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CHILD TRAUMATIC STRESS IN RURAL POPULATIONS
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Child physical abuse, child sexual abuse, and other forms of traumatic stress in
childhood are unfortunately quite prevalent. Although most children exhibit
striking resiliency in the face of such harrowing experiences, the ubiquity of
childhood trauma translates into a significant number of children in need of clin-
ical services to address resultant unremitting distress. Encouragingly, a number
of effective interventions for child traumatic stress have been developed in the
past several years, and these services are increasingly available in urban areas.
Unfortunately, residents of rural and frontier regions may remain underserved
despite the existence of effective treatments. This article briefly reviews the preva-
lence and sequelae of childhood trauma and depicts the numerous barriers to
effective treatment faced by rural populations. The authors then briefly review
promising evidence-based interventions for child traumatic stress and conclude
by enumerating mechanisms for increasing rural populations’ access to these
services.
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CHILDHOOD IS OFTEN DEPICTED as a care-
free time, largely devoid of substantive prob-
lems and distress. Although arguably true for
most children, this generalization fails to
acknowledge the significant percentage of

youth experiencing physical or sexual violence
or other traumatic events. Similarly, rural
America is often deemed a bucolic haven, shel-
tered from the crime and violence that exist in
urban settings. Although it is certainly true that
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some variants of violent crime are less prevalent
in rural areas, this oversimplification of rural life
belies the fact that the incidence of traumatic
exposure is just as prevalent in rural popula-
tions. Decreased rates of exposure to certain
traumatic events (e.g., violent crime) in rural
regions are offset by increased rates of exposure
to other traumas (e.g., vehicular fatalities and
heavy machinery accidents), resulting in similar
incidence rates of traumatic exposure in rural
and urban populations (Slovak & Singer, 2002).
In short, common conceptualizations of both
childhood and rural life hinder an appreciation
of the fact that rural children are equally likely
as their urban counterparts to encounter life-
threatening or otherwise inordinately stressful
experiences. Furthermore, when exposed to
trauma, treatment options, if they exist at all,
can be severely limited by virtue of victims’
remoteness and isolation. In the sections that
follow, we will briefly review the scope of child-
hood trauma and the prevalence of associated
emotional and behavioral difficulties. We iden-
tify barriers to quality mental health care that
may prevent individuals residing in rural areas
from receiving optimal services. Promising, evi-
dence-based interventions for child traumatic
stress will then be briefly described. Finally, we

will enumerate and discuss promising solutions
to rural clients’ access to effective treatments for
childhood traumatic stress.

CHILDHOOD TRAUMATIC STRESS:
EXPOSURE AND CONSEQUENCES

Exposure to events that can potentially elicit
posttraumatic stress disorder (PTSD) and a host
of other emotional and behavioral difficulties is
surprisingly common among children and ado-
lescents. Using a nationally representative house-
hold probability sample of more than 4,000 youth
12 to 17 years old, Kilpatrick, Saunders, and
Resnick (1998) found that 8% of American adoles-
cents have experienced sexual assault, 17% have
experienced physical assault, and 39% have wit-
nessed significant acts of violence. According to
2000 U.S. Census data, there are 24,179,380 people
12 to 17 years old living in the United States.
Extrapolating from Kilpatrick et al.’s estimates,
approximately 1.9 million adolescents have expe-
rienced sexual assault, 4.1 million have experi-
enced physical assault, and nearly 10 million have
witnessed significant acts of violence.

Demonstrating that rural youth are not pro-
tected from violence, abuse, and exposure to
other extreme stressors, a longitudinal investiga-
tion of nearly 1,500 children and adolescents in
rural western North Carolina found that a full
25% of participants had been exposed to some
form of trauma by the age of 16, and 6% of par-
ticipants had experienced such an event within
the past 3 months (Costello, Erkanli, Fairbank, &
Angold, 2002). Other large-sample studies have
consistently shown that exposure to potentially
traumatic events is anything but rare in child and
adolescent populations, with estimates of expo-
sure ranging from 15% to 40% depending on
the population and type
of trauma studied (Boney-
McCoy & Finkelhor, 1995;
Cuffe et al., 1998; Hernan-
dez, 1992; Schwab-Stone
et al., 1995).

Quite fortunately, resi-
liency in the face of such
tremendous adversity
appears to be the norm,
as most trauma-exposed

KEY POINTS OF THE RESEARCH REVIEW
• The prevalence rates of exposure to traumatic

events are similar in rural and urban populations.
• Recent years have witnessed the development of

effective interventions for posttraumatic stress
disorder and other consequences of childhood
traumatic stress. In particular, trauma-focused
cognitive behavioral therapy, abuse-focused cog-
nitive behavioral therapy, and parent-child inter-
action therapy have proven to be quite efficacious.

• Unfortunately, training opportunities in these and
other evidence-based practices can be inordinately
difficult for rural providers to access.

• Lack of specialization opportunities for rural
mental health providers may result in decreased
quality and availability of services for rural popu-
lations. Accordingly, problems that are often read-
ily treated in urban settings can go undetected and
unchanged in rural contexts.

• Fortunately, telehealth technologies and other
innovative strategies are being developed to
enhance clinical skills of rural providers and
increase service accessibility for rural clients.

Quite fortunately,
resiliency in the face
of such tremendous

adversity appears to
be the norm, as most

trauma-exposed
youth do not go on to

develop chronic
emotional distress or

behavioral difficulties.
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youth do not go on to develop chronic emo-
tional distress or behavioral difficulties. Fewer
than 20% of youth reporting a trauma history
develop a formal psychiatric disorder (Costello
et al., 2002). Nevertheless, a substantial
number of children do suffer significant post-
traumatic difficulties by virtue of the signifi-
cant proportion of youth exposed to abuse, vio-
lence, and other traumatic events. Kilpatrick et
al. (2003) estimated that 3.7% of 12- to 17-year-
old boys and 6.3% of girls met criteria for PTSD
within the past 6 months. This translates into
approximately 900,000 adolescent males and
1.5 million adolescent females meeting diag-
nostic criteria for PTSD during a given 6-
month period. These figures do not address
emotional and behavioral difficulties that may
ensue following trauma instead of or in addi-
tion to PTSD. Thus, despite the fact that
resiliency is the modal posttraumatic course of
adjustment, millions of children and adoles-
cents experience pronounced difficulties as a
result of trauma, necessitating effective and
widely available treatments for trauma.

BEST PRACTICE INTERVENTIONS
FOR CHILD TRAUMATIC STRESS

Fortunately, treatment developers and
researchers are addressing the tremendous
need for effective trauma-focused interven-
tions for child and adolescent trauma sur-
vivors, as the past several years have wit-
nessed the development of several promising
treatment approaches. It is beyond the scope of
this article to present and discuss all such
approaches, and other comprehensive reviews
are available (e.g., Feeny, Foa, Treadwell, &
March, 2004). Instead, we will briefly describe
the three interventions cited in the Kauffman
Best Practices Project Final Report (Chadwick
Center for Children and Families, 2004) as the
optimal treatments for child traumatic stress
before describing barriers to effective services
in rural areas and exploring possible solutions
to these barriers.

The Kauffman Report was developed to
help identify evidence-based child abuse inter-
ventions and to disseminate them to practi-
tioners. A wide range of professionals who

work with abused children and their families
were invited to help in the selection process,
including practitioners, researchers, and man-
agers of programs that provide service for this
clientele. A myriad of interventions were
reviewed to determine their effectiveness in
helping children, with the goal of selecting the
ones with the strongest theoretical basis,
empirical support, and ease of transportability.
Multiple treatments proved to be well sup-
ported, but three were chosen because of the
many levels of support provided for them and
the consensus about their effectiveness and
ease of use transportability (Chadwick Center
for Children and Families, 2004). The three
evidence-based practices (EBPs) that were
selected to be highlighted in the Kauffman
report are trauma-focused cognitive behavioral
therapy (TF-CBT), abuse-focused cognitive
behavioral therapy (AF-CBT), and parent-child
interaction therapy (PCIT).

TF-CBT was developed by Judith Cohen,
Anthony Mannarino, and Esther Deblinger
(Cohen, Deblinger, & Mannarino, 2005). This
intervention was designed to treat child and
adolescent victims of sexual abuse and other
traumas and their nonoffending parents or
guardians. TF-CBT aims to change maladap-
tive thoughts, beliefs, and behaviors that vic-
tims may have following their experience,
including their attributions regarding their
abuse. Nonoffending parents or guardians are
incorporated into the treatment by providing
them with the support and training that they
need to respond to their children in the best
manner and to deal with their own emotional
reactions to the trauma (Cohen & Deblinger,
2004). TF-CBT may also be used with multiply
traumatized children and adolescents and is
designed primarily to address clinically signif-
icant levels of PTSD. However, this treatment
may also be used with children and adoles-
cents displaying clinical levels of depression,
anxiety, shame, behavioral problems, or other
abuse-related dysfunctional responses.

Deblinger and Heflin (1996) detail the com-
ponents of this treatment in their manual for
conducting TF-CBT. This intervention provides
psychoeducation regarding abuse and trauma
to the client and behavioral and cognitive
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stress management techniques. This treatment
encourages the construction of a trauma
narrative by the client that allows for gradual
exposure to the traumatic event. Alternatively,
some other activity that allows for graded
exposure to the abuse may be utilized (e.g.,
drawing, writing, visualizing). Cognitive pro-
cessing is also used in therapy to reframe the
client’s attributions regarding the abuse, and
personal safety skills training is included as
well. Importantly, nonoffending parents or
guardians are formally incorporated into treat-
ment to assist with recovery and encourage the
family to cope with the trauma together.

With respect to treatment efficacy, research
has primarily focused on conducting this treat-
ment with children and adolescents who are the
victims of sexual abuse. With this population,
TF-CBT has been shown to produce superior
therapeutic gains compared with child-centered
therapy (Cohen, Deblinger, Mannarino, & Steer,
2004), nondirective supportive therapy (Cohen
& Mannarino, 2000; Deblinger, Stauffer, & Steer,
2001), and treatment as usual in the community
(Deblinger, Lippman, & Steer, 1996). These stud-
ies demonstrate significant and lasting improve-
ments on measures of depression, social
competence, behavioral problems, shame and
abuse-related attributions, and body safety. TF-
CBT also benefits parents of traumatized children
as it has been shown to improve parental-
reported levels of self-depression, abuse-specific
distress, support of the traumatized child, and
effective parental practices (Cohen et al., 2004).

The involvement of both the child and
parent, which is a major component of TF-CBT,
has been found to significantly affect treatment
outcomes. Deblinger et al. (1996) compared
community treatment as usual to versions of
TF-CBT that were provided to the child alone,
to the parent alone, and to the parent and child
together. The results indicated that PTSD
symptoms improved in all of the treatment
conditions but that the TF-CBT conditions that
incorporated the direct involvement of parents
and children led to significantly greater
improvements. By including the nonoffending
parent in treatment, children’s depressive
symptoms and behavioral problems decreased

significantly and the use of effective parental
practices significantly increased as well.

AF-CBT was developed for use with families
when physical abuse or extreme physical pun-
ishment has occurred. It incorporates the
children and the offending parents into treat-
ment. Primarily, this intervention is used to
address beliefs and attributions regarding
physical abuse and to teach children and
parents emotional control strategies and ways
to reduce violent conflict (Kolko, 2004). It is
particularly useful with children who exhibit
significant externalizing problems including
aggression and poor peer relations. AF-CBT
can be inordinately helpful for parents who
have poor child behavior management skills,
who primarily use punishment to regulate
behavior, or who otherwise have a history of
negative interactions with their children. In
general, nonaggressive, prosocial skills are
emphasized by training in both interpersonal
and intrapersonal skills (Chadwick Center for
Children and Families, 2004).

In their training manual for AF-CBT, Kolko
and Swenson (2002) describe the facets of this
treatment. Broadly, AF-CBT involves child-
directed components, parent-directed compo-
nents, and parent-child or family-system
components. The child-directed components
include behavioral, cognitive, and affective
interventions. Through these interventions,
children are taught to understand more about
family violence and the responses of them-
selves and others to it, and their thoughts and
feelings about the abuse in their family are
explored. This may include normalizing their
reactions and changing maladaptive or erro-
neous thoughts. Children are also taught how
to identify, express, and manage their feelings
of anger and stress and how to obtain social
support and maintain healthy relationships
with others.

The parent-directed component of AF-CBT
includes similar treatment components.
Parents’ feelings regarding violence are
explored, and a general description of family
functioning is obtained. Parents are also given
affective and behavioral treatments, with a
strong focus on self-regulation. They are taught
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how to manage their feelings of anger and
reactions to potential abuse triggers. If needed,
parents are also provided with treatment for
their own symptoms of anxiety and/or PTSD.
Behavioral interventions are also used to teach
parents effective disciplinary skills to respond
to negative behavior and ways to reward posi-
tive behavior. The parent-child or family-
systems component is used, if appropriate,
before, during, or after the child-directed and
parent-directed treatment components and
involves the family members and individuals
who play a key role in the family’s life. This
component includes using a clarification strat-
egy, in which the family’s cognitive distortions
about the physical abuse are addressed, the
responsibility for the abuse is focused on the
offending parent or parents, the treatment is
focused on the victim’s and family’s needs, and
a safety plan and no-violence contract are
developed. Various skills are also taught dur-
ing this section, including how to best solve
problems that may arise, how to communicate
successfully, and how to utilize appropriate

social services (e.g., child
protective services, family
court, school personnel) if
necessary.

In a study comparing
AF-CBT, family therapy,
and routine community
services with physically
abused children and their
parents and/or families,
CBT and family therapy
were found to produce
superior results to rou-
tine care (Kolko, 1996b).
Improvements included
decreases in child-to-
parent violence, externaliz-
ing behaviors by the child,
reported parental distress,
and abuse risk. Families
also reported an overall
increase in family function-
ing. At a 1-year follow-up,
families in the cognitive
behavioral and family

treatment conditions also showed fewer reports
of physical abuse following treatment. An addi-
tional study showed that AF-CBT demonstrated
superior gains over family therapy for children
who had been physically abused by their
parents. In this study, although both treatments
were effective, parents in the AF-CBT condition
reported more therapeutic gains relative to the
family therapy condition. These additional ben-
efits included fewer parental reports of anger
and physical discipline or force and a longer
period until the first instance of physical disci-
pline since treatment was initiated. Children in
this condition also reported less parental use of
physical discipline and fewer family problems
(Kolko, 1996a).

PCIT was initially developed for children
exhibiting externalizing behavior problems
(Eyberg, 1988), but it has also proven useful for
children who are victims of physical abuse and
their offending and nonoffending parents or
guardians. PCIT is a brief treatment with two
parts designed to correct negative interactions
between parents and children. The three main
outcomes of this treatment are improved parent-
ing skills, decreased child behavior problems,
and an improved parent-child relationship
(Chadwick Center for Children and Families,
2004). This change in relating to each other helps
to reduce the risk for future child abuse and
decrease behavior problems. PCIT is comprised
of both a parent-directed interaction (PDI) phase
and a child-directed interaction (CDI) phase.

Parents are initially taught and are given time
to practice specific communication skills and
behavior management techniques. Parents then
play with their children in a clinic playroom
while being coached by the therapist through a
“bug-in-the-ear” listening device or in-room
coaching. Data collected during the session are
then used to guide training and homework
assignments.

During the PDI phase, parents receive instruc-
tion regarding how to conduct their child’s play.
They are taught to use clear, positively stated,
direct commands and specific, consistent conse-
quences for both positive and negative behavior.
Parents are taught how to use these skills to reg-
ulate behavior both at home and in public. The

In a study comparing
AF-CBT, family
therapy, and routine
community services
with physically
abused children and
their parents and/or
families, CBT and
family therapy were
found to produce
superior results
to routine care
(Kolko, 1996b).
Improvements
included decreases
in child-to-parent
violence, externalizing
behaviors by the
child, reported
parental distress, and
abuse risk. Families
also reported an
overall increase in
family functioning.



major goals of this phase are to decrease prob-
lematic behavior and increase positive, prosocial
behavior (Urquiza, 2004).

During the CDI phase, parents are taught to
allow their child to lead the play activity. They
are taught to describe, imitate, and praise
appropriate behavior and reflect the child’s
speech and ignore inappropriate behavior.
Parents are instructed not to criticize the child
and to not use commands or leading questions
that impede the child’s play. These instructions
are only given to parents for use in the CDI
play phase, as opposed to using them during
everyday activities. The major goal of this
phase is to create and/or strengthen a positive
and symbiotic relationship between the parent
and child (Urquiza, 2004).

To conduct PCIT, a manual and assessment
outcome measures are needed. The therapist
also needs access to a room with a one-way
mirror and a bug-in-the-ear listening device if
he or she chooses to do supervision from a sep-
arate room. PCIT typically consists of 12 to 20
sessions (Chadwick Center for Children and
Families, 2004).

PCIT has proven to be superior to waitlist
controls for children with oppositional defiant
disorder (ODD; Schuhmann, Foote, Eyberg,
Boggs, & Algina, 1998), normal and untreated
classroom controls for children with severe
conduct problems (McNeil, Eyberg, Eisenstadt,
Newcomb, & Funderbunk, 1991), and control
groups of varying disruptive behavior
(Funderbunk et al., 1998). PCIT has produced
clinically and statistically significant gains for
both parents and children in physically abu-
sive families, including decreased future
reports of abuse (Chaffin et al., 2004). PCIT has
also led to decreased behavior problems at
school and improved interactional patterns
between parents and children for children with
conduct problems (McNeil et al., 1991;
Schuhmann et al., 1998). The positive effects of
PCIT have also been found to generalize to
other children in the home for siblings of
children with ODD (Brestan, Eyberg, Boggs, &
Algina, 1997). In addition to these findings,
PCIT is consistently supported by the parents
involved in treatment who indicate high satis-
faction with treatment, more confidence in

their own abilities to successfully parent, and
decreased problems with their children with
ODD (Schuhmann et al., 1998). Underscoring
the importance of familial involvement in the
treatment of children, one study demonstrated
that families with children with ODD who had
involved fathers maintained their treatment
gains at a follow-up 4 months after treatment,
whereas families with absent fathers experi-
enced significant treatment losses. However,
the absent-father families were still within the
normal range on outcome measures of child
behaviors (Bagner & Eyberg, 2003). PCIT has
been found to produce lasting treatment gains,
including follow-up results up to 6 years post-
treatment in children with ODD and other
behavioral problems (Hood & Eyberg, 2003).
These lasting effects include improvements in
the child’s behavior and the parent’s locus of
control.

A DEPICTION OF RURAL AMERICA AND
ATTENDANT BARRIERS TO SERVICES

Although the interventions described above
are increasingly available and are supported by
numerous empirical investigations, it is often
difficult for rural mental health professionals to
develop expertise in them. A recent international
survey of 514 trauma professionals revealed that
although rural providers generally hold favor-
able attitudes toward EBPs and do not differ
from their urban counterparts in this regard,
they do report greater difficulties in accessing
training (Gray et al., 2005). Relative to clinicians
working in urban areas, rural providers in this
investigation were significantly more likely to
report the following barriers to learning about
and implementing EBPs in their clinical prac-
tices: geographical barriers (cited by 52% of rural
clinicians but only 12% of urban providers),
insufficient time to learn about EBPs (50% and
34%, respectively), lack of access to relevant
information resources (18% and 9%, respec-
tively), and prohibitive expense of training (43%
and 31%, respectively).

Training seminars and workshops for these
and other EBPs are typically held in large cities,
which means that a rural provider who wishes
to become proficient in one of these treatments
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must travel long distances and incur consider-
able expense to do so. The registration fees for
training seminars are often quite expensive.
When one adds the rural provider’s costs of
travel, food, lodging, and more time away
from work in addition to the cost of the train-
ing, the expense incurred in seeking formal-
ized training for particular interventions can be
prohibitive. This is perhaps the most signifi-
cant impediment to rural providers’ abilities to
develop clinical expertise with certain treat-
ments. Importantly, it is an impediment that is
not experienced to the same degree by rural
providers’ urban counterparts. Ultimately, this
means that rural populations may be deprived
of the quality of care and specialization that are
easily accessible to urban populations.

Because of the small number of mental health
professionals practicing in a given area, rural
providers often need to treat clients outside of

their areas of expertise,
they do not have a rich
network of peers to con-
sult with, as do urban
providers, and they are
more likely to encounter
clients in a variety of
nonprofessional roles and
settings in the commu-
nity (Roberts, Battaglia, &
Epstein, 1999). As a result
of these factors, rural
providers are often very
isolated and have a height-
ened risk of professional
burnout (Stamm, 1999).

Empirical evidence
consistently demonstrates
that rural residents expe-
rience much greater diffi-
culties accessing quality
mental health services. In
a report on health care
issues in rural America,
the U.S. Congress Office
of Technology Assessment
(1990) noted that trans-
portation limitations, con-
cerns about confidentiality,

and difficulty recruiting and retaining mental
health service providers have all conspired to
adversely affect rural residents’ access to qual-
ity mental health services. Furthermore, there
is some evidence to suggest that the stigma
associated with seeking mental health services
is more pronounced in rural settings because
of, among other factors, perceptions that one’s
anonymity and confidentiality in seeking
services may be compromised in rural areas
(Rost, Smith, & Taylor, 1993).

Studies evaluating the relative prevalence of
mental health problems in rural versus urban
populations are remarkably discordant. Some
researchers have observed higher rates of gen-
eral psychiatric distress and substance abuse
problems in urban populations (Paykel,
Abbott, Jenkins, Brugha, & Meltzer, 2000),
whereas other investigators have noted that
rural populations experience greater distress
generally and a heightened rate of anxiety dis-
orders and alcohol abuse specifically (Lee,
Kwak, Yamamoto, & Rhee, 1990). Such studies,
however, are the exception rather than the
rule as most large-scale epidemiological stud-
ies demonstrate comparable rates of psychi-
atric disorders in urban and rural populations
(Dudley et al., 1998; Judd et al., 2002; Parikh,
Wasylenki, Goering, & Wong, 1996).

Although it is difficult to know whether
rural and urban residents exhibit differing
rates of PTSD because most well-controlled epi-
demiological studies have examined alternate
disorders (e.g., affective disorders) or psychiatric
distress broadly defined, it appears to be the case
that rural individuals with psychiatric difficulties
are underserved. Rural areas are characterized by
greater poverty, higher unemployment rates,
and lower levels of insurance coverage, and,
accordingly, rural residents have lower levels of
prescription drug coverage and reduced capacity
to pay for health care services (National Institute
of Health, 1994; U.S. Department of Agriculture
National Agriculture Library, 1999). In light of
these factors, it is not surprising that most rural
children with a psychiatric diagnosis do not
receive any health care services to meet these
needs, and those who do are much more likely to
see a primary care physician than a mental health

Empirical evidence
consistently
demonstrates that
rural residents
experience much
greater difficulties
accessing quality
mental health
services. In a report
on health care issues
in rural America, the
U.S. Congress Office
of Technology
Assessment (1990)
noted that
transportation
limitations, concerns
about confidentiality,
and difficulty
recruiting and
retaining mental
health service
providers have all
conspired to
adversely affect rural
residents’ access to
quality mental health
services. 



specialist (Martin, Kupersmidt, & Harter, 1996).
Furthermore, according to the New Freedom
Commission on Mental Health (2004), rural areas
are characterized by “severe shortages” of spe-
cialized mental health services and professionals.

BRIDGING THE DIVIDE BETWEEN
RURAL CHILDREN AND OPTIMAL
TRAUMA TREATMENT

Many of the barriers to optimal care experi-
enced by rural populations are inherent to rural
life. It is not especially likely that the disparities
in economic status, unemployment rates, or
number of local mental health specialists that
differentiate rural and urban settings are likely to
be remedied anytime soon. Rural individuals in
need of specialized mental health services will
continue to experience the “tyranny of distance”
(Hodgins, Murray, Donoghue, Judd, & Petts,
2004) separating them from the clinical expertise
and widely available services that exist in urban
centers. There are, however, a number of promis-
ing strategies available to enhance the clinical
skills and expertise of rural providers, and there
are underutilized mechanisms available to famil-
iarize rural mental health professionals with the
best available treatment practices for child trau-
matic stress. What follows is a brief com-
pendium of strategies that may be useful in
enhancing rural providers’ proficiency with
evidence-based treatments for child traumatic
stress.

Direct Telehealth Service Delivery

One obvious means of providing optimal
treatments to rural clients who may not have
access to such services in their local commu-
nities is to utilize telehealth technologies (e.g.,
videoconferencing) to connect urban special-
ists with rural clientele. Rather than attempt-
ing to enhance clinical expertise of rural
providers then, this approach uses technology
to connect clients with specialists in urban
areas. Bischoff, Hollist, Smith, and Flack
(2004) utilized videoconferencing technology
to connect marriage and family therapists in a
medium-sized city with rural clients who
were able to reserve appointment times at

local high schools that were equipped
with the necessary technology. Although the
sample size was quite small (n = 3) given that
the study was a multiple case study of a novel
intervention approach, all clients reported
high satisfaction with services received and
noted that access to mental health services
would otherwise not have been feasible
because of the significant distances (in one
case 2 to 3 hours) separating them from the
closest service providers. An added benefit of
this approach over traditional services was
that rural clients in this study perceived ther-
apy to be less stigmatizing than might typi-
cally be the case in a small community
because they received services in a private
room at a high school rather than a mental
health facility. They did not worry about mul-
tiple roles or violations of confidentiality
because their therapists were in a city several
miles away.

The previously reviewed evidence-based
approaches to treating child traumatic stress
(TF-CBT, AF-CBT, PCIT) should be readily
compatible with this particular solution to
bridging the gap between rural clients and
optimal mental health services. Treatment
providers would already be proficient in the
optimal therapy and videoconferencing from
a local facility would make these forms of
therapy much more feasible than attempting to
reconcile multiple family members’ schedules
to allow for long drives to distant cities for
treatment. Without distance technology or
local provider skill enhancement, these forms
of therapy might be impossible for remote
clientele to access. PCIT would be more diffi-
cult to accomplish if the therapist preferred
bug-in-the-ear technology from an observation
room rather than in-room monitoring and
coaching. Depending on the preferences and
flexibility of therapists, then, PCIT might or
might not be a viable approach using this par-
ticular treatment modality.

It may be that signal delays and other tech-
nical difficulties hinder the therapeutic process
and that services rendered via video may, as a
result, be suboptimal. At least one investiga-
tion has addressed this issue and failed to sup-
port the notion that services delivered via
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videoconferencing technology are deemed
inferior or are otherwise unacceptable to
clients. Starling, Rosina, Nunn, and Dossetor
(2003) evaluated provider and client satisfac-
tion with telehealth psychiatry consultations
conducted with rural Australian populations.

Interestingly, there
was a significant
disparity in satisfac-
tion with services
between rural clients
and urban clinicians.
More than 90% of
rural clients rated
sound, video, and
overall quality of
consultation as
being good or
excellent. In con-
trast, less than 30%
of urban clinicians
rated these factors as
being good or excel-

lent. As the authors note, urban clinicians are
likely comparing the quality of the video feed
with their face-to-face interactions with urban
clients and may be frustrated with signal
delays and the like. Rural clients have a much
different basis of comparison, however. They
are likely comparing the telehealth services
with a much less attractive alternative—taking
time away from work, driving several hours,
and routinely incurring significant expenses to
obtain specialized services—an alternative that
effectively renders services altogether inacces-
sible for most. Accordingly, rural clients are
likely to be much more forgiving of minor
technological glitches if it means they can
more easily access the services of mental health
specialists.

The obvious limitation with this approach to
addressing limited mental health services
available to rural populations is that it does
nothing to enhance the skills and expertise of
local providers. Furthermore, it assumes that
videoconferencing facilities are available
nearby—and for many rural communities this
is clearly not the case. Finally, it assumes that
urban clinicians who almost invariably have
full caseloads will be able to meet the needs of

potentially large numbers of rural clients—an
assumption that is dubious at best.

Direct, Individualized Telehealth Skills
Training and Case Consultation

An intuitively appealing solution to rural
service barriers is to make training and supervi-
sion more accessible to rural clinicians. Most
rural therapists often desperately want to
enhance their skills, but traditional mechanisms
to facilitate skill development are not designed
with the rural clinician in mind. The costs enu-
merated above of attending formal training
workshops are often insurmountable barriers
for the rural provider seeking to specialize. AF-
CBT, TF-CBT, and PCIT are well-defined, manu-
alized approaches that readily lend themselves
to distance technology dissemination. Treatment
developers can offer full-day or multiday train-
ing sessions that individuals can access via
videoconferencing technologies regardless of
location. The format of the training and the
workshop fees need not be changed as it is not
the workshop cost alone that makes the training
prohibitive for many rural providers. All that is
required is advance planning and coordination
with information technology specialists to allow
remote participants to access the seminar online.
Although this is an open empirical question,
there may actually be a significant financial
incentive for treatment developers to make this
front-end investment. Developers might find
that many more participants “attend” (and
therefore pay for) when the long-distance travel
and accompanying expenses are eliminated.
Furthermore, if trainings are conducted exclu-
sively via distance technology, treatment devel-
opers and educators may incur considerably
lower expenses in conducting seminars as
they need not reserve large conference facili-
ties to provide trainings. In such a scenario,
overhead expenses are reduced, while gener-
ated revenues could increase substantially.

Once rural clinicians receive intensive train-
ing workshops (in person or via video), it may
be possible to arrange regular case consul-
tations with treatment developers and experts
in urban locations. In this manner, providers
can continue to benefit from advice and insight

An intuitively appealing
solution to rural service
barriers is to make
training and supervision
more accessible to rural
clinicians. Most rural
therapists often
desperately want to
enhance their skills, but
traditional mechanisms
to facilitate skill
development are
not designed with the
rural clinician
in mind. 



Paul et al. / CHILD TRAUMATIC STRESS IN RURAL POPULATIONS 269

of specialists, and treatment developers can
ensure faithful implementation of their inter-
ventions; they do not need to worry that their
treatments will be delivered poorly. At least one
group of treatment developers has recognized
the value of ensuring faithful delivery of their
intervention by conducting formal case consul-
tations via telephone following intensive work-
shop-based training. Specifically, multisystemic
therapy (MST) is family-based treatment
designed to target children’s behavioral diffi-
culties. Recognizing that following traditional
workshop training, intervention fidelity gradu-
ally breaks down over time, licensed MST
providers continue to receive quarterly booster
sessions and weekly phone consultations
between trainings with an MST expert to
ensure that real-world cases are being
addressed via core MST principles. This
approach has resulted in greater transfer of
training, enhanced treatment fidelity, and ulti-
mately superior outcomes for a variety of child
behavior problems (Henggeler, Schoenwald,
Liao, Letourneau, & Edwards, 2002).

Here again, in addition to meeting the train-
ing needs of rural clinicians and better serving
rural clients, there may be a substantial incen-
tive for treatment developers to consider
offering online trainings and distance case con-
sultation. In addition to the aforementioned
possibility, in which more people will pay for
training if they do not have to travel to attend
workshops, developers can ensure quality
implementation of their treatments by provid-
ing sustained support and consultation. In this
manner, effective treatments are not tarnished
by poor outcomes resulting from improper
implementation and poor adherence to treat-
ment protocols.

Local “Up-Skilling” Workshops by
Treatment Developers and Specialists

Isolated rural providers may assume that
traveling to urban areas to receive training is
the only means of accessing the insight and
expertise of treatment developers. If multiple
rural providers in a given region pool their
resources, they may be able to bring a nation-
ally renowned expert to their region for a

weekend training seminar. Importantly, the
cost of the presenter’s fee and travel expenses
is invariably much less expensive than the total
costs of each rural provider traveling to a dis-
tant city and paying conference registration
fees.

By way of example, the state of Wyoming is
one of only two states in the nation still classi-
fied as a frontier state, a designation deter-
mined by U.S. Census population density
statistics. Wyoming is the 9th largest state in
land mass but is ranked 50th in total popula-
tion. Accordingly, there are approximately
5 residents per square mile in the state of
Wyoming. Residents of central Wyoming are
separated from the nearest major city by a dis-
tance of more than 400 miles, and rural areas of
Wyoming are not served by commercial airline
companies. Clearly, traveling to even the clos-
est workshops or training seminars involves
considerable time and financial resources.
Recognizing the plight of rural professionals in
the state, the Wyoming Institute for Disabilities
routinely brings nationally renowned experts
on developmental disabilities to the state of
Wyoming to conduct workshops and training
seminars. Registration fees pale in comparison
to costs that would be incurred traveling to the
nearest major city to access the same training.

Mental health service providers in rural
Australia face many of the same problems as
they are also separated from universities and
other urban training centers by vast distances.
This issue is so prominent in Australia that one
of the primary mental health journals,
Australasian Psychiatry, has a regular section
devoted to rural and remote psychiatry. Chur-
Hansen, Todd, and Koopowitz (2004)
described an up-skilling workshop for rural
and remote mental health practitioners in
South Australia. This one-day workshop was
delivered at a number of remote locations dur-
ing the course of several months. The trainings
were well received by participants as indicated
by very high participant satisfaction ratings.
More importantly, clinical knowledge and
expertise were enhanced, as evidenced by
posttest improvement in knowledge of areas
covered by the workshop. An unanticipated
benefit of the training was that previously
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isolated rural professionals had an opportunity
to network with one another and, in so doing,
developed future contacts for professional sup-
port and consultation. Available evidence indi-
cates, then, that this approach is an effective,
cost-efficient means of enhancing clinical skills
of isolated mental health professionals (see
also Hodgins et al., 2004). It does require rural
providers and mental health agencies to think
more broadly about mechanisms to achieve
professional development aims. The tradi-
tional means of doing so are not necessarily
optimal. Corresponding with other profession-
als and mental health centers in the same
region may allow rural providers to pool
their resources to bring experts in rather than
sending individual therapists out to receive
training.

Web-Based Dissemination of Treatment
Manuals and Ancillary Resources

Finally, training videos, workshop hand-
outs, listservers, and other electronic forums
allow mental health professionals, regardless
of location, to continue to enhance their skills
and to consult with one another about the
appropriate application of specific interven-
tions to difficult cases. These, of course, cannot
take the place of formal training but they can

allow providers who have
been trained in particu-
lar interventions to stay
abreast of recent develop-
ments or modifications,
and they can be effective
in promoting skill mainte-
nance following initial
training. Although con-
trolled trials of Web-based
training and consultation
efforts are scarce, there is
some empirical evidence
attesting to the efficacy of
such interventions. For
instance, one recent inves-
tigation demonstrated

that therapists who had access to a CBT train-
ing Web site in addition to a standard treatment
manual exhibited greater mastery of treatment

principles relative individuals without such
access (Sholomskas et al., 2005).

Among the best practice interventions for
child traumatic stress, PCIT and TF-CBT devel-
opers have been especially active in making
training materials and resources available via
the Internet. For instance, there is a PCIT list-
server that provides an electronic community
of colleagues for rural providers who have few,
if any, providers in their region with whom
they can consult about difficult cases.

Recently, the National Crime Victims
Research and Treatment Center at the Medical
University of South Carolina launched TF-
CBTWeb, an Internet-based training course for
learning TF-CBT. TF-CBTWeb utilizes stream-
ing video demonstrations, clinical transcripts,
and other resources in covering all techniques
and procedures of TF-CBT. The service is free
of charge, and all professionals completing the
course receive a certificate of completion for
10 continuing education contact hours. Because
this innovative training mechanism has only
very recently been launched, data are not yet
available regarding its efficacy. Nevertheless,
TF-CBTWeb appears to be a very promising
approach to eliminating problems of training
accessibility.

CONCLUDING THOUGHTS

Historically, the quality and indeed the very
availability of mental health services have
been severely limited in rural regions. Despite
the tremendous need for mental health
services and the existence of effective treat-
ments, geographic and financial barriers have
culminated in substandard care for rural resi-
dents suffering from psychological and emo-
tional disorders. Certainly, our history of meet-
ing the needs of traumatized children living in
remote areas has been rather bleak. However,
advances in treatment development and tech-
nology allow for a much more optimistic
appraisal of the future. At least three well-
defined, evidence-based interventions have
been developed in recent years to effectively
ameliorate trauma-related distress in children:
TF-CBT, AF-CBT, and PCIT. The training
requirements of all three interventions do not

Despite the
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effective treatments,
geographic and
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have culminated in
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suffering from
psychological and
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