; Suárez-Orozco, Todorova & Louie, 2002). 

Within these families, roughly 40-90% of children have been separated from at least one parent 

(Suárez-Orozco et al., 2002).  

 These disruptions in the family unit and in attachments can be traumatic, and have been 

found to lead to maladjustment and psychopathology for the entire family unit (Suárez-Orozco, 

Bang, & Kim, 2011). Specifically, children of transnational families have been found to endorse 

higher rates of depression, loneliness, anxiety, Posttraumatic Stress Disorder (PTSD) and to have 

poorer school performance than immigrant children who never separated from their parents   
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(Bacallao & Smokowski, 2007; Gindling & Poggio, 2012; Santa-Maria & Cornille, 2007; 

Suárez-Orozco et al., 2011). Similarly, Hispanic women separated from their children during 

stepwise migration report high levels of family conflict (Suárez-Orozco et al., 2011), and endorse 

higher levels of depression in comparison to their non-separated counterparts (Miranda, 

Siddique, Der-Martirosian, & Berlin., 2005).   

 To date, several community-based interventions have been developed or adapted to 

support transnational families, including Familias Unidas (Coatsworth, Pantin, & Szapocznik, 

2002), Entre Dos Mundos (Bacallao & Smokowski, 2005) and Families Reunite (Hamby, 2012). 

These multi-family interventions have been designed to address familial conflict and mental 

health difficulties that arise as a result of separating and reunifying by fostering acculturation 

and/or promoting healthy parenting practices. Family therapies have also been modified to 

address issues surrounding the reunification by making meaning of the separation and addressing 

unresolved grief (Falicov, 2007). These parent and family focused interventions have been found 

to effectively increase parental engagement, improve parenting practices and reduce problematic 

behaviors in children and adolescents (Bacallao & Smokowski, 2005; Coatsworth, Pantin, & 

Szapocznik, 2002; Pantin et al., 2009).  

 Despite the evidence to support the efficacy of child-focused treatments for addressing 

depression, anxiety, and trauma in Hispanic youth (Chavira et al., 2014; Katoaka et al., 2003; 

Piña, Silverman, Fuentes, Kurtines, & Weems, 2003; Silverman, Piña, & Viswesvaran, 2008), no 

child-focused interventions designed to address the specific experiences of transnational children 

have been documented. Thus, it remains unclear whether such interventions would be beneficial 

for transnational children. In response, scholars have called for the development of culturally 
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sensitive evidence-based programs for immigrant children (Boss, 2006; Falicov, 2007; Katoaka 

et al., 2003).  

 Group interventions may be particularly beneficial for transnational children for a 

number of reasons. Yalom (1975) proposed that group formats instill a sense of hope, normalize 

experiences that children might otherwise think are unique to themselves, are developmentally 

congruent with children’s need to ‘belong,’ and provide the opportunity to correct maladaptive 

patterns learned in the family environment. For children experiencing reunification following a 

separation, group interventions would be particularly beneficial for numerous reasons. Boss 

(2006) highlighted the importance of community-embedded group interventions for rebuilding 

connections following disruptions in attachments due to their relational nature. First, group 

settings would provide immigrant children the opportunity to receive support from other 

members with similar experiences. Second, they might reduce acculturation related feelings of 

isolation and alienation, while normalizing suffering, particularly feelings of loneliness, 

nostalgia, and grief that result from missing caretakers in the native country.  Third, group 

formats would allow members to challenge and learn from one another’s coping strategies (Boss, 

2006).  

 Specifically, educational settings have been identified as ideal sites from which to offer 

mental health services to immigrant children due to their familiarity, accessibility, and sense of 

community (American Psychological Association, Task Force on Immigration, 2013). 

Interventions in school settings reduce skepticism and stigma surrounding mental health, while 

eliminating transportation and financial barriers (e.g., lack of access to health insurance) that are 

common in immigrant populations (American Psychological Association, Task Force on 

Immigration, 2013). Furthermore, school is the place where the demand for acculturation may be 
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more pressing (Durlak, Weissberg, Dymnicki, Taylor, & Schellinger, 2011). Therapeutically, the 

school setting might provide children with an opportunity to heal alongside others with shared 

experiences (Boss, 2006).  

 With these considerations in mind, the present study was designed to develop a 

culturally-informed group intervention for children who have experienced family separation, 

implement it in a school-based community setting, and measure its potential efficacy. The goals 

were threefold: 1) to preliminarily measure the potential influence of a group-format treatment 

protocol in reducing symptoms of anxiety and depression via quantitative and qualitative 

methods, 2) to explore the relationship between children’s psychological functioning, quality of 

attachment, and the psychological functioning of biological parents, 3) to identify 

recommendations for improving the group intervention. The literature on transnational families 

was used to obtain an understanding of the need and thereby guide the development of the 

treatment.  

Transnational Families  

 The term ‘transnational’ is appointed to families whose members are situated in different 

countries (Bernhard et al., 2006). For most immigrant families, migration typically occurs in a 

“stepwise” fashion with one family member traveling first, and becoming established before 

being reunited with others (Hondagneu-Sotelo & Avila, 1997; Orellana, Thorne, Chee, & Lam, 

2001). When this occurs, the transnational family experiences multiple separations and 

reunifications over time. This process can take several forms and last several years. Although 

families who separate hope to reunite soon, the reunification of the entire family can be 

prolonged as a result of financial and immigration related difficulties (Bernhard et al., 2006; 

Suárez-Orozco et al., 2011). On average, mother-child separations have been documented to last 
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3.4 years, with father-child separations lasting 9.2 years (Dreby, 2006). Thus, reunification of an 

entire family might at best take years and at worst never completely occur if extended family is 

taken into consideration. Although it is not yet fully known how these families function and 

thrive over time, data from transnational studies on Central American and Mexican families has 

shed light on several fairly consistent patterns.  

 Separation. Immigrant parents may decide to leave their home and migrate to another 

country for numerous reasons, most notably economic ones. That is, parents often leave to seek 

employment abroad with the goal of financially providing a better life for the children and family 

members whom they leave behind (Smeekens, Stroebe, & Abakoumkin, 2012). Although men 

have historically been known to migrate first, the rise in employment opportunities in the service 

sector has altered this trend, such that women are now increasingly the first to leave (American 

Immigration Council, 2014). In one study of Mexican and Central American workers, 40% of 

mothers reported having left at least one child in their home country (Hondagneu-Sotelo, & 

Avila, 1997). When mothers migrate, children are typically left in the care of extended family 

members, including grandparents, aunts, and uncles (Suárez-Orozco et al., 2011). Thus, the first 

separation occurs when the biological parent leaves the native country (Schapiro, Kools, Weiss, 

& Brindis, 2013; Smeekens, Stroeve, & Abakoumkin, 2012). During the separation, children 

become attached to the caregiver(s) they have been left with, such that a grandmother or an aunt 

might become a maternal figure and referred to as “mama,” while a grandfather or uncle assumes 

the role of a paternal figure and called “papa” (Castañeda & Buck, 2011; Dreby, 2007).  

 Numerous factors appear to influence how individuals react and adjust to the separation. 

Specifically, the age at time of separation, gender of the child and parent who left, quality of 

attachment to the primary caregiver, and age of reunification have all been found to influence 
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outcome (Bacallao et al., 2007; Suárez-Orozco et al., 2011). Through ethnographic research and 

interviews with transnational families, Dreby (2007) found that younger children remaining in 

the home country feigning indifference or acted uninterested during phone conversations with 

the absent parent(s). Some children have described phone calls as difficult, due to not having 

shared experiences with the parent, or very little recollection of them (Avila, 2009). Furthermore, 

they describe the conversations as not useful for assuaging feelings of abandonment (Parreñas, 

2005). In Dreby’s (2007) study, adolescents tended to become resentful, test the limits of 

authority with the surrogate caregiver, and act out. Furthermore, adolescents experienced 

difficulties at school that placed them at risk of dropping out, mood and behavioral problems, 

and peer pressure. It should be noted that these reactions can vary over time. In-depth interviews 

and focus groups with 186 children in Bogota, Colombia, between the ages of 6 and 17, revealed 

that although initially angry, youth continued to miss their parents, looked forward to the 

reunification, and felt appreciative of the sacrifices made (Duque Paramo, 2010).  

 Gender differences may also be present. Girls have been found to endorse higher levels 

of depression compared to boys (Schapiro, 2001). Yet, girls also experience some protective 

factors (Schapiro et al., 2013; Schapiro, Kools, Weiss, & Brindis, 2015; Smith, Lalonde, & 

Johnson, 2004; Qin-Hilliard, 2003). For example, they report having stronger family ties to those 

in the native country and are more likely to seek and connect with peers and mentors (Suárez- 

Orozco, Suárez-Orozco, Todorova, 2008). Conversely, boys tend to be less likely to seek 

support, and appear to experience high stress upon taking on additional responsibilities, 

particularly if they go against their expected gender roles (Aguilera-Guzmán, Salgado de Snyder, 

Romero, & Medina-Mora, 2004). As such, boys may be at higher risk of developing depression 

following the separation (Aguilera-Guzmán et al., 2004; Suárez- Orozco et al., 2008).    
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 To elucidate the impact of the separation, mental health professionals have been 

encouraged to consider family dynamics prior to and after the separation, along with the quality 

of the relationship between the child and the surrogate caregiver during the period of separation 

(Bernhard, Landolt, & Goldring, 2005; Falicov, 2007). Interviews and research with 

transnational families have highlighted one potential universal reaction children experience in 

response to the separation: pain and feelings of abandonment (Dreby, 2006; Moran-Taylor, 2008; 

Pareñas, 2001; Schmalzbauer, 2004; Schapiro et al., 2013). These feelings appear to be more 

heightened for children who were not informed of the departure ahead of time. Some children 

reported being told that the parent would be going on an errand, moving to another part of the 

native country or simply not being given an explanation (Dreby, 2010; Duque Paramo, 2010). 

Avoiding discussions surrounding difficult situations, particularly those which could cause 

conflict might reflect a common Hispanic value of simpatía, which can entail avoidance of 

negative interactions within families (Mitrani et al., 2004). Furthermore, the value of familismo, 

namely the tendency to place the needs of the family before those of the individual, may also 

play a role (Comas-Díaz, 2006). That is, parents may perceive the separation as a necessary 

sacrifice for the greater benefit of the family and, in doing so, overlook the individual needs of 

the child and expect them to simply ‘understand’ over time (Castañeda & Buck, 2011). 

Regardless of the reason given, children have reported feeling angry, lonely, vulnerable, 

distressed by the departure, and to fear abandonment (Castañeda & Buck, 2011). Even when 

parents justify the separation as a sacrifice, children may not be consoled by it or fully 

understand the reasoning (Castañeda & Buck, 2011; Dreby, 2007). The gender of the parent has 

also been found to predict the reaction of children. When fathers migrate, children may 
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emotionally withdraw from them, whereas they may feel abandoned when mothers leave 

(Parreñas, 2005).  

  The surrogate caretakers appear to play a significant role in how children view the absent 

parent. When caretakers talk about the biological parents, show children keepsakes, and support 

communication, children are more likely to develop or preserve memory of the parent and to 

look forward to the reunification (Duque Paramo, 2010). Alternatively, if caretakers rarely talk 

about the absent parent and do not encourage communication, children may grow apart from the 

parent and come to see them as strangers and simply a source of financial support (Shapiro et al., 

2013; Suárez-Orozco et al., 2011).  

 As with the child, the separation period can be equally difficult for the migrant parent, 

who not only faces the challenges of separating from loved ones but also has to endure the 

hardships of adjusting to a foreign country, finding employment, and remitting (Castañeda & 

Buck, 2011). Using a health questionnaire across multiple programs for low-income mothers, 

Miranda and colleagues (2005) found higher rates of depression in Hispanic mothers with at least 

one child in their native country compared to those who lived with their children and those 

without children. Moreover, interviews with parents have pointed to feelings of guilt, worry over 

the well-being and safety of the children left behind, and severe depression (Castañeda & Buck, 

2011; Dreby, 2006; Suárez-Orozco, Todorova, Louie, 2002).  

 In a qualitative study investigating the emotional responses of Mexican transnational 

parents during the separation, Dreby (2006) found the reactions to be tied to gender ideology. 

Fathers tended to minimize their emotional reaction, and to link the success of their relationship 

with their children to their ability to provide for the family. Alternatively, mothers reported 

significant difficulty adjusting to the new country and being far from their children. Unlike 
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fathers, mothers aimed to provide emotional support from a distance, though with limited 

success.  

 For parents, the distress associated with separation and acculturation is often present 

alongside pre-existing somatic symptoms rooted in chronic exposure to violence, poverty and 

trauma in the native country (Horton, 2009). In a study of migrant women from El Salvador, all 

participants reported prior exposure to traumatic events and endorsed symptoms consistent with 

PTSD (Bowen, Carscadden, Beighle, & Fleming, 1992). In conjunction with preexisting 

symptoms of PTSD, the additional stress surrounding the family separation increases the 

likelihood of psychological disturbance (Santa-Maria & Cornille, 2007). This allostatic load 

highlights the importance of considering the psychological functioning of migrant parents in 

transnational families, particularly how it might impact the child’s own psychological well-being 

following reunification. As noted by Grinberg and Grinberg (1984), migration should not be 

viewed as an isolated traumatic experience, but rather as a type of complex trauma. It could 

result in feelings of hopelessness and threaten family cohesiveness after the separation, and 

following the reunification.   

 Reunification. Studies on the reunification of transnational families have examined the 

ways in which pre-migration and migration experiences influence how children adjust to the 

different facets of their new life in the host country. These studies have captured the accounts of 

children, adolescents, and parents, as well as retrospective reports of adults who experienced 

separation during childhood (Schapiro et al., 2013). Along the way, they have underscored the 

complexities surrounding the reunification, specifically how pre-migration and migration 

stressors, attachment to the parents and caregivers, acculturation difficulties, as well as family 

dynamics and structure of the new home environment contribute to psychological well-being.  
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 The allostatic load inherent to chronic stress across development may place immigrant 

youth at risk for developing psychological issues following the reunification. For this reason, 

disentangling the impact of the reunification from that of pre-existing risk factors has been 

difficult (Artico, 2003). Perez Foster (2001) postulated four stages of migration during which 

there exists significant potential for developing trauma: pre-migration, migration, living 

conditions in the new country, and asylum seeking. The former three are particularly applicable 

to US immigrant Hispanic adolescents, and thus will be explored in depth below. The 

abovementioned stressors will be discussed in the context of these three stages.   

 Impact of pre-migration stressors. Numerous psychosocial factors that may have been 

present prior to the reunification have been found to serve both protective and risk functions. 

Along with the separation related issues, poverty, exposure to community violence, loss of 

family or friends, and exposure to war have been found to increase risk for the development of 

Posttraumatic Stress Disorder (PTSD), depression, anxiety, somatic complaints, sleep 

difficulties, and behavioral problems (Rousseau, 1995). In a study on the prevalence and impact 

of exposure to violence, 53% of recently arrived immigrant children reported to have 

experienced violence in their native country prior to migrating (Jaycox et al., 2002). 

Furthermore, 49% reported it to have occurred in the last year, and 32% endorsed clinical levels 

of PTSD symptoms. For immigrant youth with prior trauma exposure, the introduction of 

experiences that have the potential to be traumatic (including stressors associated with migration 

and adjusting to a new country), may increase the likelihood of developing PTSD upon 

reunifying (Breslau, Chilcoat, Kessler, & Davis, 2014; Staudenmeyer, Macciomei, Del Cid, & 

Patel, 2016).  
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 Impact of migration stressors. For undocumented children who enter the country through 

the Mexican border, the experiences encountered along the way are often dangerous and have the 

potential to be traumatic (Schapiro et al., 2013). The method by which children migrate typically 

depends on legal and economic factors. Siblings may travel together or one at a time, either 

unaccompanied or accompanied by a family member or family friend; they also may travel with 

the guide of a guia or coyote (Bernhard et al., 2006). While some travel in accordance with a 

longstanding plan of reunifying with the biological parent(s), other children may be forced to 

quickly migrate and flee gang-related threats.  

 The journey north might consist of one or several means of transportation, including 

traveling by feet and/or boarding buses, private vehicles, jet skis, boats, and cargo trains. Those 

who board the notorious cargo train, known as La Bestia, risk being severely injured or falling to 

their death as they latch on to the roof of small platforms between cargo cars. Along the way, 

children may stop at “safe houses” to obtain food and rest in preparation for the journey ahead. 

Aside from having to withstand the harsh desert conditions, children risk being kidnapped, 

robbed, or becoming victims of sexual trafficking by the own smugglers who were paid to 

transport them (Wier, 2010). If apprehended by border patrol, children are taken to detention 

centers, and subsequently placed in a temporary home, called a casa hogar, before they are 

hopefully reunited with their parent.  

  Impact of post-migration stressors. The post-migration period may be understood as a 

complex interaction between pre-existing stressors and others that surfaced upon arrival to the 

host country and reunification. Multiple factors, including the time that has transpired since the 

separation, the acculturation process, the quality of attachment towards the biological parent(s), 

and the emotional reactions triggered in response to separating from the surrogate caretakers, 
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impact how the child responds during the reunification period. These factors will be discussed in 

depth below.  

 Across studies, length of parent-child separations have been documented on average to 

last between 1 and 4 years (Santisteban & Mena, 2009), with others spanning the entire period of 

childhood (Suárez-Orozco et al., 2011). The high cost associated with paying a smuggler or 

coyote can significantly extend this. When children spend a significant portion, if not all, of their 

childhood apart from their parent(s) and with surrogate caregivers, different patterns emerge. 

Some children describe the reunion as emotional, and describe minimal conflict thereafter 

(Artico, 2003). Others report ambivalence over the reunification, and profound sadness over 

leaving the surrogate caregivers (Suárez-Orozco et al., 2011).  Children with strong attachments 

to their surrogate caregivers have reported feeling increasingly ambivalent about migrating. Not 

surprisingly, some children may report feeling disoriented, recognizing their parents and 

rejecting attempts to engage with them (Suárez-Orozco, Bang, & Kim, 2011). Parents have 

reportedly responded with criticism, emotional and physical punishment, threats to send children 

back to their home country, and harsh comments about the surrogate caregivers in the home 

country (Suárez-Orozco, Bang, & Kim, 2011). 

 Reunifications that occur after prolonged periods of separation are likely to have long-

term implications for the psychological functioning of children (Potochnick & Perreira, 2010). 

Multiple studies uniformly highlight several complications once children are reunified with their 

biological parent(s). Specifically, children report missing and worrying about the well-being of 

the surrogate caretakers, extended family members and friends, perceiving the parents they have 

reunited with as strangers, and having difficulty giving and receiving their affection (Artico, 

2003; Sciarra, 1999). In the new home, youth may experience difficulty adjusting to a new role, 
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living with step-parents or siblings, and reconciling their expectations with their reality (Suárez-

Orozco et al., 2011). Over time, depressive symptoms have been found to emerge both in 

children and in mothers as well (Bernhard et al., 2006; Potochnick & Perreira, 2010). Coupled 

with the difficulties inherent to the reunification, certain other factors have been found to 

increase the risk for developing depression and anxiety (Potochnick & Perreira, 2010). Risk 

factors include a history of exposure to trauma, not having been involved in the decision to 

migrate, being subjected to discrimination, and having an undocumented status.  

 In an effort to assess the short and longer term implications of the separation and 

reunification on transnational families, Suárez-Orozco and colleagues (2011) collected 

quantitative and qualitative data from youth and their parents. Multiple patterns emerged. 

Specifically, families who migrated together were less likely to report depressive or anxiety 

symptoms. In contrast, families who migrated in a step-wise fashion and subsequently 

experienced longer periods of separation endorsed higher levels of anxiety and depression. 

Youth separated from their mothers for 4 or more years reported higher levels of distress. 

Strikingly, psychological symptoms were found to abate over a five year period, pointing to the 

ability of transnational children to adapt over time. While transnational youth may adapt to their 

circumstances over time, it is important to note that a period of five years is substantial in the 

lives of children. Although children may demonstrate an improvement in clinical symptoms, they 

nonetheless may continue to be affected in other ways (e.g., developmentally, relationally, 

academically) over time.  

 Acculturation stressors. Upon arriving to the new host country, transnational children are 

forced to navigate the challenges associated with adopting the values and beliefs of the new 

culture, while potentially retaining those of their native culture, a process that is known as 
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acculturation (Redfield, Linton & Herskovits, 1936). Four different terms have been proposed to 

describe the different ways in which individuals may acculturate (Berry, 1980; 2003; Santisteban 

et al., 2001). Whereas individuals who strongly latch on to the native culture while completely 

avoiding involvement in the host culture are considered to “separate/withdraw,” those who 

discard the beliefs and values of the native culture while fully embracing those of the host 

country “assimilate.” In contrast, individuals actively involved in both the active and host 

country are considered “bicultural.” Finally, those who both minimally retain the values of the 

native culture and participate in the host culture, are considered to “alienate/marginalize.”  

 Numerous studies have highlighted a relationship between acculturation style and 

sociocultural adaptation- namely, adjustment to the social demands associated with multiple 

areas of life, including family functioning (Santisteban et al., 2001), school performance (Gomez 

& Fassinger, 1994), and peer relations (Birman, 1998). Across studies with Hispanics, 

assimilated youth have been found to have strong peer competence and to receive greater support 

from peers (Coatsworth, Maldonado-Molina, Pantin, & Szapocznik, 2005). However, these 

youth also engage in higher rates of substance use (Epstein, Dusenbury, Botvin, & Diaz, 1996; 

Vega & Gill, 1998), behavior problems (Coatsworth et al., 2005; Vega et al., 1993), and report 

elevated feelings of loneliness and alienation (Suárez, Fowers, Garwood, & Szapocznik, 1997). 

Having strong peer connections may be protective for assimilated youth in the presence of 

positive influences, but detrimental in the presence of negative influences (Coatsworth et al., 

2005). 

  Research has supported biculturalism in Hispanic immigrant youth as the most adaptive 

acculturation approach. Specifically, biculturalism has been linked to fewer problematic 

behaviors and higher academic competence (Coatsworth et al., 2005). It is important to note that 
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for transnational youth, the stressors associated with acculturating are compounded with those 

that were present prior to, during, and after the migration. Thus, interventions designed to aid 

biculturalism would be particularly beneficial, since acculturation style may buffer the impact of 

co-existing stressors, and potentially mediate adaptation across multiple domains. That is, 

retaining some of the values of the native culture may offset the challenges associated with 

adjusting to the host country and the reunified family.   

 Attachment stressors. Attachment theory emphasizes the importance of the early infant-

parent relationship on the course of development (Bowlby, 1969). According to Bowlby and 

colleagues, a long-term separation from a primary maternal figure can disrupt the innate capacity 

of children to obtain emotional security from their attachment figure during distressing 

situations, place children at risk for psychological disturbance, and can result in unhealthy 

relational patterns that persist and become stable over time (Bowlby, 1973). The role of 

attachment is particularly applicable to the transnational family, who is characterized by a 

continuous pattern of separation and reunification of multiple family members over time 

(Tyyska, 2007).  

 For many transnational children, the separation-reunification phenomenon results in two 

disruptions in attachment: the first occurring when the biological parent leaves, and the second 

taking place when the child leaves the surrogate caretakers to be reunited with the parents in 

another country. While numerous immediate and long-term consequences have been linked to 

both sets of disruptions, the separation from the surrogate caregivers may be considerably 

detrimental when the cultural context is considered (Suárez-Orozco et al., 2002). As suggested 

by Suárez-Orozco and colleagues (2002), because extended family members tend to be highly 

involved in the rearing of children in Hispanic cultures, the “emotional eggs” of transnational 
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children are likely distributed amongst many “emotional baskets.” Thus, while the initial 

departure of the biological parent may be temporarily difficult, children may be able to rely on 

extended family members for support, thereby having their emotional needs met. In turn, the 

second disruption, which is characterized by the separation from the surrogate caretakers and 

followed by the reunification with the estranged biological parents, may be particularly traumatic 

given the now absence of “emotional baskets” to rely on.  

 Consistent with John Bowlby’s emphasis on the importance of attachment during early 

development, transnational children endure significant difficulty adjusting to the multiple 

separations they endure over time. Research has linked the first separation to feelings of 

loneliness, anxiety, and resentment towards the departing parent(s) (Pribilsky, 2004). In-depth 

interviews with children, and adolescents, suggests that the second disruption in attachment from 

those surrogate caregivers whom they came to regard as their “real” parents can further cause 

resentment towards the reunifying parent (Suárez-Orozco et al., 2011), and a sense of loss over 

separating from the surrogate caregiver (Ártico, 2003). That is, the reunification now comes at 

the expense of a second separation, although this time from the caregiver in the host country. In 

the long-term, how the child makes sense of these separations, that is whether they perceive the 

departure as abandonment or as a sacrifice, appears to shape their perception of themselves and 

others, which in turn influences affective, cognitive, behavioral, and relationship patterns later in 

life (Ártico, 2003). After separating from the surrogate caregivers, transnational children may 

experience a type of ambiguous loss.  

   Ambiguous Loss. Ambiguous loss is amongst the theoretical frameworks that have been 

used to explain the effects of family separation and reunification in immigrant populations. The 

term was initially coined by Pauline Boss (1999, 2006) to describe the “unclear” loss 
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experienced when a loved one is either 1) physically absent but psychologically present or 2) 

psychologically absent but physically present. More recently, it has been applied to transnational 

families in reference to the loss that children endure during the separations and reunifications. 

Unlike traditional loss, ambiguous loss is a loss characterized by uncertainty of if and when a 

loved one will either physically or psychologically “return” (Boss, 2007). The ambiguity can be 

stressful, traumatizing, and not socially recognized, validated or supported as a “loss”, thereby 

becoming “disenfranchized” (Boss, 2007; Schapiro et al., 2013; Walter & McCoyd, 2009).  

 For immigrant children, ambiguous loss can surface at multiple time points. Following 

the first separation, the biological parent becomes physically absent, but in many cases, remains 

psychologically present. Upon arrival of the children to the host country, the busy work schedule 

of the parent(s) and poor attachment may render them psychologically absent despite now being 

physically present.  During this time, the surrogate caregiver is now physically absent but 

psychologically present. Through interviews with separated and reunified immigrant youth, 

Suárez-Orozco and colleagues (2011) found that leaving a caregiver behind in the native country 

was experienced as a significant loss that lingered over time. Common reactions reported by the 

youth included sadness, resignation, and anger towards the parent(s) whom they reunified with 

(Suárez-Orozco et al., 2011). At the same time, youth are additionally grieving the loss of their 

homeland, along with the culture and routines that came with it.  

Long-term separation and reunification implications 

 Analyses of quantitative and qualitative data depict the psychological impact of the 

separation and reunification as primarily impacting the first 5-year period (Suárez-Orozco et al., 

2011). Longer-term impacts have received less empirical attention. A case study examining the 

long-term emotional consequences of migration and family offers some insight. For one woman, 
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it appeared on the surface that she persevered and succeeded in light of her earlier circumstances. 

However, an inner and persistent fear of abandonment, feelings of depression, emptiness, and 

relational difficulties lingered. Longitudinal studies are needed to better understand the long-term 

consequences of separation and reunification.  

 Although the longer-term impact of separation and reunification remains unclear, it is 

clear that supports are needed within the first five years. As transnational children navigate the 

challenges associated with the reunification, efforts to address the acute psychological symptoms 

are critical. Further research is needed to examine how these interventions are received by 

transnational families, along with their impact.   

Existing interventions for Hispanic immigrants  

 The increased efforts that have been made to develop interventions for Hispanic 

immigrant children are encouraging and provide guidance for developing interventions for 

children experiencing separation and reunification. Scholars in the field are increasingly 

recognizing the importance of providing culturally sensitive interventions to Hispanics, as 

evidenced by the considerable literature offering recommendations for engaging this population 

in treatment (Chavira et al., 2014; Falicov, 2009; Mitrani, Santisteban, & Muir, 2004; Organista 

& Muñoz, 1996; Friedberg, Keller, Thordarson, & Sullivan, 2016). For example, steps have been 

taken to tailor evidence-based treatments (EBTs) and cognitive-behavioral therapy (CBT) to 

address the unique needs of Hispanic immigrant youth and families (Santisteban & Mena, 2009). 

Finally, a variety of multi-family interventions have been developed to promote family cohesion 

and support the acculturation process, though they have received limited empirical analysis.     

 Evidence based treatments. Scholars have advocated for evidence-based treatments 

(EBTs) as the first line of treatment for immigrant youth, considering it appropriate for several 
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reasons (Huey, Tilley, Jones, & Smith, 2014; Katoaka et al., 2003; Organista & Muñoz, 1996). 

First, the short-term directive, problem-solving approach of EBTs is consistent with the 

expectations for immediate relief, guidance, and advice, as well as sudden and acute symptoms 

characteristic of Hispanics (Organista & Muñoz, 1996). Second, the didactic approach of EBTs, 

and emphasis on providing psychoeducation is likely to orient Hispanics to treatment by offering 

knowledge about mental disorders, and explaining how they are conceptualized and treated with 

the particular intervention. Third, the collaborative and transparent style of EBTs may be 

particularly empowering for Hispanic immigrants (Friedberg, Keller, Thordarson, & Sullivan, 

2016). Finally, the use of handouts, chalkboards, and exercises likely decrease stigma and 

increase comfort level (Organista, & Muñoz, 1996). Despite this, there is a marked paucity of 

evidence-based treatments (EBTs) for Hispanic children who have experienced immigration-

related separation. 

 Cognitive Behavioral Framework. One particular approach that has been recommended 

for Hispanics is cognitive behavioral therapy (CBT). CBT is a primary empirically supported 

intervention for the treatment of PTSD, depression, and anxiety disorders. The flexible nature of 

CBT, specifically its ability to match the individual needs of each patient or population, makes it 

a fitting treatment for Hispanic immigrant children. Although empirically supported treatments 

such as CBT have been recommended as the first line of treatment for immigrant children (Hays, 

2009; Huey, Tilley, Jones, & Smith, 2014), more studies are needed to examine the efficacy of 

CBT with Hispanic children (Katoaka et al., 2003; Rosselló, Bernal, & Rivera-Medina, 2008; 

Silverman, 1999; Stein et al., 2003), and particularly with first-generation Hispanic immigrants 

who speak Spanish. A variety of studies have examined the efficacy of CBT administered in 

English to more acculturated Hispanic youth. Findings from randomized controlled trials (RCTs) 
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of CBT with Hispanic youth with anxiety disorders have found positive impacts in treatment 

responsiveness, symptom severity, and overall functioning (Chavira et al., 2014; Piña, 

Silverman, Fuentes, Kurtines, & Weems, 2003; Silverman, Piña, & Viswesvaran, 2008). Another 

study of 112 Puerto Rican adolescents revealed that Individual and group format reduced 

depressive symptoms and enhance self-concept in a sample of (Rosselló et al., 2008).  

 A few researchers have effectively employed CBT interventions in schools with less 

acculturated immigrant youth (Beehler, Birman & Campbell, 2012; Katoaka et al., 2003). Most 

prominently, Katoaka and colleagues (2003) delivered a manual-based, eight-session CBT 

school-based group intervention to recently arrived Hispanic immigrant children and parents. As 

part of the eight sessions, children received psychoeducation and were taught CBT skills to 

target PTSD, anxiety, and depression symptoms that resulted from exposure to community 

violence (Katoaka et al., 2003). Parents were offered four optional multifamily group sessions 

where they received psychoeducation on trauma, parenting skills, and support to cope with their 

own trauma histories. The results supported the efficacy of the intervention for reducing PTSD 

and depressive symptoms at 3-month follow-up. A culturally adapted version of this intervention 

has also been found to effectively reduce trauma symptoms in Hispanic youth (Ngo et al., 2008). 

These interventions suggest that CBT approaches are promising for Hispanic immigrant children.  

 Multi-family group interventions have been developed to address the difficulties that 

result from the separation and reunification of transnational families. Founded on family systems 

theory, and research on acculturation and risk and protective factors, Entre Dos Mundos 

(Bacallao & Smokowski, 2005), has received support for reducing parent-adolescent conflict, 

anxiety and depression in youth. The intervention is based on Bicultural Effective Training 

(Szapocznik & Williams, 2006), and was designed to encourage and support the development of 
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bicultural skills, and address family conflict in the context of acculturation. It does this by 

addressing challenges associated with balancing the demands of the two cultures, discrimination, 

school involvement, relationship with other Hispanics, and planning for the future (Smokowski 

& Bacallao, 2011).  

 Familias Unidas (Coatsworth et al., 2002), a family-centered intervention was designed to 

prevent problem behaviors in adolescents by enhancing parenting skills. The intervention 

consists of four phases, including engagement in treatment, building group cohesion, acquiring 

cognitive restructuring skills, and restructuring family interactions. It has been found to 

effectively reduce externalizing disorders, substance use, and unsafe sexual behavior in 

adolescents (Pantin et al., 2009), and to increase parental involvement (Pantin et al., 2003). 

Finally, Families Reunite (Hamby, 2012), a parent education curriculum, was designed to 

promote family cohesion through positive parenting. The efficacy of the intervention, which was 

designed as part of a Fairfax (Virginia) County Public School (FCPS) initiative to meet the needs 

of families, has not yet been examined.  

 Encouraged by the outcomes of these interventions, and guided by the recommendation 

of the Surgeon General’s Conference on Children’s Mental Health to improve the quality of 

mental health services in school sectors (U.S. Public Health Service, 2000), the present trauma-

informed intervention used a primarily cognitive-behavioral framework that was delivered in a 

school setting. The intervention further sought to address the multiple experiences of 

transnational children in a culturally sensitive manner. 

C.A.S.A Development & Content 

 The development of C.A.S.A (Culturally-sensitive, Acculturation, SepAration and 

reunification-related) - a 60-minute eight-session, cognitive-behavioral based, flexible, 



 
 

 
 

22 

manualized intervention -was inspired by the need for evidence-based interventions for 

transnational children. Further, it was informed by the recommendations of scholars who have 

worked with Hispanic immigrants and identified the need for culturally-sensitive approaches 

(Boss, 2006; Boss; 2007; Falicov, 2007; Katoaka et al., 2003; Mitrani, Santisteban, & Muir, 

2004; Friedberg, Keller, Thordarson, & Sullivan, 2016). It was developed for children between 

the ages of 9 and 12 based on (a) the need for services within this age range at the identified 

sites, and (b) developmental considerations. Guided by the Ecological Validity Framework 

described below, intervention content was made culturally sensitive and relatable for addressing 

traumatic experiences, the different losses inherent to this population, acculturation related 

challenges, and emphasized resilience building. Psychoeducation was drawn from the literature 

on immigration related separation and reunification research and theories. Evidence-based 

mindfulness-and acceptance-based approaches, and resilience building strategies were integrated 

within a primarily cognitive-behavioral framework. 

 Cultural adaptation. As is recommended when administering interventions to ethnic 

minorities, the techniques included in the intervention were made culturally sensitive in an effort 

to increase treatment engagement, and decrease attrition (Cardemil, 2010). The Ecological 

Validity framework (EVF; Bernal, Bonilla, & Bellido, 1995), which emphasizes the importance 

of attending to eight constructs when adapting interventions for the Hispanic population. The 

eight constructs were established to promote cultural sensitivity and ensure congruency between 

the cultural background and language of the individual and the treatment being administered. 

These constructs include 1) language, 2) persons, 3) metaphors, 4) content, 5) concepts, 6) goals, 

7) methods, and 8) context.  
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 Guided by the EVF framework, the present intervention was made culturally sensitive in 

several ways: 1) the manual was written and the intervention administered in Spanish; 2) 

examples were tailored to reflect the common experiences of Hispanic immigrants while still 

preserving the integrity of the approach; 3) themes of each session targeted experiences specific 

to the population (e.g., migration trauma, ambiguous loss, acculturation and related stress, 

reunification challenges), and; 4) the different values and perspectives of participants were 

acknowledged throughout discussions and encouraged for building resiliency. Consistent with 

recommendations, culturally relevant analogies and metaphors were used to make the content 

relatable, engaging, and foster the therapeutic alliance (Friedberg, McClure, & Garcia, 2009). 

For example, vignettes used Hispanic names and included terminology and experiences common 

to the community, such as traveling through the border, riding La Bestia, and adjusting to a new 

family, to make them more relatable to the children and increase engagement (Mitrani et al., 

2004). Participants were encouraged to share their own stories, to reflect on how they overcome 

these, and use values-based strategies (e.g., faith, religion) to build resiliency. The intervention 

was trauma-informed in that it acknowledged common potentially traumatic experiences and 

reactions during the separation, reunification, as well as in the home country (e.g., presence of 

gangs, witnessing or being a victim of violence). Strategies and skills (e.g., relaxation, problem-

solving, cognitive restructuring, narratives) that have proven effective for reducing trauma 

symptoms were then presented. 

 Structure. The C.A.S.A intervention consists of 8 manualized group sessions: 6 for 

children, 1 for parents, and 1 for families. A treatment manual was used to preserve consistency 

across administrations, and a flexible approach was employed to meet the needs of the children 

in the group. The content addresses experiences specific to transnational children, while 
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providing evidence-based coping skills. The content of each session is reviewed next, with the 

principal themes highlighted in Table 1.  

 Session one. During the first session, psychoeducation on the nature and purpose of the 

group was presented. Confidentiality was reviewed to foster a safe space, and rules for the group 

were established. Participants were asked to participate in a group activity to introduce 

themselves. Common reactions to the process of separating and reunifying with families, and of 

migrating, were presented to provide an overview of the theme of the group. Group discussion 

surrounding the experience of being in the host country was encouraged through questions (e.g., 

what do you remember about your country?). This activity was meant to normalize the 

experiences of the group members and begin instilling a sense of shared experiences and support. 

Participants were asked to reflect on these commonalities.  

 Session two. The focus of the second session was on the provision of cognitive 

behavioral skills. A cognitive-behavioral model was used to explain the onset and maintenance 

of anxiety, depression, and trauma symptoms. Participants were taught relaxation strategies, 

cognitive-restructuring, and problem-solving techniques through didactic presentations that 

included the use of charts, diagrams, modeling, and examples. Examples were relevant to the 

experiences of transnational children (e.g., anxiety that developed in response to an incident that 

occurred during migration). The provision of concrete skills has been recommended to 

encourage self-efficacy in immigrant youth (Nicolas, Arntz, & Hirsch, 2009), and cognitive 

exercises are considered useful for restructuring negative automatic schemas that may contribute 

to internalizing of symptoms (Friedberg et al., 2016). Participants were also encouraged to 

consider and share strategies that they have found, many of which related to cultural values (e.g., 

talking to family, religion).   
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 Session three. The third session focused on the practice of mindfulness. Mindfulness-

based acceptance was integrated into the intervention as a strategy for helping children to tolerate 

and accept difficult emotions, such as anxiety and ambiguity related to their often traumatic 

experiences, which Boss (2006) recommended to be a goal of treatment. This included 

participation in a guided mindfulness relaxation practice, and an age-appropriate activities to 

visually solidify the concept. The nature and benefits of mindfulness, including common initial 

reactions, were presented prior to the exercise. The group was then encouraged to share their 

experiences during the exercise. Although the benefits of mindfulness-based interventions with 

Hispanic immigrant children with trauma histories have yet to be documented, the approach has 

been found to be beneficial in Hispanic youth for reducing depression, anxiety, and hostility 

when administered in a group format (Edwards, Adams, Waldo, Hadfield, & Biegel, 2013). 

Furthermore, in reviewing the literature on the effects of mindfulness and acceptance-based 

technniques, Thompson, Arnkoff and Glass (2011) were able to conclude that in acquiring these 

skills, individuals may decrease avoidance associated with PTSD and experience an 

improvement in symptoms.  

 Session four. Session four gave attention to the topic of ambiguous loss. Drawing from 

the literature and recommendations for the treatment of ambiguous loss (Boss, 2006), 

psychoeducation was provided and an art-based activity was offered as a medium through which 

ambivalence could be expressed. Discussions were built in to provide participants with a space 

through which they could share their traumatic stories and feel heard. Questions were introduced 

to invite participants to share their stories, and provide the opportunity to process their losses. 

Story telling was used as a way to normalize ambivalence, ameliorate guilt, and increase 
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resiliency after trauma resulting from ambiguous loss (Focht & Beardslee, 1996; Boss, 2006). As 

part of this process, negative feelings were normalized, and use of strategies were encouraged.  

 Session five. Acculturation, specifically the process of adjusting to being in a new 

country, was discussed during the fifth session. In line with the recommendations of Smokowski 

and Bacallao (2011), the session was designed to encourage children to develop bicultural skills 

and learn about the benefits of biculturalism. To do so, children were asked to contrast the values 

and traditions of the host country with those of their native country. They were asked to reflect 

on their acculturation process, cultural conflict, discrimination, and how to balance the demands 

of both cultures.  

 Session six. Resiliency building strategies were presented during the final (6th) child 

session, where self-compassion practice and communication with positive role models was 

encouraged. The promotion of resilience or areas of strength in the context of immigration 

challenges is considered necessary for the success of interventions with immigrant populations 

(Weine, 2009). During this session, children were asked to participate in activities designed to 

help them reflect on their own strengths as well as those of the other members of the group.  

  Session seven. Working with parents to educate them on the symptomatology of the 

children has been highly recommended for the treatment of PTSD (Rigamer, 1986). 

Furthermore, including family members in treatment is strongly advised in recognition of the 

importance of familismo. Hence, the seventh multi-family session was designed solely for 

parents and centered on providing psychoeducation on common reactions that children 

experience in response to the separation and reunification, discussing the challenges, and 

providing recommendations for how to support children. The effects of the reunification and 

separation related challenges were presented through culturally relevant vignettes.  Parents were 
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given an overview of several of the relaxation and coping strategies presented to the children and 

encouraged to encourage children to practice these.  

 Session eight. The eighth session, which consisted of children, parents, and siblings and 

was multi-family. It focused on enhancing communication in the family with activities drawn 

from the literature on positive psychology. Families participated in an exercise designed to 

highlight the strength of the family through their migration story. The goal of this specific 

exercise was to draw on the resiliency of the family and highlight the ability to restore the 

equilibrium (Global Transmigration Resources, 2013).  

 Facilitation. Each of the first six child-sessions began by providing an overview of what 

was previously discussed during the last session. Psychoeducation on common immigration-

related separation and reunification experiences and reactions was integral, and provided to 

normalize the experiences of the children. As recommended by Mitrani, Santisteban, & Muir 

(2004), discussions were initiated and facilitated by posing questions on the separation, 

reunification, acculturation, and losses. At the end of each session, participants were encouraged 

to reflect on the content that was presented, specifically as it applied to themselves. The open-

ended discussions were included to be validating, and highlight cultural differences and 

commonalities between the group members (Falicov, 2007). Further, they aimed to build a 

support network, and as with group approaches allow members to learn from each other. While 

participants were often encouraged to reflect on and share the ways in which they have coped 

with difficulties, cognitive-behavioral and acceptance-based strategies were presented. Child 

sessions were held during the school day, and parent and multi-family sessions were held during 

after-school hours. 
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Table 1. C.A.S.A Content by Session  

Session Content 
1 Introduction: Confidentiality, Rules & Psychoeducation 
2 CBT: Reframing & Relaxation Strategies 
3 Mindfulness-and-Acceptance-Based Practice 
4 Ambiguous Loss 
5 Acculturation 
6 Resiliency 
7 Parent Session: Psychoeducation & Support Strategies 
8 Family Session: Family Narrative  

 
Present Study 
 In summary, as transnational families continue to endure the difficulties inherent to 

migration, it will be important for mental health practitioners to provide culturally-sensitive 

evidence-based treatments to promote adjustment. While steps are underway to understand the 

complex experiences of these families, less has been done to treat the distress associated with 

these. The present study sought to address the existent clinical and research gap by developing 

and examining the potential efficacy of a culturally-sensitive intervention embedded within an 

evidence-based framework. Specifically, the following three research questions were explored: 

 

1. Is there a difference in symptom severity a) between participants in the treatment group 

and in the wait-list group after the intervention, and b) from pre-treatment to post-

treatment across all groups?  

2. How does the child’s psychological functioning relate to a) the quality of attachment to 

their parents and surrogate caregivers, and b) parents’ own emotional functioning?  

3. What recommendations do participants have for improving the group intervention? 
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Methods 

 A randomized, wait-list controlled design was used to evaluate the potential efficacy of 

the C.A.S.A intervention, and identify the aspects of the intervention that participants most 

benefitted from. A mixed-methods approach consisting of quantitative and qualitative data was 

used to triangulate findings and increase validity (Bryman, 2004), which is often compromised in 

cross-cultural research (McLoyd & Steinberg, 1998). Moreover, this approach is particularly 

suitable in examining the potential efficacy of the intervention with a Hispanic population 

because it allows for the testing of relationships between quantitative variables, while providing 

an understanding of the internal experiences and processes of the participants. Thus, qualitative 

data of participants’ perceptions of the program was gathered to obtain recommendations 

regarding the continued development, implementation and dissemination of the intervention. 

This study was approved by The Catholic University of America’s Institutional Review Board, 

and the Montgomery County Public Schools’ Office of Shared Accountability. 

Participants 

 Participants were recruited from two Linkages to Learning (LTL) sites- a school-based 

program that provides mental health services to at-risk children and their families. An elementary 

and middle school site were chosen on the basis of having a large immigrant and primarily 

Hispanic population in need of therapeutic services. Children between the ages of 9 and 12 who 

could potentially benefit from the intervention were identified by school personnel. A letter with 

information detailing the nature of the group intervention was then sent home to the parents. 

Parents were asked to sign the letter to indicate that they granted permission for their child to 

participate in the intervention.  
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Twenty-six parents who expressed an interest in having their child participate in the 

group, and provided permission to be contacted, were then invited to participate in the study. Of 

these, 19 children were eligible for the study by virtue of the following criteria: (1) was between 

the ages of 9 and 12; (2) each child was of Hispanic/Latino origin; (3) spoke Spanish as their 

native language; (4) was born outside of the United States; (5) had experienced a family 

separation that lasted over one year; and, (6) had experienced a reunification within the previous 

two years. Four children who did not meet inclusion criteria but for whom the intervention would 

be appropriate also received the intervention but did not participate in the study. Consent and 

assent were obtained from each parent-child pair, respectively, prior to beginning the 

intervention. Given the low literacy rate amongst parents and children, all forms were read out 

loud in the family’s preferred language (Spanish or English) by trained bilingual research 

assistants.  

Following completion of baseline measures, participants at each of the two sites were 

randomly assigned to either receive the intervention immediately (n=8) or to a waitlist 

comparison group (n=9) using a computer generator. Two intervention groups, one at each site, 

were run concurrently for the intervention and then for the wait-list condition. Participants in the 

waitlist group received the intervention after the experimental group. Flow of participants is 

depicted in Figure 1.  
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Assessed for eligibility (n=26) 
 
 
 
                                                                                          Excluded (n= 7)                         
                                                                                              - Not meeting inclusion criteria (n=7) 
 
                                                              
                                                           
                                                          Completed Consent Forms 
                                                         & Baseline Measures (n=19)  
 
 
  
                                                                                           Participation Withdrawn (n =1)  
 
 
 
 
 
  
Assigned to Intervention (n=9)                                                        Assigned to Wait-List (n =9)                                         
     - Elementary School (n=5)                                                              - Elementary School (n=6) 
     - Middle School (n=4)                                                                     - Middle School (n=3) 
 
 
 
 
 
  Completed Treatment (n=9)                                                             Completed Time 2  
     - Completed Post-Treatment                                                          Measures (n =9)                                   
        Measures (n=8)                                                                                
     - Lost to follow-up (n=1) 
                                                                           
 
 
                                                                                                        Completed Treatment and 
                                                                                                        Post-Treatment Measures (n=9) 
 
Figure 1. Flow of Participants Through Stages of Study 

 
 
 
 

Random 
Assignment 

 

Time 2 
 

Post-Treatment 
 

Post-Treatment 
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Compensation. Parents were compensated with $15 each time they completed the 

measures, and children were remunerated with a school supply (i.e., books, pencils).  

Attrition. One child transferred schools prior to beginning the intervention and withdrew 

from the study. Following completion of the intervention and prior to completing post-

assessment measures, one family withdrew from the study due to scheduling conflicts.  

Demographics. The final sample (n=17) was 53 percent female and ranged from 9 to 12 

years in age (M= 10.6, SD= 1.1) (see Table 2).  Eleven of the children attended elementary 

school (65%), and six attended middle school (35%). Children had migrated from El Salvador 

(n=13), Guatemala (n=2), Dominican Republic (n=1), and Honduras (n=1). More than half of the 

children had been separated from one or both parents/caretakers prior to the age of one (n=11), 

and the remainder between the ages of two and six (n=6).  Nine of the children were reunited 

within the last year (53%), and eight within the last two years (47%), with the overall average 

length of separation lasting 8.2 years (SD= 1.9). The intervention and wait-list groups did not 

significantly differ in terms of age of separation Χ"(4, N=17)= 4.78, p=.31, or reunification Χ"(4, 

N=17)=.3.30, p=.51. Additionally, there was no significant difference in length of separation 

between the intervention (M=7.38, SD=1.92) and wait-list groups (M=8.89, SD=1.76), t(15)= -

1.69, p=.65. On average, parents who completed the questionnaires reported they had completed 

5.5 (SD= 3.2) years of formal education. With regard to employment, five reported they were 

working full time (n=29%), four stated they were working part-time (n=24%), and eight 

identified as unemployed (47%). Six families had only one parent/caretaker living in the United 

States (35%). At home, 16 children spoke only Spanish (94%), and one spoke both English and 

Spanish (6%).  

 



 
 

 
 

33 

Table 2 
Demographic Characteristics by Intervention and Wait-list 
 
 Total (N= 17) 

Participants 

Intervention (n= 8) 

Participants 

Wait-list (n= 9) 

Participants 

Child Demographics    
     Age, M (SD) 10.59 (1.1) 10.62 (1.06) 10.56 (1.24) 
     Female, n (%) 9 (53) 4 (50) 5(56) 
     School Type, n (%) 
          Elementary 
          Middle School 

 
11(65) 
6 (35) 

 
5 (63) 
3 (38) 

 
6 (66) 
3 (33) 

     Country of origin, n (%) 
          El Salvador 
          Guatemala 
          Honduras 
          Dominican Republic 
     Length of Separation, M (SD) 

 
13 (77) 
2 (12) 
1 (6) 
1 (6) 

8.18 (1.94) 

 
6 (75) 
1 (13) 
0 (0) 
1 (13) 

7.38 (1.92) 

 
7 (78) 
1 (11) 
1 (11) 
0 (0) 

8.89 (1.76) 
     Age of Separation, n (%)  
          ≤ 1 year old 
          2 years old 
          3 years old 
          4 years old 
          6 years old 
     Age of Reunification, n (%) 
          8 years old  
          9 years old 
          10 years old 
          11 years old 
          12 years old 

 
11 (65) 

1 (6) 
2 (12) 
2 (12) 
1 (6) 

 
2 (12) 
7 (41) 
5 (29) 
2 (12) 
1 (6) 

 
4 (50) 
0 (0) 
1 (13) 
2 (25) 
1 (13) 

 
0 (0) 
4 (50) 

3 (37.5) 
1 (13) 
0 (0) 

 
7 (78) 
1 (11) 
1 (11) 
0 (0) 
0 (0) 

 
2 (22) 
3 (33) 
2 (22) 
1 (11) 
1 (11) 

Parent demographics    
     Education, years, M (SD) 
     Employment, n (%) 
          Full-time 
          Part-time 
          Unemployed  
     Length in U.S., n (%) 
          ≤1 year 
           1 year 
           2 years 
           3 years 
          More than 5 years 

5.47 (3.16) 
 

5(29) 
4(24) 
8(47) 

 
7 (41) 
1 (6) 
1 (6) 
1 (6) 
7 (41) 

5.62 (3.93) 
 

2(25) 
1(13) 
5(63) 

 
4 (50) 
0 (0) 
0 (0) 
1 (13) 
3 (38) 

5.33 (2.55) 
 

3 (33) 
3 (33) 
3 (33) 

 
3 (33) 
1 (11) 
1 (11) 
0 (0) 
4 (44) 
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Measures 

Participants were given the option to have measures administered in their preferred 

language (English or Spanish) (see Table 3 for list of measures by participants). Of note, every 

participant chose to complete all or the majority of the measures in Spanish. Measures were 

administered by trained bilingual research assistants. Families (child and parent) completed 

measures after signing the consent form (baseline) and after receiving the treatment. Participants 

on the waitlist completed the measure an additional time (Time 2), prior to beginning the 

intervention. The measures administered at each time point are depicted in Table 4 and are 

described in further detail below.   

 
Table 3 
Measures Completed by Participants   

 Participant 
Construct Child Parent 
Trauma UCLA PTSD-RIa PCL-Cb 

Family Environment  FESc 

Child Trauma History  UCLA PTSD-RI Screenerd 

Depression CDI-2e DASS-21f 

Resilience CYRMg  
Attachment IPPA-Rh  
Acculturation BIQi BIQi 

Anxiety SCARED- Self Reportj SCARED-Parent Reportk 

Note. a UCLA PTSD Reaction Index for Children/Adolescents-DSM-5 Symptom Scale. b 

Posttraumatic Stress Disorder Checklist-Civilian. c Family Environment Scale. d UCLA PTSD 
Reaction Index for Children/Adolescents-DSM-5 Trauma History Profile. e Child Depression 
Inventory- Second Edition. f Depression Anxiety Stress Scales-21. g Child Youth Resilience 
Measure. h Inventory of Parent and Peer Attachment-Revised. I Bicultural Involvement 
Questionnaire. j Screen for Child Anxiety Related Disorders- Self-Report version. k Screen for 
Child Anxiety Related Disorders- Parent Report version.  
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Table 4 
Measure by Time Point  
 Baseline Time 2a Post-Treatment 
Child    
   UCLA PTSD-RI1 ü ü ü 
   CYRM2 ü ü ü 
   CDI-23 ü ü ü 
   IPPA-R4 ü ü  
   BIQ5 ü ü  
   SCARED- Self Report6 ü ü ü 
Parent    
   PCL-C7 ü ü  
   FES8 ü ü ü 
   UCLA PTSD-RI Screener9 ü ü  
   DASS-2110 ü ü  
   BIQ5 ü ü  
   SCARED-Parent Report11 ü ü ü 

 Note. a Wait-list control group pre-treatment data collection. 1 UCLA PTSD Reaction Index for 
Children/Adolescents-DSM-5. 2 Child Youth Resilience Measure. 3Child Depression Inventory- 
Second Edition. 4 Inventory of Parent and Peer Attachment-Revised. 5 Bicultural Involvement 
Questionnaire. 6 Screen for Child Anxiety Related Disorders- Self-Report version. 7 
Posttraumatic Stress Disorder Checklist-Civilian. 8 Family Environment Scale. 9 UCLA PTSD 
Reaction Index for Children/Adolescents-DSM-5 Screener. 10 Depression Anxiety Stress Scales-
21. 11 Screen for Child Anxiety Related Disorders- Parent Report version.  
 

Demographic questionnaire. Demographic information was obtained from parents via a 

questionnaire. Specifically, parents were asked about their ethnic origin, marital status, years of 

education, number of biological children living in their native country, their and their partner’s 

employment status, and year that they and the child’s other biological parent each arrived to the 

United States. Parents also answered information regarding their child’s ethnic origin, as well as 

separation and migration history. Specifically, parents were asked to report the age(s) of the child 

at the time the separation(s) occurred, age at reunification, number of siblings that remained in 

the home country, individual(s) who cared for the child during the separation, method and 

frequency of communication with the child during the separation, whether they had a plan to 

reunite with the child, if the plan was shared with the child and occurred accordingly. Parents 

also answered questions regarding their child’s migration (i.e., transportation, travel companions, 
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complications, detainment, and length of travel). Additional information was collected regarding 

history of receiving therapy related to the separation, and both parent and child experiences with 

each other upon reunification.  

 Parent measures. Parents answered questionnaires regarding their own symptoms of 

trauma, depression, anxiety and stress. Parents also completed a measure of family conflict, and 

a screener to ascertain their child’s exposure to multiple traumatic experiences.  

 Trauma. The Spanish (Orlando & Marshall, 2002) civilian version of the Posttraumatic 

Stress Disorder Checklist- Civilian (PCL-C; Weathers, Litz, Huska, & Keane, 1994) is a 17-item 

measure of present symptoms of Posttraumatic Stress Disorder (PTSD). The questionnaire was 

administered at baseline given the often-traumatic history of immigrant parents. The PCLC-C 

has been found to be a highly valid and reliable measure of PTSD symptoms among clinical 

(α=.94) (Blanchard, Jones-Alexander, Buckely, & Forneris, 1996) and nonclinical samples (α 

=.92) (Conybeare, Behar, Solomon, Newman, & Borkovec, 2012). The psychometric properties 

of the Spanish version have been shown to be equivalent to the English version (Miles, Marshall, 

& Schell, 2008).  Specifically, the Spanish version was found to possess good internal 

consistency in a sample of earthquake victims in Chile (α=.89) (Vera-Villarroel et al., 2011), and 

pregnant women in Peru (α=.90) (Gelaye et al., 2017). Internal consistency in the present study 

was found to be excellent at baseline (α=.96). 

 Depression. The Depression Anxiety Stress Scales-21 (DASS-21; Daza, Novy, Stanley, 

& Averill, 2002; Henry & Crawford, 2005) is a 21-item short version of the DASS (42-item). 

The Spanish version (Daza et al., 2002) was administered at baseline to assess parents’ 

symptoms of depression, anxiety and stress. Participant responses are scored on a 4-point Likert 

scale ranging from 0 (did not apply to me at all) to 3 (applied to me all the time). Internal 
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consistency of the Spanish translation is high for the depression (α=.93), anxiety (α=.86) and 

stress (α=.91) subscales (Daza et al., 2002). The psychometric properties of the Spanish and 

English version are comparable. In the present study, the overall measure demonstrated excellent 

reliability (α=.90) at baseline. The reliability of the depression (α=.91) and anxiety (α=.89) 

subscales were comparable to those of Daza and colleagues (2002), whereas the stress subscale 

(α=.67) was lower.      

 Family environment. A 3-item version of the Family Conflict Subscale of the Family 

Environment Scale (FES; Moos & Moos, 2002) was administered at both baseline and post-

treatment to assess conflict within the family. Since the Spanish translation provided by the 

authors has not been validated, items were chosen from Villarduña’s (2013) translation, which 

was validated using a sample of parents across schools in Peru.  The translation of the second 

item (“We hardly ever lose our tempers”) was modified by the researcher to be conceptually and 

culturally equivalent for the Central American population in the study. Specifically, the item was 

changed from ‘Los miembros de la familia casi nunca expresamos nuestra cólera’ to ‘Los 

miembros de mi familia difícilmente se alteran’.  

 In place of the binary (true-false) rating format used in the original measure, participants 

were asked to indicate if they strongly agreed, mildly agreed, mildly disagreed, or strongly 

disagreed with each statement. The Spanish version of the Family Environment Scale 

(Villarduña, 2013) used in this study was validated with a large sample of Spanish-speaking 

parents (n=450) across multiple schools. Analysis of psychometric properties yielded good 

internal consistency (α= .84). In the current sample, the 3-items yielded poor internal consistency 

at baseline (α=.51).  
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 Child trauma history. A modified version of the Spanish UCLA PTSD Reaction Index 

for Children/Adolescents-DSM-5 Trauma History Profile and Trauma Details section (Pynoos et 

al., 2015) was administered to parents at baseline to ascertain children’s exposure to multiple 

traumatic experiences and the specific details (e.g., role in event, age experienced). Items keyed 

to common experiences of immigrant children were included. Specifically, parents were asked to 

report on their children’s history with experiencing or witnessing a serious accidental injury, 

community violence, school violence, disaster, bereavement, war/political violence, forced 

displacement, bullying, or an illness/medical trauma.  

 Child measures. Children were administered measures to assess for trauma, depression, 

resilience attributes, and attachment to their parent and surrogate caretaker in their native 

country.  

 Depression. The English or Spanish self-report version of the Child Depression Inventory 

2nd Edition: Self-Report (CDI2: SR; Kovacs, 2010) were administered at both baseline and post-

study time points to assess children’s symptoms of depression. For each of the 28-items, children 

were asked to endorse one of three descriptions that best described their experience during the 

last 2 weeks (e.g., ‘I do not feel alone, I feel alone many times, I feel alone all the time’). 

Responses are scored on a 3 point scale ranging from 0 to 2 to yield 7 scale scores (total, 

emotional problems, negative mood/physical symptoms, negative self-esteem, functional 

problems, ineffectiveness, interpersonal problems). The measure has been found to possess 

adequate internal consistency (α= .82-.85) in both a clinical and non-clinical Spanish speaking 

population of children and adolescents (Figueras Masip, Amador-Campos, Gómez-Benito, & del 

Barrio Gándara, 2010). Internal consistency in the current sample was found to be low at 

baseline (α=.62).  



 
 

 
 

39 

 Trauma. The English or Spanish symptoms scale of the UCLA PTSD Reaction Index for 

Children/Adolescents-DSM-5 Symptom Scale (PTSD-RI; Pynoos et al., 2015) was administered 

to children at both baseline and post study time points to assess severity of PTSD symptoms. 

Children were asked to think about a traumatic experience and to rate the frequency of PTSD 

symptoms during the past month. The scale consists of 27-items to assess PTSD symptoms and 4 

items to assess Dissociative subtype per DSM-5 criteria. Items such as ‘I have bad dreams about 

what happened, or other bad dreams’ are rated on a 5-point scale ranging from None (0) to Most 

(4). Although the psychometric properties of the current DSM-5 version have not yet been 

established, the English DSM-IV version was found to possess good to excellent internal 

consistency reliability (α= .88-.91) in a large sample of children and adolescents (N= 6,291) 

(Steinberg et al., 2013). The Spanish version of the DSM-4 version has been used to assess 

PTSD symptoms in a sample of Hispanic children as part of a study examining the impact of 

parental deportation on psychological functioning (Allen, Cisneros, & Tellez, 2015). The 

measure was found to possess good internal consistency in the current sample at baseline 

(α=.89).  

Resilience. The short version of the Child and Youth Resilience Measure (CYRM-12; 

Liebenberg, Ungar, & LeBlanc, 2013) was administered to children both prior to and after 

completing the intervention. The 12-item short version of the 48-item CYRM, is a culturally 

sensitive measure of resilience (Ungar & Liebenberg, 2005). The Child version was administered 

to 9-year-olds and the Youth version was administered to participants between the ages of 10 and 

12. Items such as ‘When things don’t go your way, can you fix it without hurting yourself or 

other people (for example, without hitting others or saying nasty things)’ are answered on a 3-

point scale (No, Sometimes, Yes) and summed to calculate a total resiliency score. Items are 
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conceptually equivalent across versions, with developmentally and age-appropriate word 

substitutions noted on three items (e.g., ‘belong’ versus ‘fit in’, ‘getting an education’ versus 

‘doing well in school’). Furthermore, whereas items on the youth version are phrased as 

statements, those on the child version are worded as questions. Higher scores indicate greater 

possession of characteristics associated with resilience. The CYRM-12 was found to possess 

good psychometric properties (α= .84) in a school-based sample of children and adolescents, and 

therefore to serve as an adequate screener of resilience (Liebenberg, Ungar, & LeBlanc, 2013). 

Since no validated Spanish version exists to date, items from multiple Spanish translations 

provided by the authors and other researchers (Universitat Autónoma de Barcelona, n.d) were 

compared, revised to be culturally equivalent to the targeted population, and combined into one 

final version. Internal consistency in the current study was found to be poor at baseline (α=.54).  

Attachment. The English or Spanish version of the Inventory of Parent and Peer 

Attachment-Revised version (IPPA-R, Armsden & Greenberg, 1987; Pardo et al., 2006) was 

administered to assess children’s attachment to their parents and surrogate caretakers at both 

baseline and post-study time points. The 28-item questionnaire assesses attachment through 

degree of mutual trust, quality of communication, and alienation/anger. Responses were rated on 

a 5-point scale ranging from ‘Almost Never or Never True’ to ‘Almost Always or Always True.’ 

Psychometric analyses of the English and Spanish versions have yielded evidence in support of 

the validity and reliability (α= .78- 90) of the measure in youth ages 6 to 20 (Armsden & 

Greenberg, 1987; Abela et al., 2005; Pardo et al., 2006). Parental attachment scores on the IPPA-

R have been found to highly correlate with subscales on the Family Environmental Scale 

(Armsden & Greenberg, 1987). In the current study, internal consistency was found to be low at 

baseline (α=.68).  
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 Parent and child measures. Parents and children each completed a measure of 

acculturation, and anxiety to screen for symptoms of anxiety in the child.  

 Acculturation. The English or Spanish version of the Bicultural Involvement 

Questionnaire (BIQ; Szapocznik, Kurtines, & Fernandez, 1980) was administered to children and 

parents prior to receiving the intervention to assess the degree to which they identify with the 

native and host country. The BIQ is a 33 item, 5-point Likert-type scale measure of Hispanic and 

American orientation. Children and parents were asked to rate the degree to which they feel 

comfortable speaking English and Spanish (1= not at all comfortable to 5= very comfortable), as 

well as enjoy (1= not at all to 5= very much) and prefer American and Hispanic activities (1= I 

would wish this to be completely Hispanic to 5= I would wish this to be completely American). 

Scores were calculated to yield Americanism, Hispanicism, and Biculturalism scales. A cultural 

involvement score was also obtained. The two school-related items and two work-related items 

were not relevant to most parents and children, respectively. As recommended by the developers 

of the measure, the two school items were not included in the analyses for parents, and the two 

work items were not included in the analyses for children.  The measure has been found to 

possess good to excellent internal consistency for the Americanism (α= .89-.91), Hispanicism 

(α= .91-.93), and Biculturalism (α= .94) scales in a sample of Hispanic youth (Coatsworth, 

Maldonado-Molina, Pantin, & Szapocznik, 2005; Szapocznik, Kurtines, & Fernandez, 1980). In 

the present study, internal consistency was found to be excellent for the Americanism (α=.91) 

scale, and adequate for the Hispanicism (α=.76) scale for the children.    

 Anxiety. The English or Spanish Self-Report and Parent versions of the Screen for Child 

Anxiety Related Disorders (SCARED; Birmaher, Khetarpal, Cully, Brent, & McKenzie, 1995) 

was completed by children and parents, respectively, to screen for symptoms of anxiety prior to 
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and after receiving the intervention. The SCARED is a 41-item screener for anxiety disorders, 

namely the presence of Panic Disorder of Somatic symptoms, Generalized Anxiety Disorder, 

Separation Anxiety Disorder, Social Anxiety Disorder, and Significant School Avoidance. On 

the self-report form, children indicate the frequency with which they experience specific 

symptoms on a 3-point scale ranging from 0 (almost never) to 2 (often). On the parent-report 

form, parents rate how often they believe their child experiences the specific symptoms. The 

Spanish version of the SCARED showed adequate to good reliability for the full scale and all 

anxiety disorder scales (α= .69-.86), in a sample of children ages 9 to 12 (Vigil-Colet, 2009). 

Internal consistency was found to be good in the current study at baseline (α=.82).     

Qualitative questionnaire. During the post-assessment, a qualitative satisfaction 

questionnaire was administered to children and parents. The questionnaire was used to gather 

participants’ feedback regarding their perceptions of the material and the skills introduced to 

them. Specifically, the feedback pertained to their perceptions of the format, acceptability, 

appeal, and perceived feasibility of the theoretical and practice-based components presented.  

Parents who attended at least one of the two parent sessions were asked to complete the feedback 

questionnaire to report on their experiences and provide recommendations for improving the 

intervention. Responses were recorded verbatim by a research assistant, and audio recorded with 

the permission of the participant. In cases where participants declined to be audio recorded, 

participants were asked to speak slower or repeat responses to maximize accuracy of the 

recorded responses. Audio recordings were transcribed for thematic analysis.  

Analytic Approach 
 Quantitative analysis. Quantitative data from the questionnaires was entered into SPSS. 

Next, the electronic data was carefully examined against the paper data to confirm that it was 

entered correctly. No missing data points were found, with the exception of the post-treatment 
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data of the participant who moved prior to beginning the intervention, the parent-child pair who 

reported scheduling conflicts, and another parent who was unable to schedule due to 

experiencing a family emergency.  Statistical tests were conducted on the final data set to verify 

that several assumptions were met in order to determine the appropriateness of using parametric 

tests. Data was transformed as needed to correct for violations of assumptions. Finally, 

parametric tests, including t-tests, ANOVA’s, as well as simple and multiple regressions were 

conducted to analyze the data.  

Qualitative analysis. An inductive approach, which entails a “bottom up” analysis of the 

data, was employed. Thematic analysis, a flexible and widely used method for identifying and 

analyzing patterns of themes in data (Braun & Clarke, 2006) was used due to the lack of pre-

existing research in this area and its known flexibility. Unlike methods that stem from or assume 

a specific theoretical or epistemological position (e.g., interpretative phenomenological analysis, 

grounded theory discourse), thematic analysis is not grounded in any specific theory. Its 

flexibility and detachment from any pre-existing theoretical framework, lends itself to be used 

within the context of several frameworks, including a critical realist framework, which 

recognizes the experiences of individuals, and how they make meaning of those experiences 

(Willig, 1999). From this approach, interpretation of the data relies on theory, the sociocultural 

context, and a review of the relevant research (Willig, 2012), which aligns with the goal of 

identifying recommendations for improving the intervention derived from how they perceived 

and received the intervention.  

Qualitative data was analyzed by the P.I. and a bilingual, Spanish-speaking research 

assistant. Braun and Clarke’s (2006) six phase process of thematic analysis was followed.  

During the first phase, available audio recordings were transcribed and checked against the 
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original audio several times to ensure accuracy. Next, all final transcriptions were read multiple 

times to develop familiarity with the content, and identify semantic as well as latent patterns for 

potential codes.  In the second phase, the P.I. and research assistant independently developed an 

initial list of codes based on the patterns identified during the process of familiarization. The two 

lists were reviewed and combined into one agreed upon list. All transcripts were subsequently 

coded by the P.I. using the established list of codes. The coded transcripts were then reviewed 

and annotated by the research assistant. During the third phase, the coded and collated data was 

closely analyzed to identify overarching themes. A thematic map was used to consider and depict 

the relationship between codes and themes at three different levels: overarching themes, themes, 

and sub-themes. During this process, overlapping or miscellaneous codes that did not fit with the 

identified themes were discarded. The fourth phase entailed reviewing and refining identified 

themes. As part of the review, some themes were kept, while others were collapsed to form one 

theme, or discarded if they appeared out of the scope of the research question or did not have 

sufficient supporting data. Next, all transcripts were again read to ensure that the themes 

accurately captured the data and to code any data consistent with the identified themes that may 

have been missed during the initial coding stages. Whereas the fifth phase consisted of 

continuing to refine and define the themes, as well as sub-themes, the sixth and final phase 

entailed producing a write-up of the themes. The latter consisted of extracting examples from the 

data to support and capture the essence of the themes. 
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Engagement and Retention 

  Eighty-nine percent of participants who completed measures at baseline were assessed at 

post-intervention. One participant moved prior to beginning the intervention, and another who 

completed the intervention was unable to complete post-treatment measures due to scheduling 

conflicts. There were no differences in symptomatology between these two participants and 

those who completed the intervention and measures at post-treatment.  

 One hundred percent retention was achieved across all groups during the treatment itself. 

Attendance was variable but generally strong. In the intervention group, seven participants 

attended all six child sessions, one attended five sessions, and one attended four sessions. Four 

parents attended the parent session, and four families attended the family session. In the wait-list 

control group, six participants attended all sessions, one attended five sessions, and two attended 

four sessions. Four out of the nine parents attended the parent session, and three families 

attended the family session. The main reason families provided for being unable to attend the 

family session was due to conflict with regular employment schedules. Parents generally 

reported that they would have liked to attend the family session if it had not conflicted with their 

work schedule. Figure 2 displays information on attendance by session across groups.  

 

 

 

  

 

 
Figure 2. Bar Graph of Attendance by Session  
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Quantitative Results 
 Testing assumptions. Given the small sample size, several assumptions were tested to 

determine the appropriateness of using parametric tests. First, the data was examined for outliers 

across groups and time points. A box plot inspection revealed four depression score outliers 

across groups. These extreme data points were reviewed, and found to not be due to data entry or 

measurement error, rather to be representative of true degree of symptamotology, and therefore 

kept. Next, the assumption of normality, a critical prerequisite for using parametric tests with 

small sample sizes (<30), was tested. While there are multiple ways of testing for normality, 

multiple issues surface when small sample sizes are considered. First, normality tests tend to lack 

power in small samples and therefore less likely to detect a deviation in normality even when one 

might exist, possibly resulting in a false assumption of normality (Oztuna, Elhan & Tuccar, 

2006). Although the Shapiro-Wilk test is considered the most powerful normality test (Razali & 

Was, 2011), and therefore recommended for samples smaller than 50, it has been found to lose 

power for small samples (Razali & Was, 2011). Thus, the combination of graphical techniques, 

such as histograms or q-q plots for studentized residuals, formal normality tests, and inspection 

of shape parameters is recommended when small samples are considered (Ghasemi & Zahedias, 

2012).  

 In line with the aforementioned guidelines, numerous tests were conducted to ensure that 

the assumption of normality was met for ANOVA and t-test analyses. Results of the Shapiro-

Wilk normality test indicated a normal distribution of data for all dependent variables across 

groups (p >.05). A z-test was then applied using skewness and kurtosis, using the recommended 

absolute value of 1.96, which is significant at the .05 level, as the cut off. This approach revealed 

a moderate positively skewed distribution of pretreatment depression scores in the experimental 

group. Depression scores were therefore transformed for both groups at all time points using a 
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square root transformation. A square root transformation was also applied to trauma scores at all 

time points and for both groups due to a violation of homosedasticity in pretreatment data. In an 

effort to achieve normality, square root, logarithmic, as well as reflect and inverse 

transformations were attempted. All three were unsuccessful in achieving a linear relationship 

between variables. However, a square root transformation most closely approximated 

homoscedasticity and was therefore applied. Finally, because the repeated measures consisted of 

two levels, the assumption of sphericity was automatically met.  

 Several critical factors and assumptions were considered in determining the adequacy for 

using regression modeling and interpreting the results. First, attention was given to several rules 

of thumb regarding the recommended sample size per predictor. It should be noted that variation 

exists, with the set number of proposed subjects per predictor variables varying from 5 to 20 

(Green, 1991; Harrell, 2001). With these recommendations in mind, multiple regressions with a 

maximum of 3 predictors were used to minimize loss of power. Simple regressions were 

conducted when a predictor within a model was found to be marginally significant. Next, six 

assumptions were tested to determine the appropriateness of using multiple regression. 

Independence of residuals was confirmed through a Durbin-Watson test. Normality of residuals 

was assessed and established through visual inspection of a scatter plot of standardized residuals 

against standardized predicted values, and of a normal probability plot, respectively. 

Multicollinearity was assessed through inspection of correlation coefficients and Tolerance/VIF 

values. The assumptions of linearity and homoscedasticity were violated for several predictor 

variables of parental psychological functioning despite the application of numerous 

transformations. In cases where there is a violation of these assumptions and non-transformed 

data is used, a more conservative p value (.01 rather than .05) is recommended. In addition, 
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adjusted R2 was used to control for overestimates that may result from small samples. Of note, 

due to the small sample size and limited statistical power, attention was given to effect sizes. 

With these limitations and violations in mind, findings should be interpreted with caution and are 

considered preliminary.  

 Baseline. Symptoms of depression, anxiety, trauma severity and total number of trauma’s 

experienced were compared at baseline to confirm that the intervention and wait-list group did 

not significantly differ. Prior to beginning the intervention, comparisons of means revealed no 

significant difference in symptoms between the two groups at baseline, indicating that the groups 

were comparable. See Table 5 for details.  

Table 5 

Symptom Baseline Comparison Between Groups  

Variable M (SD) M (SD) t p 
 
 
 
Child  
    Depressiona,f 

 
Intervention 

(n= 8) 

 
Wait-List 

(n= 9) 

 
 
 
 

-1.08 

 
 
 
 

.29 
 

3.04 (.86) 
 

3.43 (.63) 
   Anxietyb 
      Child Ratings 
      Parent Ratings 

 
35.88 (10.70) 
32.50 (19.30) 

 
32.78 (10.46) 
20.11 (12.00) 

 
.60 
1.61 

 
.56 
.13 

   Trauma 

         Severityc,f 
      Total Number 

 
4.78 (1.67) 

       6.50 (2.39) 

 
5.06 (.75) 

      4.67 (1.41) 

 
-.44 
1.95 

 
.67 
.07 

Parent 
   Depressiond 
   Anxietyd 
   Stressd 
   Traumae 

 
10.50 (9.55) 
12.25 (8.17) 
16.75 (12.69) 
49.88 (15.07) 

 

 
6.22 (9.97) 
6.44 (11.70) 
11.11 (22.12) 
37.00 (19.09) 

 
.90 
1.17 
.63 
1.53 

 
.38 
.26 
.54 
.15 

Note. aCDI-2. bSCARED. cUCLA-PTSD Scale. dDASS-21. e PCL-C.f represent transformed 
values.  
  

 Randomized controlled trial efficacy. A repeated measures ANOVA was used to 

examine whether the symptom severity of participants who received the intervention differed from 
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those on the wait-list. Over time, there was a statistically significant difference between the 

participants who received the intervention and those in the wait-list control group with regard to 

depression F(1,15)=6.29, p=.02, η2 =.30. There was no significant difference in anxiety, F(1,15)= 

.77, p >.05, or trauma, F(1,15)=.33, p >.05 symptoms. The effects of group and time are depicted 

in Table 6. There was not a linear relationship between the total number of traumas experienced 

and post-treatment trauma symptomatology for each group, as assessed by visual inspection of a 

scatterplot. Due to this violation in the assumption of linearity, total number of traumas was not 

entered as a covariate.  

 Within subjects comparisons showed a statistically significant reduction in depression 

severity for those in the intervention group, F(1,7)=10.41, p=.02, η2 = .60 from pre-treatment to 

post-treatment.  Beyond the significant reduction, these participants endorsed significantly lower 

levels of depression compared to those on the wait-list F(1,15)= 5.61, p =.03, after receiving the 

intervention. This effect size was large (η2 =.27). While the intervention group did not 

significantly differ from the wait-list group on anxiety, F(1,15)= .01, p >.05 or trauma severity, 

F(1,15)= .72, p>.05 after receiving the intervention, they did experience a marginally significant 

decrease in anxiety symptoms, F(1,7)=4.22, p=.08, with a large effect size (η2 =.38). See Table 7 

for details on baseline to post-treatment comparisons. In contrast, the wait-list group did not 

experience a significant reduction in depression, F(1,8)=.02, p>.05, anxiety severity, F(1,8)=.22, 

p>.05, or trauma symptoms, F(1,8)=.22, p>.05. Table 8 depicts within-group comparisons for the 

wait-list control group. The non-transformed values for all measures, by group and across 

assessment time points, are shown in Table 9. 
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Table 6 

Repeated Measures: Effects of Group and Time   

Variable  F                   η2 p 
Depression 
     Group 
     Time 
     Group x Time 

 
 

 
5.61 
5.28 
6.29 

 
.27 
.26 
.30 

 
.03 
.04 
.02 

Anxiety 
     Group  
     Time 
     Group x Time 

 
 

 
.01 

2.54 
.77 

 
.00 
.15 
.05 

 
.91 
.13 
.40 

Trauma 

    Group 
    Time 
    Group x Time 

 
 

 
.72 

1.67 
.33 

 
.05 
.10 
.02 

 
.41 
.22 
.57 

Note. p values in bold depict significant changes from baseline to post-treatment.   
 

Table 7 

Baseline to Post Treatment Within-Group Comparisons for Intervention Group  

Variable n M(SD) M(SD) F p η2 
 
 

 
 
 

 
Baseline 

 
Post-treatment 

 
 
 

 
 
 

 
 
 

Depressiona,d 8 
 

3.04(.86) 2.20(1.09) 10.41 .02 
 

.60 

Anxietyb 
Child Ratings 
Parent Ratings 

 
8 
7 

 
35.88(10.70) 
36.71(16.40) 

 
29.00(14.69) 
29.43(16.03) 

 

 
4.22 
.82 

 

 
.08 
.40 

 
.38 
.12 

Traumac,d 8 4.78(1.66) 3.98(1.48) 2.36 .17 .25 
Note. p values in bold depict significant changes from pre-treatment to post-treatment.aCDI-2. b 

SCARED. cUCLA-PTSD. d represent transformed values.  
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Table 8 

Baseline to Time 2 Within-Group Comparisons for Wait-List Group 

Note. aCDI-2. bSCARED. cUCLA-PTSD. drepresent transformed values.  
 
Table 9  

Non-transformed Symptom Scores across Time Points by Group 

Note. a CDI-2. b SCARED. c UCLA-PTSD Scale.  
  
Overall treatment efficacy. A paired-samples t-test was conducted to examine differences in 

symptom severity across all participants from pre-treatment to post-treatment. Collapsing across 

groups, there was a significant reduction in symptoms of depression from pre-treatment 

(M=3.27, SD=.74) to post-treatment (M=2.71, SD=.98), t(16)=2.93, p=.01, with a medium effect 

size (d =.71). Furthermore, all participants experienced a significant decrease in anxiety from 

Variable n M(SD) M(SD) F p η2 
 
 
 
Depressiona,d 

  
Baseline 

 
Time 2 

 
 
 

.02 
 

 
 
 

.88 
 

 
 
 

.00 
 

 
9 

 
3.43(.63) 

 
3.47(.60) 

 
Anxietyb 
  Child Ratings 
  Parent Ratings 

 
9 
9 

 
32.78(10.46) 
20.11(12.00) 

 
30.78(14.25) 
17.44(15.86) 

 
.22 
.87 

 
.66 
.38 

 
.03 
.10 

Traumac,d 9 5.06(.75) 4.75(2.05) 
 

.22 .65 .03 

Variable Intervention 
(n= 8) 

Wait-List 
(n= 9) 

 
 
     

 
Baseline 

 

 
Post-

Treatment 
 

 
Baseline 

 

 
Time 2 

 
Post-

Treatment 

M (SD) M (SD) M (SD) M (SD) M (SD) 
Depressiona  9.87 (5.67) 5.88 (3.80) 12.11 (4.31) 12.33 (4.41) 10.33 (3.50) 
Anxietyb 
 Child Ratings 
 Parent Ratings 

 
35.88 (10.70) 
32.50 (19.30) 

 
29.00 (14.69) 
29.43 (16.03) 

 
32.78 (10.46) 
20.11 (12.00) 

 
30.78 (14.25) 
17.44 (15.86) 

 
26.67 (11.03) 
12.78 (10.32) 

Traumac 25.25 (16.80) 17.75 (12.94) 26.11 (7.62) 26.33 (17.98) 25.11 (11.42) 
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pre-treatment (M=33.18, SD=12.59) to post-treatment (M=27.76, SD=12.52), t(16)= 2.20, p= 

.04. The effect size for the significant decrease in anxiety was medium (d = .53). There was no 

significant change in trauma severity. The results indicate that all participants experienced an 

improvement in depression and anxiety symptoms after participating in the intervention. Refer to 

Table 10 for details.   

Table 10 

Pre-Post Comparisons of Outcome Measures for All Participants  

Variable M(SD) M(SD) t p Cohen’s d 
 
 
 

 
Pre-treatment 

 
Post-treatment 

 
 

 
 

 
 

Depressiona,d 3.27 (.74) 2.71 (.98) 2.93 .01 .72 
Anxietyb 
Child Ratings 
Parent Ratings 

 
33.18 (12.59) 
25.87 (18.42) 

 
27.76 (12.52) 
20.06 (15.24) 

 

 
2.20 
1.48 

 

 
.04 
.16 

 
.53 
.37 

Traumac,d 4.77 (1.82) 4.45 (1.41) .79 .44 .19 
Note. p values in bold depict significant changes from pre-treatment to post-treatment. aCDI-2. b 

SCARED. cUCLA-PTSD. drepresent transformed values.  
 
Child psychological functioning and attachment. The three attachment subscales from the IPPA 

(degree of trust, communication, and alienation) were included in a multiple regression model to 

predict child reported depression, anxiety and trauma symptoms prior to receiving the intervention. 

Separate regressions explored attachment to biological parents, and attachment to surrogate 

caretakers as predictors.  

 Attachment to the biological parents was regressed on child-reported depression. The 

overall model was significant and explained 42% of variance in depression, R2=.42, F(3,15) = 

3.54, p =.041. The degree of communication was significantly related to child depression. 

Specifically, children who reported higher levels of communication with their biological parent 

in the host country were significantly less depressed, b = -.12, t(15) = -2.62, p = .020 (see Table 
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11). In this model, trust did not predict depression. The same model was regressed on child-

reported anxiety and trauma symptoms, but was not found to be significant. See Tables 12 and 

13 for detailed information.  

Table 11 

Multiple Regression of Attachment to Biological Parent on Depression  

Variable Correlationb B SE B β t Adjusted R2 
Model a 

Trust 
Communication 
Alienation 

 
-.34 

-.60** 
.09 

 
.07 
-.12 
-.06 

 
.08 
.05 
.05 

 
.27 

-.91* 
-.31 

 
.86 

-2.62 
-1.2 

.30 

Note. Adjusted R2 is depicted due to the small sample size. aIPPA-R. b1-tailed correlations. *p < 
.05.**p < .01.  
 
Table 12 

Multiple Regression of Attachment to Biological Parent on Anxiety 

Variable Correlationb B SE B β t Adjusted R2 
Modela 
Trust 
Communication 
Alienation  

 
.37 
.20 
-.05 

 
1.88 
-.47 
-.53 

 
1.26 
.73 
.80 

 
.56 
-.27 
-.20 

 
1.49 
-.64 
-.66 

-.00 
 

Note. Adjusted R2 is depicted due to the small sample size. aIPPA-R. b1-tailed correlations. *p < 
.05.**p < .01. 
 
Table 13 

Multiple Regression of Attachment to Biological Parent on Trauma  

Variable Correlationb B SE B β t Adjusted R2 
Model a 
Trust 
Communication 
Alienation 

 
-.42* 
-.39* 
.10 

 
-.13 
-.03 
.02 

 
.15 
.09 
.09 

 
-.32 
-.15 
.05 

 
-.86 
-.37 
.17 

.04 

Note. Adjusted R2 is depicted due to the small sample size. aIPPA-R. b1-tailed correlations. *p < 
.05.**p < .01. 
 

The same model was explored using the attachment subscale scores for surrogate 

caregivers in the home country as predictors. While the overall model was not significant, 
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R2=.37, F(3,15) = 2.98, p =.065, degree of trust towards the surrogate caregiver was individually 

related to higher anxiety, b = 1.64, t(15) = 2.51, p = .024. Similarly, the model did not 

significantly predict child depression or trauma symptoms. Results are displayed in Tables 14 

through 16. Since degree of alienation trended towards significance within a model predicting 

trauma symptoms, it was analyzed individually in a simple regression to counter potential loss of 

power, and found to significantly predict trauma, F(1,17) = 4.62, p =.046. Specifically, children 

who reported higher levels of alienation from their surrogate caretakers also endorsed higher 

levels of trauma symptoms, (b = .14, t(17)= 2.15, p =.046), R2=.21. Detailed information is 

depicted in Table 17.  

 
Table 14 

Multiple Regression of Attachment to Surrogate Caretaker on Anxiety 

Variable Correlationb B SE B β t Adjusted R2 
Model a 
Trust 
Communication 
Alienation  

 
.55** 
.31 
-.04 

 
1.64 
.70 
.63 

 
.66 
.59 
.60 

 

 
.54* 
.28 
.25 

 
2.51 
1.18 
1.04 

.25 
 

Note. Adjusted R2 is depicted due to the small sample size. aIPPA-R. b1-tailed correlations. *p < 
.05.**p < .01. 
 
Table 15 

Multiple Regression of Attachment to Surrogate Caretaker on Depression 

Variable Correlationb B SE B β t Adjusted   R2 
Modela 
Trust 
Communication 
Alienation  

 
-.17 
-.04 
.20 

 

 
-.03 
.02 
.04 

 
.06 
.05 
.05 

 

 
-.14 
.10 
.21 

 
-.51 
.33 
.71 

-.13 

Note. Adjusted R2 is depicted due to the small sample size.  aIPPA-R. b1-tailed correlations. *p < 
.05.**p < .01. 
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Table 16 

Multiple Regression of Attachment to Surrogate Caretaker on Trauma  

Variable Correlationb B SE B β t Adjusted R2 
Model a 
Trust 
Communication 
Alienation  

 
-.10 
-.15 
.46* 

 
.01 
.03 
.16 

 
.09 
.08 
.08 

 

 
.02 
.09 
.51 

 
.10 
.35 
1.94 

.07 

Note. Adjusted R2 is depicted due to the small sample size. aIPPA-R. b1-tailed correlations. *p < 
.05.**p < .01. 
 
Table 17 
 
Simple Regression of Alienation towards Surrogate Caretaker on Trauma  

Variable Correlationb   B      SE B         β      t  Adjusted R2 
Alienation a .46* .14 .07 .47* 2.15 .17 

Note. Adjusted R2 is depicted due to the small sample size. aIPPA-R. b1-tailed correlations. *p < 
.05.**p < .01. 
 
  Child psychological functioning and parent psychological functioning.  Child self-

ratings of depression, anxiety, and trauma scores were regressed on a model consisting of 

parental trauma, and negative emotionality symptoms. Negative emotionality, which represented 

the sum of depression, anxiety and stress subscales on the DASS-21, was used due to 

multicollinearity between the three variables. Parental psychological functioning variables were 

not significantly related to children’s emotional functioning (p> .05). Details are displayed in 

Table 18 through 20.  
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Table 18 

Multiple Regression of Parental Psychological Functioning on Child Rated Depression  

Variable Correlationc B SE B β t Adjusted R2 

Model 
Negative 
Emotionality a 
Traumab 

 
-.15 
-.16 

 

 
-.00 
-.01 

 

 
.01 
.02 

 

 
-.07 
-.11 

 

 
-.17 
-.30 

-.09 

Note. Adjusted R2 is depicted due to the small sample size. aDASS. bPCL-C. c1-tailed 
correlations.*p<.05.**p<.01. 
 

Table 19 

Multiple Regression of Parental Psychological Functioning on Child Rated Anxiety 

Variable Correlationc B SE B β t Adjusted R2 

Model 
Negative 
Emotionalitya 

Traumab 

 
-.04 
.26 

 

 
-.17 
.39 

 

 
.10 
.20 

 

 
-.56 
.68 

 

 
-1.62 
1.97 

.10 

Note. Adjusted R2 is depicted due to the small sample size. aPCL-C. b assessed with the DASS. 
c1-tailed correlations. *p<.05.**p<.01.   
 
Table 20 

Multiple Regression of Parental Psychological Functioning on Child Rated Trauma 

Variable Correlationc B SE B β t Adjusted R2 
Model 
Negative 
Emotionalitya 
Traumab 

 
.19 
.23 

 

 
.00 
.02 

 
.01 
.03 

 
.03 
.21 

 
.07 
.56 

 

-.07 

Note. Adjusted R2 is depicted due to the small sample size.  aDASS. bPCL-C. c1-tailed 
correlations.*p<.05.**p<.01.  
 

Next, simple regressions were used to analyze whether parental depression, anxiety, 

trauma, and stress individually predicted their own perception of their child’s emotional 

functioning. A model regressing parental anxiety alone on parents’ perceived ratings of the 
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child’s anxiety was analyzed, and found to be significant, (b = 1.03, t(17)= 3.509, p =.003), 

R2=.42, F(1,17) = 12.31, p =.000. A separate model regressing parental depression on parent-

ratings of their child’s anxiety was found to be significant, (b = .794, t(17)= 2.166, p =.045), 

R2=.22, F(1,17) = 4.69, p =.045, although not at the .01 conservative level recommended when 

violations in assumptions exist. These results suggest that parents perceived their children to be 

significantly more anxious as their own anxiety increased. Parental trauma symptoms were 

related to ratings of child’s anxiety at a marginal level, (b = .405, t(17)= 2.108, p =.050), 

R2=.207, F(1,17) = 4.44, p =.050. Parental stress was not significantly related to parent-ratings 

of child’s anxiety. Results are listed in Table 21. Post-hoc analyses were run to determine 

whether parent ratings of their child’s anxiety differed from the self-report ratings of children. 

Results of a paired-samples t-test revealed that, although on average parents ratings were lower 

(M=24.95, SD=16.13) than those of children (M=33.11, SD=10.45), the differences were not 

significant, t(19)=-1.87, p=.078. These results are shown in Table 22.  

Table 21 

Simple Regressions of Parental Psychological Functioning on Parent-Rating of Child Anxiety 

Variable Correlationc B SE B β t Adjusted R2 
Anxiety a  
Stress a 
Depression a 

Trauma 

.65** 
.39* 
.46* 
.46* 

1.03 
.36 
.79 
.41 

.29 

.21 

.37 

.19 

.65** 
.39 
.47 
.46 

3.51 
1.76 
2.17 
2.11 

.39 

.10 

.17 

.16 

Note. Adjusted R2 is depicted due to the small sample size.  aDASS. b1-tailed correlations. 
*p<.05.**p<.01. 
 
Table 22 
 
Comparison of Child and Parent Ratings of Child’s Anxiety 
Variable M(SD)        M(SD) t p Cohen’s d 
 Parent Ratings Child Ratings    
Child Anxiety a 24.95(16.13)      33.11(10.45) -1.87 .08 .43 

Note. aParent-Report and Child-Report forms of the SCARED.  
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Qualitative Results 
 
 Intervention Recommendations.  Participants provided a few recommendations for 

improving the intervention via the feedback questionnaire. However, the overwhelming majority 

of participants reported that they enjoyed the intervention and would not recommend any 

changes. Data was also analyzed to understand which aspects were most appealing, and which 

were challenging. Thematic analysis of the parent and child data yielded three levels: 

overarching themes, themes, and subthemes. Three overarching themes were identified for 

children and parents: a) acceptability, b) benefits, and c) recommendations. Table 23 illustrates 

the identified themes for children and parents, and representative quotes. Figures 3 and 4 depict 

visual maps of the themes. Detailed information on each of the identified themes is presented in 

the paragraphs that follow.  

Table 23 

Themes and Representative Quotes from Child Participants 

Overarching 
Themes 

Themes Subthemes Representative Quote 

 
 
 
 
 
 

Acceptability 

 
 
 
 
 

Reaction to 
Content 

 
 

 
 
 
 
 

Relaxing and 
Feeling Better 

 
 

“I liked what we did to calm 
down, to relax…(learning) how to 
breathe to calm down when I’m 
upset or sad…When I would 
attend the group on Mondays, I 
was always upset because of 
(things that happened) over the 
weekend at home and the group 
helped calm me.”  

 
 
 
 
 
 
 

Reaction to Group 
Process 

 
 

Safe Space 

“…I liked that no one talked about 
what was said in group 
(outside)…no one made fun of 
what we shared” 

 
 
 

Triggering 
Conversations 

“Sometimes I would start to feel 
bored, like sluggish... I’d have 
many thoughts in my head and it 
would be hard to sit still. One time 
someone said something that made 
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me feel bad because it reminded 
me of something that happened in 
my family.” 

 
 
 
 
 
 
 
 
 
 
 

Benefits 

 
 
 
 
 

Experiential 
Opportunity 

 
 
 
 
 

 
Growth 
through 

Sharing & 
Listening 

 

“I liked being able to say how I 
felt…what I thought, and what I 
missed. When I went (to group) I 
felt good because I talked about 
my feelings…what scared me, and 
it helped me.” 

 
Normalizing, 
Supportive & 
Connection 
Enhancing 

Conversations 

“I liked when the kids shared their 
stories because I felt as if they 
were talking about the same 
experiences as mine. They went 
through the same thing that I did 
and I felt good (knowing that).” 

 
 

 
 
 

Personal Growth 

 
 

Improved 
Coping & 

Mood 
 

“…I was being super bad and I 
was really upset (before), and now 
I don’t really care (about it)…That 
happens in real life…when you 
think of something wrong, you can 
fix your mind.” 

 
 

Desensitization 
versus 

Avoidance 

“It was harder to talk about people 
in my country because I miss 
them. They aren’t with me and I 
want to be with them. After 
(talking about it) I felt a bit 
better...(Now) I’d like to talk 
more…about what we feel.” 

 
 
 
 

Recommendations 

 
 
 
 
 

Content Changes 
 
 
 
 
 

 
Additional 

opportunities 
for 

Interpersonal 
Processing 

“…Talk more about the things we 
have in common… Like if it was 
hard to leave our families. Because 
then we can feel what the other 
(kids) feel. That way we can help 
each other.” 

 
 

Provision of 
Coping Skills 

“It’s been hard for me to get used 
to living in this country…I would 
have liked to learn more or talk 
about how to get used to living 
with a stepfather.” 

 
 
Structural 
Changes 
 

 
More & 
Longer 

Sessions 

“I’d like to meet more (times) 
because then we would have time 
to talk more about our families, 
because that makes me feel 
happy” 
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Table 24 

Themes and Representative Quotes from Parent Participants  

Overarching 
Themes 

Themes Subthemes Representative Quote 

 
 

Acceptability 

 
 

Relatable 
Content 

 
 

--- 
 

“…because what was discussed 
in the group is true. It hurts to 
leave your family…and 
that’s…the pure reality.” 

 
 
 
 
 
 

 
Benefits 

 
 
 

 
 
 

Improved 
Parenting 

through Insight 
 

 
 
 
 

--- 

“What I learned in the sessions is 
going to help me in talking to her, 
to pay more attention to her and 
learn how she is doing in this 
country. It will help me better 
guide her, talk about her 
friendships and protect her.” 

 
 

Strength 
through Sharing 

& Reflection 

 
 
 

--- 

“…we were in session talking 
about our experiences, the things 
that have happened to us, 
remembering what we lived. I 
started to recall those things that 
have happened and that I’ve 
forgotten…like what we’ve (as a 
family) been through 
together…how I wanted 
something to happen and then it 
did and you don’t even realize 
when it’s happened.” 

 
 
 
 
 
 
Recommendations 

 
 
 
 
 

Content 
Changes 

 
 
 

 
 

Interpersonal 
Processing 

 
“I would have liked to listen more 
to the opinions of other parents 
because then you learn from the 
experiences of others.” 

 
 
 
 

Parenting Support 
 

“…anything that could help us 
help them, like when they feel 
sad or when they say things are 
not going well for 
them…sometimes (others) tell 
them “what are you doing in this 
country? You don’t belong here” 
and we need to let them know 
that they do matter. 
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Figure 3. Visual Map of Child Data Thematic Analysis Results
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Figure 4. Visual Map of Parent Data Thematic Analysis Results
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Child Qualitative Data 
 Acceptability. The theme acceptability refers to the degree to which children found the 

intervention to have been appropriate. In their feedback children commented both on their 

perceptions of the content presented (i.e., psychoeducation, topics) and of participating in the 

group. This resulted in the creation of the themes reaction to content and reaction to group 

process. 

 Reaction to content. When reporting on their experience, almost all of the children 

described having positive reactions to the activities, exercises, and psychoeducation presented in 

the group. These were consistent, regardless of whether they reported difficult reactions to the 

group conversations. Within this theme, one sub-theme was identified: relaxation and feeling 

better.  

 Relaxing and feeling better. Most children described feeling relaxed and better during the 

group, specifically as they practiced relaxation or mindfulness exercises. Some commented that 

they enjoyed obtaining coping skills for managing difficult emotions in the future, namely 

knowing how to cope with sadness or anger. Others reported they felt better after engaging in 

activities specific to leaving their native country and living in the host country. These are 

captured in the statement of one child named Juan1, who commented “ …When we learned to 

relax, to leave our sad thoughts in a house. Well that helped me. I really enjoyed the group. We 

talked about El Salvador, my country, when we got here, how we felt, if it was dangerous or 

not.” Children also talked about the exercises as helpful for relaxing their “bodies.”  

 Reaction to group process. Participation in the group was reported to elicit both positive 

and negative reactions. While children described finding comfort in the opportunity to have a 

space where they could safely talk about difficulties without worrying about being mocked or of 

it being shared outside the group, they also identified experiencing negative emotions in response 
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to what the group process entailed, namely listening to and sharing difficult experiences. Thus, 

the sub-themes safe space and triggering conversations were created to capture these reactions.  

 Safe Space. This sub-theme reflects children’s descriptions of feeling safe and 

comfortable in the group. In their feedback, children commented that they felt comfortable 

participating in the group, namely sharing their experiences, without worrying about being made 

fun of or having it leave the group. For example, Julia reported “I liked that no one talked about 

the things we said in the group (outside). If they would have, you would feel so sad…They 

(participants) were nice with me. They didn’t make fun of what was said.” Another child, Alex, 

noted, “I enjoyed what we talked about because we were able to share everything and not tell 

anyone (outside).”  

 Triggering conversations. More than half of the children described experiencing negative 

emotions at some point during the intervention in response to the group process, namely the 

stories shared by other children and by being encouraged to think about or share their own. 

These children reported being reminded of negative experiences that they preferred not to think 

or talk about, when other children shared their similar experiences. Children used words such as 

“sad”, “nervous”, “scared”, or “bad” to describe how they felt during these moments. For 

example, Andrea reported “The other children talked about their countries and I didn’t like 

talking about that. It reminded me of many things and I felt bad.” Another child provided an 

example of a difficult memory that was triggered when another participant shared an experience.   

 (I didn’t like) when someone said that their uncle was killed because it made me feel sad,   
 and you start crying and hearing voices (thoughts) in your head. I didn’t like it…I don’t  
 want my grandmother or grandfather to die. It made me think about when my (other) 
 grandmother crashed and died. 

- Diego 
 

________________________________ 
1 All names mentioned are pseudonyms.  
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Benefits. The second overarching theme pertained to children’s perceptions of how they 

benefited from the intervention. When asked to comment on aspects of the intervention that they 

found helpful, children reported experiencing numerous benefits related to the structure of the 

sessions, and benefits related to personal growth. The theme experiential opportunity and 

personal growth were derived from the reports.  

 Experiential opportunity. Every child reported at least one benefit or aspect that they 

liked specific to the experience of being in the group as it occurred. Most children reported that 

they considered the opportunity to simply listen to the experiences of others and share their own 

as helpful in the moment. The sub-theme growth through sharing and listening was created to 

represent this. Children also described feeling understood, supported and connected with other 

children during conversations throughout the sessions, leading to the creation of the second sub-

theme normalizing, supportive and connection enhancing conversations.  

 Growth through sharing and listening. One of the most common benefits identified by 

children pertained to the mere opportunities to react to the content presented, share their 

experiences and listen to those of other group members. Some children reported they liked to 

attend group to talk about everything and anything that was on their minds, including fears, 

dreams, wishes, memories of their family and of living in their native country, as well as feelings 

related to being in the host country. One child, Katia, noted “I liked (group) because we were 

able to share stories about our country, what it was like (there) and when we arrived to the 

United States. It reminded me of my family.” Children also listed the benefits of listening to the 

things that were discussed in group, including psychoeducation and the experiences of other 

children. They noted that these often triggered positive memories.   
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 Normalizing, supportive and connection enhancing conversations. Many of the children 

described the experience of being in the group as either normalizing or an opportunity to connect 

with other children with very similar experiences. For example, Karen stated, “When I shared 

things, everyone paid attention and they understood.” Beyond feeling understood, they described 

feeling supported, and appreciated by other group members. Children highlighted enjoying one 

activity designed to anonymously provide positive feedback and appreciation to other group 

members for something that they shared or a way in which they acted throughout the group.  

 Personal growth. An overwhelming majority of children reported a way in which the 

group intervention contributed to an improvement in their mood. Most commonly, children 

reported they felt better equipped to cope with difficulties and challenges, and to have an easier 

time talking about difficult experiences after completing the group. The sub-themes Improved 

Coping and Mood, and Desensitization versus avoidance were developed.  

 Improved coping and mood.  Amongst the benefits reported, children listed the coping 

skills they received as helpful for improving their mood, and providing them with better and 

more adaptive ways to react to challenging situations in the future. Some children alluded to 

having learned to “let go”, “erase” or pay less attention to disturbing thoughts. The following 

excerpts highlight some of the ways in which children perceived their mood or coping improved 

after participating in the intervention.  

 I learned how to overcome, that there is no need to fight or argue. It (group) helped me 
 resolve things differently. 

- Marco 
 I use (the skills) all the time. Almost every week. They help me relax and think 
 positively. I feel better now…and before I felt sad.       

- Juliana 
 I was able to leave the things that bothered me in the luggage. I don’t know why but I feel 

 happier. 
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- Maria 
 I didn’t pay attention to the bubbles (thoughts). They were in my mind and eventually 
 they would disappear…I built a small house inside my mind and stored all those things 
 there so that I won’t remember them. 

- Gloria 
 Desensitization versus avoidance. Despite often being triggered by the experiences 

shared by other group members or content discussed in the group, some children reported 

eventually feeling better over time. They described talking about their difficulties as helpful. A 

few children who initially preferred to avoid talking about memories or aspects of their life that 

produced discomfort noted that they felt better doing so towards the end of the group. Children 

also noted that while they initially did not perceive conversations surrounding difficult 

experiences as helpful, they felt better over time. Alemao’s statement reflects this sentiment, “I 

felt sad when I’d hear the stories of other children, but I think it helped.” Other children, 

however, reported that they continued to experience difficulty and preferred to avoid by the end 

of the intervention. In his feedback, Adrian, another group member, reported “talking about sad 

things is hard. I prefer to not think about those.”  

 Recommendations. The final overarching theme related to the recommendations that 

children provided for improving the intervention. The few recommendations made by children 

were categorized as pertaining to content changes and structural changes. Of note, the 

recommendations generally related to more exposure to certain aspects of the intervention 

already in place.  

 Content changes. Upon being asked to reflect on their experience in the group and 

aspects that they would have liked to either add, remove or change, children mostly answered 

that they enjoyed what they learned in the group, namely the information, activities and skills 

presented. Despite this, they reported that they would have liked more opportunities to share 

their experiences and listen to those of other group members. They also expressed a desire to 
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learn ways to cope with specific experiences. The sub-themes additional opportunities for 

interpersonal processing and provision of coping skills were created to represent the 

aforementioned recommendations.  

 Additional opportunities for interpersonal processing. One of the benefits of the 

intervention that children identified pertained to listening and sharing stories in the group. While 

the group was flexible in nature, and designed to both provide psychoeducation and time for 

processing, children reported they would have liked more opportunities to listen to the 

experiences of other group members. For example, children expressed curiosity about how other 

children in the group felt when they first came to this country, and wanting to know how they 

coped with their own challenges. Some children attributed their interest to learning from the 

experiences of others, while others expressed an interest in wanting to help the group members. 

Beatriz, for example, mentioned she would have liked to “talk more about our country, the things 

we were never able to have there but we could have here.” Specifically, children listed they 

would have liked to learn more about how other children in the group felt when they first came 

to this country, and about the family members they left behind. Other children wished they 

would have had more time to continue talking about themselves and their family. One child, 

Victor stated the following, “I would have liked to talk more about my brother in my country, 

and about my family there.”  

 Provision of coping skills. Although children appeared to recognize the value of talking 

about their experiences, they noted they would like to obtain skills specific to feeling more 

comfortable doing so. Mariana shared the difficulty associated with listening to and sharing 

difficult experiences and the importance of learning to desensitize to this, 
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 I would like to learn more about how to decrease the fear I feel after listening to or 
 talking about difficult things, because now I prefer to avoid and not talk about those 
 things. 

- Mariana 
While some children reported experiencing some desensitization by the end of the group, 

Mariana’s statement highlights differences in intervention responsiveness across participants, 

and the continued need for support and additional coping skills. Her statement also emphasizes 

the importance of having a solid skill set specific to tolerating difficult conversations in order to 

benefit from them. Finally, other children expressed a desire to learn additional ways to cope 

with challenges related to adjusting to living with blended families, and to being separated from 

family in their native country.   

 Structural changes. The most common recommendation made by children related to the 

number and length of sessions. This resulted in the creation of the sub-theme more and longer 

sessions.  

 More and longer sessions. Consistent with the desire for more opportunities to process 

and acquire coping skills, children suggested adding more sessions and making these longer. 

Children reported that they did not think the 60 minute sessions were sufficient to provide all 

group members with an opportunity to contribute, and to allow more time to thoroughly discuss 

the material. They also expressed an interest in having more than 6 child-focused sessions.  

Parent Qualitative Data 

 Acceptability. Like the children, parents were also asked to share their thoughts about 

the parent and family session. Responses related to the content presented during the two sessions 

and to their experience being in the group with other parents and families, which comprised the 

overarching theme acceptability. The theme relatable content was created to depict the 

importance of relevance.  
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 Relatable content. In the feedback, parents frequently shared their reactions to the 

content, namely the examples presented and how relevant they found it to be with their own 

experiences. Beyond feeling comfortable in the group, parents described the content as helpful, 

interesting, important and clear. It appeared, however, that what appeared to most appeal to them 

was how relatable it was to their past and current experiences. One mother, Maria commented, “I 

enjoyed listening to the examples because they are very similar to my own and reflected in my 

case.” Another mother, Lucilia, referred to how helpful the information provided would be in her 

family moving forward. Thus, the degree to which the content and examples provided were 

relevant to the experiences of families appeared to not only be appealing but to facilitate 

application of skills moving forward.  

 Benefits. Parents listed multiple ways in which they perceived the intervention to have 

been beneficial to them as well as to their children. Two themes, improved parenting through 

insight and strength through sharing and reflecting, were identified.  

 Improved parenting through insight. Parents commented that they believed the 

information presented during the sessions provided them with insight into what their children 

were likely experiencing. They further described feeling more motivated to ask about their 

experiences and better equipped to support them. Parents also commented on the importance of 

sharing the knowledge they had acquired with their partners. Others reported that they had been 

reminded of the importance of attending more closely to their children, and asking about their 

process of adaptation. Overall, parents described benefitting from the suggestions provided on 

how to communicate with their children, and the examples of what other children were likely 

experiencing.  

 (I learned) It’s important to ask children “How can I help you? What do you like?” 
 because it isn’t easy to gain their trust since you haven’t seen them in years. They see us 
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 as strangers…It’s important to tell children that you missed them the entire time they 
 were away, and that it was for a cause. When she came, it was emotional. I remember 
 when I  saw her. It had been many years. 

- Marta 

 Sometimes we forget that money or work are not enough, that love is important. It’s 
 important to pay attention to the children. Sometimes we’re to blame for leaving them 
 when they were so young. Sometimes children don’t have a trust with the parents who 
 left them. He grew up with me and not his father. When he arrived here I’d tell him to 
 hug him and it was very hard for him. It was very hard. He would tell me “Mom I can’t.” 
 The group helped to normalize that…I told my husband about the examples presented in 
 the group, and the consequences of the separation so that he can know how to talk to him. 

- Elena 

 I learned how to help my children. I learned how to share my experiences with them so 
 that we can overcome difficulties. I liked learned what as normal and what was not 
 normal, how to better understand what they are going through. It was interesting because 
 it helped me think about and know how to have a better relationship with my daughters. 

- Luisa 
 

 Strength through sharing and reflecting. Other benefits reported by parents pertained to 

feeling strengthened by the opportunities to share and reflect on their experiences. Some parents, 

for example, reported drawing strength from the experiences of others, whereas others alluded to 

being reminded of their own strength as they reflected on the difficulties that they had overcome. 

Two mothers described their experience reflecting on how they felt and what they thought about 

during the parent and family sessions  

  I felt happy because we were there talking about how we lived…our families, all of us. 
 How we felt upon arriving here and leaving our families in El Salvador. It was helpful to 
 talk about all those things because Thank God we arrived here safely and continue 
 moving forward.  

- Rosa 
 

 We talked about distance…our children haven’t grown up with us. It’s complicated. 
 Coming here (to this country) to adapt has not been easy for her as it wasn’t for me.   
 But the truth is that well (I realize) now that it’s been easy for me because she never 
 complained that I left her and she thanks me for what we do.  

- Paula  
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 Recommendations. The final overarching theme drawn from the parent feedback data 

pertained to the recommendations that parents made for improving the parent and family 

sessions. Although most parents denied having any recommendations, a few reported they would 

have liked more opportunities to share in the group and to receive additional support with 

parenting. The responses provided by parents yielded the theme content changes.  

 Content changes. Parents reported that while they enjoyed the opportunity to participate 

in the group, they would have liked the opportunity to continue to learn through the experiences 

of other group members. They also expressed an interest in additional support and parenting 

skills.  The subthemes interpersonal processing and parenting support were created.  

 Interpersonal processing. All parents who provided recommendations stated that they 

would have liked more time to hear about and learn from the experiences of other parents in the 

group. One parent reported he would have liked to hear the opinions of others in order to learn 

from them. Another parent commented that she would have liked to talk about her own 

experiences as it relates to the separation and reunification in an attempt to make sense of these 

moving forward.  

 Parenting support. While all parents described feeling content with the education and 

recommendations for parenting and communicating with their children, a few stated they would 

have liked to receive more. One mother alluded to wanting to know how to better support her 

daughter when she experiences immigration related challenges or when she is made to feel 

rejected by others. She described a desire to let her daughter know that she matters and is 

important but struggling with knowing how to best do so. Finally, another parent described the 

challenges associated with raising her children on her own without the support of family in the 
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home country, and recalling how they used to advise and support them. This mother expressed 

an interest in learning how to fulfill that role and provide the same support for them.  
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Discussion 
 

 The separation and prolonged reunification of Hispanic immigrant families, specifically 

of parents and children, has been linked to negative outcomes. Multiple factors, including 

repeated disruptions in the family unit, traumatic experiences endured in the native country and 

during migration, as well as difficulties acculturating in the host country have been found to 

contribute to maladjustment and psychopathology following reunification (Suarez-Orozco et al., 

2011). These stressors are further compounded by immigration status related fears, as well as 

sadness and grief over the loss of surrogate caretakers, the native country and culture of origin 

(Charnley, 2000). Across multiple studies, reunified immigrant children have been found to 

endorse high rates of depression, anxiety, and PTSD (Bacallao et al., 2007; Santa-Maria & 

Cornille, 2007; Suarez-Orozco et al., 2011). These difficulties extend to the school setting and 

have been found to affect academic performance (Gindling & Poggio, 2012). While efforts have 

been made to support transnational families as they adjust, less has been done to adapt evidence-

based treatments to address the myriad of difficulties specific to this population. 

The present study sought to examine the potential efficacy of a culturally-sensitive child-

focused group intervention designed to enhance psychological functioning through the provision 

of evidence-based coping skills, and psychoeducation on processes common to separation and 

reunification. Additionally, qualitative data was obtained from a post-treatment questionnaire, 

and analyzed for themes regarding participants’ perceptions of the intervention, as well as 

recommendations for improving it. To understand how the intervention was received by the 

children, the quantitative results will first be discussed, and supplemented with the qualitative 

data. The parent qualitative data will be discussed in a separate section. 
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Intervention Efficacy 

 Depression. Overall, results of the randomized wait-list control trial (RCT) provide 

evidence of an association between participating in the intervention and a reduction in symptoms 

of depression. Moreover, all participants who received the intervention as part of the study, 

reported medium size decreases in depression. Consistent with the decreases in depressive 

symptomatology, qualitative analysis of the feedback data suggested that several aspects of the 

group were perceived as helpful, and reported to lead to an improvement in mood. Specific 

aspects that were considered beneficial included having a safe space to openly talk about difficult 

experiences, the opportunity to connect with and feel supported by others who have encountered 

similar difficulties, and learning relaxation strategies. During her feedback, one child described 

the group, namely the opportunity to decompress after a difficult weekend at home, as extremely 

helpful. Children also highlighted the importance of feeling supported and appreciated by other 

group members. For these children, the group may have represented or recreated the support of 

the “emotional baskets” in their home country. That is, the group space on its own may be 

meaningful and beneficial, over and above the coping skills introduced. Overall, the child 

feedback data suggests that the psychoeducation and exercises appropriately accomplished what 

they intended to. Namely, the intervention provided children with a safe space where they could 

share difficult experiences and learn to cope. 

 Anxiety. Participants in the experimental group were found to experience a marginal 

decrease in anxiety after receiving the intervention compared to the waitlist group. However, 

when all participants who received the intervention were examined collectively, a significant 

decrease in anxiety was found following completion of the treatment. Of note, children often 

reported the acceptance-based activities helped them feel less bothered by their worries. 
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Specifically, they reported having learned to ‘let go’ or pay less attention to anxious thoughts. 

Given the nature of the circumstances that transnational children worry about (e.g., immigration 

status, worries related to safety of family in the home country), the decrease in anxiety may have 

been related to the increased ability to feel in control of how they perceive or relate to their 

thoughts, rather than to their ability to restructure them. It may be worth for future research to 

compare the efficacy of acceptance-based strategies to cognitive-behavioral strategies for 

targeting anxiety in this population. 

 Trauma. The intervention was not evidenced to effectively reduce trauma symptoms. 

Similar to trauma-focused treatments, the intervention in the study incorporated the teaching of 

CBT techniques, which have received empirical support for the treatment of PTSD in Hispanic 

youth (Beehler, Birman, & Campbell, 2012; Stein et al., 2003). Specifically, participants 

received education on common reactions to traumatic experiences, relaxation exercises, and 

cognitive restructuring techniques. However, unlike CBITS (Katoaka et al., 2003) and other 

trauma-focused interventions such as Trauma Focused Cognitive Behavioral Therapy (TF-CBT; 

Cohen & Mannarino, 2015), repeated exposure to the specific traumatic memories was not 

incorporated into the C.A.S.A treatment. Instead, exposure to trauma memories was formally 

incorporated into the modules only to the extent that these experiences were related to the 

separation, reunification, and migration. Therefore, it may be beneficial to incorporate repeated 

gradual exposure to trauma memories in an effort to desensitize, decrease distress or maladaptive 

coping (e.g., avoidance) (Cohen & Mannarino, 2015). This may be done through group-based 

activities or individual sessions as done in CBITS program (Katoaka et al., 2003). 

 Throughout the sessions, participants openly talked about traumatic losses and generally 

obtained supportive responses from other group members. However, analysis of the qualitative 
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data suggested that these listening to these types of stories triggered memories of their own 

trauma, caused discomfort, and led to a preference for avoidance. Throughout the sessions, some 

participants excused themselves from the group during difficult conversations, which they had 

initially been told they could do. While some were able to experience desensitization over time, 

others were not. Systematic desensitization is important in anxiety and trauma treatment because 

it allows individuals to substitute fear responses with relaxation in order to tolerate aversive 

situations without needing to avoid.  

 These differences may explain the variability in treatment responsiveness, and as 

suggested by others in the field, highlight the potential need to tailor treatments for specific 

subgroups based on individual needs (Kataoka et al., 2003; López & Guarnaccia, 2000; U.S. 

Department of Health and Human Services, 2001). Thus, children who continue to experience 

significant difficulty after participating in group therapy may benefit from individual therapy to 

address residual symptoms. It is important to note that the participants who reported persistent 

difficulty talking about traumatic experiences towards the end of the session recognized the 

value of sharing these experiences in the group. These same participants expressed an interest in 

obtaining additional coping skills specific to better tolerating the discussions in an effort to “feel 

better.”   

 Equally important, some participants expressed frustration over not having been able to 

share during certain sessions due to time constraints. In the absence of time and exposure-based 

trauma narrative exercises, those participants who continued to have difficulty may not have had 

sufficient opportunity to make sense of their experience and desensitize. Finally, as 

recommended by Scheidlinger (2004), the addition of more activities geared towards expression 

of feelings may further promote opportunities to process traumatic experiences. Indeed, feedback 
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from some of the children alluded to the potential benefits of this, and supports the notion of 

‘doing’ as an important aspect of trauma treatment in children. 

Child Psychological Functioning 

Attachment. Analyses of the relationship between child’s psychological functioning and 

attachment to the biological caregivers in the host country, and the surrogate caregivers in the 

native country, yielded notable findings. First, levels of communication with the biological 

parent was found to relate to lower levels of depression. This is an important finding because it 

underscores the role of communication as a potential protective factor that may offset some of 

the challenges associated with reunification.  Although the role of communication in Hispanic 

families has been examined in relation to specific risky and problematic behaviors (Mena, 

Dillon, Mason, & Santisteban, 2008; Schwartz, Pantin, Prado, Sullivan, & Szapocznik, 2005), it 

has not been explored as a predictor of psychological functioning in reunified families. 

Nevertheless, quality of communication during the separation has been suggested to play a role 

in adjustment. Mitrani and colleagues (2004) highlighted the importance of communication for 

the purpose of discussing feelings regarding the separation. Thus, children who reported greater 

quality of communication with the biological parent may have had the opportunity to share their 

own perspectives regarding the separation and obtain those of their parent(s). In line with this 

theory, one parent in the group highlighted the importance of sharing their own thoughts and 

feelings about the separation with the children, namely communicating to them that they were 

missed. At a broader level, quality of communication with the biological parent may serve 

protective functions as youth continue to develop and face dilemmas. Mena and colleagues 

(2008) found children who reported more communication to be more likely to share moral 

concerns with parents. Further research is needed to explore the specific aspects of 
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communication (e.g., talking about the separation, sharing everyday experiences) that may buffer 

depressive symptomatology, and foster healthy development over time. In contrast, attachment to 

the biological parent was not predictive of child-reported anxiety or trauma symptoms. 

With regard to the surrogate caregiver, higher levels of trust predicted higher levels of 

anxiety in children. Further, as feelings of alienation towards surrogate caregivers increased, so 

did trauma symptoms. These findings may highlight the detrimental effects of the disruption in 

attachment from those caregivers in the native country who represent a sense of security. 

Children may feel anxious about the separation from the attachment figure, the ambiguity of 

whether they will ever reunify, and about having to experience the difficulties in the host country 

without them to confide in. This may further explain the relationship between alienation and 

trauma symptoms. Specifically, feeling increasingly alienated from the trusted caretaker may 

represent a loss and therefore be traumatic in this regard. 

Indeed, Suarez-Orozco (2002) argued that the separation from surrogate caregivers may 

be considerably more detrimental than that from the biological parents. Participants alluded to 

this as they shared memories of their surrogate caretakers, expressed worry over their safety and 

of whether they would ever see them again, and noted how difficult it was to talk to them over 

the phone. While children attributed the difficulty in communicating with their biological parents 

during the separation to seeing them as strangers, they often commented that they were often 

unable to talk to their surrogate caretaker because it was simply “too sad” and “hard.” This 

anecdotal evidence further highlights the distinct characteristics and difficulties associated with 

each of these separations. Compounded with prior losses, the separation from surrogate 

caregivers may be triggering and thus, far more difficult. It is important to note that comments 
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made by several parents during the feedback suggested that the intervention may have 

“strengthened” children as evidenced by their newfound ability to talk to their caregivers. 

Parent psychological functioning. The psychological functioning of the biological 

parent was not found to predict the child’s own emotional state. While the challenges associated 

with migration and the reunification may have added to the child’s distress, pre-existing factors 

in the home country may have been greater predictors than the parent’s functioning alone. That 

is, children may have already been experiencing psychological distress prior to migration, which 

were likely exacerbated but not caused or solely explained by reunification factors. In that 

regard, the parent’s psychological functioning alone may not have been a sufficient contributor 

to the child’s distress over and above other factors. Comments made by some parents during the 

baseline assessment and the parent session supports this explanation. Specifically, they reported 

that behavioral problems exhibited by the child and/or involvement in risky behaviors in the 

home country had ultimately contributed to their decision to bring them to the United States. For 

transnational children, a more global understanding of the impact of pre-migration factors, 

including but not limited to the psychological functioning of the surrogate caregivers, peer 

relations, and psychological functioning after and throughout the separation may provide greater 

insight into some of the predictors of psychological functioning upon reunification. 

An important finding related to the link between parent’s psychological functioning and 

their perception of the child’s functioning. More anxious and depressed parents rated their 

children as highly anxious, which is consistent with the general literature (Niditch & Varela, 

2011). These findings raise questions pertaining to whether parents might be perceiving the 

child’s distress as triggering to them and how this may impact their parenting. Although the 

parent-ratings and child-self ratings did not significantly differ in this study, parent’s ratings 
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were on average lower. This may underscore a lack of communication and closeness between 

parents and children, such that children may not be disclosing their true functioning to parents, 

and parents may not be attending closely enough to pick up on it. 

An alternative explanation may pertain to parents own discomfort. It is possible that 

parents may find their children’s distress to elicit strong emotions, and thereby may feel less 

available to talk with the child and obtain a truer estimate of their functioning. Additionally, the 

value of simpatía may deter parents from addressing difficult emotions that their children are 

experiencing (Mitrani et al., 2004). Finally, parents may not ask children about their functioning 

because they do not feel equipped to respond appropriately. During the feedback, parents hinted 

at not having attended to their children’s emotional functioning as much, and not knowing how 

to react to their comments at times, but realizing the importance of doing so after participating in 

the group. Research in the realm of family cohesion in Hispanic immigrant families should 

further explore this relationship. 

Recommendations for Improving the Intervention 

 As part of the feedback, participants listed aspects of the intervention which they found 

beneficial, those which they perceived as difficult, and others they would have changed. Analysis 

of the data yielded three overarching themes: acceptability, benefits, and recommendations. 

Acceptability referred to participants’ perception of the treatment content and process, including 

the degree to which they found it to be appropriate. The theme benefits was created to represent 

the specific aspects of the intervention that were considered helpful. Finally, the theme 

recommendations captured the suggestions given by participants for improving the intervention. 

The aforementioned descriptions provided by children on their experience in the group suggest 

that the treatment was generally well accepted and considered beneficial.  
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 With regard to the experiences of parents, feeling grateful for the opportunity to 

participate in the intervention was a shared sentiment that was expressed. From the perspective 

of parents, the intervention provided them with insight into some of the common experiences of 

children who have experienced separation and reunification, and at the potential experiences of 

their own children. They described the information presented and conversations with other 

parents as helpful for normalizing some of the reactions of their own children. Parents 

appreciated the relevance of the content, perceived the group as an opportunity to reflect on their 

trajectory, and found strength not only in the obstacles they had overcome but in listening to the 

stories of other parents. Importantly, they described feeling motivated to have open 

conversations with their children and better equipped to support them. In this regard, the parent 

and family sessions were not only well received by parents, but considered to be overall 

beneficial. 

 As is recommended for cross-cultural research investigating the efficacy of interventions, 

a review of qualitative data was used to understand how and why the intervention may have been 

beneficial, and to gain insight into areas in need of refinement. The direct recommendations 

provided by participants and comments pertaining to the aspects they considered challenging 

were considered. This led to the development of recommendations for improving the 

intervention, which can be seen in Table 25. 

 
Table 25 
Recommendations for Improving the Intervention 
Trauma-informed Considerations 

• Normalize the discomfort that participants may experience in response to talking and 
hearing about difficult experiences, during the first sessions and subsequent sessions as 
needed 

• Add individual trauma narrative sessions 
• Offer participants the opportunity to meet individually during and/or after the group 

terminates to provide tailored interventions 
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• Remind participants to use coping skills when they are triggered 
Content 

• Formally incorporate problem-solving techniques to enhance adaptive responses to 
difficult interpersonal interactions.  

• Provide additional parenting skills specific to supporting children and increasing parent 
comfort with communicating 

• Incorporate techniques to foster communication with caretakers in the host country 
while preserving communication with surrogate caretakers in the native country   

Process  
• Extend the length of sessions to allow more time for group discussion 
• Extend duration of group to allow at least 2 sessions for certain child-focused topics, 

and to have more parent sessions 
 

 
Limitations and Future Directions 

Several limitations of the present study should be noted. First, due to the highly 

vulnerable nature of the population and more stringent inclusion criteria set to maximize the 

likelihood of obtaining a clinically representative sample, a small sample size was obtained. As a 

result, the sample size was limited in statistical power. Small sample sizes pose several 

challenges, including a decreased likelihood of detecting a significant effect, potential for false 

positive results, or an overestimation of the effect size. Although effect sizes were reported for 

all statistical findings as recommended, effect size inflation or the overestimation of effect sizes, 

increases as both the number of statistical tests performed increases and sample size decreases 

(Reddan, Lindquist, & Wager, 2017). Therefore, the results of this study are considered 

preliminary and would need to be confirmed with a larger sample size in future studies 

(Hackshaw, 2008).  

Second, because participants were recruited within a school setting, they were often in 

the same classroom and/or familiar with each other.  Although some participants stated that this 

increased their comfort level in the group, it is unknown whether it may have decreased the level 

of comfort of other participants. It is possible that some participants refrained from participating 
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or sharing due to the presence of known group members. Conversely, this limits the 

generalizability of results to other settings, where group members are less likely to know each 

other. Encouraged by the preliminary findings of the current study, it would be advisable for 

future studies to examine the efficacy of the intervention in a clinical or community setting.  

Finally, it is important to highlight that although research assistants assisted with the 

collection of data across time points, the principal investigator assessed and interviewed the 

majority of the participants, and facilitated each of the intervention groups. These circumstances 

increase the possibility of participants responding in a socially desirable manner. Future studies 

should ensure that someone other than the intervention facilitator meet with participants to assess 

and collect data, to decrease social desirability.  

Concluding Remarks 
 The present study sought to examine the potential efficacy of a culturally-sensitive, 

intervention for improving psychological functioning in transnational children. It is the first 

known to have integrated evidence-based approaches with psychoeducation and strategies 

specific to the experiences of these youth, such as ambiguous loss, and acculturation. The 

promising findings contribute to the existent gap in the field by supporting the utility of 

culturally sensitive, evidence-based strategies delivered in Spanish, for less acculturated 

Hispanic youth. Furthermore, the qualitative data evidenced strong treatment acceptability, 

helping shed light on the specific aspects of the intervention that may have contributed to 

improvements, and offered recommendations for refinement. The examination of this type of 

intervention in a highly understudied and underserved community marks a significant 

contribution to the field of research and clinical work pertaining to the adaptation, dissemination, 

and implementation of interventions in transnational families.    
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