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Abstract

Objectives: Following disaster exposure, a significant
proportion of children/adolescents will develop levels of
post-traumatic stress symptoms (PTSS) that do not meet
diagnostic threshold for PTSD, but which cause ongo-
ing distress. This paper describes the development and
pilot testing of a brief, scalable, psychosocial intervention.
SOLAR-Kids/Teens has been designed to be delivered by
non-mental health professionals (‘coaches’) to children/
adolescents experiencing moderate levels of PTSS following
disasters.

Methods: An international collaboration of experts de-
veloped The Skills fOr Life Adjustment and Resilience
(SOLAR) for Kids and Teens programs. The programs were
piloted—using a pre-post mixed methods design—with 10
children and adolescents (8—18years), with the aims of ex-
amining the feasibility of the program's delivery model as
well as the program's potential usefulness.

Results: The pilot data indicated that after 1 day of training
and with ongoing supervision, the SOLAR program was safe
and feasible for coaches to deliver to children/adolescents
experiencing PTSS. Coaches reported increased knowledge
(p=.001), confidence (p=.001) and skills (»=.006). The
programs were acceptable to coaches, children/adolescents
and parents. Parents and children/adolescents reported re-
ductions in trauma and anxiety symptoms from pre- to post-
treatment, with moderate to large effect sizes.
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2 STRAUVEN ET AL.

Conclusions: The preliminary findings demonstrate that
the SOLAR-Kids/Teens program is feasible, acceptable and
safe to be delivered by trained non-mental health profes-
sionals to children and adolescents experiencing PTSS and
anxiety following disaster exposure. Randomized controlled
trials are required to evaluate the efficacy of the SOLAR-
Kids/Teens programs.

KEYWORDS

adolescents, children, disaster, post-traumatic stress, psychosocial
intervention, scalable intervention, sub-clinical, trauma

Practitioner points

* SOLAR-Kids/Teens is a brief, trauma-informed, skills-based intervention for children and
adolescents who experience adjustment difficulties in the aftermath of disasters. We estab-
lished that it was a safe, acceptable program for children/adolescents and their parents and
found indications that it could reduce post-traumatic stress and anxiety symptoms.

* It was feasible to train non-mental health professionals in the delivery of the SOLAR-Kids/
Teens program.

* The SOLAR-Kids/Teens program may be a beneficial low-intensity child/adolescent mental
health intervention within a stepped-care approach in post-disaster contexts, though larger
controlled studies are required.

INTRODUCTION

Children and adolescents are a vulnerable cohort in the face of natural disasters. By mapping the physi-
cal consequences of exposure and the lack of essential services in the context of climate crises and
stressors, UNICEF (2021) highlighted the differential impact of disasters on children. Research into
the psychological ramifications of disasters has led to the wide recognition of children and adolescents'
unique susceptibility to experience psychological distress and functional impairment in the aftermath of
disasters (Le Roux & Cobham, 2022). As the frequency of natural, political and technological disasters
affecting the well-being of children and adolescents has increased, so too has the interest in interven-
tions that mitigate risk and promote resilience and recovery (Masten, 2014).

Recovery trajectories of children and adolescents post-disaster show that a small, but significant
proportion continue to be affected over time (Gibbs et al., 2021; Le Roux & Cobham, 2022). They are at
risk of developing mental health problems such as depression and anxiety disorders with post-traumatic
stress disorder (PTSD) being the most commonly observed presentation (Le Roux & Cobham, 2022).
While disaster recovery support programs and trauma-focused psychological interventions to support
children and adolescents in post-disaster settings have been increasingly developed and implemented
over the past two decades, many lack an evidence base (Gibbs et al., 2021; Le Roux & Cobham, 2022).

A recommended framework in disaster mental health service delivery is an integrated and stepped
model of care consisting of increasing levels of specialization and intensity of intervention (Inter-
Agency Standing Committee, 2007; National Emergency Management Agency, 2023; NATO Joint
Medical Committee, 2008). A three-tiered model of psychological interventions developed in Australia
through expert consensus following the Black Saturday bushfires guides this paper (see Figure 1, Wade
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Formal psychological and
Formal mental health pharmacological interventions for people
interventions with diagnosable psychiatric disorders.

Simple, brief and practical psychological
Simple psychological and and social strategies taughtto those with

social strategies distressing symptoms butnot a
diagnosable psychiatric disorder.

Increased specialist care

Advice and simple practical and
emotional support for affected
individuals and communities in the days
and weeks following a disaster.

Advice and support

FIGURE 1 Stepped care approach to psychosocial interventions for survivors of disasters based on Wade et al. (2012).

etal., 2012). Level 1 consists of early, universal care (e.g., education and resources) that benefits all chil-
dren/adolescents in the affected community, whereas Level 2 interventions are indicated when, months
after the disaster, children/adolescents experience ongoing distress and adjustment problems ot present
with sub-clinical mental health disorders (and require basic psychosocial and emotional regulation skills
training). Interventions in the third and last level are specialized psychological treatments by qualified
mental health professionals addressing post-traumatic mental health disorders.

McDermott and Cobham (2014) argue that such models of care, which have also been found to be
the most cost-effective in disaster contexts (Cohen et al., 2017), most adequately meet the clinical needs
of children and adolescents who present with post-disaster mental health problems. The status of each
of these three levels (in terms of development of interventions and evidence base) can be summarized as
follows. Several level one post-disaster interventions exist, such as Psychological First Aid (e.g., Brymer
etal., 2012) and Child-Friendly Spaces (e.g., Metzler et al., 2019), yet the evidence supporting their effec-
tiveness has been slow to develop (Gibbs et al., 2021; Varker et al., 2023). The last decade has seen a few
meta-reviews for broad and disaster-specific universal programs emerge (e.g., Durlak et al., 2011; Fu &
Underwood, 2015). Most program effectiveness studies to date have been conducted for Level 3 post-
disaster mental health interventions, which include Trauma-Focused Cognitive Behavioural Therapies
(TF-CBT), Eye Movement Desensitization and Reprocessing Therapy (EMDR) and Exposure and
Strict Cognitive Behavioural Therapies (CBT) (Gibbs et al., 2021). There has been minimal develop-
ment and evaluation of Level 2 interventions designed specifically for children and adolescents.

An existing psychological, skills-based and targeted level two intervention that can be delivered by
both mental health professionals and non-mental health professionals with structured training, is the
‘Skills for Psychological Recovery’ program (SPR; Berkowitz et al., 2010; Heinz et al., 2022). Notably,
the adult and child versions of SPR are identical in relation to their structure and the mechanisms they
target. Given the differential impact of trauma across developmental stages, it seems likely that a level
two post-trauma intervention for children and adolescents should be tailored to their specific needs.
Moreover, although parents could technically be given the adult version of SPR, the child version does
not include parental involvement, even though parental support has been found to be critical in me-
diating children's responses to natural disasters (Cobham & McDermott, 2014). With only one study
conducted in the digital self-guided app version for adolescents, the evidence base of SPR remains low
and its suitability for disaster contexts is unknown (Varker et al., 2023).
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4 | STRAUVEN ET AL.

Given their role in the stepped approach to mental health care, Level 2 interventions are
intended to minimize the involvement of mental health specialists. As a result, they commonly
consist of brief, group, self-help, digital and/or task-shifting (i.e., deliverable by non-specialist)
formats (Sijbrandij et al., 2020). These characteristics facilitate the scalability of level two inter-
ventions; an important consideration for psychological interventions in communities affected
by disaster where the social and healthcare system is disrupted and mental health professionals
are a scarce resource (World Health Organization, 2017). Rossouw et al. (2022) argue that task-
shifting (whereby mental health care is shifted to lay community providers or non-specialist
healthcare workers) can be an effective way to increase access to interventions for children and
adolescents with PTSD. For example, task-shifting strengthens and expands the health workforce
by allocating tasks to workers with shorter training and non-specialized qualifications in order
to make more efficient use of the available human resources (World Health Organisation, 2008).
In addition to increasing access to mental health care, upskilling non-specialists also builds the
local capacity to respond effectively to community needs (Rossouw et al., 2022). Although this
model has primarily been advanced as a key strategy to address child and adolescent mental
health in low- and middle-income countries (Petagna et al., 2023; Rossouw et al., 2022; World
Health Organisation, 2016, 2018), task-shifting can also be relevant in underserved communities
or vulnerable populations in high-income countries (Barnett et al., 2018; Fiskin et al., 2018; Singla
et al., 2017). Post-disasters settings represent an important context in which task shifting has
great potential (Cunningham et al., 2021).

Since schools play a critical role in disaster resilience, they have been promoted as an important
implementation site for mental health interventions for children and adolescents (Jaycox et al., 2010;
Masten, 2021). Notably, a review by Gibbs et al. (2021) found that almost all post-disaster interven-
tions were delivered in schools. Several benefits of school contexts have been highlighted such as local
embeddedness and acceptability (Masten, 2021) as well as possibility for mass screening and high at-
tendance/low attrition rates (Rossouw et al., 2022). Schools have been proposed as the most effective
location to deliver post-trauma interventions because they provide opportunities for treatment and
monitoring of a large population of children and adolescents, offer continuity and stability of treat-
ment and peer support while also being natural and effective sites to bypass common treatment barri-
ers (Le Roux & Cobham, 2022). Several school-based programs have been developed for children and
adolescents in disaster contexts, yet none of them specifically target children and adolescents present-
ing with mild-to-moderate levels of distress or adjustment difficulties following disaster events (e.g.,
‘Journey of Hope’, Powell & Bui, 2016; Powell & Holleran-Steiker, 2017; Powell & Leytham, 2014;
Powell & Thompson, 2016; ‘Stress Inoculation Training Based Intervention’, Wolmer et al., 2011; and
‘Extended Enhancing Resiliency Amongst Students Experiencing Stress (ERASE- Stress)’ program,
Berger et al., 2012; Berger & Gelkopf, 2009; Gelkopf & Berger, 2009).

In summary, there is a need for effective, scalable, brief, low-intensity and indicated post-traumatic
mental health interventions for children and adolescents affected by disaster that can be delivered
by non-mental health professionals in a variety of settings, including schools. The ‘Skills fOr Life
Adjustment and Resilience’ (SOLAR) program seeks to address this gap for children (defined here as
aged 8—12years; SOLAR-Kids) and adolescents (defined here as aged 13—18 years; SOLAR-Teens). This
papet briefly describes the development, content and structure of the SOLAR-Kids/Teens programs.
The findings of a pilot evaluation are then reported. The primary outcome of the study is the feasibility
of program delivery by non-mental health professionals, which is conceptualized as encompassing pro-
gram acceptability by coaches, training acceptability by coaches, effectiveness of the training model and
likelihood of future implementation. The secondary outcomes are indicators of the program's useful-
ness, conceptualized as program acceptability by children/adolescents and patents; safety for children/
adolescents and potential mental health benefits. The ways these constructs have been operationalized
are detailed in the ‘Measures’ section of the paper.
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METHOD

Program description
Development of the SOLAR-Kids/Teens programs

Formation of an International Expert Group

In 2017, a group of 19 international experts in child and adolescent trauma (from Australia, Canada,
Norway, Germany, USA and UK) was formed to participate in a 2-day roundtable led by Phoenix
Australia, in collaboration with Princes Trust Australia and supported by then HRH Prince of
Wales. The group was tasked with achieving consensus on an intervention model that met the fol-
lowing criteria:

* brief, indicated, psychosocial intervention targeting sub-clinical (as opposed to diagnosable) levels of
distress in children and adolescents exposed to trauma and disaster;

¢ able to be delivered by non-mental health professionals and

e able to be evaluated.

From the outset, the emphasis was on a range of symptoms, rather than just post-traumatic stress. It
was envisioned that, although there could be some flexibility depending on circumstances, the interven-
tion would be delivered in the medium-term recovery phase following the disaster.

Identification of recovery mechanisms and iterative ranking process

Prior to the roundtable meeting, members were asked to identify mechanisms to be targeted within
the intervention. Thirteen mechanisms were identified and members then ranked each one in terms of
importance. Six mechanisms central to trauma recovery were identified and formed the basis for con-
sensus building (see Table 1).

International roundtable meeting

The roundtable involved a structured timetable of issues and questions to be addressed. The first day
focused on general topics such as “who is this intervention for?” ‘how will this intervention be deliv-
ered?” and ‘what mechanisms of recovery will the intervention target?” The second day focused on
specific components of a child-oriented version and an adolescent-oriented version of the interven-
tion (with each featuring discussion of parent] involvement). The roundtable's work was guided by a
Background Briefing Paper prepared by Phoenix Australia. This included a background literature
review of efficacious interventions for trauma-impacted children and adolescents and key questions
to guide the discussion. In general, cognitive behavioural and attachment frameworks guided the
discussions. Following the roundtable, a core group led by the senior author, developed child, ado-
lescent and parent versions of the intervention that became SOLAR-Kids/SOLAR-Teens as well as
the parent companion intervention. These were revised based on roundtable members' iterative
feedback.

Structure and treatment components of the SOLAR-Kids/Teens programs
As a level two intervention, SOLAR targets children and adolescents who are experiencing mild-to-

moderate distress or psychological symptoms following disaster, by helping to develop new skills to
manage feelings of distress, while encouraging re-engagement in helpful activities.

"The term ‘parent’ is used to describe the broad range of people who might be in the role of primary caregiver to a child.
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6 STRAUVEN ET AL.

TABLE 1 The trauma recovery mechanisms for children and adolescents.

1. Parenting Refers to parenting through a crisis, enhancing parent child relationship; understanding
the responses of the child, not promoting avoidance (including, parenting traps such as
increased over-protectiveness; communication strategies, engaging the parent in assisting
and reinforcing what the child is learning)

2. Increasing control Refers to having knowledge about the potential impacts of trauma (psychoeducation), which
restores a sense of control and instils hope for recovery

3. Emotion regulation Refers to a broad range of strategies in cognitive, behavioural and physiological domains
designed to understand emotions, reduce arousal and moderate unpleasant emotions such as
anxiety, depression and anger

4. Emotional processing Ensuring that the young person has an opportunity to organize the memory of the disaster
event in a safe and controlled manner and to generate alternative and updated appraisals and
interpretations of the experience

5. Support and safety Refers to having access to a safe environment, as well as multiple types of potentially
beneficial social support, including emotional and instrumental support

6. Restoring adaptive By actively focussing on re-engagement with developmental goals. This may be achieved
developmental through behavioural activation and reducing disaster related avoidance, as well as practical,
progression behavioural strategies designed to promote a return to positive aspects of the young person's

pre-trauma life

The program is intended to be delivered by non-mental health professionals—referred to as
‘Coaches’—who have experience and interest in working with children and adolescents (e.g., teachers,
sports coaches) but are not trained mental health professionals.

The program consists of two parent modules and five child modules, each of 1-h duration and
delivered weekly (see Table 2 for details). Both patents and children/adolescents receive a workbook
to support integration of learnings when at home. Parents are updated through weekly check-ins and
session summaries. The parent and child sessions are individually conducted by a single coach. Drawing
from the evaluation of the SOLAR program for adults (Cowlishaw et al., 2023) it is anticipated that the
SOLAR-Kids/Teens program would be compatible with both in-petson and video conferencing deliv-
ery methods without necessitating further modifications.

In creating a program for children (8—12years) and adolescents (13—18 years), developmental con-
siderations were carefully integrated—both in the development of the resources and in the training
for coaches. For children, strategies imparted during the Coach training included employing clear,
simple, jargon-free language; regularly checking understanding; avoiding assumptions about prior
knowledge; being aware of children's tendency to engage in magical thinking in disaster contexts;
providing concrete explanations; using visual aids for teaching new skills and emphasizing skill
repetition to boost confidence and competence. For adolescents, adjustments discussed in training
involved using more sophisticated language tailored to their cognitive abilities, recognizing their
ongoing identity formation and possible social sensitivities (e.g., concerns over social comparisons)
and acknowledging their cognitive and emotional developmental stages (e.g., testing limits and
making disclosures). Workbook adaptations reflected these developmental insights, featuring age-
appropriate visuals and texts, with a greater focus on text-based activities for adolescents to cater for
their advanced capacity for abstract thinking.

Study design
Study aims
The first aim was to establish that the SOLAR-Kids/Teens programs could be feasibly delivered by non-

mental health professionals (i.e., coaches) in government school settings. Feasibility of program delivery
was conceptualized as (1) program acceptability by coaches, operationalized through coaches' perceived
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TABLE 2
list in Table 1).

SOLAR-Kids/Teens program modules and the recovery mechanisms informing them (numbers refer to the

Module

Parent 1:
‘SOLAR and your role’

Parent 2:
‘Parenting after something

bad happens’

Child 1:
‘Getting started’

Child 2:

‘Feelings and behaviours

>

Child 3:

“Your disaster memory—
your memory after
something scary’

Child 4:

‘Helpful thinking’

Child 5:
“You've come so far... and
the places you'll go’

Description

Introduces parents to the SOLAR
program content and their role within
in

Provides parents with important tips
and strategies to support their child

Orients the child to the SOLAR
program and the workbook and
begins to establish the child's
strengths and understanding of their
thoughts, feelings, body sensations
and behaviours

Educates the child about common
reactions after disaster events, teaches
skills to notice and cope with strong
feelings and helps the child develop a
plan to get back into activities

Explains the importance of processing
experience and organizing memories
after a disaster and offers a safe space
for the child to recount their story

Provides more information about the
impact of disaster events on thoughts
and teaches skills to manage unhelpful
thinking patterns

Celebrates the child's SOLAR journey,
reinforces their preferred skills and
helps prepare the child for future
challenges

Component skills and activities

Strategies to support their child to engage with
home practice tasks and rewarding them (4, 6)
Building a collaborative partnership with the
coach

Maintaining healthy habits for their families (6)

Understanding children/adolescents' reactions
to distressing events and the impact on families
©)

Identifying parental coping strengths and self-
care practices (6)

Ideas for managing changes and improving
family communication (6)

Starting a skills toolbox (2)

Making a strengths bank (1)

Learning about clues (thoughts, feelings, body
sensations and behaviours or actions) (1)
Using a feelings thermometer to monitor
tension levels (2)

Talking about practice and rewards (5)

Learning more about feelings and behaviours (1)
Talking about tools for dealing with feelings (2)
Practising slow breathing (2)

Discussing and listing enjoyable activities (4, 5)
Talking about getting back into activities (5)

Learning about difficult memories after
distressing events (3)
Sharing their disaster story (3, 4)

Learning more about the links between
thoughts, feelings and behaviours (1)

Learning about helpful thinking (3)

Learning how to become a thought detective (3)

Reviewing all the tools learned and identifying
the most helpful tools for the child (2)
Anticipating, normalizing and planning for
setbacks (1)

Identifying the child's support network of safe
adults (4)

program usefulness and self-reported program fidelity; (2) training acceptability by coaches, measured
by coach satisfaction with the training and supervision; (3) effectiveness of the training model, repre-
sented by the level of knowledge about the program, self-reported degree of confidence and skill uptake
and (4) likelihood of future implementation according to coaches' perspective. To this end, coach assess-
ments were conducted pre-training, post-training and post-delivery of the program.

The second aim was to study whether the SOLAR-Kids/Teens programs could be useful for address-
ing the psychological needs of disaster-affected students in government schools. It was recognized that
while this pilot was not resourced to establish the effectiveness of the program in reducing children and
adolescents' distress associated with disaster, it could provide early indicators of usefulness including
(1) program acceptability by parents and children/adolescents, operationalized through attendance and
dropout rates; (2) program safety, measured by the number of reported adverse events experienced by
children and adolescents as a result of participation and (3) potential benefits, evidenced by reductions
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8 STRAUVEN ET AL.

TABLE 3 Summary of outcomes.

Feasibility of SOLAR's delivery model Indicators of SOLAR's usefulness

Program acceptability by coaches Program acceptability by parents and children/adolescents
» Coaches' perceived program usefulness » Attendance rates of parents and children/adolescents

* Self-reported program fidelity * Dropout rates of parents and children/adolescents
Training acceptability by coaches Program safety for children/adolescents

* Coach satisfaction with the training and supervision * Reported adverse events experienced by children/

adolescents as a result of participation

Effectiveness of the training model Potential mental health benefits

* Level of knowledge about the program ¢ PTSS scores of children/adolescents

* Self-reported degree of confidence * Anxiety symptom scores of children/adolescents

* Self-reported skill uptake * Depression symptom scores of children/adolescents

Likelihood of future implementation
» Coaches' perceived likelihood of future use

Abbreviation: PTSS, post-traumatic stress symptoms.

in children and adolescents' distress (see Table 3). For this purpose, a single group study design was ad-
opted and parent and self-report assessments were conducted at pre-intervention and post-intervention.

Coach recruitment, training and supervision

Following a needs assessment conducted in the region impacted by bushfires and the Covid-19 pan-
demic, the Victorian Department of Education and Training identified that schools were requesting
skills to support children and adolescents manage their distress (Leppold et al., 2021). As such, in-
formation about the project was distributed in June—July 2022 by the Department of Education and
Training to government schools in Victoria, Australia affected by bushfires and/or the Covid-19 pan-
demic. Schools self-selected to participate in the project. They designated a member of school staff to
become a coach if they (1) were able to support staff to complete training, identify suitable students and
deliver the program; (2) had systems in place to ensure student privacy and child safety and (3) were able
to provide appropriate facilities to deliver the program.

Fourteen staff members participated in the SOLAR didactic training and completed both pre- and
post-training surveys. Out of these, nine staff members proceeded to implement the program with at
least one child or adolescent under supervision, thereby completing the SOLAR training in its entirety.
Coaches were mostly female (89%), teachers (44%) and only a minority had formal qualifications in
mental health, counselling or well-being (11%). Eight coaches each delivered the program to one partic-
ipant and one coach delivered the program to two participants, completing the program with the first
participant before starting with the second (Table Al).

The training program for coaches included self-paced introductory e-learning modules (2.5h),
followed by a live online training delivered by psychologists with expertise in child and disaster
mental health (6h). The training covered a wide range of topics, including the impacts of disasters
on children and adolescent mental health, common responses to disasters and trajectories, as well
as program content, coaching strategies and coach responsibilities in the pilot study. An optional
live online workshop on basic counselling skills (2h) was offered to all coaches and the decision
to participate in this workshop was entirely at their discretion. Finally, weekly group supervision
sessions, facilitated by expert psychologists, were organized to ensure program fidelity and safe
program delivery (1h/week). Safe program delivery was monitored by coaches' discussion of their
individual sessions, participant engagement and progress as well as parental feedback. Additionally,
the research team monitored the safety of program delivery through the assessment of returned
fidelity checklists after each session. It is important to underscore that the training and supervision
provided to coaches were designed to enable them to monitor and effectively manage any distress
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experienced by participants. Although the likelihood of the program inducing undue stress or trig-
gering trauma responses was considered low—given that it targets children and adolescents expe-
riencing mild-to-moderate distress—the program was designed with the safety of participants in
mind. For instance, the trauma module was developed to prioritize safety and containment, offering
a supportive environment and a non-coercive approach to discussing the trauma story. This module
is strategically positioned after sessions in which children have learned to monitor their stress levels
and engage in calming and grounding exercises, providing them with resources that they can call
upon with the coach in this module if needed. Successful completion of the training program in-
volved attending compulsory components of the didactic training, delivering the program to at least
one student and regular attendance and active participation in supervision.

Participant recruitment

Students were recruited directly by coaches in their schools between August and October 2022, rather
than through an open call. This targeted recruitment approach was deliberately chosen to manage the
process within the school's capacity, ensuring that the demand did not exceed what could feasibly be
supported. Inclusion criteria were as follows: (1) aged between 8 and 18years, (2) fluency in English of
both young person and parents, (3) reading ability of grade 2 or above, (4) willingness to participate in
the program, (5) access to videoconference technology to attend an online intake appointment and an
internet-enabled device to complete online questionnaires (either at home or in school) and (6) mild-to-
moderate sub-clinical symptoms of post-traumatic stress, as determined by cut-off scores on a screen-
ing measure (Child Revised Impact of Events Scale-13, CRIES-13, 1-29). Exclusion criteria included
(1) currently receiving professional mental health treatment (psychological therapy or medication), (2)
a diagnosed neurodevelopmental disorder or (3) symptoms within the clinical range for externalizing
disorders as determined by cut-off scores on a screening measure (externalizing scale of the Paediatric
Symptom Checklist-17, PSC-17, 27). Of the 14 children/adolescents screened, two students were ineli-
gible due to high scores on the CRIES-13 or PSC-17 and were referred to professional mental health
support.

A total of 11 children/adolescents and their patrents attended an online intake appointment with a
researcher for informed consent and assessment purposes. One child did not commence the program
after their coach withdrew from the project. Nine primary school children and one secondary school
student participated in the study (see Table A2 for their demographic characteristics). All participants
had been exposed to bushfires and/or the Covid-19 pandemic. Additionally, two of the children re-
ported having been exposed to floods while living in another state. They all received the program
individually, in English, through face-to-face sessions at their school, scheduled during school hours
and on a weekly basis (provided coach and participant were not absent due to sickness or school trips
for example).

A total of nine parents participated in the program, comprising eight mothers and one father. Each
attended the parent sessions individually. One mother, who had two children participating in the pro-
gram separately, was not required to repeat the parent sessions. All parents spoke English at home and
none identified as Aboriginal or Torres Strait Islander.

Measures
Assessment of study eligibility
Whether a child was receiving mental health treatment or had been diagnosed with a neurode-

velopmental disorder, was confirmed by parents during screening. PTSS was assessed with the
Children's Revised Impact of Events Scale (CRIES-13, Perrin et al., 2005). The CRIES-13 is a brief,
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child-friendly screening measure with 13 items rated by children and adolescents by considering
their experiences over the past 7 days, for which acceptable psychometric properties have been de-
scribed (Deeba et al., 2014; Giannopoulou et al., 2006; Lau et al., 2013; Smith et al., 2003). A higher
total CRIES-13 score indicates higher PTSD symptoms. If the child responded in the clinical range
(230) (Perrin et al., 2005; Verlinden et al., 2014) or reported no symptoms (=0), they were ineligible
to participate. Symptoms of externalizing disorders were assessed by patrents' (for children) or self-
report (for adolescents) responses on the externalizing subscale of the Paediatric Symptom Checklist
(PSC-17) for which acceptable psychometric properties have been described (Murphy et al., 2016).
Students with scores indicating an increased likelihood of an externalizing behavioural health dis-
order (27) were ineligible (Murphy et al., 2016).

Assessment of the feasibility of the program's delivery model

Feasibility outcomes were assessed through coach surveys. The first survey (T1) was completed prior to
receiving any SOLAR training and included items about demographics, knowledge about the program,
confidence and skills in delivering the program, which provided a baseline for the feasibility outcomes.
To assess knowledge, coaches were asked 15 multiple-choice questions consisting of five options about
the content of the SOLAR-Kids/Teens program. The number of correct items was summed to give a
score out of 15 and a percentage of correct items was calculated. Confidence in delivering the program
components was rated on a 5-point Likert scale (1 =‘not confident’ to 5= ‘extremely confident’) and
included 10 items. An overall confidence score was created by adding the confidence ratings across all
10 items. Coaches assessed their level of s&///in delivering the program on a 5-point Likert scale where
they rated their agreement as to whether they had a specific skill (1 = ‘strongly disagree’ to 5= ‘strongly
agree’). This set of 24 items included nine items related to general counselling skills, 10 items about skills
engaging with children/adolescents and five items about skills working with parents. An overall skills
score was created by summing the skills ratings scores for each of the 24 items.

The second survey (T2) was completed after receiving the didactic components of the training (i.e.,
online and live training components) and repeated questions regarding knowledge, confidence and
skills in delivery. Items on training and program satisfaction, including perceived program usefulness,
were added. Satisfaction with the training consisted of one item rating satisfaction (5-point Likert scale;
1="not satisfied’ to 5="‘extremely satisfied’), another item rating usefulness of the training (5-point
Likert scale, where 1= ‘not useful’ to 5= ‘extremely useful’) and one open-ended question. Perceived use-
Sfulness of the SOLAR-Kids/ Teens program included five questions: one item rating usefulness of the program
(5-point Likert scale; 1="‘not useful’ to 5= ‘extremely useful’), three dichotomous items (yes/no) and
one open-ended item.

Lastly, after delivering the program, coaches completed the third survey (T3) which repeated items
from the second survey and included items about satisfaction with supervision and views on future im-
plementation. Satisfaction with supervision had a similar format as the satisfaction with training set (three
items). Lzkelihood of future implementation was assessed through five items: two rating items (5-point Likert
scale; 1= ‘not likely’ to 5= ‘extremely likely’) and three open-ended questions.

Finally, to assess fidelity, coaches completed a brief checklist after each coaching session asking
whether they delivered the key program elements and the time duration of each session.

Assessment of indicators of program's usefulness
The following outcomes were used to determine the potential usefulness of SOLAR-Kids/Teens:

1. Attendance and dropout rates (program acceptability by parents and children/adolescents);
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2. The number of reported adverse events experienced by children/adolescents (program safety for chil-
dren/adolescents). Adverse events wete defined as any reported instances of prolonged detetioration
in mood, escalation of child distress, sustained increase in school absenteeism, and any harm to self
or others. Adverse events were monitored through weekly supervision and logged in the supervision
register and

3. Symptom scores (potential benefits), which was assessed through two validated instruments at two
time points (pre- and post-intervention). All measures inquired about the frequency of symptoms over
a 2-week period prior to completing the survey and were completed by students and their parents.

PTSS was measured using the Child and Adolescent Trauma Screen-2 (CATS-2; Sachser et al., 2022).
The event screen was omitted and replaced with a preamble that focussed responses on natural disasters
and/or COVID-19 pandemic. In the self-report version, one question referring to unsafe behaviour was
removed on ethical grounds due to the survey being administered remotely. The CATS-2 has proven to
have good to excellent reliability, medium—to-strong convergent validity with depression and anxiety
and low—to-medium discriminant validity with externalizing symptoms (Sachser et al., 2017).

Anxiety and depressive symptoms were assessed using the Revised Child Anxiety and Depression Scale-25
(RCADS-25, Chorpita et al., 2000; Ebesutani et al., 2012, 2017). It has demonstrated adequate to excel-
lent internal consistency and good convergent validity (e.g., Donnelly et al., 2019) as well as good con-
current validity with other depression and anxiety measures (Chorpita et al., 2005). Items that inquired
about feeling worthless or thinking about death were removed due to the same aforementioned ethical
considerations. Scores for depression (nine items for self-report version and 10 items for parent version)
and anxiety (nine items) items were summed separately to create a total score for each subscale.

Pre-intervention and post-intervention surveys were completed by all participating parents. While
all 10 participating students completed surveys prior to the SOLAR intervention, seven completed the
surveys following the program and one child partially completed the post-intervention survey.

Data analysis
Analyses of coach data

Frequencies for responses across all survey items were calculated. Due to the small sample size (#<15),
non-parametric paired samples Wilcoxon-signed rank tests were used to examine within-groups change
in survey scores regarding staff knowledge, confidence and skills between (a) pre-training and post-
training and (b) post-training and post-delivery. Median scores were reported for at each time point.
Missing data from Coaches who completed the pre-training survey but not the post-training survey
(n=10) was handled using pairwise deletion.

Analyses of participant data (Children/adolescents and parents)

Due to small samples of parents and children/adolescents (7<15), non-parametric paired samples
Wilcoxon-signed rank tests were used to examine within-group change in outcome between the pre-
SOLAR and post-SOLAR reports. Median scores were produced for each group and time point, while
repeated measures versions of Cohen's dwere produced to quantify the overall magnitude of change over
time (Lakens, 2013). Given the small #'s, statistically significant effects were not expected, therefore,
point estimates for the effect size were the primary consideration. In addition, reliable change indices
wete calculated for each of the pre- and post-SOLAR measures to identify the proportion of children/
adolescents who experienced reliable change (Jacobson & Truax, 1991). Missing data from children
who completed the pre-intervention survey but not the post-intervention survey (z=2) was addressed
using pairwise deletion. Data preparation was conducted using SPSS Version 23, while statistical tests
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and d estimates were produced in Program R (version 4.3.2) using the package ‘effectsize’ (Ben-Shachar
et al., 2020). For both parent and child measures, change score plots were generated using the package
‘ggplopt2’ (Wickham et al., 2022) across pre- and post-SOLAR timepoints depicting individual and
overall (mean) change trajectories.

RESULTS
Feasibility of the program's delivery model
Acceptability of the program model

After delivering the program, 88.9% (#=28) of coaches rated the program as ‘very’ or ‘extremely useful’
for students impacted by a disaster or stressful event, 100% (#=9) of coaches agreed both the level of
complexity of the program and the time allocated for each session were appropriate. Further, 77.8%
believed the number of parent and child sessions was appropriate. A review of the fidelity checklists
revealed that 92.9% of coaching sessions included all core components and 95.7% of sessions were
delivered within 15 min of the recommended duration. Open-ended feedback about the program high-
lighted its value within a school setting, both in terms of supporting students as well providing personal
and professional development to school staff. For example

I feel like I have been able to make a positive difference in their lives and also to do some-
thing to help the wider community. I have also personally embedded some of the SOLAR
information.

(Coach)

Acceptability of training and supervision

After delivering the program, 88.9% (7= 8) of coaches were ‘very’ or ‘extremely satisfied” with training,
while 100% rated the training as being ‘very’ or ‘extremely useful’ in preparing them for their role. All
100% (2=9) of coaches were ‘very’ or ‘extremely satisfied’ with supervision and 100% (#=9) rated ses-
sions as ‘very’ or ‘extremely useful” in supporting their learning and delivery of SOLAR. Open-ended
feedback about the training noted the value of the program materials and regular supervision sessions
in supporting program delivery, for example

The training program for coaches was so well thought out, engaging and effective. The

supervision sessions were engaging, helpful, insightful, kept us on track and provided im-

mediate advice and feedback and was a lovely way to network with other coaches.
(Coach)

Training effectiveness

Knowledge

The median percentage of correct items on the knowledge questions before and after training was
53.8% and 65.4% (n=14), respectively, whereas the median percentage of correct items on the knowl-
edge questions after program delivery was 69.2% (#=9). Related samples Wilcoxon signed-rank tests
revealed a significant increase in correct knowledge scores from T'1 to T2 (#=14, Z=3.14, p=.001), but
no significant change between T2 and T3 (=9, Z=.12, p=.903) (Table A3).
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Confidence

Wilcoxon signed-rank tests revealed a significant increase in coaches' total confidence scores from T1 to
T2 (n=14, MedianT1 = 24.5, MedianT2=37.0, Z=3.21, p=.001) and T2 and T3 (=9, MedianT2 = 37.0,
MedianT3=44.0, Z=2.62, p=.008).

Skills

Wilcoxon signed-rank tests indicated that coaches' self-rated skills significantly increased from T1
to T2 (#=14, MedianT1 =86.0, MedianT2=96.0, Z=2.61, p=.0006). There was no significant dif-
ference between scores at T2 and T3 (=9, MedianT2=96.0, MedianT3=100.0, Z=1.31, p=.227)
(Tables A4—AG).

Likelihood of future implementation

After delivering the program, 88.9% (#=28) of coaches reported they would be either ‘very likely’
ot ‘extremely likely’ to deliver the SOLAR-Kids/Teens program in the future. All 100% (#=9)
reported it was ‘very likely” or ‘extremely likely’ they would continue to use the skills gained as a
SOLAR Coach in their future work. Written responses to open-ended questions also supported
these findings of clear intentions to make further use of the skills developed in the SOLAR-Kids/
Teens programs, while also highlighting barriers to implementation associated with the allocation of
time and resources to support continued delivery, including ongoing access to support via supervi-
sion, for example

Funding for time release to conduct the program would be wonderful! Continued access
to supervision would also be incredibly helpful, as each child brings a slightly different
scenatio with them.

(Coach)
Indicators of the program's usefulness
Acceptability of the program by parents and children/adolescents
All participants that started SOLAR-Kids/Teens completed the program in full (attendance rate = 100%,
dropout rate =0%).
Safety of the program for children/adolescents
No adverse events experienced by children and adolescents as a result of participation were reported
throughout the delivery phase.
Potential of benefits of the program
Trajectory plots highlight individual variability in outcomes reported by students (Figure Al).
Corresponding plots based on parent reports of child data are depicted in Figure A2. Notwithstanding
the different patterns of change across individuals, the analyses indicated that students on average
reported reductions in trauma and anxiety symptoms from pre- to post-intervention, with effect size

estimates suggesting moderate-to-large overall changes in scores (see Table A7). These differences were
not statistically significant (»>.05), which was expected given the small samples. In contrast, the effect
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size estimates indicating a change from pre- to post-SOLAR-Kids/Teens in child repotts of depression
were small or approaching zero, suggesting minimal changes. There were similar patterns of findings
observed when based on parental reports of child outcomes. The reliable change analysis revealed that
one parent reported an increase in trauma symptoms for their child, the majority reported no change,
while a small proportion (between 10 and 20%) of children/adolescents experienced a decrease in symp-
toms following the intervention (see Table AS).

DISCUSSION

The pilot evaluation of the SOLAR-Kids/Teens intervention sought to examine the feasibility of the
program's delivery model as well as the program's potential usefulness. The findings indicate that im-
plementing the SOLAR-Kids/Teens program in school settings, in which the delivery of the program
is shifted to trained school staff, is feasible. Coaches regarded the program as very to extremely use-
ful for children and adolescents impacted by disasters and reported high fidelity ratings in delivering
the program, suggesting high levels of program acceptability. However, the low uptake in secondary
schools warrants further study into the feasibility of the SOLAR-Teens program in its current format.
For example, a self-paced, digital SOLAR-Teens program could have greater appeal with the older
cohort of students. Illustrating this point is the adaptation of the SOLAR program for adults into a
smartphone application for emergency service workers. This adaptation, which is under evaluation in
a controlled trial, was developed through co-design with stakeholders who prefer remote delivery of
psychosocial interventions over traditional face-to-face methods (Metcalf et al., 2023). Another example
involves the co-designing and feasibility testing of an app-based SOLAR intervention for women vet-
erans and emergency services personnel during their transition process and the COVID-19 pandemic
(Dell et al., 2022). Feasibility of the delivery model was further demonstrated by high acceptability of
the training and supervision reported by coaches. School staff received the equivalent of a full day of
training with an additional, optional 2h counselling skills workshop to get across the content of the
program and the skills needed to deliver it. Coaches' knowledge, confidence and practical skills in-
creased with training, indicating that the training was effective. These learnings were maintained after
delivering the program and receiving supervision and, in the case of confidence, further consolidated.
Evidence in implementation research on the supportive role of supervision for long-term sustainability
of evidence-based practices (Bond et al., 2014), underscores the value coaches placed on supervision in
their feedback. Although the post-program delivery survey acknowledges experiential learning that can
take place whilst delivering the program and receiving supervision, there is scope to include longitudi-
nal data to investigate whether SOLAR-Kids/Teens training of non-mental health professionals builds
knowledge, confidence and skills long-term in trauma-informed care for disaster-affected children and
adolescents (Chafouleas et al., 2015; Citraningtyas et al., 2017). The feedback from coaches aligned with
other research in which child mental health professionals valued learning from and networking with
other professionals in post-disaster contexts (Citraningtyas et al., 2017). This could point to the ben-
efits of ongoing supervision for sustained implementation when disaster responses involve task-shifting
psychosocial interventions to non-mental health specialists. Feasibility of the SOLAR-Kids/Teens de-
livery model was reinforced by the extreme likelihood that coaches would use the skills learned in their
future work. It also highlights the transferability of trauma-informed strategies for non-mental health
specialists to their work more generally. This is highly relevant when the need for local capacity build-
ing in trauma awareness and responsiveness is great, both in preventative and post-disaster contexts.
The trauma-informed strategies (as outlined in thinking; see Table 2 for details) were not presented as
stand-alone techniques. Instead, the training of coaches encompassed a comprehensive discussion on
trauma, child and adolescent mental health and trajectories of recovery. This approach facilitates the
development of broader trauma-informed perspectives among non-mental health providers, which can
have applicability beyond the program. It is worth noting that the program content itself was integrated
with both trauma-informed strategies and an understanding of how trauma affects mental health. This
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allowed children and adolescents to grasp the rationale behind the trauma-informed strategies and skills
they were acquiring, emphasizing not just the ‘what’ but also the ‘why’ behind these practices.

The present findings also provide preliminary evidence that SOLAR-Kids/Teens was a beneficial
post-traumatic mental health intervention for children and adolescents who presented with adjustment
problems and /ot sub-clinical levels of mental health disorders following a natural disaster event such as
bushfires or the Covid-19 pandemic. While the initial findings are promising, it is important to note the
small sample size of the pilot study. Therefore, caution should be exercised when interpreting these pre-
liminary findings and further research with larger sample sizes is warranted to validate the current ob-
servations. Additionally, as a result of removing risk related items from the measures for ethical reasons,
it was not possible to make use of the clinical cut-off scores for normative comparisons. The preliminary
findings suggest that participating in the SOLAR-Kids/Teens program was somewhat effective in re-
ducing trauma and anxiety symptoms whilst minimal changes were observed in depression symptoms.
More research is needed to determine whether this is a program-specific pattern, potentially linked to a
greater focus on trauma and anxiety symptoms rather than depression symptoms. Individual trajectories
indicated that some students maintained symptom levels at the end of the program which could suggest
the need for ongoing or more tailored support after receiving SOLAR-Kids/Teens. The stepped model
of care approach assumes that children and adolescents can transition up or down an intensity level of
support if their needs change. As such, a program like SOLAR-Kids/Teens can facilitate eatly detec-
tion and referral of children and adolescents who stand to benefit from more specialized services. No
children/adolescents or parents dropped out ot reported adverse events during the SOLAR-Kids/Teens
program, suggesting a high degree of acceptability. Although a limitation of the study is the absence of
a formal assessment of program acceptability by children and parents, the observations regarding ac-
ceptability justify more research in this space. In this regard, the applied research model of the current
study in which program implementation and evaluation were successfully trialled in real-world settings
highlights the relevance action-research can have in post-disaster contexts.

This pilot study engaged a range of stakeholders: children, adolescents, parents, teachers, non-
teaching school staff and principals. It is a limitation of the SOLAR-Kids/Teens program development
process that these stakeholders were not involved from the outset. While their direct input was not
initially sought, the pilot phase incorporated coaches' feedback about their own and their students' ex-
perience of the program to refine it. This feedback was facilitated through supervision, session fidelity
checklists and the coach surveys. This approach has provided valuable insights and prompted specific
modifications, such as refining the method by which coaches can support the child in recounting the
memory of a distressing event through note-taking. An important future direction for the SOLAR-
Kids/Teens program is to engage young participants in ongoing development efforts to ensure the
program's relevance and effectiveness.

The scalability of the present, individual-based iteration of the SOLAR-Kids/Teens program is no-
tably enhanced by several factors discussed below, including involvement of non-mental health profes-
sionals; delivery within schools; the brief, low-intensity nature of both the intervention and the training
program and the use of technology.

The ability of the SOLAR-Kids/Teens program to involve non-mental health professionals in its
delivery mechanisms, especially within educational environments, not only enhances the program's ac-
cessibility but also addresses critical implementation barriers identified in the introduction of this paper.
Strategically deploying it in schools and leveraging professionals from various backgrounds highlight
the program's adaptability and potential for widespread impact in post-disaster contexts, ensuring it can
effectively cater to diverse needs in different settings.

Further amplifying SOLAR's scalability potential is the program's design, which is both brief and
low-intensity, consisting of seven 1-h sessions. This concise format facilitates easier implementation
and wider dissemination across various settings. Relatedly, another significant marker of scalability
is the program's straightforward training requirements. With a minimum of 8.5h and a maximum of
10.5h of training needed, coaches can quickly become competent and confident in delivering the in-
tervention. This efficiency in training not only accelerates the program's deployment but also ensures
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that implementation can be scaled up rapidly to meet high demand. Finally, the scalability of this in-
tervention is also enhanced by its integration of technology. Utilizing video conferencing platforms for
training coaches (with the possibility of program delivery via video conferencing) effectively reduces
barriers to access. This enables the program to extend its reach to a wider audience, including those in
remote or underserved areas, provided they have access to the internet. It also allows for the program's
outreach in situations where traditional, in-person interactions are not feasible (e.g., because of lock-
down regulations during a pandemic).

In terms of future directions and considerations related to scalability, two key issues were identified.
To begin with, Level 2 child trauma-responsive interventions in schools are typically delivered in group
format (Fondren et al., 2020), with research showing that post-disaster school-based group delivery of
psychological treatments not only reached non-treatment-seeking children but also achieved higher
uptake and completion rates than individual treatment in a clinic setting (Jaycox et al., 2010). With this
in mind, future implementation and evaluation studies of SOLAR-Kids/Teens should consider using a
group delivery modality to investigate a mechanism that would maximize the program's scalability po-
tential and demonstrate its versatility. Importantly however, Jaycox et al. (2010) showed a greater effect
size for the individual treatment than the group treatment, suggesting a possible “trade-off between
uptake and effectiveness” (Phoenix Australia, 2020, p. 23). The high completion rates in the current
study (i.e., all parents and children/adolescents who started the program, also completed it) could sug-
gest that individual interventions in school may better address the barriers that nontreatment-seeking
families encounter. This is an important empirical question to be investigated — whether group deliv-
ery of SOLAR-Kids/Teens would yield similar benefits to the individual format in terms of symptom
reduction.

The second issue relates to resourcing. From a disaster management perspective, it is important to
note that implementing scalable level two interventions, characterized by task-shifting and capacity
building such as the SOLAR-Kids/Teens program, require tesources for non-mental health special-
ists to be supported in ways that allow them to access appropriate training and supervision, conduct
screening and deliver the program. For example, participating school staff needed to get authorization
from their school leadership to spend time being involved in the program, which meant that they
could not attend to other assigned tasks. Importantly, a significant proportion of school staff reported
in supervision that they carried out many preparation tasks outside of school hours. This highlights
the need to build organizational competencies and supporting infrastructure if trauma-informed ap-
proaches are to be implemented effectively in schools (Chafouleas et al., 2015). The lack or absence of
foundational infrastructure and support could be a significant barrier to achieving greater scalability
of the SOLAR-Kids/Teens programs in post-disaster contexts. Although principals of participating
schools in this pilot agreed to the time commitments required for their staff to complete the training,
recruit participants children/adolescents and deliver the program, in reality, coaches struggled to access
this ‘protected’ time. In this study, school capacity was assumed based on principals' agreement to have
their staff involved. However, coach feedback indicated that a formal analysis of school capacity would
have been a useful first step.

Once more evidence is gathered about the effectiveness of the SOLAR-Kids/Teens programs, fututre
directions could include formally evaluating the program's scalability, examining how effectively it can
be expanded and adapted across various contexts while maintaining its impact. Additionally, conduct-
ing a cost/benefit analysis from a health economics standpoint would be most valuable in post-disaster
contexts. Such an analysis would allow the evaluation of the program's economic viability, considering
both the direct and indirect costs associated with its implementation against the tangible and intangible
benefits it delivers.

In summary, although further randomized control research is needed, the preliminary evidence sug-
gests that SOLAR-Kids/Teens represents an acceptable, safe and potentially beneficial option for in-
dicated intervention for children and adolescents in a stepped model of care approach in post-disaster
contexts.
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post-SOLAR. Black lines depict individual trajectories (#=38), and the red line depicts the mean trajectory. For all outcome
measures, higher scores are associated with greater symptoms (a, b, c).
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TABLE A1 Demographic characteristics of coaches (#=9).
Delivered SOLAR program (n=9) (Coaches)
Characteristic n %
Aboriginal or Torres Strait Islander person 0 .0
English as first language 8 88.9
Culturally and linguistically diverse (CALD) background 2 22.2
Gender
Female 8 88.9
Male 1 11.1
Non-binary, indeterminate/intersex, unspecified 0 .0
School region type”
Metro 6 66.7
Regional 3 33.3
School type
Primary 7 77.8
Secondary 1 111
Both Primary and Secondary 1 1.1
Occupation
Well-being Officer 1 11.1
Nurse 0 .0
Chaplain 0 .0
Primary school teacher 4 44.4
Secondary school teacher 0 .0
Year level coordinator 1 11.1
Principal 1 1.1
Assistant Principal 1 11.1
Allied health 1 1.1
Other 0 .0
Formal qualification relating to mental health, psychosocial 1 11.1
well-being or counselling
Previously received training to provide mental health or 2 22.2
psychosocial support
Previously provided mental health and/or psychosocial 1 11.1
support services
Previously provided mental health and/or psychological 1 11.1

support services to a child or adolescent

"Determined used the Modified Monash Model (MMM) classification—‘regional” in this context refers to the combined rural and remote
classifications specified by the MMM see https://www.health.gov.au/topics/rural-health-workforce/classifications/rrma.
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TABLE A2 Demographic characteristics of children and adolescents participating in the SOLAR-Kids and Teens

Programs (z2=10).
Characteristic

Child age

Child school year
Year 2
Year 3
Year 4
Year 5
Year 12
Child gender
Female
Male
Non-binary, indeterminate/intersex, unspecified
Home region®
Metro
Regional
Aboriginal or Torres Strait Islander person
Yes
Language spoken at home

English

"As above, determined using the Modified Monash Model (MMM) classification—‘tegional’ in this context refers to the combined rural and

Mean (SD) Range
110.7 (2.8).108 88-18
n %
1 10.0
1 10.0
3 30.0
4 40.0
1 10.0
4 40.0
6 60.0
0 0
7 70.0
3 30.0
0 0
10 100.0

remote classifications specified by the MMM; see https://www.health.gov.au/topics/rural-health-workforce/classifications/rrma.

d 0 '0928Yv0Z

wouy

1IPUOD PU. SIS L 81 89S *[720Z/0T/20] U0 Ai172UIIUO ABIM *|10UN0D) YoIeasay OIPBIN PUY UIBH [RUOIEN AQ #8YZT 2l0/TTTT 0T/10p/woo oI

fojm

36UBD1T SUOWIWOD) dAIERID) 3[qedljdde auyy Aq pausenob ake sapnte O ‘asn Jo sajni Joj Ariq i auluQ 48| uo


https://www.health.gov.au/topics/rural-health-workforce/classifications/rrma

PILOTING A BRIEF SCALABLE INTERVENTION FOR YOUTH

POST-DISASTER

25

TABLE A3 Percentage of training participants who responded ‘very confident’ or ‘extremely confident’ at each stage of

the training process.

Item

How confident are you in....?

Assisting participants to identify
their strengths following disasters or
adverse events?

Teaching participants ways to
manage their emotions (e.g., using a
feelings thermometer, practicing slow
breathing)?

Assisting participants to tell their
story of a disaster or stressful
situation they have experienced?
Helping participants plan ways to get
back into activities they used to enjoy
(e.g., Doing Things ‘Just for Fun’/
Making Time For Fun)?

Assisting participants to set goals and

address barriers related to practicing
SOLAR skills between sessions?

Teaching participants how to deal
with unhelpful thoughts and generate
more helpful thoughts?

Helping participants to identify and
mobilize their social connections and
supports?

Respectfully inquiring about a
potentially distressing event a young
person has been through?

Your overall ability to support school
students following a disaster or
stressful event?

Your ability to look after your own
well-being following a disaster or
stressful event?

Reponses from trainees

(n=14)" Responses from coaches (n= 9)h
Pre- Post- Pre- Post-program
training training training Post-training delivery
21.4 (n=3) 64.3 (n=9) 1.1 66.7 (n=06) 88.9 (n=8)
n=1
14.3 (n=2) 85.7 (n=12) .0 (n=0) 71.8 (n=1T) 88.9 (n=8)
14.3 (n=2) 57.1 (n=8) 11.1 55.6 (#=15) 66.7 (n=06)
»=1)
14.3 (n=2) 64.3 (n=9) 11.1 55.6 (n=15) 88.9 (n=8)
n=1)
14.3 (n=2) 64.3 (1=9) 1.1 55.6 (n=5) 88.9 (n=8)
(=1
71 (n=1) 71.4 (n=10) .0 (n=0) 71.8 (n="1) 88.9 (n=8)
71 (n=1) 64.3 (n=9) .0 (n=0) 66.7 (n=06) 88.9 (n=8)
71 (n=1) 50.0 (#=7) .0 (n=0) 44.4 (n=4) 88.9 (n=8)
71 (n=1) 50.0 (#=7) .0 (n=0) 55.6 (#=15) 88.9 (n=8)
57.1 (n=28) 71.4 (n=10) 44.4 66.7 (n=06) 88.9 (n=8)
(n=4)

"Responses from anyone who completed surveys following the online and live training.

bResponses from Coaches—that is, completed online/live training, supervision and delivered SOLAR.
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TABLE A4 Percentage of training participants who responded ‘agree’ or ‘strongly agree’ to be able to perform the

identified general counselling skill at each stage of the training process.

Item

‘I can...

Use reflective listening during
conversations (i.e., acknowledge what
the young person has said, reflect
back my understanding and check I
have interpreted them correctly)

Adapt my language to suit the
developmental stage of a child/
teenager

Build a strong, one-to-one therapeutic
working relationship with a child/
teenager

Convey respect, empathy, warmth
and genuineness during professional
conversations

Give constructive feedback without
causing offence or causing children/
teenagers or parents to become
defensive

Manage challenging behaviours (e.g.
inattention, interrupting, being talked
over, lack of responsiveness) when
interacting with students or parents
to effectively deliver information

Safely interact with children/
teenagers and parents experiencing
emotional distress

Safely respond to a child/teenager
or parent's disclosure of self-harm,
suicidal thoughts or interpersonal

abuse, violence or harm

Provide guidance and referral
information to a child/teenager or
parent in need of professional mental
health or crisis support

Reponses from trainees

(n=14)"

Responses from coaches (n= 9)b

Pre-training

100.0 (= 14)

100.0 (2= 14)

100.0 (2= 14)

100.0 (2= 14)
78.6 (n=11)
85.7 (1=12)
571 (1=8)
643 (1=9)
71.4 (n=10)

Post-training

100.0 (2= 14)

100.0 (2= 14)

100.0 (2=14)

100.0 (2= 14)
85.7 (1=12)
85.7 (1=12)
92.9 (1=13)
78.6 (n=11)
92.9 (1=13)

Pre-
training

100.0
#=9)

100.0
#=9)

100.0
#=9)

100.0
#=9)

77.8

»=T7)

100.0
(#=9)

55.6
(#=5)

55.6
(#=5)

66.7
(#n=6)

"Responses from training participants who completed sutrveys following the online and live training.

bResponses from coaches—that is, completed online/live training, supervision and delivered SOLAR.

Post-
training
100.0 (#=9)
100.0 (z=9)

100.0 (#=9)

100.0 (2=9)
88.9 (2=8)
88.9 (2=8)
88.9 (1=8)
88.9 (#=8)
100 (2=9)

Post-program

delivery
88.9 (n=8)
100.0 (z=9)
88.9 (n=8)
100.0 (z=9)
88.9 (n=8)
88.9 (n=8)
88.9 (n=8)
100.0 (#=9)
100.0 (#=9)
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TABLE A5 Percentage of training participants who responded ‘agree’ or ‘strongly agree’ that they can perform the

identified child/teenager-related skill at each stage of the training process.

Reponses from trainees

Responses from coaches (n= 9)b

Item (n=14)*

‘I can... Pre-training
Help children/teenagers understand 571 (n=38)
common psychosocial reactions to

disasters

Teach children/teenagers what 78.6 (n=11)

feelings are, why they matter and how
they influence us

Teach children/teenagers strategies to 71.4 (n=10)
manage difficult feelings

Teach and show children/teenagers 78.6 (n=11)
how to slow down their breath to
reduce the intensity of their emotions

Help children/teenagers re-engage, 35.7 (n=5)
step-by-step, in activities that assist
with recovery after a disaster

Explain, with metaphors if necessary, 28.6 (n=4)
how trauma affects our memory,

and why traumatic memories can be

difficult to deal with

Assist a child/teenager to organize 28.6 (n=4)
and deal with difficult, trauma-related

memories to help them feel less

distressing

Explain the difference between 64.3 (n=9)

unhelpful and helpful thoughts and
their impact on well-being

Offer a child/teenager several 50.0 »=17)
strategies to deal with unhelpful

thoughts

Help a children/teenager anticipate 35.7 (n=5)

and respond to potential setbacks in
their recovery journey

"Responses from training participants who completed surveys following the online and live training.

bResponses from coaches—that is, completed online/live training, supervision and delivered SOLAR.

Post-training

100.0 (2= 14)
100.0 (2= 14)
100.0 (2=14)
100.0 (2= 14)
92.9 (1=13)
85.7 (1=12)
85.7 (1=12)
100.0 (z=14)
92.9 (1=13)
92.9 (1=13)

Pre-
training

55.6
(#=5)

77.8
#n=1)

66.7
(#n=0)
66.7

(#=6)

22.2
=2

22.2

(n=2)

22.2
=2

55.6
(#=5)

44.4
(n=4)

22.2
=2

Post-
training
100.0 (#=9)
100.0 (z=9)
100.0 (#=9)
100.0 (z=9)
100.0 (#=9)
88.9 (n=28)
88.9 (n=8)
100.0 (z=9)
100.0 (#=9)
100.0 (#=9)

Post-program

delivery
100.0 (#=9)
100.0 (#=9)
100.0 (#=9)
100.0 (z=9)
100.0 (#=9)
88.9 (n=8)
88.9 (n=8)
100.0 (z=9)
100.0 (z=9)
100.0 (z=9)
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TABLE A6 Percentage of training participants who responded ‘agree’ or ‘strongly agree’ to be able to perform the

identified parent-related skill at each stage of the training process.

Item

‘I can...

Explain to parents common reactions
that children/teenagers have in
response to disasters

Assist parents to reflect on how a
disaster or highly stressful event has
impacted their child, their family and
themselves

Teach parents about healthy habits
that help families cope after a disaster

Help parents reflect on their family
communication style and find helpful
ways to talk with their children after
a disaster

Help parents prepare their child/
children for upcoming disasters

"Responses from training participants who completed surveys following the online and live training.

bResponses from Coaches—that is, completed online/live training, supervision and delivered SOLAR.

Reponses from trainees
(n=14)"

Responses from coaches (n= 9)h

Pre-
training Post-training

429 (n=6) 85.7 (1=12)

50.0 »=17) 85.7 (n=12)

429 (=6)  100.0 (n=14)

42.9 (1=6) 85.7 (1=12)

42.9 (n=0) 71.4 (n=10)

Pre-
training

33.3
(n=3)

333
(#=3)

33.3
(=3
33.3
=3

333
(#=3)

Post-
training
778 (n=17)
88.9 (n1=8)
100.0 (#=9)
100.0 (z=9)
778 n=T)

Post-program

delivery

100.0 (#=9)
100.0 (z=9)
100.0 (#=9)
100.0 (z=9)
100.0 (#=9)
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TABLE A8 Percentage/number of children/adolescents with increased, no change or decreased symptoms on the

CATS-2 and RCADS based on reliable change indices.

% Increase (n)

CATS-2-Trauma

Child .0 (0)

Parent 10.0 (1)
RCADS-Depression

Child 0.0 (0)

Parent 0.0 (0)
RCADS-Anxiety

Child 0.0 (0)

Parent 0.0 (0)

% No change (n)

75.0 (6)
70.0 (7)

87.5 (7)
90.0 (9)

75.0 (6)
80.0 (8)

% Decrease (1)

25.0(2)
20.0 (2)

12.5 (1)
10.0 (1)

25.0(2)
20.0 (2)

Abbreviations: CATS-2, Child and Adolescent Trauma Screen-2; RCADS, Revised Child Anxiety and Depression Scale.
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