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Introduction

Esther Deblinger 
Judith A. Cohen 

Anthony P. Mannarino

Many individuals experience significant stressors during childhood. These 
experiences vary considerably in their quality, frequency, intensity, and 
impact. Some of these stressors are quite common (e.g., peer conflicts, the 
death of elderly family members), and children usually manage such stres-
sors adequately with no professional intervention. Childhood traumatic 
events, though less ubiquitous, are also common and are more likely to 
be psychologically overwhelming because they potentially threaten a child’s 
sense of safety and security and lead to subjective feelings of terror, fear, 
shame, anger, helplessness, and/or worthlessness. Potentially traumatic 
childhood events include child sexual or physical abuse, exposure to domes-
tic or community violence, the traumatic loss of a family member whether 
through death or other means, natural and man-made disasters, war or ref-
ugee-related experiences, severe car accidents, fires, and/or medical traumas 
(Cohen, Mannarino, & Deblinger, 2006).

Many children—perhaps those with stress-resistant temperaments or 
genetic makeups, naturally effective coping styles, and/or strong support 
systems—are resilient even to these very traumatic childhood events. How-
ever, research has documented that a significant proportion of those who 
experience childhood trauma develop maladaptive emotional and behavioral 
reactions that disrupt their psychosocial development and adjustment. Stud-
ies examining the significant negative effects of childhood trauma date back 
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many decades. Researchers from the National Institute of Mental Health 
conducted perhaps the first large-scale study of the impact of trauma on chil-
dren with their examination of schoolchildren’s psychosocial reactions to a 
tornado striking the movie theater where they were gathered for a matinee 
(Bloch, Silber, & Perry, 1956). Another seminal investigation of children’s 
reactions to trauma was conducted in the 1970s following a school bus kid-
napping in Chowchilla, California. Terr (1985) prospectively examined the 
unfolding traumatic responses of the kidnapped children compared with a 
group of nontraumatized children matched on age and sex. Children’s post-
trauma reactions have continued to be examined by researchers since these 
early investigations, with studies repeatedly demonstrating strong associa-
tions between childhood trauma and an increased risk of developing post-
traumatic stress symptoms, depression, conduct problems, psychotic symp-
toms, substance abuse problems, as well as other emotional and behavioral 
difficulties (Arseneault et al., 2011; Briere & Elliott, 2003; Kendall-Tackett, 
Williams, & Finkelhor, 1993; Khoury, Tang, Bradley, Cubells, & Ressler, 
2010; Maercker, Michael, Fehm, Becker, & Margraf, 2004; McKay, Lynn, 
& Bannon, 2005; Putnam, 2003).

In addition, recent research suggests that children who have experi-
enced one traumatic event are highly likely to have experienced traumas of a 
different nature (Turner, Finkelhor, & Ormrod, 2010). Moreover, the accu-
mulation of traumatic experiences in childhood has been well established 
to be associated with increasingly severe adverse effects by both retrospec-
tive and prospective empirical investigations (Felitti et al., 1998; Finkelhor, 
Ormrod, & Turner, 2009).

Clinical descriptions of interventions designed to address the effects 
of childhood trauma date back many decades as well. However, empirical 
research examining the efficacy of these treatment methods is a more recent 
development. When we began our efforts to design and evaluate interven-
tions for this population of children, there were no published scientific stud-
ies evaluating the efficacy of interventions designed to specifically address 
childhood posttraumatic stress disorder (PTSD). In essence, trauma-focused 
cognitive-behavioral therapy (TF-CBT) for children and adolescents was 
developed and evaluated in response to this clear gap in the scientific lit-
erature.

Beginning in the mid-1980s, at separate clinical research sites in Pitts-
burgh (Judith A. Cohen and Anthony P. Mannarino) and New Jersey (Esther 
Deblinger), we began conducting independent research studies to identify the 
specific problems exhibited by children who had experienced trauma, with 
an initial focus on sexual abuse (Cohen & Mannarino, 1988; Deblinger, 
McLeer, Atkins, Ralph, & Foa, 1989; Mannarino & Cohen, 1986; Manna-
rino, Cohen, & Gregor, 1989; Mannarino, Cohen, Smith, & Moore-Motily, 
1991; McLeer, Deblinger, Atkins, Foa, & Ralph, 1988) in order to inform 
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the development of evidence-based interventions for this population. We ini-
tially implemented and examined the clinical benefits of preliminary treat-
ment protocols (Cohen & Mannarino, 1993; Deblinger, McLeer, & Henry, 
1990) and conducted several independent randomized controlled trials of 
trauma-focused individual (Cohen & Mannarino, 1996, 1998; Deblinger, 
Lippmann, & Steer, 1996) as well as group therapy (Deblinger, Stauffer, & 
Steer, 2001) models.

TF-CBT, as described in Treating Trauma and Traumatic Grief in 
Children and Adolescents (Cohen, Mannarino, & Deblinger, 2006), TF-
CBTWeb, and this book, reflects the integration of our earlier treatment 
models (Cohen & Mannarino, 1993; Deblinger & Heflin, 1996) as well as 
our ongoing collaborative efforts. Our initial large-scale multisite collabo-
ration examined the efficacy of TF-CBT in comparison to child-centered 
therapy (Cohen, Deblinger, Mannarino, & Steer, 2004). The results dem-
onstrated that, compared with children and caregivers assigned to child-
centered therapy, those assigned to TF-CBT exhibited significantly greater 
improvements with respect to PTSD, depression, behavior problems, feel-
ings of shame, and dysfunctional abuse-related attributions, while their par-
ents reported significantly greater improvements in abuse-specific distress, 
depression, parenting skills, and parental support. Additionally, these find-
ings were generally maintained over a 1-year follow-up period (Deblinger, 
Mannarino, Cohen, & Steer, 2006). The findings of our most recent multi-
site dismantling study documented the overall efficacy of TF-CBT for young 
children in both 8- and 16-session formats (ages 4–11), while highlight-
ing the benefits of the eight-session trauma narrative condition in most 
efficiently and efficaciously helping children overcome abuse-related fear 
and generalized anxiety (Deblinger, Mannarino, Cohen, Runyon, & Steer, 
2011). The results also suggested that the skill-building components and the 
parenting component, in particular, were perhaps most critical in addressing 
externalizing behavior problems (Deblinger et al., 2011), replicating ear-
lier findings (Deblinger et al., 1996). The efficacy of TF-CBT for children 
exposed to intimate partner violence (IPV) also has been recently evalu-
ated in a randomized trial conducted in a community setting. The results 
of this investigation demonstrated that, compared with children assigned 
to client-centered therapy (usual care), those assigned to eight sessions of 
TF-CBT exhibited significantly greater reductions in IPV-related PTSD and 
anxiety (Cohen, Mannarino, & Iyengar, 2011). Recent studies have further 
documented the benefits of TF-CBT for children who have suffered trau-
matic grief (Cohen, Mannarino, & Staron, 2006), children traumatized by 
the events associated with 9/11(CATS Consortium, 2010) as well as Hur-
ricane Katrina (Jaycox et al., 2010), and child populations with high trauma 
exposure rates, including children in foster care (Dorsey, Cox, Conover, & 
Berliner, 2011; Lyons, Weiner, & Scheider, 2006) and children exposed to 
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violence and traumatic loss in low-resource countries (Dorsey, Murray, 
Balusubramanian, & Skavenski, 2011; Murray et al., 2011). While there 
are many approaches to treating childhood trauma, recent reviews of the 
empirical literature suggest that TF-CBT has the most extensive empirical 
support for its efficacy in treating children suffering from PTSD and related 
emotional and behavioral difficulties (Bisson et al., 2007; Saunders, Ber-
liner, & Hanson, 2004; Silverman et al., 2008). Thus far, there have been 
22 scientific investigations examining the efficacy of TF-CBT, including 12 
randomized controlled trials. In addition, TF-CBT has received very posi-
tive ratings for efficacy, feasibility, and readiness for dissemination based 
on extensive treatment outcome reviews sponsored by the Department of 
Justice (Saunders et al., 2004), the California Evidence-Based Clearinghouse 
for Child Welfare (www.cebc4cw.org), and the U.S. Department of Health 
and Human Services, Substance Abuse and Mental Health Services Admin-
istration’s National Registry of Evidence-based Programs and Practices 
(www.nrepp.samhsa.gov).

Given the strong evidence supporting its efficacy, it is not surprising 
that there has been increasing demand for training in this model over the last 
decade. To date, there have been more than 18 statewide TF-CBT learning 
collaboratives designed to disseminate training to administrative, supervi-
sory, and direct service providers in mental health agencies across the United 
States (Sigel & Benton, 2011). We have also created a TF-CBT “Train-the-
Trainer” Program to increase the availability of face-to-face clinical train-
ings. Most notably, we have collaborated with colleagues from the Medical 
University of South Carolina to create free-of-charge introductory web-
based training in TF-CBT (www.musc.edu/tfcbt; www.musc.edu/ctg) as well 
as a web-based TF-CBT consult site (www.musc.edu/tfcbtconsult) that may 
be utilized by TF-CBT therapists on an ongoing basis. To date, more than 
100,000 therapists from across the United States and around the world have 
registered for training on the TF-CBT website. These web-based formats 
also provide data from the field that will continue to inform our efforts to 
enhance and expand the use of TF-CBT with appropriate populations.

The current book reflects efforts to apply what has been learned in 
the last two decades from TF-CBT-related research, clinical work, as well 
as training and dissemination efforts. While cognitive-behavioral principles 
provided the foundation on which TF-CBT was originally developed, other 
theories have also informed our efforts to enhance the efficacy of TF-CBT 
for children who have experienced a wide array of traumas. These theories 
include humanistic, attachment, family systems, and empowerment models 
(Cohen, Mannarino, & Deblinger, 2006).

As noted earlier, traumatic experiences have the potential to disrupt the 
psychosocial development of a child and undermine the well-being of an 
entire family. Thus, the overarching objective of TF-CBT is to circumvent 
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this process by providing youngsters and their family members with under-
standing, knowledge, and skills to help them to confront and make meaning 
of traumatic experiences. At the same time, children and their caregivers 
learn to optimally manage trauma reminders as well as other stressors and 
conflicts in the present as they reclaim a sense of enthusiasm and optimism 
for the future. When children and caregivers successfully complete TF-CBT, 
they often not only achieve the just-described goals but grow stronger and 
more resilient as individuals and closer and more cohesive as families.

TherapeuTic engagemenT

Implementing treatment in the aftermath of trauma requires thoughtful con-
sideration of the overall needs of the child and family as well as attention to 
potential barriers to treatment that may make therapeutic engagement chal-
lenging. In the aftermath of many traumas, other pressing issues may take 
precedence over engaging families in therapy. In the case of child maltreat-
ment, these include child protection and law enforcement investigations, 
medical examinations, and attention to other safety concerns. Similarly, 
in the aftermath of widespread disasters, the need for shelter, food, safety, 
and medical attention usually takes priority over the need for psychological 
treatment. Recognizing these priorities and providing prompt referrals to 
needed resources is an important strategy for engaging families in subse-
quent therapy. After these acute issues have been addressed, the therapist 
can optimize engagement by discussing potential barriers to treatment such 
as lack of transportation, scheduling conflicts, or other competing priori-
ties. McKay and others (2004) have demonstrated that both initiation of 
treatment and session attendance can be improved by utilizing empirically 
validated engagement strategies such as (1) establishing the need for men-
tal health care, (2) enhancing the caregiver’s motivation for treatment, (3) 
reviewing prior therapy experiences, (4) establishing a collaborative work-
ing relationship, and (5) providing assistance in overcoming concrete barri-
ers (e.g., transportation, scheduling). These strategies are highly applicable 
to engaging families in TF-CBT and have been successfully utilized in prior 
TF-CBT investigations (i.e., Cohen et al., 2004; Deblinger et al., 1996, 2001; 
Dorsey & Feldman, 2008). At the outset of treatment, for example, TF-CBT 
therapists review the assessment findings and acknowledge the impact of 
the trauma(s) not only on the children but on the parents as well. This 
process not only establishes the need for trauma-focused therapy, but also 
normalizes and validates trauma-related feelings and reactions. It is also not 
uncommon for caregivers and youngsters to report negative prior experi-
ences with mental health therapy and/or social services. Thus, differences 
between what has been experienced in the past and what can be anticipated 
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in the structure and course of participating in TF-CBT is emphasized. With 
these expectations carefully outlined, a commitment to participation in an 
approximate number of sessions is elicited. To further motivate therapy par-
ticipation and optimism, the scientific research supporting the effectiveness 
of this treatment approach is highlighted with a focus on the specific benefits 
of active caregiver participation and collaboration. TF-CBT begins with a 
focus on the trauma(s) that precipitated the initiation of treatment as well 
as the clients’ related presenting concerns.

core Values of Tf-cBT

The acronym CRAFTS summarizes the core values of the TF-CBT model. 
These values apply to all cases regardless of the specific population, com-
munity, or setting. This reflects the universality of the human condition in 
terms of the essential therapy ingredients that contribute to the overall heal-
ing of children and their families. The values outlined next highlight that the 
TF-CBT model is components based; respectful of community, cultural, and 
religious traditions; adaptable to individualized needs and circumstances; 
family focused; based on a strong therapeutic relationship; and strongly 
encouraging of self-efficacy. More specifically, the model is:

Components-based, such that it incorporates knowledge, skills, and 
processes that build on one another and are integrated in a way that 
best suits the needs of the particular client and family.

Respectful of individual, family, community, culture, and religious 
practices, in terms of understanding the impact of the traumatic 
experience(s) and optimally supporting the child’s and family’s heal-
ing in the context of their family, culture, and community.

Adaptable, as highlighted in this volume by the numerous examples of 
the importance of the flexible and creative ways that therapists opti-
mally motivate clients and implement the treatment components for 
diverse populations and settings while maintaining fidelity to the 
model.

Family focused, in that every effort is made to include supportive family 
members. Thus, therapists are strongly encouraged to make active 
efforts to engage parents and/or other caregivers in the treatment 
process whenever possible. It should be noted that siblings and/or 
other family members (e.g., a grandparent or a special aunt) are also 
involved when feasible and clinically appropriate.

Therapeutic relationship centered, such that much attention should 
be given to creating a therapeutic relationship that allows parents 
and children to feel safe, accepted, and validated. Such relation-
ships help clients to feel trusting and confident to share their trau-
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matic experiences as well as their most distressing fears, thoughts, 
and developing beliefs, while also taking the risks necessary to learn 
and utilize new skills that will produce significant positive change 
in their lives.

Self-efficacy focused, in that TF-CBT is a short-term, strengths-based 
model designed to have long-term benefits. In the context of TF-CBT, 
therapists encourage self-efficacy and feelings of mastery by actively 
collaborating with clients in planning therapy, motivating clients to 
follow through on assignments between sessions, acknowledging 
therapy successes, encouraging and recognizing the ongoing use of 
TF-CBT skills, and enhancing clients’ feelings of preparedness for 
trauma reminders and other life stressors that they may encounter 
long after therapy has ended.

assessmenT sTraTegies

Prior to initiating TF-CBT, it is critical to assess the impact of the trau-
matic exposures on various domains of functioning. CRAFTS is also used 
to summarize the potential areas of maladjustment targeted by TF-CBT. 
These include:

Cognitive problems, such as dysfunctional thought patterns, school 
learning problems, or concentration difficulties.

Relationship problems, such as increased conflicts at home, in school, 
or at work and impaired trust or expectations of betrayal in inter-
personal interactions.

Affective problems, such as difficulties effectively expressing and/or 
managing feelings of anxiety, depression, and/or anger.

Family problems, including parenting difficulties, parent–child con-
flicts, extended family disruptions that may more frequently occur 
in the context of intrafamilial abuse disclosures, and frequent out-
of-home placements (e.g., foster, residential treatment) that arise 
from early severe interpersonal violence or abuse.

Traumatic behavior problems, including behavioral avoidance of 
innocuous trauma reminders, sexual behavior problems, aggressive 
behaviors, and/or noncompliant behaviors.

Somatic problems, including sleeping difficulties, hyperarousal symp-
toms, headaches, stomachaches, and other physiological reactions 
to traumatic memories, reminders, and cues.

Assessment of these domains for treatment planning purposes can be 
accomplished via structured interviews, observations, and standardized 
measures administered to the children as well as the parents. The use of 
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standardized measures undoubtedly enhances the effective implementation 
of TF-CBT because they provide objective information that forms the basis 
for the individual tailoring of the treatment plan for the specific needs of the 
child and his or her family while also allowing for the assessment of treat-
ment progress.

Given the focus of TF-CBT, the assessment of PTSD and related symp-
toms is particularly pertinent. A variety of well-validated and reliable PTSD 
measures are designed for this purpose, including semistructured PTSD 
interviews such as the Schedule for Affective Disorders and Schizophrenia 
for School-Age Children—Present and Lifetime Version (Kaufman, Birma-
her, & Brent, 1996) and/or child and parent PTSD measures such as the 
UCLA PTSD Reaction Index (Steinberg, Brymer, Decker, & Pynoos, 2004). 
Additional measures that may be used to assess other areas of functioning 
include (1) the Children’s Depression Inventory (Kovacs, 1985) to evalu-
ate depression, (2) the Child Behavior Checklist (Achenbach, 1991) or the 
Strengths and Difficulties Questionnaire (Goodman, 1997) to assess behav-
ior problems, (3) the Multidimensional Anxiety Scale for Children (March, 
1997) or the State–Trait Anxiety Inventory for Children (Spielberger, 1973) 
to assess generalized anxiety, and (4) the Shame Scale (Feiring, Taska, & 
Lewis, 1996) to measure feelings of shame related to experiences of abuse.

It is critically important to assess parents’ overall functioning as well 
given that they are often directly or indirectly affected by the trauma(s) their 
children have experienced. This assessment may also help determine the 
need for a separate therapy referral if the parents’ emotional difficulties are 
of an individual nature, require immediate attention, or are likely to inter-
fere with their ability to participate in treatment on behalf of their child. To 
assess parental reactions to the child’s traumatic exposures, one can utilize 
measures such as the Impact of Event Scale—Revised (Weiss, 2004) or the 
Parent Emotional Reaction Questionnaire (Mannarino & Cohen, 1996). 
Other standardized measures that are useful in terms of assessing parental 
functioning and planning treatment include the Beck Depression Inventory 
(Beck, Steer, & Brown, 1996) and the Parenting Practices Questionnaire 
(Strayhorn & Weidman, 1988) or Alabama Parenting Questionnaire (Frick, 
1991) to assess parenting skills.

Tf-cBT sTrucTure 
and TreaTmenT componenTs

TF-CBT sessions are structured such that the therapist meets with the 
child and parent(s) for separate individual sessions, with time increasingly 
devoted to conjoint sessions over the course of the middle and latter stages 
of therapy. In cases in which the child is demonstrating behavior problems, 
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however, conjoint sessions may begin early in treatment to allow for the 
consistent practicing of parenting and coping skills with parents and chil-
dren together.

The components of TF-CBT are summarized by the acronym PRAC-
TICE: Psychoeducation and Parenting; Relaxation; Affective expression 
and modulation; Cognitive coping; Trauma narrative development and 
processing; In vivo exposure; Conjoint parent–child sessions; and Enhanc-
ing safety and future development. These components generally remain the 
same regardless of trauma types, community environments, or setting dif-
ferences; however, some additional components are included when working 
with children suffering traumatic grief reactions. Additionally, if potential 
trauma exposure is ongoing, some revisions to the order and implementa-
tion of these components may be necessary, as described elsewhere (Cohen, 
Mannarino, & Iyengar 2011; Cohen, Mannarino, & Murray, 2011). It is 
also worth noting the appropriateness of PRACTICE as an acronym in that 
the model itself emphasizes the importance of clients practicing the TF-CBT 
skills at home in order to optimize benefits. Moreover, when therapists prac-
tice what they preach, in relation to using the TF-CBT skills, not only do 
they more effectively model these skills for their clients, but their experi-
ences using the skills personally may help to inspire their ability to motivate 
clients to engage in treatment and make the changes necessary to support 
optimal healing and adjustment.

Theoretical rationale for gradual exposure

As noted earlier, ideas from several theories of psychology have influenced 
our thinking in terms of the development and refinement of TF-CBT. Cog-
nitive-behavioral principles, however, provide the overarching theoretical 
rationale for the implementation of this treatment model. TF-CBT includes 
a variety of strategies that emphasize learning by means of associations, 
consequences, and observations of others. Based on classical conditioning 
theory, traumatic events may be conceptualized as unconditioned stimuli 
that elicit unconditioned or reflexive responses including fear, terror, help-
lessness, and/or anger. These automatic emotional reactions to trauma are 
natural and adaptive as they signal the need for protective reactions to real 
danger such as flight-or-fight response. However, PTSD symptoms may 
develop when innocuous stimuli (e.g., sounds, sights, smells, images, peo-
ple, places, or other trauma-related stimuli) present at the time the trauma 
begin to elicit the same negative unconditioned emotional responses due 
to their association with the original traumatic threat. Children suffering 
from PTSD as a result of abuse, for example, may respond to nonabusive 
people in authority as potential threats as opposed to resources for support. 
Instrumental conditioning occurs through experience, when children learn 
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to reduce their anxiety by avoiding innocuous people, places, or things asso-
ciated with the original trauma(s). Through the process of stimulus general-
ization, PTSD sufferers avoid a widening circle of innocuous trauma-related 
cues that trigger traumatic memories and/or symptoms despite the lack of 
real danger.

Observational learning may also play an important role in determining 
how children respond to trauma reminders or misperceived threats. Many 
children respond to misperceived threats in the environment with progres-
sively more withdrawn, isolative, and/or submissive behaviors. Other chil-
dren, particularly those exposed to violent traumas, may respond to innocu-
ous reminders or misperceived threats with anger or aggressive behaviors 
similar to those exhibited by others in their environment. While aggres-
sion and withdrawal are common manifestations of fear in traumatized 
children, caregivers may view these behaviors as disobedience and inadver-
tently respond in ways that exacerbate them. Moreover, as these children 
have increasingly problematic interactions with parents as well as others, 
unhealthy beliefs about themselves, relationships, and the world develop. 
Through these mechanisms of learning, traumatic experiences negatively 
impact on children’s physiological, emotional, behavioral, and cognitive 
functioning. The PRACTICE components of TF-CBT are therefore designed 
to enhance coping in each of these domains of functioning.

Gradual exposure (GE) is critical to implementing TF-CBT and is 
incorporated into all of the TF-CBT components. During each subsequent 
PRACTICE component, the therapist carefully calibrates and increases 
exposure to trauma reminders while encouraging the child and parent to 
use skills learned in previous sessions and praising demonstrated mastery. 
In an effort to counter tendencies toward posttraumatic avoidance, gradual 
exposure is initiated at the outset of TF-CBT with the direct acknowledg-
ment of the trauma(s) endured and psychoeducation about traumatic stress 
reactions. In addition, during psychoeducation, GE might consist of simply 
using the words “sexual abuse” rather than referring to “the bad thing that 
happened.” As the child progresses through the model, the therapist encour-
ages the child and parent to implement the skills with increasing specificity 
to reminders of the sexual abuse until, during the trauma narrative, the child 
is encouraged to recount his or her traumatic experiences and to share this 
with the parent during conjoint sessions when clinically appropriate.

Engaging the child in the trauma narrative and processing component 
not only helps to extinguish the intense negative emotions associated with 
traumatic memories and reminders, but perhaps more importantly cre-
ates new associations such that traumatic memories may elicit feelings of 
strength and pride. Moreover, trauma processing and corrective feedback 
provided by therapists help children to develop adaptive and contextualized 
interpretations of past events such that healthier self, family, and wordviews 
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may develop. The final skill-building component encourages the develop-
ment of safety skills. Through discussions and role plays, this component 
provides additional opportunities for youngsters to differentiate between 
real dangers in the present and innocuous triggers or reminders. Gradual 
exposure, as incorporated into each of the practice components outlined 
below, demonstrates to children and their caregivers that they not only have 
the strength to confront trauma reminders, but they can also learn and grow 
by acknowledging and processing traumatic memories.

psychoeducation

Psychoeducation is provided to the child and parents throughout the course 
of treatment, but is critical from the start in terms of enhancing therapeutic 
engagement immediately modeling nonavoidance. After obtaining intake 
information about the trauma(s) experienced and assessing the child’s and 
parent’s trauma reactions, the therapist can offer reassuring educational 
information that normalizes these trauma responses and outlines the gen-
eral procedures for treatment. The therapist provides specific feedback 
regarding the assessment findings as well as the child’s strengths and dif-
ficulties, particularly in terms of how that information informs the planning 
of treatment. In addition, the therapist should emphasize the important 
role of parents in treatment, highlighting how their involvement and sup-
port may be the single most important influence on their child’s healing. 
To inspire confidence in the treatment approach and optimism about the 
child’s prognosis, it is important to emphasize the effectiveness of the treat-
ment model both in terms of prior clinical experience as well as the exten-
sive research findings.

General information about the trauma(s) may be provided in a vari-
ety of different ways. Even clients who demonstrate extreme avoidance in 
terms of discussing their personal traumatic experiences are often receptive 
to general informational discussions about the trauma endured. During the 
early stages, it is helpful to provide some of the basic facts about the types of 
traumas experienced in terms of its characteristics, prevalence, impact, com-
mon misconceptions, and so on. Educational handouts, books, and games 
are frequently utilized with children as well as their parents. These activities 
represent an important early step in the GE process because they undoubt-
edly trigger memories of the trauma but rarely elicit negative emotions. 
Rather, during these educational activities, new associations are being cre-
ated such that trauma memories may begin to be associated with feelings of 
safety and pride, as knowledge often encourages feelings of empowerment. 
In general, TF-CBT should not feel like a mysterious process, as clients are 
educated in a very practical way throughout the treatment concerning the 
overall therapy objectives and components.
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parenting skills Training

Parenting skills training is also provided throughout the course of treat-
ment because it is well documented that the parental support and effective 
parenting skills positively influence trauma recovery in children (Deblinger 
et al., 1996, 2011; Mannarino & Cohen, 1996). Therapists may initially 
collaborate with parents in developing family rituals, routines, and structure 
that will enhance children’s feelings of safety and security, while also pro-
moting positive parent–child communication skills such as active listening 
and the mutual exchange of praise. In order to support the use of effective 
parenting skills, it is important to conduct functional behavioral analyses, 
reviewing problematic as well as positive parent–child interactions, on a 
weekly basis. In the aftermath of trauma, many well-meaning parents inad-
vertently reinforce problematic behaviors in their children. In the course of 
conducting functional analyses with respect to parent–child interactions, it 
is helpful to elicit as much detail as possible, including underlying paren-
tal thoughts and feelings that may be driving overindulgent, overprotec-
tive, overly harsh, and/or other problematic parenting practices. In the early 
sessions, the therapist may identify specific problematic child behaviors as 
well as positive adaptive behaviors that can replace and effectively serve the 
functions of the problem behaviors (i.e., gaining attention, escaping anxiety, 
achieving feelings of control). This is particularly important given the natu-
ral tendency for parents, in the aftermath of a trauma, to focus on children’s 
difficulties and symptoms, inadvertently reinforcing them. By identifying 
adaptive behaviors that can replace the maladaptive behaviors, parents 
can be encouraged to refocus their attention on these positive behaviors 
by utilizing praise, positive attention, active listening, and tangible rewards 
when appropriate. Learning to minimize parental attention given to prob-
lem behaviors is equally important and often requires very active efforts to 
dramatically reduce the use of lectures, yelling, and empty threats, which 
inadvertently increase negative behaviors. Parents and children may also 
collaborate with the therapist on the development of house rules as well as 
consequences when the rules are broken. The consequences generally take 
the form of time-outs, house chores, loss of privileges, and so on, and par-
ents are taught how to optimally administer these consequences in a warm 
but firm and consistent manner.

Parents are often significantly affected by the traumas their children 
have personally suffered. GE during the parenting component includes help-
ing parents understand the traumatic impact on both the children and them-
selves, for example, framing the children’s response as due to the trauma 
that happened to the children rather than the children “being bad.” Helping 
parents to understand that they are their children’s most important role 
models for coping is critical. Thus, parents also are encouraged to learn the 
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coping skills described in the components presented next so that they can 
both model and reinforce their children’s efforts to practice those skills.

relaxation Training

Relaxation training is introduced early in treatment and provides children 
and parents with skills they can use to manage daily stressors as well as any 
distress they may experience in the context of facing traumatic memories 
in treatment. Focused breathing is a particularly important relaxation skill 
because it can be mastered easily and used in any context. Other relax-
ation activities that are commonly utilized in the context of TF-CBT include 
progressive muscle relaxation exercises and guided imagery, which may be 
particularly useful with young children. When young children are encour-
aged to imagine themselves as a tin soldier and then a rag doll, they not 
only learn the difference between muscular tension and relaxation but, most 
importantly, learn that they can control muscle tension in their own bodies. 
Relaxation skills can be particularly valuable for clients with sleeping dif-
ficulties and those who experience distress physiologically, such as muscular 
tension in the form of backaches and headaches.

Mindfulness practices may also be utilized to help TF-CBT clients relax 
or quiet their minds. This practice encourages the focusing of one’s full 
attention on the present moment through the nonjudgmental observation 
and acceptance of one’s thoughts, feelings, sensations, and surroundings. 
This disciplined but gentle process of refocusing the mind on moment-to-
moment experiences in the present may be very healing for those who have 
suffered a great deal of trauma in the past and are fearful of the future. 
Moreover, recent research suggests that this form of meditation not only may 
decrease feelings of distress but also appears to be instrumental in reducing 
distractive and ruminative thoughts and behaviors common among PTSD 
sufferers (Jain et al., 2007). GE during the relaxation component includes 
encouraging children to implement the techniques just discussed or other 
relaxation strategies when they experience trauma reminders.

affective expression and modulation Training

Affective expression and modulation training highlights skills that help 
children and parents communicate and manage feelings more effectively. 
With young children, this component often begins with exercises designed 
to identify and review experiences associated with the primary emotions 
(e.g., happy, sad, mad, scared). Traumatic events often lead to a wide range 
of other emotions, some of which children may have never experienced 
before. Thus, it is important to help clients expand their emotional vocabu-
lary beyond the primary emotions just listed to include those frequently 
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associated with trauma (e.g., terror, shame, grief, rage, embarrassment, 
helplessness). Moreover, by identifying feeling states and labeling them, cli-
ents are taking the first steps toward increasing their awareness of their 
own distressing emotions and managing them more successfully. Part of GE 
during this component includes helping children and parents to recognize 
the connection between these negative affective states and children’s trauma 
reminders. In addition, parents and children are encouraged to practice 
both verbally expressing their own feelings and inquiring about each others’ 
feelings. These skills can help reduce parent–child conflict and are particu-
larly important for children who tend to express negative emotions through 
aggressive and/or other problematic behaviors. Parents may be encouraged 
to utilize active listening skills at home when children share their feelings 
in words as opposed to dysfunctional behaviors. This type of homework 
greatly contributes to improving parent–child communication and interac-
tions overall.

In the context of TF-CBT, therapists collaborate with clients in identify-
ing coping strategies that will help them tolerate or manage distressing emo-
tions. TF-CBT therapists may review clients’ emotional coping repertoire 
with the objective of reinforcing effective strategies while discouraging the 
use of less productive coping strategies. Ultimately, parents and children can 
create a tool kit that includes old and new skills that can be used effectively 
to manage distressing emotions (e.g. talking to a supportive adult, listening 
to soothing music, exercising, problem solving); GE is also implemented by 
helping clients to identify common trauma triggers that lead to distressing 
emotions so that the coping strategies just presented can be individually 
tailored to fit the most common circumstances. Thus, for example, when 
children experience triggers and distress in school, they can be encouraged 
to engage in coping strategies that allow them to remain in the classroom 
when possible. Children often find it helpful to create lists or other tools that 
serve as reminders of what they can do when they are feeling distressed.

cognitive coping

Cognitive coping is the component that lays the groundwork for helping 
children and parents understand the connections between their thoughts, 
feelings, and behaviors. Even very young children can learn to understand 
that what they say to themselves (i.e., thoughts) influences how they feel 
and behave. However, the first step in teaching cognitive coping skills 
involves helping clients to capture and share internal dialogues that may 
be fleeting, automatic, and not necessarily in their immediate awareness. 
Therapists are encouraged to use non-trauma-related examples initially to 
help clients learn to retrieve everyday thoughts. Asking clients, for example, 
to share what they said to themselves when they heard their alarm clock 
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ring in the morning is a simple way to begin to elicit internal dialogues. 
Therapists can introduce a cognitive triangle to demonstrate—using non-
trauma-related examples—how different thoughts about the same event 
can lead to very different feelings and behaviors. Through this process, 
therapists help children and parents recognize that negative feelings and 
behaviors are sometimes driven by thoughts that are inaccurate, distorted, 
or simply unhelpful. Through the process of therapy, clients are encouraged 
to examine thoughts underlying distressing feelings about everyday events 
for their accuracy and helpfulness. Ultimately, clients are encouraged to 
identify inaccurate thoughts that can be corrected and unhelpful thoughts 
that can be replaced with more helpful, productive thoughts.

Relatively early in treatment, parents are encouraged to share trauma-
related feelings and thoughts and, with the help of their therapist, identify 
inaccurate and dysfunctional thoughts. After devoting some time to elicit-
ing, acknowledging, and simply validating parents’ feelings in relation to the 
trauma, the TF-CBT therapist encourages the examination of thoughts that 
may be underlying their most distressing feelings. The TF-CBT therapist 
may then use educational information, Socratic questioning, and role plays 
to help parents dispute those problematic thoughts. GE is implemented in 
this manner with parents during the cognitive coping component.

On the other hand, while the TF-CBT therapist may help children 
examine how their thoughts influence feelings and behaviors on an everyday 
basis, he or she does not typically challenge the children’s trauma-related 
thoughts until these thoughts and feelings have been expressed, accepted, 
and validated through the trauma narrative process. When the narrative is 
almost complete, the therapist can begin to identify problematic thoughts 
that can be explored and processed, as described next.

Trauma narrative development and processing

Trauma narrative development and processing refers to the middle third 
of treatment, when therapy focuses increasingly on the specific traumas 
endured. The trauma narrative is an exposure and processing exercise that 
typically takes the form of a written book, with an introductory “about me” 
chapter as well as chapters in which children describe the circumstances of 
the trauma and associated thoughts, feelings, and sensations experienced. 
However, some children may prefer to do this work through trauma-spe-
cific discussions or other trauma-specific creative work, including poetry, 
songs, news shows, plays, and art, that reflects the traumatic experiences. 
The process is designed to help children gradually face increasingly anxiety-
provoking trauma-related memories until they can tolerate those memories 
without significant emotional distress or avoidant responses. In the context 
of a trusting therapeutic relationship, children learn that recalling and writ-



16 Introduction 

ing about the traumatic experiences does not lead to the overwhelming emo-
tions they suffered at the time of the trauma. This frees children up to share 
their innermost feelings and thoughts about the traumatic experiences in 
the context of a validating therapeutic relationship. Moreover, with the help 
of their therapist, children can begin to process trauma-related thoughts, 
with a particular focus on identifying and correcting dysfunctional thoughts 
and developing beliefs. GE is implemented by reviewing the narrative sev-
eral times during its creation, thus helping the children to gain increasing 
mastery over these memories. The final narrative chapter often reflects the 
children’s integration of what they have learned and experienced over the 
course of treatment in terms of its implications for their self-image, rela-
tionships with others, worldviews, and expectations for the future. The fol-
lowing are examples of questions therapists often pose to assist children in 
exploring what they have learned so that they can review and internalize 
healthy beliefs and incorporate them into the final narrative chapter: What 
have you learned in therapy? What have you learned about the trauma(s) 
experienced? What have you learned about yourself, your parents, your 
family, and/or your world? What are you looking forward to in the future? 
What are you most proud of? Who could you talk to about past traumatic 
experiences or other problems faced in the future? What would you tell 
other children who have had similar traumatic experiences?

In Vivo exposure

In vivo exposure is a powerful treatment component that is highly effective 
in helping children overcome problematic avoidant behaviors that develop 
in the aftermath of trauma. Some trauma-related avoidant behaviors, how-
ever, are functional and, therefore, should not be discouraged (e.g., avoid-
ing a sexually abusive individual or a drug-infested street corner where an 
assault occurred). In contrast, dysfunctional avoidant behaviors develop 
when the intense negative emotions that were experienced in response to the 
original trauma generalize to innocuous stimuli associated with it. When this 
occurs, traumatized individuals work hard to avoid people, places, things, 
and memories that reflexively elicit these intense negative emotions even 
though these stimuli in and of themselves may no longer be objectively dan-
gerous. Depending on the circumstances of the trauma, children experienc-
ing PTSD-related avoidance may, for example, begin to object to going to 
school, sleeping alone, being in dark environments, engaging in social activi-
ties, or using certain forms of transportation. The reduced anxiety that chil-
dren experience when they engage in these behaviors reinforces their avoid-
ance, which can lead to increasingly isolative and withdrawn behaviors. 
Thus, for these children, the use of the in vivo treatment component should 
be carefully considered in collaboration with parents because it requires a 
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well-developed treatment plan and a full commitment. Certain highly dis-
ruptive avoidant behaviors that impact education like school refusal, may 
be best addressed early in treatment in collaboration with school person-
nel after a careful assessment of the factors driving the behavior. For many 
children, missing a great deal of school not only will inadvertently reinforce 
avoidant behaviors but may significantly undermine their ability to keep up 
academically, making the return to school increasingly difficult from both 
an academic and a social perspective. In vivo exposure may also be indi-
cated when less disruptive avoidant behaviors do not diminish naturally 
over the course of the trauma narrative and processing components. In such 
circumstances, TF-CBT therapists may begin to create in vivo plans that 
gradually encourage participation in anxiety-provoking activities of increas-
ingly greater intensity with simultaneous use of the coping skills learned 
earlier in treatment to manage the associated distress.

conjoint parent–child sessions

Conjoint parent–child sessions are designed to help parents and children 
practice the skills learned and begin to communicate more openly about the 
traumas experienced. Early in treatment, the TF-CBT therapist spends more 
time with the children and parents in individual sessions; the amount of time 
devoted to conjoint sessions over the course of treatment is based on clients’ 
specific needs. When children have significant behavior problems, it is often 
very useful to begin engaging in brief conjoint parent–child sessions early on 
to provide opportunities for parents to practice praise, selective attention, 
and the other coping and behavior management skills they are learning.

The content and timing of initiating the trauma-focused conjoint ses-
sions are based on parents’ and children’s emotional states and levels of skill 
development. Ideally, conjoint sessions with respect to trauma-related com-
munication should be initiated when parents have developed sufficient emo-
tional composure to serve as effective coping role models for their children 
and when children have engaged in enough skills and trauma-focused work 
to demonstrate pride in sharing their newfound trauma-related knowledge 
and skills. These conjoint sessions usually begin with more general discus-
sions about the relevant traumas. It is helpful to utilize books and games to 
create a fun, relaxed atmosphere during the initial trauma-focused conjoint 
sessions, such as Survivor’s Journey (for sexual abuse trauma) (Burke, 1994) 
or What Do You Know?, a simple question-and-answer game about sexual 
abuse, physical abuse, and domestic violence (Deblinger, Neubauer, Run-
yon, & Baker, 2006). These activities help parents and children gain greater 
confidence and comfort in talking together about the traumas in the abstract 
prior to reading and discussing the personal trauma narrative.

It is also extremely important to prepare parents for hearing their child 
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read his or her narrative by reviewing the complete narrative with them 
during individual parent sessions. During individual sessions, parents often 
greatly benefit from participating in role plays, with the therapist in the role 
of the child reading the narrative. Role plays help parents become comfort-
able hearing the narrative while they practice responding to the narrative 
with active listening, praise, and support for the child. In separate prepara-
tion sessions, the therapist may also assist the parents and child individu-
ally to identify their trauma-related questions so they can be responded to 
in therapeutically optimal ways. It should be noted that in a minority of 
cases it may become apparent early in treatment or during the preparatory 
individual parent sessions that it is not in the child’s best interest to share 
the narrative because of parental emotional instability or inability to be 
optimally supportive. The child can still greatly benefit from TF-CBT even 
if he or she is unable to share the narrative. Often other conjoint activities 
can take the place of sharing the narrative and can be similarly beneficial 
(e.g., reviewing general information and/or parents acknowledging how 
proud they are of their child’s work). GE is implemented in this component 
by sharing the child’s narrative together with the parents and/or reviewing 
trauma-related educational information.

enhancing safety and future development

Enhancing safety and future development is a component that also may 
be incorporated into treatment at different stages depending on the trau-
mas being addressed and the family’s circumstances (Cohen, Mannarino & 
Murray, 2011). For children who have experienced domestic or commu-
nity violence and may have some ongoing exposure despite efforts to mini-
mize such, safety skills may be introduced and practiced early in the course 
of treatment to enhance safety in high-risk environments and ensure that 
everyone is in agreement with respect to the safety plan. For children who 
are less vulnerable to ongoing trauma, it is advisable to delay the focus on 
safety skills until after much of the narrative is complete. This may minimize 
children’s tendencies to feel compelled to report what they “should” have 
done in the narrative (as per the safety training) rather than how they actu-
ally responded to the trauma. Moreover, focusing on safety skills too early 
in treatment may inadvertently reinforce feelings of self-blame.

In general, children who have experienced significant trauma are likely 
to feel an increased sense of vulnerability. Thus, although children cannot 
and should not be reasssured that they will be completely protected from 
future traumas—as many parents would like to do—TF-CBT encourages the 
development of relevant safety skills to enhance children’s sense of mastery 
and self-efficacy when faced with future stressors or traumas. The learn-
ing of personal safety skills may be normalized by likening them to other 
standard safety skills the children may have learned in school or at home 
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(e.g., “stop, drop, and roll” for fire safety; use of seat belts while riding in a 
car; wearing a helmet while riding a bike). Prior to initiating personal safety 
skills training, however, it is critical to emphasize to children that the way 
they responded to the trauma was the best way they could have given their 
age, knowledge, emotions, and experience at that time. Moreover, children 
participating in TF-CBT may be reminded that they have already engaged in 
the most important safety skill—telling a trusted adult about the trauma—
and they should be congratulated for doing so given how difficult this step 
can be. The primary objectives of the safety skills component include (1) 
assessing children’s skills and knowledge regarding potential dangers in 
their environment; (2) providing and reviewing information about relevant 
risks, such as child sexual abuse, family violence, community violence, bul-
lying, and Internet danger; (3) developing and practicing communication, 
assertiveness, problem-solving, body safety, and other safety skills relevant 
to the trauma endured (e.g., fire safety, pool safety); and (4) involving par-
ents in reviewing the skills and developing safety plans that can be practiced 
during conjoint and/or family sessions.

Children who have experienced significant losses and traumatic grief 
may require additional grief-focused components beyond the practice com-
ponents.

grief-focused components

Grief requires remembering the person who died. Children with traumatic 
grief avoid thinking about or remembering the deceased person or remi-
niscing about the deceased person because even happy thoughts segue into 
traumatic memories about how the person died, and these are too distress-
ing to tolerate. Children with traumatic grief may benefit from additional 
grief-related treatment components after completing the TF-CBT compo-
nents as related to the traumatic death. We very briefly summarize them 
here; interested readers may obtain more detailed information elsewhere in 
this volume and at www.musc.edu/ctg.

Grief psychoeducation: Providing information to the child and parent 
about the wide range of child grief responses and information about 
bereavement and mourning. This builds on and supplements earlier 
psychoeducation provided about death and traumatic symptoms. 
In so doing, the therapist helps to further establish the importance 
of maintaining open communication about the traumatic loss of 
loved ones that for many children and parents might seem easier 
to avoid.

Grieving the loss; resolving ambivalent feelings: Concretizing the death 
(e.g., through a balloon exercise that describes what the child has 
lost and what can still be held onto in the relationship with the 
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deceased); addressing ambivalent feelings toward the deceased helps 
the child accept the totality of the deceased and address unresolved 
issues. It is not unusual for lost loved ones to be remembered in only 
positive terms, as reflected in the widely accepted practice of “speak-
ing no ill of the dead.” However, remembering their lost loved one 
more realistically as a beloved but naturally flawed individual may 
reduce bereaved children’s vulnerability to having unrealistically 
high expectations for themselves and others. Thus, during this com-
ponent it is helpful for children to express both what they miss as 
well as what they don’t miss about the lost loved one, while also 
processing ambivalent feelings and conflicts they may have experi-
enced with that individual in the past.

Preserving positive memories: Encouraging the child and parent to 
memorialize the deceased and internalize positive aspects of the 
deceased into self-concept. While the focus on positive and cher-
ished memories of the deceased can be painful, it also provides chil-
dren with the experience of knowing that they can manage these 
feelings and need not avoid positive memories. Finding ways to cel-
ebrate the lost loved one’s life can create new associations such that 
trauma-related memories may come to be associated with feelings of 
pride as opposed to intense grief.

Redefining the relationship; committing to present relationships: 
Accepting that the relationship lives on but is one of memory and 
the child must commit to relationships with living people. At this 
stage of therapy, when PTSD symptoms have greatly subsided, with 
therapeutic support children are typically more able to internalize 
the love and wisdom shared by lost loved ones in ways that do not 
interfere with their ability to establish, deepen, and learn from rela-
tionships in the present.

Closure issues: Children and parents respond very well to TF-CBT 
and the related grief components in terms of overcoming highly 
disruptive PTSD, depression, anxiety, and traumatic grief symp-
toms (Cohen, Mannarino, & Staron, 2006). However, grieving is 
a natural process that often extends beyond the end of therapy and 
thus it is important to prepare parents and children for this in the 
final phase of treatment. Such preparation may include normalizing 
the ongoing grieving process; addressing trauma, loss, and change 
reminders in the future; and encouraging full engagement in life as 
it is in the present.

graduating Therapy

Graduating therapy is an important goal that is often discussed at the start 
of TF-CBT given the time-limited nature of this treatment approach. Estab-
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lishing the expectation that the children will graduate from TF-CBT encour-
ages confidence and an optimistic view regarding their recovery from the 
start. For many children and parents, it is reassuring to know that there is 
a beginning, middle, and end of treatment that they can plan for and look 
forward to. While confronting and processing trauma experienced in the 
past is a major objective of treatment, equally important is the focus on the 
skills learned to be used in the present and the development of optimistic 
expectations for the future. Thus, setting high expectations for what clients 
will accomplish and complete over the course of therapy is consistent with 
the core value of encouraging client self-efficacy in the context of TF-CBT.

TF-CBT is often provided to children who have experienced numerous 
unexpected traumas and losses. Therefore, as treatment termination nears, 
a reminder of the number of sessions remaining is especially helpful to chil-
dren and their parents. In the final phase of treatment, it is also impor-
tant to readminister standardized measures to review progress and confirm 
the appropriateness of the clients’ therapy graduation. Children who are 
receiving longer term care at agencies or institutions may graduate from 
the TF-CBT portion of their treatment and continue on with other forms of 
treatment (e.g., supportive counseling, mentoring, skill building). Still, these 
children can benefit from taking time to celebrate their TF-CBT graduation. 
On the basis of assessment, the therapist may make referrals, if appropriate, 
for other services and provide guidelines for reconnecting if booster sessions 
are needed in the future. This is an important time to acknowledge the feel-
ings of loss that termination may elicit while simultaneously highlighting the 
positive factors associated with the ending of the weekly therapy sessions. 
For example, therapy graduation reflects the children’s success in treatment, 
the parents’ ability to provide the support needed, and the opportunity to 
utilize this time for other positive activities (e.g., after-school activities, 
clubs, and sports).

After completing the trauma-focused conjoint sessions, the final indi-
vidual sessions provide clients opportunities to share their thoughts and 
feelings about those sessions, while also reviewing overall progress and 
what they have learned in terms of their self-view, their relationships with 
others, as well as their worldview. These ideas may already be incorporated 
into the final chapter of their trauma narrative and thus may be read and/or 
reviewed one last time. In addition, it is important to discuss and plan for 
future trauma reminders and steps that can be taken to prevent emotional 
and behavioral relapses. The therapist should collaborate with clients to 
create a relaxed, fun celebration, incorporating, when possible, the clients’ 
favorite activities and/or graduation mementos, such as certificates, gradua-
tion hats, balloons, and cake. This celebration provides another opportunity 
to reinforce feelings of strength, pride, and family togetherness in the after-
math of the trauma rather than the distressing trauma-related thoughts and 
feelings that originally brought the family to treatment.
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conclusion

The concept for this book grew out of the dramatic growth in the utilization 
of TF-CBT with children of all ages and from diverse cultures and settings. 
While this introduction outlines the basic principles, values, and treatment 
components associated with TF-CBT, the chapters that follow highlight 
the individual tailoring of TF-CBT to optimally serve children’s and ado-
lescents’ specialized needs. Outstanding authors were invited to contribute 
chapters based on their extensive experience utilizing TF-CBT in the special 
contexts described. Thus, the chapters to follow offer specific recommen-
dations for maintaining overall fidelity to the model while simultaneously 
creatively applying TF-CBT to optimally address applications across differ-
ent settings, developmental issues, and special populations. Two chapters 
highlight the value of play in creatively engaging children of different ages in 
the educational, skill-building, as well as exposure and processing compo-
nents. Other chapters demonstrate how to adjust TF-CBT to overcome the 
barriers to treatment or accommodate the special circumstances in which 
traumatized children are receiving treatment (e.g., residential settings, fos-
ter placements, low-resource countries). A unifying theme throughout this 
book is the importance of building and maintaining a positive, trusting, 
and collaborative therapeutic relationship. The chapters and the many case 
examples bring to life the unique aspects of utilizing TF-CBT with children 
at different developmental stages, from different cultural backgrounds, and 
in diverse settings in the United States and around the world. Although we 
recognize that there is still much to be learned to enhance the resiliency of 
children and families, we hope that the ideas offered here support the many 
professionals around the world working to help children and their families 
build more hopeful futures.
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Susana Rivera

Rationale foR tf-CBt 
appliCations in sChools

There are a significant number of school-age children who have been exposed 
to trauma and are in need of mental health treatment. However, there is a 
gap between the number of children in need of mental health services and 
those actually receiving treatment. Service access may be compromised for 
various reasons, including lack of knowledge of available services and how 
to access them, cost, lack of transportation, lack of child care for younger 
siblings, parental stress, work obligations, scheduling conflicts, logistics, and 
the stigma still often attached to receiving mental health services. Reaching 
out to trauma-exposed children and ensuring that they receive needed ser-
vices thus becomes a priority.

All children are required to attend school and this is where they spend 
the majority of their time, making schools a logical avenue through which 
children can access services. School counselors and teachers are often the 
first to identify children in need of services for two primary reasons. First, 
trauma-exposed youth may experience a wide range of emotional and 
behavioral problems, including academic difficulties. It is these behavioral 
and academic concerns that usually bring children to the attention of school 
staff, most likely for disciplinary action. Second, school faculty is often 
aware of which children and families are experiencing certain difficulties 
and may benefit from intervention. Unfortunately, for reasons previously 
mentioned, not all families referred for services will follow through on their 
referrals and actually access services. This makes the accessibility of school-
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based services all the more beneficial for children and their parents. By pro-
viding services on campus, children have immediate access to treatment that 
they may not otherwise receive.

For the successful implementation of school-based services, school fac-
ulty, including administrators, counselors, and teachers, must be actively 
involved in the service delivery process. Therapists interested in providing 
school-based services must begin by working closely with school adminis-
trators to address the impact of trauma on all areas of children’s function-
ing and the benefits of making school-based services available. Administra-
tors who are supportive of providing treatment on campus will help pave 
the way for therapists to gain access to the children and may also make 
school resources more readily available. Once children begin receiving ser-
vices, teachers and counselors will be able to provide therapists with critical 
information regarding changes in school performance, mood, and behavior. 
Teachers and counselors may also help to reinforce the skills being taught to 
the children if they are engaged in the treatment process. Although counsel-
ing may not be considered to be within the academic mission of the school, 
and there may be administrative concerns regarding interruption of chil-
dren’s class time, therapists can stress the benefits of providing services on 
campus: Children will receive services they may not otherwise receive, will 
learn the skills necessary to cope with their trauma, and will likely experi-
ence improvements in posttraumatic stress symptoms as well as emotional, 
behavioral, and academic functioning. Focusing on improvements in chil-
dren’s academic performance may serve to encourage school cooperation, 
since administrators are held accountable for their students’ academic per-
formance.

Therapists stress to school faculty that past traumatic experiences may 
interfere with children’s academic success. Trauma symptoms may cause 
children to experience difficulties in concentrating, completing tasks, learn-
ing new concepts, and even engaging with classmates. Moreover, children 
may exhibit behavioral, emotional, and physical reactions to trauma remind-
ers as well as trauma reenactment behavior problems, which may greatly 
interfere with their functioning in school. School faculty are provided with 
psychoeducation so that they learn to recognize trauma responses and to 
respond appropriately rather than in a manner that might inadvertently fur-
ther dysregulate the children. School faculty are also taught basic relaxation 
and coping skills that they can implement in the classroom if the children 
become triggered and behaviorally or emotionally dysregulated. Therapists 
also stress the importance of not automatically attributing all behavioral 
problems to trauma. It is important that the trauma not define the children 
or be used as an excuse for all unacceptable behaviors. Rather, an enhanced 
understanding of the traumatic etiology of behavior problems may help 
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school personnel proactively identify ways to minimize the occurrence of 
trauma-related behavior problems, while simultaneously encouraging more 
positive coping behaviors through their use of praise, attention, and other 
school-based rewards. In addition, teachers and other personnel can be sup-
ported in firmly, consistently, and sensitively enforcing school rules and con-
sequences to discourage problematic behavior of any origin. By including 
teachers and other school personnel in the treatment team, school-based 
therapists are likely to have more success in helping children overcome 
behavior problems and heal in the aftermath of trauma.

Case example

One middle school teacher often complained about Jose, a 12-year-old boy with 
a history of exposure to domestic violence that had only ended upon his father’s 
recent incarceration. The teacher described Jose as being very hyperactive, never 
sitting still, being disruptive in class, and rarely completing class assignments. 
Prior to referring Jose to school-based trauma-focused treatment, the teacher 
managed his behavior, at the recommendation of his mother, by not allowing 
Jose to consume sugar during the day, believing that sugar was triggering his 
hyperactivity and inattentiveness. However, Jose would hoard his lunch money 
and visit the snack bar, where he would purchase soda and candy. The teacher 
quickly realized that attempts at limiting Jose’s sugar intake were ineffective and 
his disruptive behavior continued. Jose was referred to treatment not because of 
his exposure to domestic violence but rather because of his disruptive classroom 
behavior. The teacher was engaged in treatment and learned about trauma reac-
tions and relaxation techniques. When Jose became dysregulated in class, the 
teacher reminded him of his relaxation techniques, and he soon began exhibit-
ing calmer behavior. By the end of treatment, Jose was being less disruptive and 
more attentive and was completing more tasks. His sugar consumption was also 
no longer an issue.

School-based services are delivered in both individual and group 
sessions, although there are advantages to providing the majority of 
services in group sessions. First, groups are more cost-effective. They 
allow the therapist to see multiple children simultaneously, resulting 
in a larger number of children being served. Second, in the peer group 
children learn from—and can practice their newly learned skills with—
each other. Third, groups promote peer support, which is important con-
sidering how isolated many trauma-exposed children feel. Despite the 
advantages of group sessions, there are components of trauma-focused 
cognitive-behavioral therapy (TF-CBT) that will be critical to implement 
in individual sessions.
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There are advantages and disadvantages to providing school-based ser-
vices. Therapists providing school-based services have access to children’s 
academic information, including grades, classroom behavior, and interac-
tions with peers and teachers, critical data that they may not be able to 
access otherwise. When providing outpatient services, this type of informa-
tion has to be elicited from parents, who may not be able to provide it, and 
the therapist may not have access to the children’s teachers. School-based 
therapists also have regular access to the children and are able to provide 
them with a “safe place” within the school. For many children, school is the 
only place where they are exposed to positive adult support. School-based 
services also allow the children opportunities to practice their newly learned 
skills in a generalized, real-world setting. Considering the stigma often still 
attached to accessing mental health treatment, providing services in a famil-
iar setting such as a school may allow families to view treatment as more 
acceptable “school guidance counseling” and may encourage participation.

Disadvantages arise from the fact that schools do not typically offer 
therapeutic services and may not be equipped to do so. Space is often lim-
ited, and therapists may find themselves forced to provide services in areas 
of the building that are less than ideal. It is important to communicate with 
school personnel and stress the importance of privacy and confidentiality 
when trying to access space. Problems also arise when children are involved 
in treatment and are abruptly withdrawn and transferred to another school, 
where therapists may not be granted access to them in order to continue 
treatment. Also, if children are consistently absent or truant, continuity 
and treatment progress may be compromised. In these cases, therapists can 
make arrangements with parents to complete treatment either in the clinic 
or at home, depending on the needs of the family. It is also an opportu-
nity for the therapists to learn more about additional traumas that may be 
preventing the children from attending school regularly. Gaps in treatment 
also occur during school holidays or testing periods, and the therapists may 
not see the children for up to 2 or 3 consecutive weeks. However, these 
occurrences are usually scheduled in advance and thus can be planned for 
accordingly. On rare occasions, therapists have reported disruptions during 
sessions because of unanticipated lockdowns or drills, which unfortunately 
cannot be planned for and must simply be adjusted to. Another challenge 
to providing school-based services is the limited access that clinicians may 
have to the families and other home-based information beyond the intake 
process. Every effort is made throughout the course of treatment to engage 
parents continually.

This chapter focuses on TF-CBT applications in school settings, includ-
ing methods for addressing some of the obstacles just described as well as 
creative methods for implementing TF-CBT model components in school-
based environments.
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identifying Who Will ReCeive seRviCes

Potential clients are referred by teachers and schools counselors, who are 
generally well informed regarding their students’ trauma history. However, 
not all children in need of services will be identified. School faculty tend to 
be more aware of “public” traumas such as grief, exposure to natural disas-
ters, and medical crises and less aware of personal traumas such as physi-
cal abuse, sexual abuse, and exposure to domestic violence. Children also 
tend to be most often referred by school faculty for behavioral or academic 
problems as opposed to trauma exposure. Because treatment is presented 
as trauma focused, this may result in some children not being appropriately 
referred if the teacher or counselor is either unaware of a trauma history 
or does not perceive the child’s history as being traumatic. Referrals are 
still encouraged if trauma exposures are suspected even if no index trauma 
can be immediately identified. Once a child is referred to treatment and an 
assessment is conducted, a trauma history may be identified and the appro-
priateness of TF-CBT can then be determined. The assessment process is 
completed by gathering information from the child during individual intake 
sessions and from the primary caregiver during parent sessions.

When a child is first referred for services, the therapist is provided with 
caregiver contact information. Written information describing services is 
sent home, along with a consent form for the child to participate in treat-
ment. If the parental consent form is signed and returned, the child receives 
an explanation of services and is also asked to sign a consent form to par-
ticipate before being screened for service eligibility. Eligibility to receive 
trauma-focused treatment first depends on whether there is an identifiable 
trauma. If the child is deemed an appropriate candidate for services, the 
therapist contacts the caregiver and further explains the assessment process, 
course of treatment, and expectations for child and caregiver participation. 
This second contact may occur by phone, although a home visit is prefer-
able. Evidence-based engagement strategies (McKay et al., 2004) may be 
utilized to enhance caregiver commitment and participation (see Deblinger, 
Cohen, & Mannarino, Introduction, this volume).

After consent forms are signed and a child has been deemed eligible to 
receive services, the formal assessment process begins. The therapist meets 
with the child individually and administers standardized trauma assessment 
measures. Commonly used measures are the UCLA PTSD Reaction Index 
and the Trauma Symptom Checklist for Children. Baseline intake forms are 
also completed at this time. On the basis of these assessments, some children 
may be determined to require services beyond that which can be provided 
in a school setting. For example, children exhibiting psychotic symptoms 
or severe behavioral problems, reporting active substance use, engaging in 
self-injury behaviors, or endorsing numerous severe trauma symptoms may 
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be referred to clinic-based or other services as appropriate. During this pro-
cess, therapists may also find themselves having to report suspected cases of 
abuse depending on state reporting laws.

The most challenging aspect of assessment in a school-based setting is 
the possibility that children may become behaviorally or emotionally dys-
regulated during the session, particularly if this is the first time they have 
spoken of the trauma. In this case, it is difficult to simply end a session and 
send the children back to class, where they will have to continue to deal with 
their trauma reminders without any support. In anticipation of this possibil-
ity, extra time is devoted to the assessment process, and arrangements are 
made to excuse children from class for a prolonged period and provide crisis 
intervention if necessary.

The screening and assessment process occurs at the start of each school 
semester, and groups are formed within the first 2 weeks of class. Groups are 
composed of children from the same grade level and never have more than 
10 members. Whenever possible, children are grouped according to trauma 
type, although most often there are a mix of traumas represented in each 
group because the majority of children have identified multiple traumas. 
Groups may meet once a week but no more than twice within the same 
week. Exceptions to weekly sessions are made, and no sessions are con-
ducted during school holidays or when students are taking state-mandated 
standardized tests. Although the majority of services are being delivered 
in group sessions, individual sessions are also conducted when the thera-
pist determines that a child requires more individual attention or if a child 
expresses significant unease at participating in a group session. Children 
are monitored so that those who are having difficulty working within a 
group format to the point that they are not benefitting (e.g., a child who is 
extremely withdrawn because of shame or significant depression and who 
may need additional help) will be seen in individual sessions. All sessions 
are conducted during school hours and last for one class period at a time 
that has been mutually agreed upon by the therapist, teachers, and school 
counselors. Every effort is made to ensure that the children’s classroom time 
is disrupted as minimally as possible, and most sessions are conducted dur-
ing an elective or study period. Children who are absent and miss a group 
session meet with the therapist individually prior to the next session for a 
makeup session so that they can catch up with the rest of the group. Sessions 
are generally held for approximately 16 weeks, and the end of treatment is 
meant to coincide with the end of the semester. However, children requiring 
long-term treatment are accommodated as necessary.

When implementing TF-CBT in a school setting, all of the components 
of the model are implemented just as in a clinical setting, with the primary 
difference being that skill-building components may be delivered in a group 
format.
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paRental involvement in tReatment

Parental involvement in school-based treatment is often difficult, and thera-
pists may find themselves having to use creative engagement strategies to 
achieve this. Aside from the common barriers to accessing services men-
tioned previously, some parents may be uncomfortable in a school setting 
because they may associate school calls and visits with their children being 
in “trouble.” Many children are living in chaotic homes characterized by 
domestic violence, parental substance abuse or mental illness, parental 
incarceration, involvement in the child welfare system, custody disputes, 
and unstable caregiver presence. These issues often interfere with support-
ive parental involvement and are addressed prior to engaging parents in 
treatment. In these cases, the therapists will gather as much information 
as possible from school faculty and will conduct home visits in an effort 
to gather additional information and determine the extent of the children’s 
needs. If possible, and if consent is obtained, the therapists may also gather 
additional information by talking to extended family members. If there are 
ongoing safety concerns or if the situation is deemed highly unstable, the 
therapists will likely make the decision not to initiate TF-CBT until these 
more pressing issues are addressed.

Parents often have to be oriented to what trauma is and the importance 
of addressing it in treatment. Children receiving school-based services are 
typically referred to treatment by school faculty, not parents, which may 
result in parents not being as committed to treatment. Parents also may not 
be aware that a trauma has occurred, may not identify a particular event 
as having been traumatic for their children, or may not acknowledge the 
importance of treatment. Cultural influences should be explored because 
these may play a role in terms of these issues as well as the parents’ overall 
receptivity to treatment for their children (Cohen, Deblinger, Mannarino, & 
de Arellano, 2001). Many cultures discourage mental health treatment, pre-
ferring to keep personal issues within the family and to deal with them pri-
vately. Assessing for and incorporating cultural beliefs into treatment may 
help families to overcome their reluctance. Integrating cultural beliefs into 
treatment may also result in greater treatment attendance and completion 
as well as better outcomes.

Many children are referred to treatment by school faculty because of 
specific behavioral problems and a suspicion of a trauma history. Upon 
assessment, therapists often learn that the children do indeed have a trauma 
history, one that has possibly never been disclosed. Children may not dis-
close trauma for various reasons, including fear of retaliation by a perpe-
trator, fear of removal from the home, and concerns over upsetting their 
parents. Psychoeducation becomes especially important in these cases so that 
the children are able to disclose the trauma to parents and can begin to move 
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forward with treatment. In these cases therapists must address reporting 
concerns within a specified time frame; thus, it is important for school-based 
therapists to be knowledgeable of their state’s child protection reporting 
requirements and community resources that will be helpful to the family.

Caregivers and children who have been exposed to repeated domestic 
violence may be desensitized to it, and parents may not thus perceive it as 
traumatic for the children. As a result, they may not understand the effects 
of trauma exposure on their children or may not attribute the children’s 
emotional or behavioral problems to the trauma. Rather, they may view the 
children’s actions as acting-out behaviors as opposed to trauma reactions. 
When this is addressed, feelings of guilt over being a “bad” parent may 
arise, which will have to be a focus of treatment. It is important to vali-
date parents’ feelings of inadequacy, guilt, or self-blame and acknowledge 
how overwhelmed they may have been under the circumstances. It is also 
important to address the role of the parents in the children’s treatment and 
help them see themselves as part of their children’s recovery, not part of the 
problem. Not uncommonly, when parents learn of their children’s trauma, 
they may reveal that they themselves were victimized as children but never 
disclosed it. In these cases, parents may adopt an attitude of “I got through 
it on my own, so why does my child need counseling?” The therapist must 
then acknowledge the parents’ strength in the face of adversity and explain 
individual differences in coping with trauma. It should also be stressed to 
parents that their children’s response to the trauma is not a reflection on 
their parenting abilities.

The first step in engaging parents is to initiate positive contact through 
a phone call, letter, or home visit. Prior to providing services, while attempt-
ing to acquire consent, therapists have the opportunity not only to promote 
the proposed services but also to stress how crucial parental involvement is 
in the child’s treatment. Parents can be encouraged to attend sessions at the 
school if that setting will put them at ease, or home visits can be provided, 
depending on their preferences and logistical needs. It is also important to 
define “family” broadly and not limit caregiver involvement to parents only. 
Any adult who plays a significant role in the child’s life may be encouraged 
to participate with proper parental consent.

Parent sessions parallel to child sessions are scheduled weekly at a time 
and location convenient for the primary caregiver. School-based parent 
groups sometimes prove difficult to coordinate for various reasons, includ-
ing conflicting work schedules, lack of transportation, lack of child care for 
preschool-age children, and discomfort in the school setting. Thus, home-
based parent sessions have proved to be most effective. Occasionally, some 
parents will request clinic-based services and should be accommodated 
accordingly. Potential barriers to accessing services are important to identify 
prior to treatment so that any obstacles can be overcome without interrupt-
ing or compromising treatment.
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Every semester therapists encounter parents who, although they consent 
to their child receiving services, indicate that they prefer not to participate in 
parent sessions. In these rare cases, the therapists meet with the parents in 
an effort to determine why they are hesitant to participate, answer any ques-
tions they may have about treatment, address their concerns, and overcome 
their reluctance if possible. If the parents continue to refuse to participate, 
efforts are made to identify another adult who may, with parental consent, 
engage in the parent sessions and provide support for the child. If an alter-
nate adult cannot be identified, services are still provided to the child, and 
parents are kept informed of treatment progress. Regardless of whether 
parents choose to engage in parent sessions, they are still encouraged to 
participate in the assessment process and complete their own standardized 
assessment measures related to their child’s trauma history and symptoms. 
This will allow the therapist to form a comprehensive picture of the child’s 
needs. The measures most commonly used with parents are the UCLA PTSD 
Reaction Index (Steinberg, Brymer, Decker, & Pynoos, 2004) and the Child 
Behavior Checklist (Achenbach, 1991).

Parent sessions are initially conducted individually, with a focus on 
psychoeducation and the skills the child is learning as well as parenting 
skills. The PRAC components of TF-CBT are introduced, and parents are 
assigned homework that will encourage communication and reinforce 
these skills at home. As the child nears the trauma narrative component 
of TF-CBT, the therapist continues to meet with parents individually and 
prepares them to hear their child’s narrative. Conjoint sessions will follow 
as the child shares the completed narrative. These conjoint sessions are 
usually held at the home after school hours. After the narrative has been 
shared, individual sessions may resume as the therapist prepares the par-
ents for the end of treatment.

The goal is for children and parents to take the skills that are being 
taught and apply them not only to trauma-related but also to real-life 
scenarios, including those that play out at home. Parents generally want 
to focus on managing behavioral problems, and are taught that parent-
ing techniques can be applied with all children in the household, not just 
the identified client. As treatment progresses, parents also typically report 
decreases in their own depression and anxiety associated with their child’s 
trauma.

appliCation of tf-CBt 
Components in sChool settings

Considerations for implementing TF-CBT in school settings include modi-
fications for delivery in group sessions, length of treatment, and delivery in 
a nonclinical setting.
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psychoeducation

Psychoeducation is meant to provide trauma information and normalize 
a child’s reactions to trauma. In a school setting, psychoeducation is typi-
cally delivered in group format at the beginning of treatment. This compo-
nent actually begins during the assessment phase as the child is oriented to 
trauma and a rationale is provided for the initiation of the trauma-focused 
assessment and treatment. Psychoeducation groups focus on providing gen-
eral trauma information and normalizing a child’s behavioral and emotional 
reactions to trauma. Because each child in the group has a unique trauma 
history, it is difficult to focus on any one specific trauma type when provid-
ing psychoeducation. Therapists will instead provide general trauma infor-
mation by addressing all trauma types and common affective and behavioral 
reactions to trauma. Since the therapists know each child’s trauma history, 
they provide more detailed psychoeducation about specific trauma types 
that are relevant to group participants, but will do so without singling out 
any child as having experienced a particular trauma unless the child identi-
fies him- or herself as having experienced a particular trauma. Typically, 
the first group session will be the only “official” psychoeducation session, 
although this component will be revisited during each subsequent session as 
the children continue to learn about trauma and trauma reactions and how 
the trauma relates to them.

Case example

Twelve-year-old Juan was referred to treatment following the death of his father. 
At assessment, Juan did not identify the loss of his father as a trauma. In fact, he 
did not endorse any trauma at all. He did, however, endorse trauma symptoms 
that he had been experiencing recently but did not relate them to the loss of his 
father. Although Juan questioned why he was referred to treatment, the fact that 
some of his friends would also be participating encouraged him to consent to 
participate. His mother readily consented to treatment because of her concerns 
over how he was coping with his father’s death; she noted that Juan had become 
quiet and withdrawn, had given up his favorite extracurricular activities, and 
was experiencing a drop in his grades. Despite the fact that Juan did not identify 
any trauma, the therapist still decided to engage him in treatment considering 
the information his mother provided. During the first psychoeducation session, 
the therapist introduced different types of traumas that children experience, 
including the loss of a loved one. With Juan’s loss in mind, the therapist even 
shared how, as a child, she had lost somebody who she loved, and she spoke 
about how confusing that had been. Following this discussion, the therapist 
asked if anybody in the group had ever lost somebody they loved. After a few 
quiet moments, Juan spoke up: “That’s like what happened with my dad.” Prior 
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to this, he had never openly acknowledged the loss of his father. After this ses-
sion, he gradually began talking about his memories of his father and his feel-
ings about his loss.

parenting skills

Parenting skills—specifically how to manage behavioral problems—is the 
one topic that parents generally want to focus on. Because most children are 
referred for behavioral problems they are exhibiting in school, the therapist 
is in an ideal position to work closely with both parents and teachers to sup-
port positive behavior and reduce behavioral problems. Although behavior 
management skills and contingency reinforcement programs are routinely 
discussed during individual parent sessions, they may also be addressed 
during conjoint sessions among parents, teachers, and school counselors. 
If behavioral problems are a significant concern, the therapist may schedule 
a conjoint session between parents and teachers to identify the problematic 
behaviors, as well as previous successful and unsuccessful techniques for 
addressing them, and to develop a behavior management plan emphasizing 
the importance of reinforcing positive behaviors. The children may also be 
involved in the development of this plan so that they understand the expec-
tations in terms of specific desirable and undesirable behaviors being exhib-
ited and the rewards and consequences for ensuing behaviors both at home 
and at school. Of course, behavioral interventions will always be tailored to 
the developmental level and needs of the child.

Relaxation and stress management techniques

Relaxation and stress management techniques are meant to help reduce the 
physiological manifestation of stress and posttraumatic stress disorder and 
are also taught in a group format. Once the rationale for these techniques is 
introduced and clients have learned about the physiological manifestations 
of stress, the therapist introduces basic relaxation techniques such as deep 
breathing, progressive muscle relaxation, and the use of imagery. The group 
also collectively identifies and discusses other activities they find relaxing, 
such as art, music, and sports. Together, the group practices some of these 
activities. In the past, therapists have provided children with “mood pen-
cils,” which change color when held. Surprisingly, these pencils became a 
source of relaxation: The children found that rolling the pencils in their 
hands in order to change the color had a calming effect on them.

Teachers and school counselors frequently report that children exhibit 
trauma symptoms in class, causing disruptions in the class routine. In con-
sideration of how trauma reactions can affect children at school, therapists 
address stress reactions and relaxation techniques as they apply to the school 
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environment. In addition, therapists address not only trauma-related but 
also school-related stressors and how relaxation techniques can be effective 
under these circumstances as well. The goal is for children to see that the 
skills they are learning can be generalized and applied to real-life situations 
regardless of whether they are trauma related. Similarly to the psychoeduca-
tion component, relaxation and stress management techniques are continu-
ously addressed during subsequent sessions after they are first introduced.

Case example

Thirteen-year-old Lisa was referred to treatment because of immigration-related 
trauma, the kidnapping of her father, and traumatic grief. Her most overwhelm-
ing trauma symptom was anxiety, which was affecting her functioning in every 
aspect of her life. Her anxiety made it difficult for her to concentrate in school 
or to focus on basic tasks at home. As a result of her trouble concentrating 
at school, she had never been able to earn a passing score on state-mandated 
standardized tests. Her mother pressured her about the importance of doing 
well in school, which increased Lisa’s anxiety when taking any test. After learn-
ing about relaxation techniques and how they can be applied in school, Lisa 
practiced deep breathing before her next test and at the following group ses-
sion reported that she had calmed down enough to focus on the questions and 
answer them correctly. She continued to practice deep breathing before tests and 
eventually earned a passing score on her next state-mandated standardized test. 
The following school year the therapist was informed that not only had Lisa 
earned a passing score on that year’s state test, but she had earned “Commended 
Recognition,” the highest level of achievement recognition.

affective expression and modulation skills

Affective expression and modulation skills are meant to help children man-
age and express their feelings in a healthy manner and are also addressed in 
a group format when implemented in a school setting. It is not unusual for 
children to experience difficulty in identifying emotions. In a group setting, 
children may be reluctant to discuss trauma-related feelings in the presence 
of peers, many of whom may not know each other well. There may be 
concerns about showing vulnerability or being ridiculed. Therefore, emo-
tions are initially introduced in a general manner. Group members identify 
common positive and negative emotions that children may routinely expe-
rience and also identify situations that may elicit those emotions. Another 
approach is to discuss common situations that children encounter daily 
and identify positive and negative emotions that those situations may elicit. 
Once the group members become at ease discussing emotions in general, 
the focus turns to identifying and normalizing emotions elicited by trauma 
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and trauma reminders. These trauma-related emotions are also discussed in 
general terms (i.e., what might a person who witnessed domestic violence 
feel). Once this becomes a comfortable topic, the focus then turns to specific 
trauma-related emotions that the group members have experienced. This 
component may take several sessions to move through as children become 
comfortable with owning and expressing their emotions.

Case example

Miguel is a 14-year-old boy who was referred to treatment for traumatic grief. 
Miguel’s father stabbed his mother to death while under the influence of drugs 
when Miguel was 6 years old and is currently incarcerated for the crime. Miguel 
is being raised by his maternal grandmother and other maternal relatives, and 
has no contact with his father or any paternal relatives. As a result of these cir-
cumstances, Miguel has grown up angry and has directed his anger at his father. 
He has been expressing his anger through aggressive outbursts, impulsive acts, 
and risky behaviors. His teacher and school counselor reported that he became 
especially angry whenever anybody talked about parents in his presence. Miguel 
reported having some memories of his mother, but felt he mostly knew her 
through the many positive stories he had been told about her by his family. In 
regard to his father and the stabbing, Miguel had only vague memories and 
told the therapist that much of what he knew was probably from details that 
his older brother had shared with him. When discussing emotions in his group, 
Miguel would not identify or acknowledge any feeling other than anger, always 
referring to his father taking his mother away from him. He also reported that 
he knew his father had never loved him or his mother and expressed anger over 
that as well. The therapist made several attempts at helping Miguel acknowledge 
other feelings that may be underlying his anger, but Miguel would not endorse 
any. The therapist then provided psychoeducation on the role that drugs can 
play in the occurrence of violence, thereby indirectly addressing the fact that 
Miguel’s father was under the influence at the time. The goal was not to excuse 
his father’s actions but rather to help Miguel realize that his father may have not 
acted rationally and did not intentionally take his mother from him because he 
did not love them. Miguel recalled an incident at a family gathering when a rela-
tive became intoxicated and acted in a manner uncharacteristic of her. Later in 
treatment, during individual processing sessions, Miguel began to consider the 
possibility that his father had not fully comprehended what he was doing when 
he stabbed his mother because he was high on drugs. The therapist had previ-
ously worked on a responsibility pie with Miguel, where he had placed 100% 
of the blame for the murder on his father. Following the discussion about the 
effects of drugs and alcohol, Miguel worked on another responsibility pie and 
attributed part of the blame to the drugs, although the majority of the blame 
was still allocated to his father for making the decision to use drugs in the first 
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place. After this Miguel was encouraged to speak with a family member and 
ask questions about his mother, her relationship with his father, and his early 
childhood. Miguel soon came to realize that his parents had actually loved each 
other and that his father had loved him. As he came to terms with this new 
information and his newly acquired insight into his father’s state of mind on the 
day of the murder, Miguel was able to begin acknowledging different emotions 
regarding his father, his mother, his family, and especially himself. By the end 
of treatment, Miguel was still endorsing anger, but he was also acknowledging 
sadness and positive emotions as well.

Cognitive Coping skills

Cognitive coping skills are meant to help children identify the difference 
between thoughts and behaviors and learn how their thoughts and feel-
ings influence their behaviors. These skills primarily focus on helping chil-
dren change their feelings and behaviors by recognizing and changing their 
unhealthy or inaccurate thoughts. This component is also delivered in a 
group format, where members learn to take the feelings they identified dur-
ing the affective expression and modulation component and begin to iden-
tify thoughts that may trigger distressing feelings. As they master identifying 
thoughts that underlie positive and negative feelings, examination of result-
ing behavioral reactions is introduced. As with the affective expression and 
modulation component, the skills are taught in a general fashion before 
focusing on specific trauma-related thoughts. The therapist then moves to 
having the children differentiate unhelpful thoughts, inaccurate thoughts, 
and accurate thoughts. Interestingly, it is the group members who are able 
to help others identify inaccurate thoughts, pointing out their cognitive dis-
tortions for them. This has allowed the children to focus closely on their 
behaviors, particularly at school, and how they have been motivated by 
irrational thoughts. They have then been able to shift their focus to their 
behaviors at home and the thoughts and feelings behind those behaviors. 
As they learn how their behaviors are influenced by their trauma-related 
thoughts and feelings, they begin to learn ways of changing their thoughts. 
This also occurs in part through the influence of their group peers. Group 
members are often adept at recognizing their peers’ unhealthy thoughts and 
behaviors more easily than their own. In addition, they also offer each other 
support and encouragement as they work on changing their thoughts.

Case example

Two children were influenced not to join in gang activities as a result of the 
cognitive coping skills they learned in treatment. Maria, a 14-year-old girl living 
with her elderly maternal grandmother, was referred to treatment for bullying 
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and aggressive behaviors toward classmates as well as a suspicion of her own 
physical abuse. During the assessment, Maria confirmed not only physical abuse 
by her mother (who was currently incarcerated for drugs) but also sexual abuse 
by a male relative when she was between the ages of 3 and 12 years. Maria did 
not have feel as if she had anyone who served as a strong source of support 
for her and she seemed to be looking to belong. Throughout treatment Maria 
revealed that she was contemplating joining a gang and that the aggressive 
behavior she had been exhibiting toward her classmates had actually been part 
of a gang initiation ritual she had been forced to engage in. She reported that she 
was considering joining a gang because she needed a “family” that would “have 
her back” and keep her safe from harm by anyone. Maria had no sense of safety 
from her family after the years of physical and sexual abuse and was looking for 
it from an alternate family. She was quick to recite the reasons why she should 
join a gang and how it would be beneficial to her in terms of belonging and a 
perceived sense of physical safety and was unable to identify any negative con-
sequences. While working through the cognitive coping component, she slowly 
began to reevaluate her reasons for wanting to join a gang and by the end of 
treatment had decided against it. Maria revealed to the therapist that she had 
used the cognitive triangle to make her final decision about joining the gang and 
had changed her mind after she closely considered how she felt and the possible 
consequences of being a gang member. She had realized that being involved in 
a gang might actually cause her further physical harm, and that was one of the 
deciding factors against joining. The therapist suspected that the conjoint ses-
sions may have also helped Maria to feel more connected to her grandmother as 
a source of support versus gang involvement.

Kevin, a 12-year-old boy who was already in a gang, was referred to treat-
ment after both having witnessed and having been a victim of gang violence. Kev-
in’s father was absent from his life, and Kevin reported missing this relationship. 
Kevin revealed that he often felt isolated and lonely and joined a gang because 
he wanted to belong. He was completely involved in all aspects of gang life and, 
since joining, had perpetrated violent acts against others, had been physically 
beaten by rival gang members, and had also begun experimenting with drugs 
and alcohol. Although he appreciated the fact that he finally belonged and had 
a “family” in the form of his fellow gang members, Kevin began to question his 
actions and how he felt about them as he worked through the cognitive coping 
component. He also began to think about himself and the other gang members 
differently. At the end of treatment, he was still a member of the gang but was 
reevaluating his membership and what it meant for him. The following school 
year, Kevin approached his therapist on campus and reported to her that he left 
the gang and now belonged to an organized sports team instead. The therapist 
acknowledged how difficult it must have been to make that decision and praised 
him for leaving the gang. Kevin replied that it was the cognitive triangle that had 
made him think about what he was doing and had also made him realize that he 
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didn’t like the way he thought of himself when he was engaging in certain gang-
related activities. This made him rethink his reasons for joining and convinced 
him to leave. He added that he still appreciated the sense of belonging he felt, 
but now the sports team gave him a more positive impression of himself because 
he was “acting better.”

trauma narrative

The trauma narrative is an exposure and processing intervention that 
encourages children to share details of their traumas and become desen-
sitized to trauma reminders by unpairing thoughts and reminders of the 
trauma from overwhelming negative emotions. When the group reaches this 
point in treatment, group sessions are temporarily suspended so that trauma 
narrative sessions can be conducted individually. This allows each child the 
privacy and time needed to develop and complete the trauma narrative. 
These individual sessions are still conducted on campus, although therapists 
try to conduct them later in the school day to avoid possible distraction 
from schoolwork. Many sensitive details come up during the development of 
the trauma narrative and, although they have already mastered their PRAC 
skills, sometimes the children become dysregulated during these sessions. 
It is difficult for the therapist to have them share these sensitive details and 
then send them back to their classroom, where they might have difficulty 
concentrating because their mind is still on the narrative session. Relaxation 
techniques are revisited and practiced prior to ending each session in an 
effort to address this. As in clinic-based treatment, the children are allowed 
flexibility and creativity in how the trauma narrative will be developed.

Prior to this interruption of group sessions, the therapist explains to 
the children what will come next. The therapist has already explained the 
value of facing traumatic memories, and the children are now reminded of 
this, with examples of how a trauma narrative or other similar activities 
will help them achieve that goal. The therapist decides how many weeks the 
group sessions will be suspended for based on his or her clinical evaluation 
of how the members are progressing individually. Members are informed of 
the date that group sessions will resume so that they are prepared. Children 
who have not completed their trauma narrative by this date are still allowed 
to rejoin the group, but continue to meet with the therapist individually to 
complete their trauma narratives.

Case example

Twelve-year-old Sam was referred to treatment for traumatic grief. When Sam 
was 8 years old his father died, murdered during a drug deal that went wrong. 
However, Sam was unaware of the circumstances of his father’s death because 
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his mother withheld the truth in order to protect him. During the skill-build-
ing group sessions, Sam had diligently worked on group activities but never 
related any of what he was learning to the loss of his father. He was also silent 
during most of the discussions. When the therapist addressed his silence, Sam 
numbly replied that “it wasn’t time to talk about it yet.” When the time came 
to begin work on his trauma narrative, at Sam’s request, the decision was made 
to develop the narrative during conjoint sessions with Sam and his mother. Sam 
learned about his father through stories, pictures, and videos that his mother 
shared with him during the development of the narrative. Most of what Sam 
learned was information that was new to him, as were the pictures and videos. 
During this time, Sam also learned the true circumstances of his father’s murder. 
Initially, he was very angry with his mother for having kept these details from 
him, but came to accept that she lied in order to protect his feelings and to help 
him maintain a positive image of his father. As Sam continued to communicate 
with his mother and learn more about his father, he came to acknowledge how 
he had been affected by his father’s death. In his trauma narrative, Sam included 
his memories and related thoughts and feelings about his father, the murder, 
his relationship with his mother, and how he had coped with it all. Although 
trauma narratives are not typically developed in conjoint sessions, in Sam’s case 
it proved beneficial because it was the catalyst for him feeling that “it was time 
to talk about it now,” and his mother provided him with the information that 
he needed to develop his narrative, which helped him to more fully grieve the 
loss of his father.

Cognitive processing

Cognitive processing follows the completion of the trauma narrative and 
allows for the identification and correction of the child’s trauma-related 
cognitive errors. When TF-CBT is delivered in a school-based setting, this 
component is also provided in individual sessions held on campus. There 
have been no notable differences in how the processing of the narrative 
occurs in a school setting compared with a clinical setting.

In Vivo exposure

In vivo exposure is meant to gradually and repeatedly bring a child in closer 
contact with a feared stimulus. This component is difficult to implement in 
a school setting, particularly if the feared stimulus is not school related. In 
order to successfully work through this component when providing school-
based services, a plan is developed early in the treatment process between 
the therapist and parent after the therapist has worked with the child and 
has identified the stimulus that the child is struggling with. The gradual 
exposure plan is reviewed and progress and setbacks are discussed during 



46 tF-CBt SettIng aPPlICatIonS 

weekly parent sessions. The therapist works with the parent on following 
through with the plan (i.e., getting the child to sleep alone in his own bed 
all night) and provides the necessary support to ensure success. This may 
also be addressed during individual sessions with the child if the therapist 
considers it necessary. Gradual exposure, of course, also occurs throughout 
the course of treatment as the child is exposed to trauma reminders and 
trauma-related thoughts and feelings.

Often, the feared stimulus is not necessarily school related but may 
manifest itself at school. For example, a child who has been sexually abused 
may be uncomfortable changing clothes for gym class because of feelings of 
shame. In this case, these feelings and the child’s response to them would 
be addressed during the affective expression and modulation component as 
well as during the cognitive coping component. In regard to in vivo expo-
sure, the therapist may, for example, engage both the child and the gym 
teacher in developing an exposure plan that will allow the child to gradually 
become more comfortable changing clothes in the locker room.

Conjoint sessions

Conjoint sessions are meant to promote effective communication between 
the child and the caregivers regarding trauma and the child’s reaction to it. 
These sessions are not always feasible when providing school-based services 
because the child is seen on campus and parents are typically seen off cam-
pus. Conjoint sessions tend to occur most often when sharing the trauma 
narrative. However, the therapist does have the option of conducting con-
joint sessions whenever necessary. These conjoint sessions may be delivered 
on campus or in the home, depending on what is most convenient for the 
parent. Conjoint sessions may be used to review the PRAC skills, to review 
homework, or to share new and important information. Many times these 
conjoint sessions occur early in the treatment process when a child discloses 
a trauma and reports that the parent is unaware of it or when the therapist 
learns from the parent critical details about the trauma that the child is 
unaware of but needs to know in order to effectively work through treat-
ment. Most often, these are details regarding the circumstances surrounding 
a death that the parent is trying to protect the child from. Conjoint sessions 
occur as often as the therapist deems necessary throughout treatment (e.g., 
if there are significant behavior problems) and are coordinated accordingly 
with the parent.

enhancing safety and future development

Enhancing safety and future development is meant to identify potential 
safety concerns and help the child develop skills necessary to stay safe in 
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the future. Although it is the final PRACTICE component, it may be deliv-
ered earlier in treatment if safety concerns are a priority. However, if imple-
mented before the narrative, it is particularly important to emphasize to the 
child that he or she would not have been expected to utilize these skills at 
the time of the traumas given his or her young age, emotional distress, and/
or lack of knowledge. If the therapist determines that the child is at risk or 
simply does not feel safe, the therapist may work with the child individu-
ally or conjointly with both the child and parent to develop an appropriate 
safety plan. Even if safety is addressed early in treatment, safety planning 
will still be reviewed prior to ending treatment in order to reinforce safety 
skills. This is typically done in individual and/or conjoint sessions, although 
safety skills may also be addressed in a group session.

Group sessions resume after the children have completed, processed, and 
shared their trauma narratives. By this time, the end of the semester is near 
and treatment will begin to wind down. Final group sessions focus on review-
ing the skills learned and enhancing safety and problem-solving skills.

teRminating tReatment

Children who receive school-based services are generally able to work 
through the components in 12 to 16 sessions. Treatment ends with a group 
graduation after the final session, during which children are presented 
with “diplomas” acknowledging successful completion of treatment. Prior 
to receiving their diplomas, however, the therapist has the children create 
their own personal message for future TF-CBT participants, in which they 
share why they were involved in treatment, their thoughts and feelings at 
the start of treatment, what they learned, and what they would tell another 
child going through a similar experience. Their message is anonymous and 
is signed with only their initials, age, and gender. Their written message may 
also be personalized with a paint-dipped handprint in their favorite color. 
These messages are compiled into a scrapbook and shared with future par-
ticipants as psychoeducation and inspiration.

Those children who require more intensive intervention should be 
referred for such after the end of the group sessions. The end of treatment 
is also the time for therapists to evaluate each child’s progress and facilitate 
referrals for additional services if needed.

ConClusion

For various reasons, not all trauma-exposed children in need of mental 
health treatment are able to access clinic-based services. However, because 
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all children are required to attend school, the school setting is a logical 
place to reach children in need of treatment and bring the services to them. 
Trauma-focused treatment, although typically delivered in a clinical setting 
through individual sessions, has been effectively implemented in group for-
mat as well (Deblinger, Stauffer, & Steer, 2001; Stauffer & Deblinger, 1996) 
and more recently in school-based group programs, with positive outcomes. 
By delivering school-based services and using a group format, more children 
can be reached and can reap the benefits of TF-CBT.
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UniqUe Aspects 
of the foster cAre popUlAtion

Children in foster care have significantly higher rates of trauma exposure 
and trauma-related symptoms than the general population as well as high 
rates of behavioral problems (Kolko et al., 2010; Pecora et al., 2003). These 
clinical concerns make trauma-focused cognitive-behavioral therapy (TF-
CBT), which includes both specific trauma treatment components as well 
as a parenting component, a particularly relevant treatment approach for 
the foster care population. However, there are a few unique features and 
considerations that often raise questions for clinicians in terms of how to 
implement TF-CBT with both children and adolescents in foster care and 
with their foster and biological parents. These include:

•	 Multiple, chronic, trauma exposure histories
•	 Significant behavioral problems
•	 High levels of emotional dysregulation
•	 Multiple presenting problems and diagnoses
•	 Difficulty engaging the primary caregiver (foster parent)
•	 Complexities regarding the involvement of biological parents

Our goals in this chapter are to address these concerns and to offer 
practical clinical suggestions and resources. In most ways, providing TF-
CBT to children in foster care is not significantly different from provid-
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ing TF-CBT to other children; however, in some cases, children and ado-
lescents in foster care who present for treatment have multiple diagnoses 
and presenting problems, have prior experience with therapy, may be on 
multiple medications, and may have attachment difficulties. This combina-
tion of factors can be daunting to clinicians and can result in hesitancy 
in providing TF-CBT. Cognitive-behavioral therapy (CBT), generally, has 
been found to be effective for diverse cultural and ethnic groups (Huey 
& Polo, 2008) and is considered a frontline treatment for depression and 
anxiety as well as behavioral problems, when the emphasis is on the “B” 
in CBT (i.e., behavioral, parenting skills). Even when children have sig-
nificant attachment difficulties, which many in foster care do as part of a 
normal reaction to inconsistent caregiving and disrupted placements, the 
best tools for treatment include CBT, a targeted focus on skills that can 
be beneficial across a number of areas (e.g., posttraumatic stress disorder 
[PTSD], depression, anxiety, behavior problems), consistent foster parent 
involvement, and concentration on reinforcing the child’s and foster par-
ent’s use of skills at home and in the community. In a review of more than 
70 studies of interventions designed to improve attachment security in chil-
dren (Bakermans-Kranenburg, van IJzendoorn, & Juffer, 2003), the more 
effective interventions had common characteristics, including being shorter 
term, goal oriented, and focused (like TF-CBT) versus more extensive and 
broader in focus.

evidence for tf-cBt with children 
And Adolescents in foster cAre

In addition to the general evidence for CBT and targeted, structured 
approaches detailed previously, TF-CBT, specifically, has been found to be 
effective with children in foster care. All TF-CBT studies have included some 
children and adolescents in foster care, and two studies—one published and 
one underway—have found that TF-CBT has been effective specifically with 
this population (Dorsey, Cox, Conover, & Berliner, 2011; Lyons, Weiner, & 
Schneider, 2006; Weiner, Schneider, & Lyons, 2009). In the Weiner and col-
leagues (2009) study, ethnically diverse children in foster care who received 
TF-CBT, when compared with those who had received treatment as usual 
through the systems of care, reported significantly greater reductions in 
trauma symptoms and significantly fewer placement changes and runaway 
attempts (Lyons et al., 2006). In an ongoing randomized controlled trial of 
standard delivery of TF-CBT compared with TF-CBT plus evidence-based 
engagement strategies with youth in foster care, TF-CBT was found to be 
effective in both conditions for significantly reducing PTSD symptoms, 
based on both child and foster parent report (Dorsey et al., 2011). The TF-
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CBT plus evidence-based engagement strategies resulted in fewer dropouts 
during treatment, suggesting the importance of focused engagement strate-
gies for this population.

These findings should be generalizable to community-based practice: 
Both of these studies were effectiveness trials that included few study exclu-
sionary criteria and included ethnically and culturally diverse children and 
adolescents. Clinicians were predominantly masters’-level clinicians, all of 
whom were employed in community mental health settings. Additionally, 
despite the fact that children were in foster care, the average number of ses-
sions provided by community-based mental health clinicians in the Dorsey, 
Cox, and colleagues (2011) trial was 16 to 17, which is in the suggested 
range (i.e., 8–20 sessions), noteworthy also because most clinicians were 
providing 50- to 60-minute sessions (vs. 90-minute sessions).

collABorAtion with child welfAre

Child welfare social workers play an important role in the lives of chil-
dren in foster care and thus can be a critical source of support for the TF-
CBT therapist. These workers are important collaborators who can provide 
information about the children’s history, reunification, or permanency plans 
and updates, and can offer support and encouragement for both child and 
foster parent participation in treatment. In our work with youth in fos-
ter care, connecting with the child welfare workers has been critical for 
staying informed about any upcoming court dates, visitation plan changes, 
and placement changes and for incentivizing foster parents to participate 
in treatment. Child welfare workers who are supportive of evidence-based 
practices have been able to creatively encourage foster parents to be more 
involved in treatment, sometimes providing incentives such as mileage reim-
bursement, licensure hours for therapy participation, and reinforcement 
of treatment participation during home and safety visits (Dorsey, Kerns, 
Trupin, Conover, & Berliner, 2011).

As part of this collaborative effort, the child welfare workers, who 
are typically the state “representative guardians,” should also be generally 
informed about their clients’ progress in treatment (as should foster parents, 
who are the day-to-day caregivers). In our experience, when clinicians pro-
vide regular, brief treatment updates (e.g., once a month) about child and 
foster parent attendance and treatment progress (e.g., on trauma narrative), 
caseworkers greatly appreciate the effort and can then support the therapy 
in any decisions related to the children’s care. When child welfare workers 
are not involved, they may inadvertently make recommendations or other 
referrals that are counter to the CBT approach to treating trauma (e.g., 
avoiding vs. facing trauma reminders).
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Another important role of social workers is in helping clinicians deter-
mine whether, when, and how to involve biological parents in treatment 
(see additional discussion later in this chapter). Although the children may 
be in foster care, clinicians should consider the role of the biological par-
ents up front—most children continue to see their parents either formally 
(court-ordered visits) or informally (in the community), and a substantial 
number will reunify. Social workers can help clinicians understand the par-
ents’ current role, and their involvement with the children—information 
that is key in determining the biological parents’ level of involvement in 
treatment. In some cases, a meeting early in the process between clinician 
and biological parent—and not necessarily including the child (see later 
discussion for guidelines for conjoint sessions)—can do much to reduce 
resistance to treatment and defensiveness later when it is clear that parent 
and child will reunify and that biological parent involvement will, there-
fore, be essential.

foster pArent involvement

One primary challenge often mentioned by clinicians when providing TF-
CBT to children and adolescents in foster care involves engaging foster par-
ents. In TF-CBT, the day-to-day caregivers are ideally involved in treatment 
to support the children’s acquisition and practice of skills and to offer emo-
tional support throughout the therapy process. Caregiver involvement is 
particularly important when the children have significant behavioral prob-
lems, as is the case with many children and adolescents in foster care, as 
behavioral problems are predominantly addressed through behavior man-
agement strategies covered in the parenting component of TF-CBT.

Research on predictors of engagement indicates that perceptual barri-
ers to engagement appear to be just as significant as concrete barriers, if not 
more so (McKay, Pennington, Lynn, & McCadam, 2001). For many foster 
parents, primary barriers to engaging in therapy are related to past nega-
tive experiences and to perceptions that mental health therapy will not be 
helpful. McKay, Stoewe, McCadam, and Gonzales (1998) have developed 
specific evidence-based engagement strategies that were applied to TF-CBT 
with youth in foster care, resulting in greater retention in treatment (Dorsey 
et al., 2011). These strategies, described briefly here and in more detail in 
McKay and Bannon (2004), focus on addressing prior negative experiences 
with mental health, increasing expectations that therapy can be helpful, 
identifying foster parents’ perception of why children might need treatment, 
and beginning active treatment in the initial telephone contact and in the 
first in-person meeting (vs. focusing solely on appointment scheduling and 
completing intake paperwork).
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In TF-CBT, an important part of building expectations that therapy 
can be helpful involves describing the model, the research on its effective-
ness, how treatment will be structured, and expectations about treatment 
(e.g., attend sessions weekly, practice skills in session and at home), while 
also soliciting questions, concerns, and hesitations about participation so 
that these can be discussed in session. In our qualitative work, some foster 
parents have indicated that it is important as well to clarify that the therapy 
involves providing support to the foster parent.

In some cases, clinicians are hesitant to involve foster parents because 
of their own past negative experiences with foster parents not wanting to 
be involved or being unsupportive. However, foster parents are the day-
to-day, 24-hour caregivers for the children in their homes, are often inad-
equately prepared by foster parent training programs to handle behavioral 
and emotional problems (Dorsey et al., 2008), and to respond supportively 
to trauma-related discussions and symptoms.

In cases in which a foster parent cannot be engaged, identifying and 
engaging another adult who is important in the child’s life (e.g., aunt, men-
tor, fictive kin) is an option. When working with foster families, one should 
be aware of differences in the experiences of nonrelative and kinship foster 
parents. For example, when foster parents are relative caregivers, they may 
be much more likely to be emotionally affected by the child’s trauma. Kin-
ship caregivers may have experienced additional stress related to taking the 
child into the home (e.g., strained extended family relationships, disruption 
in their immediate family). As one kinship caregiver reported, after taking 
her cousin’s children into her home, “You get a call late at night, and you 
can either take in these children or they go into the system. You don’t get 
to take a class or make a decision that you want to be a foster parent. You 
don’t get to prepare your own children. Your family changes overnight.” 
Kinship caregivers may greatly benefit from the cognitive coping and pro-
cessing techniques that are part of TF-CBT in order to cope with their own 
thoughts and feelings regarding the child’s trauma, often inflicted by their 
own family member.

engAging children 
And Adolescents in foster cAre

Foster children, having often grown up in disorganized, chaotic, and/or 
violent family environments, benefit a great deal (as do all children) from 
structure and predictability in the therapy environment. Thus, beginning and 
ending session in consistent ways and creating very clear session rules and 
end-of-session rewards can effectively encourage active session participation 
while also helping to reduce avoidance and noncompliance. Therapists can 
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identify session rewards that are particularly meaningful to their clients, such 
as a favorite song, game, or activity (e.g., basketball). Clinicians can also 
encourage foster parents to praise the children for participation in therapy 
and to identify small rewards that can be used to incentivize participation.

component-specific Additions/
considerAtions for tf-cBt 

with children in foster cAre

In addition to the considerations already discussed, there are other applica-
tions, specific to children in foster care, for some of the TF-CBT compo-
nents, discussed next.

psychoeducation

Depending on the child’s situation, it can be beneficial to supplement the 
psychoeducation provided as part of TF-CBT with psychoeducation on the 
foster care system. For some older children, it is important to clarify the role 
of child welfare workers, clinicians, and the court in terms of making deci-
sions about their reunification or adoption as well as visits with parents and 
siblings. Two resources that clinicians have found helpful are Maybe Days: 
A Book for Children in Foster Care (Wilgocki & Wright, 2002), which pro-
vides general information about foster care, and Murphy’s Three Homes: 
A Story for Children in Foster Care (Gilman & O’Malley, 2008), which 
focuses on multiple placements and related feelings and thoughts. Although 
not specific to foster care, another book that has been helpful for under-
standing and treating children’s reactions to traumatic events and that was 
used frequently in one of the foster care studies is A Terrible Thing Hap-
pened (Holmes & Mudlaff, 2000).

Additionally, because many children enter foster care subsequent to 
neglect and abuse related to parental substance use, it can be helpful to 
provide some education on substance use and how and why substance use 
makes it challenging for parents to care for and parent children appropri-
ately. In addition to often having been hurt by a parent through abuse and 
neglect, as have many children who receive TF-CBT, foster children also 
struggle with understanding why their parents were unable or chose not to 
do whatever was necessary to retain custody of them. Explaining substance 
use—addictive qualities (e.g., hard to resist and refuse) complicates parental 
ability to make appropriate decisions—can assist children in understanding 
and coping cognitively with why parents were, or still are, unable to meet 
expectations in order to gain custody (e.g., “My mom loves me, but she 
can’t make good decisions when she is using drugs”).
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Some additional areas of psychoeducation with foster parents that may 
be important to cover include (1) the child’s trauma exposure history; (2) 
the child’s relationship and attachment to biological parents and siblings; 
and (3) normalizing some behaviors (e.g., normative sexual behaviors) and 
explaining other seemingly “odd” behaviors that result from abuse and 
neglect experiences (e.g., hoarding food, stealing, clinginess, low expressed 
need for emotional support). We have repeatedly heard from foster parents 
that they are unaware or have limited knowledge of the trauma history for 
the foster child in their home (Dorsey, Burns, et al., in press). The TF-CBT 
therapist can help the foster parent understand the child’s experiences from 
their assessment of the child’s trauma exposures and symptom presentations 
and from collaborative contacts with the child’s welfare worker. This educa-
tion is an important first step that continues through the narrative and pro-
cessing phase so that the foster parent can understand and support the child 
more effectively, particularly with respect to the trauma history and related 
difficulties. Moreover, a greater understanding of the traumatic experiences 
suffered by the child in their care often helps foster parents to empathize 
with and respond to the child’s emotional and behavioral reactions with 
greater consistency, sensitivity, and compassion.

Despite the fact that biological family members may have caused emo-
tional or physical pain, most children still love their family and hope for 
a relationship. Some foster parents struggle to understand this, given the 
hurt they perceive the family has caused the child. It can often be helpful to 
normalize this experience—both that the child may remain attached to, and 
defensive of, his or her parents and their actions and that foster parents may 
find it hard to understand. In foster care, as in cases of divorce, it is best 
that the foster parents not talk negatively about the child’s biological fam-
ily. However, the therapist can validate the foster parents’ feelings of anger 
and frustration, particularly when biological family members miss visits, act 
inappropriately in visits, or talk negatively about the foster parents. TF-CBT 
includes skills for emotion regulation and cognitive coping, and clinicians 
can encourage the foster parents to use these skills to cope with their own 
feelings and thoughts about the biological parents. It can also be important 
to provide some psychoeducation to foster parents about family visits with 
parents and siblings—how these visits are often important for maintaining 
family contact, despite some difficulties surrounding them, including family 
no-shows, child distress, and behavior problems before and after visits.

parenting

Children in foster care have high rates of behavioral problems that often reach 
clinical levels and warrant intervention. Behavioral problems of children 
and adolescents are responsible for 20% of unplanned placement changes 
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(James, 2004; James, Landsverk, & Slymen, 2004). Behavior problems both 
lead to and are exacerbated by placement changes. For these reasons, when 
children in foster care who are receiving TF-CBT have behavioral difficul-
ties, it is even more critical that clinicians engage foster parents and include 
a significant and targeted focus on parenting skills early in treatment. Focus-
ing on parenting can address behavioral problems and, in turn, stabilize the 
placement. In TF-CBT, the early parenting focus is on positive parenting 
strategies—using praise, attention, and rewards to reinforce positive behav-
ior or the opposite of the behavioral problem (e.g., listening when given a 
direction; presenting oneself to unknown adults by saying “hello” vs. jump-
ing into their lap and hugging them immediately). Given their inconsistent 
or negative past parenting experiences, an initial focus on positive parenting 
skills is particularly important for children in foster care.

For example, one TF-CBT therapist worked with a 7-year-old boy who 
threw repeated temper tantrums approximately three times a day. In his first 
foster placement, the foster mother repeatedly questioned the boy about 
why he had tantrums and would give him a lot of attention when the tan-
trums occurred, offering candy, hugs, video games, or anything she thought 
might stop the tantrum. The foster mother could not be engaged in using 
positive parenting skills, ignoring, and offering praise for times when he 
stayed calm and did not throw tantrums. She eventually requested that the 
child be removed from her home because the behavior did not improve. The 
child’s next foster parents were highly receptive to the clinician’s sugges-
tion of offering praise and rewards for times when he stayed calm and did 
not throw tantrums and ignoring him when he did throw tantrums. With 
a focus on positive parenting, the tantrums decreased to only three to four 
times per week.

Often, foster parents may not be interested in trying specific parenting 
strategies, having successfully raised their own children. To overcome foster 
parents’ resistance to trying positive parenting and behavior management 
strategies, it is helpful to explain that, unlike children parented since birth 
or early adoption, children in foster care may have had inconsistent or neg-
ative parenting experiences, which may require the addition of particular 
tools to their existing parenting skill toolbox. We have also used the com-
mon CBT technique of asking foster parents to experiment with the posi-
tive parenting strategies, even if they are unsure whether they will be effec-
tive. In addition, it is often necessary to help foster parents understand how 
to apply the same behavior management strategies to behaviors related to 
neglect or abuse (i.e., hoarding, stealing, lying, sexualized behavior). Posi-
tive parenting strategies are also effective for behaviors that result from 
insecure attachments. Although there are many approaches to addressing 
behaviors that are consistent with insecure or disorganized attachment, 
the American Professional Society for the Abuse of Children recommends 
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CBT treatments that teach positive parenting strategies, like TF-CBT, as the 
frontline approach (Chaffin et al., 2006).

A resource that has been found to be particularly helpful for parent-
ing children in foster care is Off Road Parenting (Pacifici, Chamberlain, 
& White, 2002), a book and DVD package that includes short chapters 
and cartoons describing basic behavior management strategies. In the video 
vignettes, parenting strategies are acted out, with demonstrations of the child 
responding positively and negatively to the various techniques and how the 
parent or foster parent handles each scenario. For foster parents interested 
in additional training in behavior management strategies, specifically for 
some of these challenging behaviors, the same group that published Off 
Road Parenting has developed an online program, Foster Parent College 
(www.fosterparentcollege.com), that offers training in addressing these par-
ticular behaviors ($10 per course). Some research (nonexperimental design) 
supports the effectiveness of the Foster Parent College courses in improving 
foster parent behavior management skills (Pacifici, Delaney, White, Nelson, 
& Cummings, 2006).

Parenting of children in foster care may also require additional reas-
surance and safety rituals, given that the children have had repeated trauma 
exposure and continue to live in a state of uncertainty (“Will I go home to 
my mom?”, “What will happen in my next visit with my dad? If he even 
comes, he’ll probably only play with my brother”). Some of the challenging 
behaviors exhibited by youth in foster care may be related to anxiety (e.g., 
bedtime refusal, school refusal), and may not only be noncompliance. Clini-
cians will need to work with foster parents to conduct a thorough functional 
analysis of problematic behaviors in order to understand the factors that 
trigger them. This information is critical in identifying appropriate posi-
tive behaviors (to replace the problem behaviors), behavior management 
skills that would support an increase in those positive replacement behav-
iors, and/or appropriate coping skills (e.g., relaxation, affective regulation, 
problem solving).

relaxation and Affective expression and modulation

Given the repetitive and chronic nature of their trauma exposure, some 
youth in foster care may need additional time focused on learning and prac-
ticing skills in order to regulate their emotions. However, as mentioned ear-
lier in the chapter, in a number of cases, duration of treatment was no longer 
than that for children living with their biological or adoptive families. Deci-
sions to spend more time on relaxation and affective modulation should be 
made based on clinical assessment and on the children’s ability to use skills 
(e.g., deep breathing, listening to music) to cope with difficult or distressing 
emotions or tension in session and between sessions.



58 TF-CBT SETTING APPLICATIONS 

It can be important also to work with both the child and the foster par-
ent on using their skills at foster care–specific times that are distressing: for 
example, preparing for and coming home from visits with parents, siblings, 
and other family or upcoming parent court dates and placement decisions 
(when children are aware of them and are experiencing distress). Many fos-
ter parents report that children are emotionally distressed or that behavioral 
problems are exacerbated before and after visits. Clinicians can work with 
children and foster parents to develop a coping and transition plan that 
includes relaxation and affective modulation strategies, which can be used 
consistently to build a coping routine before and after the visit. For some 
children, developing a safety plan for visits is one way to reduce distress 
before, during, and after the visits. Cognitive coping strategies can also be 
beneficial as part of this plan, and are addressed in the “Cognitive Coping” 
section. Some children like to carry a “favorite coping strategies” card that 
they created to refer to when they are feeling distressed and to have with 
them on their visits as a reminder. TF-CBT therapists can laminate these 
coping cards to make them sturdy and durable.

As for any youth receiving TF-CBT, during the session it is beneficial to 
demonstrate that using relaxation and affective modulation strategies work, 
and that the child can change his or her feelings and their intensity. One 
activity implemented with success involves having the child write down or 
draw current feelings, rate their intensity, and then watch a funny video on 
YouTube (e.g., twin babies talking) or play a fun game for a few minutes. 
Following this, the child re-rates the feelings and writes or draws any new 
feelings. This type of activity provides an excellent springboard for demon-
strating the child’s efficacy in changing feelings and/or their intensity.

Case example

A 9-year-old girl in foster care was missing her biological father, who she wit-
ness being stabbed by her mother. She had frequent nightmares about the stab-
bing. In conducting the affective modulation component, the first strategy the 
child identified that would help when she had nightmares was having her bio-
logical father sing to her, which was not possible because she was in foster care. 
The clinician validated and normalized this desire and then asked if there was 
anyone in her foster home who could sing to her. She identified her foster mom 
as someone who could sing her a song and, working with the foster mother, 
a plan was created whereby she could knock on her foster mother’s door and 
listen to a short song when she was having nightmares. The foster mother also 
implemented a calming routine with the child before bedtime. After singing a 
gentle song, the foster mother also would give the child a hug and help her do 
some cognitive coping (“I am safe. My dad is OK”). After a period of time, the 
nightmares decreased.
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cognitive coping

Cognitive coping is an incredibly helpful strategy for all children in learning 
that, although we cannot always control what happens or happened, we 
can control how we think about it. This often decreases children’s feelings 
of helplessness and empowers them to feel some control over the impact of 
particular events or situations. For children in foster care, there are a num-
ber of important events and decisions that are often out of their control, 
including past traumatic experiences and inconsistent caregiving, where and 
with whom they live in the short term (e.g., placement changes and disrup-
tions) and in the long term (reunification vs. long-term foster care or adop-
tion), as well as visits with family. When parents or siblings do not show 
for or cancel family visits, additional distress and/or fear can result (e.g., 
“Something bad must have happened to my mom”; “My dad doesn’t love 
me enough to come”). Helping children identify different ways to think 
about missed visits that help them feel better, blame themselves less, and 
worry less can be important (e.g., “My mom sometimes misses visits, and 
she has always been OK. She takes care of herself pretty well”; “My dad 
misses visits sometimes because he’s drinking and forgets, but he doesn’t 
miss them because of me”).

These children can also apply cognitive coping skills to handle difficult 
thoughts and feelings related to their relationship with their biological par-
ents. In one case, a 17-year-old girl was experiencing a lot of anger and was 
engaging in physically aggressive behavior in her foster home and at school. 
The clinician was working with the foster mother on behavioral manage-
ment strategies, and at the same time was conducting cognitive triangle exer-
cises (i.e., helping her to connect thoughts, feelings, and behavior) with the 
client to identify what was going through her mind at times when she was 
angry and most likely to be aggressive. The client reported that she was often 
thinking about her mom and how angry she was that her mom had become 
“addicted to drugs” after injuries from a car accident. Since the accident, her 
mother had not cared for her and her sister, which resulted in their placement 
in two different foster care homes. In the cognitive coping activity, the clini-
cian worked with the client to identify a more helpful thought for when she 
would think about her mom and become angry (see Figure 2.1). This activity 
was immediately helpful for the client in recognizing the role her thoughts 
played in her aggressive behavior and her feelings of anger.

trauma narrative development and processing

One important component of TF-CBT with children in foster care is help-
ing them identify which of the typically many traumatic events should be 
discussed as part of the trauma narrative (TN). For all children, the TN 
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can include multiple traumatic events of different types (e.g., sexual abuse, 
neglect, witnessing domestic violence), but it does not need to be, and should 
not be, entirely comprehensive (because of the time this would necessar-
ily involve). Instead, the goal is for the children to talk about and become 
desensitized to some of their worst and the most distressful memories. The 
children should also be allowed the option of beginning the TN with a less 
difficult memory, and working toward the more difficult ones, so that the 
TN is gradual in nature.

For some children, the process of entering foster care and/or particu-
larly troublesome placement changes may be included in the more difficult 
memories. For children in foster care trauma exposure is typically chronic in 
nature, and they often have had multiple different foster and kinship place-
ments and sometimes disrupted reunification or failed adoption. To help 
children organize their experiences and decide what to include in the TN, 
many clinicians have found a table of contents or timeline to be a helpful 
strategy. Evidence suggests that individuals who have more organized and 
coherent trauma memories are less prone to developing PTSD.

One helpful resource that can be used earlier in psychoeducation but 
also may help to prepare children to develop their TN is Levy’s Finding the 

figUre 2.1. Cognitive triangle exercise.
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Right Spot (2004). This book is a useful tool for children who have expe-
rienced significant distress dealing with foster care or with parents who do 
not follow through with visitation or contact. Reading books about foster 
care not only helps children bring up their own thoughts and feelings about 
similar experiences (thereby supporting the goal of gradual exposure), but 
also provides a model for how they might write a book about their own 
experiences.

cognitive processing

Helping children to make meaning of and contextualize their trauma expo-
sure is one of the most important aspects of TF-CBT, especially for those in 
foster care who have not yet had resolution for their experiences (e.g., as a 
result of trauma exposure, lack of permanent placement). Clinicians should 
address children’s thoughts as recommended in TF-CBT and be on the 
lookout for thoughts related to self-worth, ability to be loved, and perspec-
tive on the future. Children in foster care often have had repeated negative 
experiences with caregivers and abuse or stability-related experiences (e.g., 
failed placements) and, therefore, are prone to developing negative beliefs 
about themselves. In TF-CBT, identifying negative self-beliefs and helping 
the children develop a more positive or less self-blame-oriented perspective 
about their past experiences and future is important. Unfortunately, some 
experiences in foster care can seem to confirm children’s negative beliefs 
(e.g., “See? I’m not a kid people like. I told you what happened with my 
parents, and the last two foster families I had didn’t want me for more than 
a few weeks”). The goal, as much as possible, is to help children avoid self-
fulfilling prophecies, such as “I won’t be loved” or “It doesn’t matter if I try 
to act right or fit in. Nobody wants me around for long.”

Additionally, thoughts related to beliefs about their parents’ love for 
the child can be particularly distressing when parents have given up custody 
voluntarily or have repeatedly missed visits or when the children are old 
enough to recognize that their parents are not complying with expectations 
to regain custody. It may be challenging for even the clinician to find a more 
helpful, positive perspective. In one case, an 11-year-old boy who was sexu-
ally and physically abused and neglected by his father and then placed in 
foster care had difficulty making sense of why his father had given up his 
parental rights voluntarily and was not pursuing custody of his children. The 
client struggled with understanding why his father did not want to try to get 
custody of him and his younger brother and how he could have hurt them. 
During cognitive reprocessing, the therapist used logical/Socratic question-
ing to help the child reflect on the psychoeducation regarding neglect pro-
vided earlier in treatment (e.g., What is a parent’s job? What should parents 
do for children? Do parents know the rules about sexual abuse and physical 
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abuse?) and helped him think about the situation in a different way: that, by 
giving up custody, the father was also involved in making sure the children 
would be cared for by someone who, unlike himself, would fulfill parental 
expectations—feed the children, clothe them appropriately, and be home for 
them. This new thought (e.g., “My dad knows it’s best for other adults to 
take care of us”) helped the client focus on some of the more positive aspects 
of the situation, although he still, as would be expected, reported sadness 
about not having a dad who wanted to “do a parent’s job” and keep his 
children at his home. The foster father was involved and in conjoint sessions 
was instrumental in reinforcing that this child was loved, that nothing that 
happened was his fault, and that the dad just did not have the ability to care 
for his children himself.

conjoint parent–child sessions

As with other children who receive TF-CBT, ideally a caregiver is involved 
in each session and is prepared to be involved in conjoint sessions, including 
a conjoint TN sharing session. In some cases, these conjoint TN sessions are 
similar to any other conjoint TN session. Ideally children share all of their 
TN but can choose whether or not they want to discuss certain aspects (e.g., 
because of a low sense of emotional closeness to the foster parent, privacy 
reasons). Our goal is to assess why the child does not want to share the TN 
to ensure that reasons are not related to self-blame, shame, or other unhelp-
ful cognitions (“If my aunt hears this part, where I talk about how I went 
over to his house even though my mom repeatedly told me not to, she will 
be angry and think part of it was my fault”).

In some cases, when either a caregiver has not been involved or the 
child does not want to share with the caregiver for appropriate reasons (e.g., 
the foster parent has not been emotionally supportive of the child’s trau-
matic experiences), the clinician can help the child think creatively about 
someone with whom it would be appropriate to share the TN and who 
could offer ongoing emotional support. We have had some children share 
with an adult sibling, a teacher, a mentor, or a former foster parent. In all 
situations, the therapist took the same time as one would with a caregiver 
to provide psychoeducation about trauma exposure and common reactions 
and to allow the individual time to hear and desensitize to the TN prior to 
the conjoint TN sharing session.

involving BiologicAl/Adoptive pArents 
from whom children hAve Been removed

Clinicians often ask about how and when to involve biological parents in 
treatment. In our experience, this varies case by case and special consider-
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ation should be given to (1) reunification plans, status, and timing (e.g., is 
this child going to be reunified with his/her parents and when?); (2) parent’s 
role in the abuse (was the parent the perpetrator?); (3) abuse type (sexual 
abuse vs. other types); and (4) parental receipt of and response to their own 
treatment. In considering parental involvement, consultation with the child 
welfare social worker is important. When a child will reunify with parents, 
we often involve the parents in learning the PRAC components of TF-CBT 
so that they know the skills the child has learned and can reinforce these 
skills in the home when the child returns. We also often work with the bio-
logical parents on safety. We recommend that decisions about sharing the 
child’s TN with the parent, even when the child wants to do so, include care-
ful consideration of the factors just presented. In some situations, when the 
parent was the perpetrator or contributed to the abuse (e.g., did not monitor 
other adults in the home because of his or her own substance use) but has 
received treatment, has taken responsibility for the abuse, and developed a 
plan for safety in the future, the parent can be involved in conjoint sessions 
for the TN. Two CBT treatments are available that incorporate or build on 
TF-CBT skills that specifically include the physically abusive parent: alter-
natives for families CBT (Kolko, 1996; Kolko & Swenson, 2002) and com-
bined parent–child CBT (Runyon, Deblinger, & Steer, 2010). If the parent 
was involved in perpetration but has not yet received treatment and has not 
taken responsibility for the abuse, sharing the TN is not advised because of 
concerns that the parent may reinforce child blame or deflect responsibility 
and may be unable to provide emotional support to the child.

In cases in which the parent has received treatment and participated in 
TF-CBT, children can share their TN with both their foster parents and their 
biological parents—the share does not have to happen only once with one 
caregiver. We had one client who first shared her TN with her grandmother 
(her kinship caregiver who participated in TF-CBT each week). Then, after 
two to three conjoint sessions in which the therapist met with the client’s 
biological mother as well as her therapist, during which the mother was 
oriented to TF-CBT and prepared for the share, the client was also able to 
share her TN with her biological mother, who had been the victim of the 
domestic violence to which this client was exposed. The share was very 
effective in reestablishing the mother’s ability to offer support to her daugh-
ter, but only after it was clear she could be emotionally supportive during 
the TN share.

clinicAl cAse description

Ten-year-old Thomas was placed in foster care for the third time after his 
26-year-old biological mother was hospitalized following a violent domestic 
dispute with Thomas’s biological father, whose whereabouts were unknown. 
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In his two prior foster placements, Thomas exhibited significant acting out 
and attempted to run away numerous times, once successfully, getting as far 
as 5 miles.

Because of his trauma history, suspected PTSD, and acting-out behav-
iors, Thomas was referred for TF-CBT at a local outpatient clinic. Thomas 
and his foster mother, Ms. Bell, participated in the initial assessment, which 
consisted of interviews, observations, and the completion of standardized 
measures. Although Thomas was cooperative in completing the measures, 
he was highly reticent to talk about any of the violence to which he was 
exposed, including the physical abuse by his father, which had been sub-
stantiated by the child protection agency on two occasions. He was more 
willing, however, to talk about the drug use by his parents that he witnessed 
and his negative experiences in prior foster placements, including being bul-
lied by a foster teenager in his last home.

On the basis of the assessment, Thomas was rated in the clinical range 
on the Externalizing and Internalizing scales of the Child Behavior Check-
list, and he met Diagnostic and Statistical Manual of Mental Disorders 
(fourth edition, text revision) criteria for oppositional defiant disorder as 
well as for PTSD. Thomas also reported some symptoms of depression and 
feelings of shame.

During the initial treatment session, Ms. Bell was provided with infor-
mation from the assessment about Thomas’s trauma exposure as well as his 
emotional and behavioral functioning. Ms. Bell was surprised to learn the 
extent of the violence Thomas experienced and reported that it helped her 
understand some of his behavioral reactions and discomfort being around 
her husband. She further indicated that she had not been asked to partici-
pate in therapy with her prior foster child and would be willing to do so 
with Thomas if it would help him. She acknowledged that she had requested 
that her prior foster daughter be removed from her home because she could 
not manage the teenager’s behaviors, and she was worried that she might 
not be able to tolerate Thomas’s behaviors much longer if something did 
not change. The therapist validated Ms. Bell’s feelings of regret concerning 
her prior foster child and the challenges involved in being a foster parent, 
and praised her efforts on behalf of Thomas. The therapist also reviewed the 
proposed treatment plan, pointing out that she would be meeting with Ms. 
Bell each week in addition to meeting with Thomas and that there would 
also be conjoint sessions. The therapist explained that this approach was 
highly effective and would greatly assist Ms. Bell in understanding and man-
aging Thomas’s emotional and behavioral difficulties, and that they would 
start immediately on developing a plan to improve Thomas’s behavior, par-
ticularly his refusal to listen to her directions. In addition, the therapist dis-
cussed the nature, characteristics, prevalence, and common effects of family 
violence on children, including the increased aggression that Thomas had 
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been demonstrating, as well as the stressors associated with placement in 
foster care.

Thomas engaged readily in casual conversation with the therapist from 
the start and easily shared a detailed, positive narrative about a recent adven-
ture in the park with his friends in the new neighborhood. However, when 
asked to share what had brought him to Ms. Bell’s home, he responded with 
“Read my file.” The therapist indicated that she could do that but preferred 
to hear his thoughts on why he was placed with Ms. Bell or maybe what 
his first day at Ms. Bell’s home was like for him, just like he had told her 
about his adventure exploring the new neighborhood. Thomas insisted that 
he did not know why he was “taken from” his mom, but he briefly shared 
his first day with Ms. Bell, with minimal details and emotions compared 
with his earlier narrative. Thomas explained, “My worker picked me up 
and brought me to a big red house. Ms. Bell came to the door and said ‘Hi.’ 
I said nothing ’cause I was mad. Then she showed me my room and it was 
green—I don’t like green, but I did like the car picture on the wall. Then I 
tried to sleep because it was late, but I couldn’t for a long time.” The thera-
pist reflected back a summary of what Thomas shared, and validated his 
feelings, praising him for helping her understand what that day was like for 
him. During the sessions that followed, the therapist taught Thomas relax-
ation skills to help him relax in the evening before bed, a time when Thomas 
worried a lot about his mom. The therapist inquired about a place Thomas 
considered most relaxing. Using his favorite place, the beach, the therapist 
engaged in a guided imagery exercise incorporating ocean and beach images 
and sounds.

During the weekly individual sessions with Thomas and his fos-
ter mother, the therapist introduced affective expression and modulation 
and cognitive coping skills. It was particularly important to help Thomas 
expand his identified emotions beyond “mad” and “angry” to include, for 
example, “scared,” “sad,” and “ashamed.” In the course of considering all 
the different feelings kids might have when placed in foster care or if they 
experience any kind of violence within their families or in their community, 
Thomas was able to create a long list of emotion words. When asked simply 
to circle any feelings he had experienced himself, after initially only circling 
mad and angry, he acknowledged that he had also felt sad and scared. Still, 
he insisted that most often he felt angry and sometimes he did not even 
know why. The therapist explained that she could help Thomas to under-
stand better what might be causing him to get angry so frequently and to 
manage those feelings better to avoid getting in trouble. Thomas showed 
some interest, but reminded the therapist that he had not been in trouble for 
almost a week, so he had figured that out himself. This provided a starting 
point to help Thomas identify how he had kept himself out of trouble in the 
past week and led to the identification of some useful impulse-control and 
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affect regulation skills, such as ignoring those who teased him and problem-
solving alternatives to fighting, including making friends with the nicer kids 
who would protect him. He also insisted that he had the right to be mad 
about being away from his mom, and the therapist agreed and suggested 
that there were many ways he could express those feelings—in drawings, 
poems, or even by writing rap, like many celebrities have done about things 
in their lives that were difficult. The rap song idea appealed to Thomas, 
who wondered if any celebrity had ever been in foster care “because of his 
stupid dad.”

Conjoint sessions began early in treatment in order to assist Ms. Bell 
with the parenting and behavior management skills she was learning. Ms. 
Bell complained that Thomas did not cooperate with her the way her sons 
did when they were young. The therapist explained that Thomas had not 
learned to cooperate with his parents; rather, in order to survive in his fam-
ily environment he learned to be aggressive toward others, but he could 
unlearn these behaviors with her help. In the conjoint therapy sessions, 
Ms. Bell had an opportunity to practice the behavior management skills to 
increase Thomas’s compliance, starting with sessions in which she would 
praise Thomas for cooperative behaviors. Thomas was also encouraged to 
prepare specific praise to share with Ms. Bell during conjoint sessions (e.g., 
he thanked for picking him up everyday after school). This ritual of ending 
sessions with a mutual exchange of praise became a highlight of the ses-
sions that led to an important daily ritual that Ms. Bell insisted she would 
continue after therapy had ended because she enjoyed hearing praise from 
Thomas so much.

In parent-only sessions, the therapist and Ms. Bell role-played how to 
praise Thomas each time he listened or cooperated and how to minimize the 
attention she gave him when he talked back to her. As sessions progressed, 
the therapist and Ms. Bell developed a rewards plan for Thomas to reinforce 
his listening to her instructions the first time or with a subsequent warning. 
Each week, Ms. Bell practiced these skills with Thomas and reported back 
to the therapist about how the skills had worked or not worked, allowing 
modification of the behavior management plan. Ignoring Thomas’s talking 
back was challenging for Ms. Bell, who viewed it as disrespectful. In the first 
week that Ms. Bell had planned to ignore the talking back, she reported to 
the therapist that she had not followed through with this practice, and that 
it was particularly challenging to ignore the disrespect—respect for adults 
was an important principle in her home. The therapist and Ms. Bell worked 
to reframe her thoughts about his talking back—that it was a way Thomas 
had learned to get attention, both in his previous placements and with her. 
Working with Ms. Bell to view the talking back through this lens (e.g., 
attention seeking) allowed her to feel less frustrated by Thomas’s behavior 
and better able to use active ignoring and praise for respectful behavior. The 
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more she ignored the talking back, the less Thomas engaged in this behavior 
and showed more respect.

At times, Ms. Bell reported that practicing the parenting skills, although 
helpful, was a lot of work. When the therapist asked about the amount of 
time Ms. Bell felt she had spent trying to manage Thomas’s noncompliance 
and her former foster daughter’s noncompliance, Ms. Bell reported that it 
had taken all of her energy. The therapist validated how challenging it can 
be to use the new behavior management skills consistently, but that the 
investment of time now should decrease the energy she would have to spend 
managing Thomas’s noncompliance in the future.

After about six sessions and some success with using the parenting skills 
for managing noncompliance, Ms. Bell reported that, although Thomas 
seemed happier and more comfortable in her home and was listening better, 
he had missed several days at school in the past week, refusing to go because 
of headaches and stomachaches. Moreover, he insisted that his biological 
mom frequently allowed him to stay home from school. Ms. Bell reported 
that the mornings were extremely frustrating, so she sometimes lost her 
patience and would simply give in and send Thomas back to bed, but even-
tually would allow Thomas to watch TV in the family room. The therapist 
explored with Ms. Bell possible reasons why certain days might be particu-
larly anxiety provoking at school, and she indicated that Thomas seemed to 
hate gym and complained most about going to school on those days.

Initially, the therapist did not let on with Thomas that she was aware 
of his avoidance of school, but simply taught Thomas about the cognitive 
triangle and how thoughts influence feelings and behaviors. The therapist 
indicated that when we wake up in the morning we often have a thought 
before we say anything out loud. She asked Thomas what thought popped 
into his head when his alarm went off in the morning. Surprisingly, seem-
ingly caught off guard, Thomas indicated that this morning he thought, 
“I hate school and I feel sick. So I’m not going.” The therapist validated 
his feelings, acknowledging that many kids hate school and inquiring what 
he hated most about school. Thomas immediately reported that gym was 
what he hated most. After asking many open-ended questions about school, 
Thomas eventually acknowledged that he hated gym the most because in his 
class the boys might see the scars on his legs and would “know I was beat by 
my Dad for being a bad kid.” The therapist helped Thomas process his feel-
ings and his thoughts. The therapist showed Thomas pictures from medi-
cal books of people with scars on their legs—some worse than Thomas’s. 
She asked Thomas to guess what caused the scars. Even before guessing, 
Thomas seemed to understand that he had “no idea” what happened but 
guessed anyway and was wrong each time. Although he was still concerned 
that the other boys might tease him, Thomas felt better knowing that if he 
did not tell the children, they would likely not know how he got his scars. 
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During the conjoint session, the therapist and Ms. Bell acknowledged that 
it took a lot of courage for Thomas to go to new schools so often and to 
make new friends. Ms. Bell praised Thomas for his assertiveness skills, and 
also explained that each day that he went to school cooperatively in the 
morning, she would let him play video games on Mr. Bell’s computer in the 
evening after homework.

Thomas continued to be reticent about discussing anything relating to 
his parents, although he seemed more than happy to talk about Mr. and Ms. 
Bell and his previous foster parents. When the therapist asked Thomas if he 
would like to read a book about kids in foster care, Thomas was interested. 
After reading Maybe Days, the therapist suggested that Thomas could write 
a similar book about his experiences. Thomas said that he would like to 
draw pictures for the book but did not like writing. When the therapist 
offered to type his story and create a fancy book based on his experiences, 
Thomas seemed cautious but willing. First, Thomas was asked to create a 
timeline of events he might like to include in his book in the form of chap-
ters titles. The initial chapters included:

1. “Thomas and My Maybe Days”
2 “My First Time in Foster Care”
3 “My Second Time in Foster Care and the Teenage Bully”
4 “My Third Time in Foster Care”
5 “The End”

After some coaxing to include additional experiences that might help other 
kids understand why kids have to be in foster care sometimes, Thomas 
included a chapter about his parents using drugs and a chapter about the 
“scary” night before he went to Ms. Bell’s house.

When the narrative was almost complete, the therapist praised Thomas 
for being so brave and writing about many things that were confusing and 
scary for kids. She explained when kids and adults talk and write about 
things like he did, it not only helps them but also helps to stop the secrets 
that keep violence in families going. She encouraged him to write one or two 
more chapters about anything else that happened to him that he thought he 
would never want to talk about before he got so brave. The therapist waited 
out a long silence until Thomas said he wanted to write one chapter about 
the beatings he got from his dad. After completing that chapter, Thomas 
and his therapist reread his entire book, highlighting the many accurate and 
important feelings he expressed while also identifying and correcting dys-
functional thoughts, including the cognitive distortion that he was placed in 
foster care because of his misbehavior in school. With these lessons learned 
in mind as well as with encouragement and guidance from his therapist, 
Thomas wrote his final chapter:
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I am 11 years old now and I still live with Ms. Bell. I used to be mad at her 
and everyone all the time. I don’t get mad that much anymore. When I get 
mad, I take a few deep breaths and say to myself “Chillax” and it works 
most of the time. I used to think if I could take care of my mom she would 
not do drugs, but now I know kids can’t stop people from doing drugs—
only doctors, therapists, and maybe hospitals can help my mom with this. 
My mom and dad had problems with drugs, anger, and violence. I don’t 
know why they were so angry, but sometimes people don’t know why, 
they just need help to stop fighting. When my father was angry, he hurt 
me and said very mean things to me—probably this was because he was 
on drugs, because other times he was nice. I don’t see my Dad anymore 
because no one knows where he is. I hope he is OK, but I’m glad he can’t 
hurt me or my mom anymore. My mom is working hard to get better and 
she loves me. We don’t want any more violence. Ms. Bell is my mom too 
and I really like Mr. Bell too. I want to be a teacher and a dad like Mr. Bell. 
He doesn’t hit, just says “1, 2, 3” and he tries to make me laugh with his 
funny voices. Maybe I will stay with Ms. Bell and maybe I will not, but 
I will always be in her heart. If you ever have to go to foster care—don’t 
worry it won’t be that bad, especially if you get the Bells.

The therapist prepared Ms. Bell for a conjoint session in which Thomas 
would present his narrative by sharing sections of Thomas’s narrative with 
her as he was developing it. This sharing enhanced Ms. Bell’s compassion 
for Thomas’s circumstances and experiences that were markedly different 
from her own children’s. She reported that this helped her to have greater 
patience and willingness to persevere with Thomas. This seemed to be par-
ticularly important when Thomas’s behavior problems worsened temporar-
ily because of an extinction burst when Ms. Bell was beginning to imple-
ment behavior management (i.e., praise and active ignoring) and Thomas 
was really testing the limits in the Bell home. Toward the end of treatment, 
Thomas spontaneously asked if he could share his entire narrative with 
his foster mom, and Ms. Bell seemed very well prepared emotionally and 
pleased that Thomas was excited to share it with her. In preparing for this 
conjoint session, the therapist encouraged Ms. Bell to practice her active 
listening and praise skills in a role play during an individual parent session 
in which the therapist played the role of Thomas reading the narrative. The 
therapist also explained that Thomas had some questions that he wanted 
to ask her after sharing his narrative, including, “Do you think my dad 
wouldn’t have hit me so much if I had listened better?”; “Will I always get to 
stay with you if I want to?”; “Do you think my dad thinks about me some-
times?” With the help of the therapist, Ms. Bell carefully prepared answers 
to these questions that were honest but also therapeutic for Thomas. Finally, 
during this session, the therapist encouraged Thomas and his foster mom 
to think about how they would like to celebrate their therapy graduation. 
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Ms. Bell expressed that she was pleased that they did not have to continue 
in therapy endlessly, but would really miss the support and guidance she had 
been receiving and hoped she could call from time to time or drop in. The 
therapist encouraged her to call not only for an occasional booster session 
but also with good news about Thomas’s progress as well. This seemed to 
relieve Ms. Bell’s anxiety about termination and allowed her to look for-
ward to and plan an elaborate (i.e., graduation cap, balloons, music, and 
special “Bell classic” double chocolate cake) graduation celebration with 
greater enthusiasm.

conclUsion

As noted earlier, children placed in foster care have high rates of trauma 
exposures and related emotional and behavioral difficulties (Kolko et al., 
2010; Pecora et al., 2003). The escalation of such difficulties often leads 
to placement disruptions that are highly predictive of additional adjust-
ment problems in adolescence and adulthood. Thus, it is imperative that 
foster children receive mental health services that are efficient and effective 
in addressing their unique and individualized needs. This chapter describes 
the implementation of TF-CBT, which has been demonstrated to be effective 
with this population, with special attention to their unique concerns and 
circumstances. In addition, methods for enhancing the active engagement of 
foster parents in treatment are highlighted, along with suggestions and fac-
tors to consider concerning the involvement of biological/adoptive parents 
from whom children were removed. TF-CBT has shown great promise in 
serving the needs of foster children; however, much still needs to be learned 
through collaborative clinical and research efforts to ensure that we are 
optimally caring for the comprehensive needs of these children.
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UniqUe FeatUres oF residential treatment 
that reqUire tF-CBt appliCations

More than 100,000 children1 in the United States currently receive men-
tal health treatment in residential settings. These children (“residents”) 
typically spend from 4 months to 2 years in residential treatment facilities 
(RTF). This chapter focuses on trauma-focused cognitive-behavioral ther-
apy (TF-CBT) applications in RTF, but these applications may also apply 
to children receiving treatment in group homes or long-term inpatient treat-
ment programs.

Two distinguishing features of RTF require unique TF-CBT applica-
tions: (1) The primary reason for RTF placement is to address severe exter-
nalizing behavior problems; and (2) RTF direct care milieu staff members 
are responsible for managing children’s problems in the RTF milieu setting.

RTF settings exist for children with serious externalizing behavior 
problems that have not responded to interventions in less restrictive set-
tings. Although RTF programs are increasingly recognizing that trauma 
contributes to these problems, trauma-focused treatment will likely only 
be viewed positively in RTF to the extent that it contributes to behavioral 

1 Many RTF only serve older youth. Please note that throughout this chapter the terms “child” 
or “children” is used to refer to both children and adolescents.



74 TF-CBT SETTING APPLICATIONS 

improvement, shorter length of stay, or other RTF-relevant outcomes. Thus, 
TF-CBT treatment must not only resolve trauma symptoms but contrib-
ute to resolution of the behavioral problems for which the child was sent 
to RTF. Therapists should clarify for residents, RTF staff, administrators, 
and parents how TF-CBT treatment will contribute to residents’ behavioral 
regulation.

Parental involvement is highly variable for children in RTF. Some have 
intact, supportive families and their parents participate regularly in RTF 
treatment. More often, chaotic family living situations and maladaptive or 
abusive parenting contributed to the children’s need for RTF care. Family 
disruptions also occur during RTF stays, including termination of parental 
rights; parents relocating out of state; caregiver relationships ending, with 
the child losing a long-standing relationship with the parent’s significant 
other; or foster parents terminating fostering during RTF treatment. Any 
of these events may escalate children’s behavioral problems in the milieu. 
Since direct milieu staff members’ task is to manage children’s problems in 
the RTF milieu, these workers must understand how trauma impacts chil-
dren in RTF settings, how to minimize trauma reenactment in the milieu, 
and how to optimally support TF-CBT implementation. In this chapter, we 
focus specifically on direct milieu staff, but similar considerations apply to 
other RTF staff members (e.g., teachers) who have regular interactions with 
children in the RTF milieu.

trauma reenactment

Trauma reenactment frequently occurs in RTF settings. Trauma-informed 
care and TF-CBT aim to prevent trauma reenactment. Trauma reminders or 
triggers (cues that remind a child of one or more past traumatic experiences 
and then re-create negative aspects of the child’s emotional, behavioral, or 
physical responses to the original trauma) are numerous in the RTF setting. 
For example, other children fighting or crying, a parent calling or failing 
to call, or a staff member redirecting a child in a loud voice may serve as 
trauma reminders. Because many children in the RTF milieu have trauma 
histories, multiple children may be “triggered” simultaneously and lead to 
one or more traumatized child losing behavioral and/or emotional control. 
When staff members acknowledge and validate how upset the child is and 
encourage him or her to use TF-CBT coping skills, the child is more likely 
to gain affective and behavioral regulation. However, when staff members 
intervene in a manner that the child perceives as a further trauma reminder 
(e.g., use a loud tone of voice or an intrusive or forceful physical man-
ner), this will likely escalate rather than deescalate the child’s trauma-related 
behavior. This response from staff members may trigger other children in 
the milieu, potentially leading to poor affective and/or behavioral regula-
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tion among several residents or an out-of-control situation in the milieu. 
The following clinical example illustrates a scenario in which direct milieu 
staff members failed to recognize trauma reenactment, with negative conse-
quences for the milieu. Information sheets for direct milieu staff about how 
to support implementation of TF-CBT skills in the RTF milieu are included 
as appendices at the end of this chapter.

Case example

Jared’s mother didn’t call when she promised him she would. Jared got increas-
ingly angry as it became clear that she would not call. He kicked over a chair, 
yelling, “I hate my f---ing mother.” A staff member yelled, “Jared! No swearing 
here! Now pick up that chair!” Two residents said, “Hey, he can be pissed off” 
and “You don’t know what it’s like,” respectively. The staff member who had 
yelled and one other approached the boys, and the staff member who had yelled 
at Jared said in a loud, threatening manner, “You all just lost your levels.” Jared 
picked up the chair and threw it at the staff member. The two staff members then 
put Jared into a therapeutic hold. Two other residents who were watching the 
scene became angry and tried to pull the staff members off of Jared, leading to 
them also being placed in holds. Three additional residents then tried to defend 
those who were being held down. Five residents and Jared were restrained dur-
ing this incident. The staff members present recalled this incident as “bad kids 
acting badly” while all of the residents said that the staff members “disrespected 
us” and “didn’t care how we felt.” Jared later told his therapist that when the 
incident started he was thinking about all the times his mother had abused him 
and let him down. Not calling was “just one more time she screwed with me.” 
Recognizing trauma impact and how to implement TF-CBT coping skills may 
have prevented this scenario from getting out of control.

Direct care staff members are often young, have had little or no profes-
sional education about child psychopathology, and have little prior expe-
rience working with troubled children. These individuals receive annual 
mandated training in techniques for conflict resolution and management of 
problem behaviors, but because they are often spat on, called names, and 
kicked and/or punched by residents, they may take this personally, viewing 
themselves as victims of abuse by the children in the RTF rather than seeing 
these children as reenacting trauma that they themselves have experienced. 
In the absence of a trauma-informed understanding of trauma triggers, trau-
matic reenactment, and specific behavioral training and early-intervention 
practice, direct milieu staff members often experience negative emotions 
toward residents. To their credit, RTF programs are increasingly seeking 
trauma-informed care training for staff. One example is the Sanctuary 
model (www.sanctuaryweb.com), an organizational approach to providing 
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care for traumatized individuals. Using a trauma-informed care model such 
as Sanctuary in conjunction with TF-CBT likely provides an ideal approach 
for traumatized children in RTF settings.

UniqUe tF-CBt assessment 
strategies in rtF

Many RTF programs now include questions about trauma exposure and 
trauma symptoms as part of their formal initial evaluation. However, this is 
not universally the case. RTF programs are required to conduct and docu-
ment intake assessments in order to receive reimbursement and to meet a 
variety of regulations (e.g., state, county, child welfare, juvenile justice). In 
some cases, the assessment may be conducted by a psychiatrist or psycholo-
gist instead of the therapist, and for a variety of reasons the RTF assessment 
protocol may not include a formal assessment of trauma exposure or symp-
toms. In this case, the first challenge may be how to incorporate information 
about trauma exposure and symptoms into the assessment and treatment 
plan. In our experience, most RTF programs want to consider this informa-
tion but do not have a mechanism to include it in the formal assessment 
protocol as a result of lack of resources. In these situations, the therapist 
can clinically interview the child and, if feasible, the parent or caregiver and 
administer the UCLA PTSD Reaction Index (RI), a freely available instru-
ment, to assess the child’s history of trauma exposure and trauma symptoms 
and determine whether the child has experienced trauma and whether this 
is a relevant focus of treatment. This information can then be incorporated 
with the initial evaluation at subsequent team meetings in order to update 
the diagnosis and treatment plan. A therapist who can conduct a trauma-
informed assessment and provide TF-CBT integrated with other appropri-
ate treatment as agreed upon by the treatment team will be a valuable addi-
tion to any RTF program.

Case example

Merle was a 13-year-old admitted to RTF for participating in gang-related vio-
lence. She denied drug or alcohol use and urine toxicology screens were nega-
tive. Soon after admission, Merle was seen by staff apparently responding to 
auditory hallucinations. She initially refused to divulge the content of these 
voices, but eventually stated that they were coming from around the unit and 
the TV, and the voices kept saying that she was bad and should kill herself. She 
was isolative on the milieu and talked to herself. Merle slept less than 2 hours 
each night, and when peers approached her she became violent. Her initial diag-
nosis was schizophrenia, R/O atypical bipolar disorder, and Merle was started 
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on antipsychotic medication. When conducting a thorough trauma assessment, 
her therapist found that Merle had a long history of domestic and community 
violence, had been sexually abused by her stepfather from 3 to 10 years of 
age, and had more recently experienced a series of gang-related rapes. As the 
therapist spoke more with Merle about these experiences, it became clear that 
Merle was intimidated by the older males on the unit, who reminded her of the 
perpetrators of the recent gang rapes. Merle said that she couldn’t sleep because 
she had recurrent fears of being raped in the RTF. The therapist asked whether 
the voices started before or after these rapes. Merle said, “The voices are they all 
who did this to me telling me I’m no good. It’s me saying I deserved what they 
all did to me (i.e., to be raped) so I should just kill myself and leave this life.” 
After more questioning, the therapist clarified that the “voices” were dissocia-
tive and reexperiencing phenomena rather than psychotic symptoms. The thera-
pist explained these symptoms to Merle and changed the diagnosis to PTSD and 
major depression. The antipsychotic medication was discontinued and TF-CBT 
was started, initially focusing on enhancing Merle’s feeling of safety in the RTF 
setting.

The most significant challenge in assessing trauma impact in RTF set-
tings is often determining whether or not children’s severe behavior problems 
are related to past traumatic experiences. Often, children in RTF have long 
histories of multiple traumas and losses—such as placements in and out of 
multiple foster homes; chronic experiences of physical, sexual, or emotional 
abuse; and/or domestic violence—and when a thorough trauma assessment 
is performed, these children and/or their caregivers endorse multiple trauma 
symptoms. The therapist is often able to discern connections between the 
children’s behavioral problems and the past traumas they experienced (e.g., 
sexual offending in a youth who experienced sexual abuse; physical assault-
ive behavior in a youth who experienced physical abuse or witnessed domes-
tic violence), or that the behaviors are sometimes prompted by traumatic 
reminders (e.g., the youth started a fight when called the same name that 
his abusive father used to call him). These connections can be formulated as 
trauma reenactment (American Psychiatric Association, 2000, p. 468), and 
justify the use of TF-CBT for the youth’s severe behavioral problems.

Case example

Carl was a 14-year-old admitted to RTF for gang activity. His gang behav-
ior included violence in school and toward multiple foster parents, bullying at 
school, and property destruction. Carl had a long history of witnessing extreme 
domestic violence, including the murder of his mother by his father, and having 
been bullied by his father and older brothers and at school. His father regularly 
and severely beat his mother and was rumored to have killed a man. Carl’s older 
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brothers were extremely emotionally and possibly physically abusive to Carl; 
the father encouraged this behavior, calling Carl a “sissy” and a “mamma’s 
boy.” When Carl was 9 years old, his mother and he ran away. The father came 
after them and shot the mother dead in front of Carl. The father was jailed, 
and Carl’s oldest brother, because he was an adult, was given custody of Carl, 
and the abuse continued. At 11 years of age, Carl joined a gang “to protect me 
from my brothers.” He ran away again at age 12 and was placed in a series 
of foster homes but was forced to visit with his brother. During the trauma 
assessment, Carl scored 14 (low) on the RI, but the therapist observed that Carl 
was extremely avoidant about talking about trauma experiences or symptoms 
during the clinical interview and she believed that Carl was minimizing these 
symptoms. The therapist began TF-CBT and after three sessions repeated the 
RI. At that time his score on the RI was 45 and he acknowledged severe physical 
abuse by his brothers.

While recognition of the central role of trauma reenactment in severely 
traumatized youth is crucial, it is also important that therapists not auto-
matically attribute all behavior problems to trauma. Some youth only expe-
rienced trauma in the distant past and do not have any apparent trauma 
symptoms other than severe behavior problems, and there is no apparent 
connection between the current behavior problems and the past trauma. 
Unless more information becomes available to suggest trauma etiology, 
therapists should not assume that current behavior problems are related to 
or will be resolved by engaging in trauma narrative and processing work.

Case example

Tom, a 16-year-old living with his single mother and two younger brothers, was 
admitted to RTF specializing in sexual offending after he raped his neighbor. 
He had also raped several other girls (acquaintances), but because of his gang 
activity, they had been afraid to report this. Tom was also displaying threatening 
behavior toward his mother. He had a history of trauma—being in a car acci-
dent as a young child and having witnessed community violence. His score on 
the RI was 13, but his primary trauma symptoms were irritability, gang-related 
hypervigilance, and angry outbursts. The therapist did not believe TF-CBT was 
appropriate.

UniqUe tF-CBt engagement 
strategies in rtF

Engaging the family in TF-CBT while the child is in RTF may require unique 
strategies for several reasons. The child’s severe behavioral problems may 
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have exhausted the parents, leading them to feel both relieved and guilty 
about agreeing to residential placement for the child. The family may not 
understand why trauma should be a treatment focus for severe behaviors; if 
the family is chaotic or a parent experienced and/or perpetrated multigen-
erational trauma, the parent may feel blamed or defensive about the idea of 
trauma-focused treatment (e.g., “I went through this when I was a kid and I 
never acted up like this”). The RTF may be far from the child’s home, mak-
ing it difficult for the family to participate in therapy in person. Engagement 
strategies for these situations are described shortly.

Experiencing a child’s severe behavior problems or having to place a 
child in a residential setting brings parents heartache and feelings of failure 
as parents. Therapists must first communicate that they do not negatively 
judge the parents based on the child’s negative behaviors or the family’s 
history. Providing TF-CBT is based on the premise that past traumatic expe-
riences provide at least a partial explanation for the child’s problematic 
behaviors. This “no shame and no blame” approach can be helpful for par-
ents who feel that they have been ineffective or “bad” parents in not being 
able to control the child’s problematic behaviors.

It is important to validate and acknowledge that the child’s behavior 
has caused the parents significant distress. By relieving the parents’ immedi-
ate burden of managing these behaviors, RTF admission may contribute to 
parental engagement over time. Psychoeducation about trauma impact may 
diminish child blame. Using the analogy of service members with violent 
outbursts after returning from the war in Iraq may be helpful to explain 
the behavioral impact of PTSD to parents who have never heard of this 
trauma manifestation. Pointing out that PTSD is both a response to trauma 
and a brain disorder (i.e., trauma causes biological changes that maintain 
behavioral and emotional changes) may help parents to better understand 
their child’s behaviors. For the parent with a personal trauma history who 
says “I didn’t act up this way,” it may be helpful to first validate his or her 
resilience, drawing the parallel to the fact that most service members do 
not develop PTSD. The therapist can then point out ways in which children 
respond differently to benign experiences such as starting kindergarten (i.e., 
some do well, others have problems).

TF-CBT has been provided via phone to parents that live too far away 
to attend sessions regularly. In addition, newer technology is making it easier 
for RTF programs to engage parents long-distance. For example, Skype and 
similar free downloadable programs allow any family with a home com-
puter to access the RTF therapist at the appointed therapy hour. Therapists 
can now schedule sessions remotely via computer with parents and conduct 
TF-CBT parent sessions in which the therapists can “see” the parent and 
during conjoint sessions the parent and child can “see” each other. Although 
not exactly the same experience as face-to-face therapy, for families who 
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wish to participate in their children’s TF-CBT treatment, this is a feasible 
alternative, and many families are happy to have choices through which to 
learn parenting and other skills during the therapy hour.

UniqUe tF-CBt appliCations in rtF

Unique considerations for applying TF-CBT in RTF settings include when to 
begin TF-CBT; how to combine TF-CBT with other RTF treatment modali-
ties; how to include RTF direct care staff in TF-CBT; and how to optimally 
apply TF-CBT for children and youth in RTF settings.

When to start tF-CBt

TF-CBT is typically started in RTF only after (1) the child has been inte-
grated into and adjusted to the RTF setting (e.g., the child understands the 
milieu’s level system and other basic rules); (2) the therapist or another clini-
cian has completed the assessment and ascertained that trauma is relevant 
to treatment; and (3) stabilization of acute psychosis, suicidality, self-injury, 
or other acute conditions has occurred. In a very short-term RTF program 
(e.g., 4 months), there is often insufficient time to completely stabilize the 
child before starting TF-CBT. In this situation, the pacing of integration, 
assessment, and stabilization occurs much faster than in longer term RTF 
settings. Such programs can be extremely successful at providing TF-CBT if 
trauma treatment is well integrated into the structure of the program and a 
concerted effort is made to involve family members in treatment. For exam-
ple, a 4-month RTF program for severely multiply traumatized Latino teens 
with comorbid substance abuse disorders in Laredo, Texas, has successfully 
implemented TF-CBT with more than 50 youth, who demonstrated signifi-
cant improvement in trauma and substance abuse problems.

integrating tF-CBt with other rtF treatment modalities

Multiple mental health interventions are provided in RTF. Optimal methods 
and timing for integrating TF-CBT with existing RTF interventions are now 
being examined and developed. For example, one method for integrating 
TF-CBT into the RTF milieu or level program (developed and pilot tested 
in collaboration with RTF milieu staff and therapists) is through the use of 
TF-CBT coping cards (Figure 3.1). Staff members receive education about 
TF-CBT skills and how to support their implementation prior to using these 
cards. The therapist completes the coping card with children as they learn 
and practice new TF-CBT skills in treatment, and instructs children to carry 
the card with them wherever they are in the RTF. When a child shows signs 
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of regulation problems, any staff member asks the child for his or her cop-
ing card, identifies a TF-CBT coping skill the child is currently using, and 
encourages the child to use one or more skill. The child then earns points in 
the level system for successfully implementing any skill on the card to regain 
regulation. (The child loses points for not having the card with him or her.) 
This is also a good method by which to emphasize in an ongoing manner 
to residents, staff, parents, and other stakeholders the connection between 
implementing TF-CBT and improving children’s behavioral problems.

Many RTF programs that are implementing TF-CBT already use a 
group trauma format. A typical approach is to delay starting TF-CBT until 
youth complete the trauma group. This decision is based on the premise 
that providing both individual and group trauma-focused treatment concur-
rently is likely to be redundant and also on concerns that youth may become 
overwhelmed by talking so much about trauma issues. These RTF programs 
do not provide evidence-based group trauma treatments but rather a variety 
of different untested approaches, and in our experience youth often continue 
to have high levels of trauma symptoms after the end of trauma groups, 
suggesting that starting with individual TF-CBT may be a more effective 
approach. However, to date RTF programs have not been amenable to start-
ing with individual TF-CBT except for individual residents who missed the 
starting date for group or were deemed inappropriate to join the group.

In contrast, many other RTF interventions are effectively provided 
concurrently with TF-CBT. For example, many programs provide targeted 
treatment for juvenile sexual offenders who also have significant trauma 
symptoms, and some are implementing TF-CBT concurrently with treatment 
for offending behaviors. Therapists in these programs report that providing 
TF-CBT in conjunction with treatment that addresses the sexual offending 
behavior is optimal for these youth because it helps them to understand and 
feel understood regarding the connection between their personal traumatic 
experiences and their subsequent offending.

Name:                     

Relaxation skills (date learned):

Feeling management skills (date learned):

Behavior management skills (date learned):

Thought management skills (date learned):

FigUre 3.1. TF-CBT coping card.
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Case example

John was a 14-year-old adjudicated to RTF as a result of sexual assault of a 
13-year-old cousin during a weekend visit with his aunt and uncle. This was his 
first sexual offense. During the initial assessment, John acknowledged domestic 
violence and “other” traumas but would not disclose what these were. His RI 
score was 58, in the very severe range. He eventually disclosed severe chronic 
sexual abuse by his father and older brothers. His mother witnessed this on 
many occasions but never intervened. John received TF-CBT in conjunction 
with treatment for sexual offending. During the trauma narrative, he said, “The 
worst part of all was that my mother let my dad and brothers do that to me and 
she never lifted a finger to help me. That made me into nothing. I don’t know 
why no one ever loved me in that house.” Through this concurrent treatment, 
John was able to understand his own abuse, feel compassion from his therapist 
and other staff for these painful experiences, and also understand the process 
through which he abused his cousin and take responsibility for this abuse. This 
allowed him to make the connection between his own pain as a victim and what 
his cousin must have felt. He wrote a letter to his aunt, uncle, and cousin telling 
them about his previous abuse and asking them if they could ever understand 
and if there was a way he could somehow make amends.

including direct Care staff in tF-CBt When parents  
are not involved

Although TF-CBT significantly improves symptoms when provided only 
to the children (Deblinger, Lippmann, & Steer, 1996; Weiner, Schneider, 
& Lyons, 2009), additional benefits are derived when a caring adult par-
ticipates in TF-CBT with them. For example, including parents in TF-
CBT significantly improves children’s depression and behavior problems 
(Deblinger et al., 1996), and increased parental support is a strong predictor 
of children’s trauma-related symptoms (Cohen & Mannarino, 1996, 2000). 
Despite efforts to engage parents, about half of the children in RTF do not 
have ongoing parental involvement in treatment. For these children, includ-
ing direct care staff in TF-CBT treatment may be beneficial if both parties 
are agreeable. In situations where there is no parent participating in treat-
ment, the therapist can ask the child whether he or she would like to ask a 
specific milieu staff member to participate. Usually, but not always, in RTF 
programs in which each child is assigned a primary milieu staff member, 
the child will select this individual to participate in treatment. The therapist 
should explain the guidelines for participation to the staff member and the 
child. Specifically, the child and staff member must agree that the worker 
will not break confidences shared during therapy and will still enforce the 
rules in the RTF fairly and impartially. During treatment sessions with the 
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direct care staff member, the therapist works in a somewhat parallel man-
ner as with a parent (i.e., identify the child’s trauma triggers and plan how 
the staff worker might implement TF-CBT skills in the RTF). Direct care 
staff may need extra preparation and support for hearing children’s trauma 
narratives before participating in conjoint sessions because they may not 
have previously heard these in such detail. However, many direct care staff 
report a new level of understanding and compassion for RTF patients after 
participating in TF-CBT treatment.

Case example

Eleven-year-old Michael was admitted for violent acts (bullying, property dam-
age, theft) at school. His foster parents gave notice that they were terminating 
foster care shortly after he came to RTF. He had experienced early exposure to 
domestic violence, severe neglect, physical abuse, and parental substance abuse 
prior to going to live with his great-grandmother at age 6. She became his legal 
guardian and adopted him the following year but 2 years later became too ill 
to care for him. Michael entered a series of foster homes, where he experi-
enced violence and school bullying. His great-grandmother died 2 months ago, 
prompting serious behavior problems. During the trauma assessment, he iden-
tified this death as his worst trauma. He scored in the moderate range (37) 
on the RI but his therapist believed he was minimizing some symptoms. Since 
no caregivers were available to participate and loss was a significant issue for 
Michael, the therapist asked him if he would like one of the direct care staff 
members to participate in treatment with him. Michael chose his primary direct 
care staff member, Joanne, a woman who, like him, was African American. 
Joanne was a little nervous but very pleased that Michael wanted her to do 
this. During the first session with the therapist, she expressed the concern that 
Michael had asked her to participate so that he could “play” her in the RTF. As 
Joanne gained increasing insight about Michael’s trauma history and triggers 
and how to use the TF-CBT skills to help him manage these, she looked back 
on that comment ruefully, saying, “I can’t believe how little I understood him.” 
Over time Joanne came up with her own ideas about how to help Michael in 
the RTF. For example, she became particularly adept at recognizing early signs 
that he was being triggered by other kids or situations and developing inven-
tive techniques to distract him before he lost control. For example, she would 
sing his favorite rap songs to get his attention and then change the words (e.g., 
to “use your skills, baby, start to breathe”). This usually made Michael laugh. 
Joanne was shocked at hearing Michael’s early experiences when the therapist 
read the trauma narrative to her. At first she didn’t think she could do a conjoint 
session because she was “too angry at his parents to even be civil.” She also 
told the therapist that it triggered her own issues of loss (her aunt had cancer 
and was dying). However, she insisted that “if that little boy lived through all 
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this, I can listen to it.” Joanne also talked to other staff members about how 
to recognize when Michael was having trauma reminders and how to help him 
settle himself down. This, in turn, helped Michael feel more supported and safe 
on the milieu. At the end of therapy, Michael thanked Joanne for being there for 
him, telling her she reminded him of his grandma (great-grandmother) because 
he knew “you’re always here for me.” Joanne said that doing TF-CBT with 
Michael “helped me understand what these kids have been through, and how 
to help them better.”

tF-CBt for Youth with extreme Family trauma

Many children in RTF have experienced long histories of extreme family 
trauma, which contributes to serious impairments in establishing trust, 
safety, and/or attachments. RTF staff members frequently express the belief 
that because of their long experience with betrayal from adults such children 
will not be ready to directly address traumatic experiences until they have 
spent considerable time establishing trust with the RTF staff. However, there 
is no evidence to suggest that talking about traumatic experiences impedes 
the development of trust. To the contrary, Sanctuary’s research (www.sanc-
tuaryweb.com) documents that a trauma-informed RTF environment where 
discussion about trauma is actively encouraged enhances the development of 
trust and a sense of safety among children and staff. It stands to reason that 
children whose traumas have included extreme invalidation would benefit 
from direct acknowledgment that their experiences occurred and that their 
thoughts and feelings have a reality basis. This suggests that introducing TF-
CBT early in RTF treatment for such children may be helpful. Because these 
children are also extremely reactive to trauma reminders, and even talking 
about what these reminders are may trigger extreme responses, therapists 
may find it very helpful to decrease these children’s hyperarousal by chang-
ing the order in which they introduce TF-CBT components. For example, 
introducing and helping children master relaxation (without gradual expo-
sure at first) before introducing psychoeducation may be very helpful for 
some children. Once children have mastered relaxation and possibly affec-
tive regulation skills without gradual exposure and are able to “turn down 
the volume” of their anxiety, they may be better able to tolerate discussion 
of trauma topics. Therapists can then revisit these skills components with 
the addition of gradual exposure.

Case example

Jane spent the first 5 years of her life locked in an attic closet by her mother. 
When Jane’s mother was out of the house, her boyfriend would come to the 
closet with a knife and sexually abuse Jane, telling her that if she made a sound 
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he would kill her. When she cried, her mother would burn Jane with a hot iron. 
When she was discovered, at 5 years of age, Jane weighed 20 pounds and was 
covered in feces. She was placed in foster care, where she had severe aggression 
but was relatively stable for 2 years until her foster mother died of a heart attack. 
In her next foster placement, Jane was extremely aggressive and was physically 
abused by the foster mother in an attempt to get her to listen. Jane was then 
placed in a series of foster homes where sexual and physical abuse occurred. At 
11 years of age, her behavior was out of control, leading to RTF placement. On 
admission, Jane endorsed physical abuse and said the worst thing that happened 
was her foster mother dying. She scored 71 on the RI (in the very severe range). 
The therapist and many staff members doubted that TF-CBT was appropriate 
since “her whole life has been trauma.” Jane was aggressive and isolative on 
the milieu. After a month of nondirective therapy, the therapist found that Jane 
liked coming to therapy and decided to try some relaxation to address Jane’s 
agitation and aggression. Jane was able to use relaxation during the therapy 
sessions, but she would not look at the therapist for more than several seconds 
before lowering her gaze. The therapist worked with Jane’s primary milieu staff, 
Carlos, who also tried hard to engage Jane in milieu activities and encouraged 
her to use relaxation strategies on the milieu. Carlos was a muscular man whom 
all the residents looked up to. He dedicated himself to engaging Jane. Despite 
her aggression and persistent isolation, Carlos believed Jane was trying to use 
the relaxation strategies. The therapist noticed after two to three sessions of 
using relaxation that Jane seemed to be a bit more engaged in therapy. She 
decided to start TF-CBT at that point but to do so slowly. The therapist asked 
Jane whether she would like to include one of the direct milieu staff in therapy, 
and Jane chose Carlos. The therapist, Jane, and Carlos agreed that Carlos would 
participate in Jane’s therapy in this way: Jane would decide what she wanted 
to share with Carlos, and the therapist and Jane would then meet with Carlos. 
If Jane gave permission, the therapist could also meet alone with Carlos to talk 
about what Jane was doing in therapy. The therapist started psychoeducation by 
introducing the What Do You Know? game, using only some of the safety cards 
and providing Jane with a piece of candy whenever she answered a question. 
Jane and the therapist talked about safety, and Jane said that she did not feel 
safe before coming to RTF. The therapist said, “It’s hard to feel safe when the 
grownups who are supposed to take care of you don’t keep you safe or even hurt 
you. But you are safe here.” Jane became very anxious at this point but with the 
therapist’s guidance was able to soothe herself using her relaxation skills. Jane 
then picked up one of the safety cards about “not OK” touches. Jane said, “I 
know all about that.” When asked by the therapist what she meant, Jane said, 
“First Leroy (the mother’s boyfriend) hurt me, then my mom burned me. They 
took turns.” Jane briefly described the sexual abuse by her mother’s boyfriend 
and her mother’s physical abuse. The therapist told Jane how brave she was to 
talk about this and reassured her that she was safe in the RTF. The therapist was 
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ready to end the session when Jane asked, “Aren’t we going to tell Carlos?” The 
therapist followed up, asking Jane what she wanted to tell Carlos. Jane said that 
she wanted to tell Carlos about the abuse she had just disclosed to the therapist. 
After listening to Jane’s disclosure, Carlos told her how brave she was and that 
he was really proud of her for sharing this. He also told her that he and the other 
staff would keep her safe in the RTF. Jane continued to make slow but steady 
progress in TF-CBT, including eventually creating a detailed trauma narrative of 
her early trauma experiences and sharing this with Carlos. However, Jane was 
not able to tolerate placement in a foster home (presumably because of her early 
extreme traumatic experiences in nuclear family settings) and was eventually 
placed in a long-term group home setting, where she did very well.

Unpredictable discharges

In RTF discharges may occur unpredictably based on child protection, fam-
ily, and/or insurance decisions, leading to poor or no discharge planning. 
Specific to TF-CBT, the therapist may have no opportunity to end treat-
ment in an optimal fashion or to arrange for treatment transfer. If the child 
is in the middle of the trauma narrative, this would be the least optimal 
circumstance for ending treatment, and in such cases the therapist should 
try to have one to two final sessions in order to bring TF-CBT treatment to 
some sort of closure before the child leaves the RTF program. If this is not 
feasible, the therapist might be able to arrange for these meetings via phone 
or Skype after discharge.

CliniCal Case desCription

Luisa, a 15-year-old Hispanic, was referred to a residential substance abuse 
treatment facility by her probation officer after having spent 2 weeks in a 
juvenile detention center. This latest stay in juvenile detention followed a 
long string of arrests. Adolescents referred by the legal system are typically 
accompanied to the facility by their probation officer rather than a parent; 
however, in this case, Luisa’s mother and father were both present for the 
admission process. During this meeting, her parents informed the therapist 
of Luisa’s legal problems, including running away, truancy, and other sta-
tus offenses that began at the age of 11 and reportedly became an increas-
ing source of concern because of the growing level of risk. They reported 
separate incidents of self-injury that on several occasions resulted in Luisa 
being admitted to psychiatric behavioral centers for evaluation. Now, at the 
age of 15, Luisa’s other high-risk behaviors included inappropriate sexual 
relationships and drug use. Prior to the age of 11, Luisa experienced sev-
eral traumatic events, including exposure to domestic violence throughout 
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her childhood, community violence, and the loss of a close family member. 
After receiving this information, the therapist held an individual session 
with Luisa to introduce integrated substance abuse and trauma treatment. 
Luis identified her index trauma as losing someone who was like a second 
mother to her.

psychoeducation

The average length of stay at the facility is 4 months, during which time 
the residents participate in individual, group, and family sessions. The first 
month of treatment focused on providing Luisa with psychoeducation on 
substance abuse and trauma, with each topic addressed in relation to the 
other. The therapist conducted group sessions that fostered a general under-
standing of trauma and substance abuse among Luisa and her peers. Group 
sessions also enabled the residents to share how they used drugs to manage 
distressing emotional states. Luisa adapted well to these sessions, talking 
openly about feelings of anger and sharing her understanding of how trau-
matic experiences might be influencing her current difficulties. In a later 
session, Luisa reported to the group that the discussions made her “feel 
understood and not crazy.”

Individual sessions began with providing psychoeducation about Luisa’s 
grief symptoms and trauma reminders. Luisa described that she had coped 
with grief by using Rohypnol to erase feelings of sadness and by becom-
ing aggressive with family when she didn’t have the drug. When arguments 
arose, feelings related to the loss of her family member intensified, and she 
would seek an escape through drug use. The therapist helped Luisa under-
stand these behaviors as responses to trauma reminders. Withdrawal symp-
toms from Rohypnol and other drugs were identified, and relaxation skills 
were taught and incorporated as alternative ways of coping with trauma 
reminders. Reemergence of trauma symptoms and how to cope with these 
more positively was also discussed as a part of her recovery. This not only 
permitted Luisa to understand emotional dysregulation as a consequence of 
drug abuse but also opened up the need to address underlying trauma issues.

parenting skills

Parent sessions were conducted over the phone when the caregivers were 
unable to travel to the facility from their home out of town. During the 
initial calls, the therapist collected a great deal of information in the form of 
behavior analyses closely reviewing the severe parent–child conflicts expe-
rienced prior to Luisa’s admittance to the RTF. Educating Luisa’s parents 
about posttraumatic reactions was a new consideration for them because, 
until then, problematic behaviors had been attributed to Luisa’s coexisting 
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attention-deficit/hyperactivity disorder diagnosis and her seemingly chronic 
negative attitude. Familiarizing the parents with common trauma reactions 
was critical to enhancing their understanding of factors that may have con-
tributed to Luisa’s drug use and problematic behaviors. For example, her 
mother reported frequently reaching levels of frustration that led to scream-
ing as a form of discipline. With a new appreciation for how screaming 
not only triggered trauma memories but also inadvertently reinforced the 
very behavior her mother was scolding, both parents were educated about 
how important their attention could be in influencing Luisa’s behavior. The 
potential for parent–child conflicts was limited to weekend visits at the facil-
ity. Still, the parents were encouraged to plan their time with Luisa carefully 
to create structure and rituals that would be comforting, while also using 
praise and differential attention to focus on reinforcing Luisa’s strengths 
and progress in the program. In collaboration with Luisa and therapist, 
specific rules of “no fighting” and “no foul language” were presented as 
a way of keeping order in the facility, and the facility consequences for 
breaking those rules even during parent–child visits were agreed upon. The 
therapist worked with all family members, encouraging them to practice 
keeping their voices down and addressing each other in a respectful manner. 
“I” statements were extremely effective in breaking communication barri-
ers and creating an understanding of each other’s concerns for safety. The 
parents also worked diligently to identify emotional cues in Luisa in an 
attempt to be more sensitive to her stress level and to trauma reminders. 
This consisted of allowing her “chill-outs” to collect herself, speaking in a 
calm tone, making encouraging statements in the form of praise for adaptive 
behaviors, and recognizing their own yelling as a trauma trigger for Luisa. 
The therapist highlighted Luisa’s behavioral progress for the parents during 
all phone and in-person contacts. Luisa’s improvements were attributed to 
consistent rule implementation throughout weekly interactions with staff 
and peers and to her hard work in facing and processing the traumatic loss 
of a family member as well as other trauma exposures she experienced at 
home and in the community. Luisa’s parents were consistently encouraged 
to support Luisa’s behavioral and emotional recovery by acknowledging her 
progress and hard work in participating in the RTF and therapy activities.

relaxation and stress management

Relaxation techniques were successfully mastered in individual and group 
sessions. Morning yoga workouts, progressive muscle relaxation sessions, 
and art classes were weekly occurrences. A milieu staff member provided art 
lessons as a way to promote personal expression through a healthy medium. 
Luisa was able to ease her anxiety through physical activity while express-
ing her feelings through artwork. She reported feeling good about having 
something she could practice with others that wouldn’t cause problems. 
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Breathing techniques were encouraged during individual sessions to calm 
her through a surge of negative emotion. This was an essential component 
for the management of unhealthy behaviors that could impede her treat-
ment progress.

affective expression and modulation skills

During initial sessions an emotional struggle became apparent when Luisa 
continually shifted from crying to verbal aggressiveness. The therapist 
focused on keeping her in session despite the volatile nature of her words by 
acknowledging basic underlying feelings of grief. She would state that “all 
life had to offer was a puke-filled world.” Such comments were considered 
as indicators of distress more than mere gross opposition. The therapist 
responded supportively to her tears, helping her to accept that crying could 
be healthy and a sign not of weakness but of strength, in terms acknowl-
edging and facing painful experiences. Over time Luisa was encouraged to 
verbally share her distress in words, poetry, and artwork, and the therapist 
praised her for expressing herself without resorting to harmful behaviors.

Luisa continued to share her thoughts through disturbing imagery for 
several sessions. At times she would express to the counselor an emotional 
state through the description of what she would do to the person she was 
talking about. For example, if the client was talking about how her mother 
angered her by not taking her to visit her loved one’s grave, she would 
describe how much physical pain her mother would feel as a consequence. 
Her mother would reportedly have Luisa’s “blood on her hands,” then 
realizing how she’d wronged Luisa. The therapist introduced affect expres-
sion cards to assist Luisa in identifying her dominant feeling by selecting 
the appropriate card. Gradually, she explored feelings elicited by general 
stressors as well as trauma reminders, including those that reminded of her 
deceased family member. The identification of positive and negative feelings 
associated with the lost loved one was an important part of therapy. Luisa 
was then able to remember positive characteristics of that person and the 
influence on her personality, thus providing her with a sense of connected-
ness. Often, the therapist encouraged Luisa to end such sessions with a self-
soothing activity associated with remembering her loved one.

Cognitive Coping skills

Luisa displayed unhealthy and volatile communication with her mother and 
father in the early stages of TF-CBT that indicated a need for significant 
work in developing cognitive coping skills. When her parents were unable 
to visit, Luisa expressed maladaptive beliefs that her parents were abandon-
ing her. Through cognitive coping exercises, Luisa began to understand how 
her thoughts about her parents were influencing her feelings and behaviors 
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toward them. Fortunately, Luisa and her parents began to practice com-
munication skills during the substance abuse family groups that were held 
every Saturday. Adherence to the rules of the facility also helped with timely 
completion of treatment. Luisa initially had trouble complying with rules as 
a result of disobedience at home. By monitoring her daily interactions, the 
therapist was able to have Luisa process behaviors in relation to her feelings 
and later her underlying thoughts. This was facilitated by trauma-informed 
milieu staff who provided the consistency necessary for Luisa to develop 
healthy cognitive coping skills. The therapist helped Luisa identify several 
unhelpful coping styles, including (1) generalization, (2) jumping to conclu-
sions, and (3) all-or-nothing thinking. The therapist explored the accusation 
of abandonment with her parents in terms of “all-or-nothing” thinking, for 
example, “If my parents don’t do exactly what I expect, they don’t love me 
at all and are abandoning me.” Luisa was able to come to a more nuanced 
position regarding her parents’ decision to place her in RTF, and in fact 
agreed that they may have done this for her benefit (because they love her). 
Although frustrated by her reactions toward them, the parents were able to 
be more patient by realizing that Luisa was no longer engaging in any self-
injurious behavior.

Over time, family visits improved through the application of relaxation, 
affective modulation, and cognitive coping techniques. Reviewing past expe-
riences with stressors was the start of managing unhealthy thought processes 
and behaviors. Similarly, daily interactions with peers and staff became an 
opportunity for practicing cognitive coping. Luisa at first described it as 
“seeing the future and keeping upsetting things from taking over.” This task 
proved difficult at first because of her aggressive forms of expression; how-
ever, the implementation of relaxation and coping skills provided reinforce-
ment to continue not to jump to conclusions about what her peers thought 
of her, but rather to explore the possibility that they were responding to her 
own behaviors to them. As Luisa used cognitive coping more, she noticed 
improved interactions with peers in the RTF and her aggressive behaviors 
decreased. Luisa noticed positive results through improved interaction with 
her parents and peers, problems that she once considered significant stres-
sors. Client and parent sessions took place during the time that Luisa began 
to focus on her trauma narrative. A goal for each meeting was set to pre-
serve a healthy understanding of her trauma-related issues.

trauma narrative

Luisa took a creative approach to developing her trauma narrative. Writ-
ten in a mix of English and Spanish, she chose to write about her deceased 
loved ones in prose with accompanying drawings. The imagery she used 
aptly described her emotional states and associated thoughts about her mul-
tiple losses. Bound together like a book, the prose reflected her life changes 
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through several specific traumatic experiences, including thoughts, feelings, 
body experiences, and how her behaviors and interactions with family and 
peers were affected as a result of each of these traumas.

The therapist spoke with Luisa’s parents throughout the development 
of the trauma narrative. Concerns over her choice of words were normalized 
as a part of trauma and grieving. Accepting Luisa’s appropriate expression 
of negative emotions (“feeling bad”) was imperative for her parents to be 
able to support for full therapeutic benefits to occur. Her parents struggled 
with this as they still feared that these feelings would lead to self-injury; 
however, Luisa was able to reassure her parents that talking about these feel-
ings openly was the best way to prevent such behaviors. The final chapter 
was more optimistic about her outlook on coping with the loss of her family 
members and other traumatic experiences. This demonstrated Luisa’s capac-
ity to cope with intense feelings of trauma and grief within the context of 
a supportive relationship and with the growing support she felt from her 
parents.

Luisa’s progress in treatment resulted in her being allowed three sepa-
rate visits home. The therapist would follow up after each visit in an attempt 
to assess potential risk factors. The parents reported some struggles with 
implementing house rules, yet noted significant improvement in Luisa’s 
impulse control and their overall interactions with her. Luisa agreed, stating 
that she “is trying to make better decisions but it won’t happen overnight.” 
Luisa was also able to begin to acknowledge her parents’ ongoing efforts to 
help her despite their own struggles and learned to express her appreciation 
to them as well through words of praise. Drug-related triggers were report-
edly manageable for Luisa since she had decided to comply with probation 
for her well-being.

enhancing safety

Throughout treatment, residents keep a daily journal. Two weeks prior to 
graduation, the therapist and Luisa processed her efforts using the journal 
along with her trauma narrative. She was able to identify the develop-
ment of safer modes of coping within her own writing. She remembered 
what she was feeling during each entry, speaking of it as a past form of 
expression. The therapist informed her that upon returning home these 
feelings had the potential to arise with the same intensity. Safety planning 
then became the primary focus of finalizing therapy. Luisa’s safety plan 
included how to safely cope with future social stressors, accessibility to 
drugs, and emotional triggers. Luisa’s parents were involved in her safety 
plan to help her implement coping skills. Upon her discharge from treat-
ment, outpatient services were arranged for continued support her in sub-
stance abuse recovery. Luisa’s safety plan included family and community 
support resources.
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treatment progress

Luisa spent a total of 3 months at the facility. During this time, she expe-
rienced increased self-awareness in terms of personal safety by identify-
ing emotional triggers related to her trauma. This helped transformed her 
communication style from verbal aggression to one of healthy expres-
sion. Her parents also displayed progress by becoming more sensitive to 
Luisa’s trauma triggers and using improved parenting and communica-
tion skills learned throughout treatment. Her parents were also far more 
inclined than previously to be an active part of Luisa’s substance abuse 
recovery process. Overall, the integration of substance abuse treatment 
and TF-CBT enabled Luisa to successfully address the two major issues 
of distress in her life in a trauma-informed manner and with a highly 
positive outcome.

ConClUsion

While youth in RTF settings have very high rates of trauma exposure, only 
recently have treatment providers in these settings recognized the poten-
tial influence of trauma on the development and escalation of behavioral, 
emotional, and substance difficulties among RTF clients. Surprisingly, many 
youngsters who have had numerous outpatient and inpatient experiences 
report TF-CBT as the first therapy experience during which childhood trau-
mas were acknowledged and directly and openly discussed. Despite their 
seeming fragility, many youth in RTF respond positively to addressing trau-
matic childhood experiences with the objective of helping them understand 
the relationship of these experiences to current difficulties, processing dis-
tressing trauma-related thoughts and feelings, and developing coping skills 
to manage everyday stressors as well as trauma reminders. Ideally, TF-CBT 
not only should be offered in the RTF setting but should continue at least 
briefly in aftercare, particularly if caregivers were not able to actively par-
ticipate with the youth during their RTF stay. The case examples presented 
here highlight both the challenges and the extraordinary benefits of offering 
TF-CBT in RTF settings.
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Appendix 3.1. TF-CBT TrAumA 
psyChoeduCATion For rTF milieu sTAFF

                  TTFF--CCBBTT TTrraauummaa PPssyycchhooeedduuccaattiioonn ffoorr RRTTFF MMiilliieeuu SSttaaffff

TF-CBT Psychoeducation helps children understand the impact that past traumatic experiences have 
on them in the present. You can support TF-CBT psychoeducation by recognizing when trauma 
reminders occur, understanding connections between trauma reminders and behavior problems, and 
preventing trauma reenactment. 

When children like Ramon have experienced severe early traumas, they often reenact those traumas 
in new situations and relationships. These episodes are frequently spawned by children coming into 
contact with a Trauma Reminder. Trauma reminders are things, places, situations, people, words, 
sounds, smells or other cues that remind children of their past traumatic experiences. 

Trauma reminders can be internal to the child. For example:

• the child’s thoughts
• the child’s memories
• the child’s feelings
• the child’s behaviors
• the child’s own body or body parts
• physical sensations or anything else internal to the child

Trauma reminders can also be external to the child. For example:

• another person
• a place
• a situation
• a smell 
• a certain type of food
• a song 
• a word 
• a color 
• a time of day 
• a physical characteristic, mannerism, or behavior of another person
• anything else external to the child that reminds the child of the traumas experienced

Trauma reminders provide an important link between past trauma and current behavior problems. 
Understanding the impact of trauma reminders and preventing trauma reenactment will allow you to 
help children to learn new ways to cope and to move forward.

Residential Treatment  
Facility Series 

Ramon was physically and emotionally abused by his father, witnessed domestic violence, and has a 
severe learning disability. He is in RTF due to physical aggression.  Ramon gets into fights every 
day before school, which he refuses to attend. One of the other kids will call him “stupid,” prompting 
Ramon to become aggressive, requiring you to physically intervene.  This enrages Ramon, and he 
screams, “I’ll kill you, get away from me!” One time you get so frustrated that you yell, “Cut the 
crap, Ramon!”

Children work with their TF-CBT therapist to identify their personal trauma reminders. Therapists 
may write a child’s trauma reminders on a PRACTICE Coping Card, which the child will carry on 
the unit. However, in the moment the children may not understand or forget that they are dealing with 
a trauma reminder. You can help children by being familiar with their trauma reminders, helping 
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(continued)

them appropriately manage them when they are encountered and, therefore, reduce trauma 
reenactments in the milieu.

Working with his therapist, Ramon identified the following as trauma reminders:

• being called names
• being held down
• being hit
• going to school

Now it is easier for you to understand Ramon’s behavior as trauma reenactment. You thought he 
was being non-compliant in refusing to go to school, but the thought of going to school is really
scary to Ramon. The other kids taunting him served as a second trauma reminder of his father’s past 
emotional abuse, and triggered his past fear of being beaten up. He began to reenact his past 
trauma by acting in the way most likely to prompt the abusive adult behavior he has come to 
expect. You and other staff members unknowingly fulfilled these expectations by holding him 
down and yelling at him. You feel awful about this, but how could you know that this was trauma 
reenactment rather than bad behavior?

You can’t always know every trauma reminder for every child. However, you can be calm, fair, and 
firm, to ensure that all children are treated with respect, and to implement the rules consistently. If 
you are aware of each child’s trauma reminders, you will be in a good position to recognize
and prevent trauma reenactment.
Here are some clues that trauma reenactment is occurring:

• Child’s emotional response is extreme for the situation, e.g., a minor situation triggers 
extreme rage.  

• Child’s behavioral response is extreme for the situation, e.g., a minor disagreement prompts 
an immediate violent reaction.

• Child seems “out of it,” unresponsive, or dissociative.
• Child seems to be responding to someone other than the person present, e.g., yelling “I’ll kill 

you” did not seem directed at you in the above example.
• Child is engaging in “strange” behavior, things that don’t seem to make sense under 

“normal” circumstances.

Once you understand trauma reminders and can connect these to behavior problems, you are in a 
better position to intervene and prevent trauma reenactment. 

For example, now that you and Ramon’s therapist have identified his trauma reminders, how can 
you help him prevent trauma reenactment every morning before school?

Idea #1 -- Change the routine.
Together, his therapist, you, Ramon and the teacher need to replace his current negative routine (get 
ready for school, refuse to go, get teased, get into a fight, get restrained) with a positive one.  The 
routine can include elements such as some 1:1 time with staff he likes, acknowledgement and
labeling by him of his feelings, use of his PRACTICE Coping Card strategies, and a special activity 
with the teacher when he arrives at school. These activities will make going to school more 
enjoyable or at least less upsetting, less of a trauma reminder. Changing his morning routine will 

When Ramon was living at home he was afraid to go to school because every day after school his 
father would call him a “retard”. When his mother intervened, his father beat her, then would sit 
on Ramon and punch him and make Ramon say, “I’m a piece of crap”.



96 TF-CBT SETTING APPLICATIONS 

likely take some time to accomplish, and will require a team effort until it becomes established, so 
be persistent.

Idea #2 – Change peer interaction.
Be on the lookout for peers who tease Ramon at breakfast or anytime before school. This behavior 
should not be acceptable at any time, but knowing that this is a trauma reminder, it should be 
followed immediately by consequences so that Ramon does not feel threatened or left to deal with it 
alone. 

Idea #3 – Reinforce positive coping strategies.
Help Ramon recognize when he copes positively with trauma reminders. For example, if he is able 
to restrain himself from fighting when you give consequences to a peer who teases him, use this 
episode as an opportunity not only to praise his control, but also to educate him that trauma 
reminders are likely to occur in unexpected places, and he gets to be in charge of how he responds 
to trauma reminders, rather than trauma reminders controlling him. 

Information about additional TF-CBT PRACTICE skills will also be helpful in supporting children 
to master trauma reminders and avoid traumatic reenactment.

©2010 Judth A. Cohen and Anthony P. Mannarino. All rights reserved.  
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Appendix 3.2. TF-CBT relAxATion skills 
For rTF milieu sTAFF

(continued)

TTFF--CCBBTT RReellaaxxaattiioonn SSkkiillllss ffoorr RRTTFF MMiilliieeuu SSttaaffff

TF-CBT Relaxation Skills help children “turn down the volume” of physical hyperarousal due to 
trauma. Common relaxation skills are listed below, but often TF-CBT therapists and children create 
individualized relaxation strategies for specific settings. You can support children in using these 
strategies in RTF settings by encouraging children to use relaxation skills before hyperarousal gets 
out of control. 

Tracy was physically and sexually abused and neglected during early childhood. Tracy’s mother 
was a drug addict and often absent.  At 6 years old Tracy came to school with bruises and was 
placed in a series of foster homes where she experienced sexual abuse by older foster siblings. 
Tracy is in the RTF due to aggressive and self-injurious behavior. She is extremely jumpy, irritable, 
can’t sleep and has angry outbursts towards males.

Chronically traumatized children like Tracy are like war veterans. Visible wounds include physical 
injuries and emotional or behavioral problems. Trauma also causes less visible wounds to
children’s brains and bodies. These may include:

• Elevated heart rate and blood pressure

• Smaller brain volumes

• Impaired immune functioning and increased physical illness

• Trouble sleeping

• Increased startle response

• Increased irritability and anger

• Impaired ability to distinguish between danger and safety

• Inability of brain to extinguish learned fear responses

• Dysregulated biological response to stress and trauma

Their bodies and brains remain “on alert”. 

“Every night when I got ready to go to bed, I never knew whether this was a safe night or a bad 
one. If it was a bad night, my father would be coming in to hurt me. If I cried he’d put his hand 
over my mouth and nose until I couldn’t breathe. The worst feeling was not being able to breathe 
when he’s tearing me up inside down there. I thought I was going to die. I couldn’t get any breath. I
still feel that way. Every night when I go to sleep it comes back on me. I thought foster care would 
be better but I was never safe.” 

Tracy’s body reacts pretty much the same whether she is scared or angry—she becomes short of 
breath, her heart is pounding, her gut shuts down, and her muscles tense. She is ready to fight. To 
you she looks aggressive, but inside she is a scared kid. How can you help her calm the storm inside 
her body?
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Even when they are safe, traumatized children like Tracy function as if they are still in danger. 
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Supporting TF-CBT Relaxation Skills
Some common TF-CBT relaxation skills that therapists will work with you to support children in 
using include the following:

• Focused (yoga) breathing

• Progressive muscle relaxation

• Visualization (“perfect day”, ocean, sky, cloud, butterfly, etc.)

• Music

• Dance

• Going to room to relax or calm down

• Talking to you or another staff person

• Drawing, journaling, reading

• Going outside for a walk

• Nature

• Sports

• Blowing bubbles (younger children)
TF-CBT relaxation skills are individualized to meet the needs of each child. Therapists work with 
each child to identify what relaxation strategies work best in different situations. The child’s 
therapist will communicate with you to keep you up to date about this as strategies change during 
therapy. This may be through writing the child’s relaxation strategies on the child’s PRACTICE 
Coping Card; through regular unit meetings; or other systematic ways of communicating with you. 

Ask the child, “What relaxation skills are you using to cope with stress?” If the child says he or she 
is not using any or the child doesn’t know what you are talking about, ask to see the child’s 
PRACTICE Coping Card. If no relaxation skills are on the card, you might suggest that the child 
use one of the strategies in the list above in the moment. Check in with the child’s therapist to let 

If specific relaxation strategies are marked on the child’s PRACTICE card, encourage the child to 
use these skills. If you aren’t familiar with the particular skill on the card, ask the child to show the
skill to you. This approach is a great way for the child to show you that they have special 
“expertise” in something, to potentially share this skill with you, and for you to praise them for 
remembering, demonstrating, and using it. Providing positive feedback (e.g., “Wow, I never saw 
that before.  That’s a great idea. I’m going to try that myself when I’m stressed out”) is a great way 

You also can model appropriate relaxation skills by staying calm and “keeping your cool” in the 
milieu setting, even when things get stressful. When you model “walking the walk”, children may 
ask you how you manage to stay so relaxed and easy-going under pressure. Then you can share 
some of your personal favorite stress reduction strategies with them. 

©2010 Judth A. Cohen, Anthony P. Mannarino and Allegheny General Hospital. All rights reserved.  

him or her know how this strategy worked and whether other relaxation skills should be added to the 
child’s PRACTICE Coping Card.

to show appreciation for the child’s special knowledge and skill and reinforce the use of effective 
strategies in daily life.
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Appendix 3.3. TF-CBT AFFeCT regulATion 
skills For rTF milieu sTAFF

(continued)

TTFF--CCBBTT AAffffeecctt RReegguullaattiioonn SSkkiillllss ffoorr RRTTFF MMiilliieeuu SSttaaffff

TF-CBT Affect (feeling) Regulation Skills help children recognize and talk about their upsetting 
feelings rather than showing these feelings through problematic behaviors. Often therapists and 
children create individualized affect regulation skills during TF-CBT treatment. In the moment, it 
may be especially helpful to validate, acknowledge and inquire about the child’s feelings as 
described below. 

At 5 years old Anthony witnessed his father’s death from community violence. Two older brothers 
died in gang-related shootings. Last year his sister was raped. Anthony was sent to the RTF after 
stabbing one of the brothers of his sister’s rapist.    
Many children in RTF settings have experienced repeated traumas like Anthony. These children 
often have severe difficulty with emotional and behavioral regulation. That is, they cannot 
appropriately manage their feelings and related behaviors. When something reminds traumatized 
children of their past traumatic experiences — a trauma reminder — they often decompensate. 
The process that typically occurs is that a trauma reminder causes significant negative feelings, 
which lead to acutely agitated, dissociative, self-injurious, disorganized, aggressive and/or 
destructive behaviors. However, this process may occur very quickly with seemingly little warning 
between the reminder and the behavior. This diagram illustrates the process:

Trauma reminder               Negative feeling               Negative behavior

Anthony overheard two boys talking while watching TV, shouting to the TV character, “Kill him!”  
Anthony became enraged, and with narrowed eyes and clenched fists, stomped over and started 
punching the boys. 
Your goal is to prevent children’s negative feelings from progressing to negative behaviors, that is, 
to interrupt this progression as early as possible in the process. It is helpful to:

• Recognize and intervene when trauma reminders occur in the milieu (e.g., when Anthony’s 
peers said “Kill him!”)

• Recognize early signals of emotional distress or dysregulation (e.g., Anthony’s narrowed 
eyes and clenched fists)

• Help children recognize their distressing feelings (e.g., Anthony’s anger, grief)

• Help children use affect regulation skills to “turn down the volume”  of distress before it 
leads to out-of-control behavior (use TF-CBT skills described below)

Recognizing early warning signals of distress
The higher a child’s emotional response, the more out of control their behavior usually is and the 
less able they are to listen, reason, think clearly, or use coping skills. When rating behavior 
problems on a scale of 1-10, with 1 = perfect behavior control and 10 = behavior totally out of
control, interventions are more effective when children’s emotional and behavior responses are at 4-
5, not at 8-9. Using the analogy of traffic signals, green (1-3) is “safe”; yellow (4-7) is “warning—
slow down” and red (8-10) is “danger—STOP!”. You need to put on the brakes when problems are 
in the yellow zone. By the time they are in the “red” zone it is too late. 

Residential Treatment  
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1            2             3              4 5 6            7           8           9          10

Good control                          Losing control                        Lost control

Some things to look for in trying to detect early warning signs are:

• Trauma reminders that may set off the above process

• Changes in facial expression or body language suggesting increased distress

• Changes in verbal expression suggesting distress: increased volume, change in tone, 
increased irritability, escalation of arguing, etc.

• Changes in physical agitation level, e.g., increased shaking of extremities, fidgeting, pacing, 
tapping feet or fingers, etc.

• Angry face, clenched lips or fists, muttering, narrowed or rolling eyes

• Requests or demands for staff attention, stomping away when requests are not granted

• Increase in silent, withdrawn, moody behavior, seeming more “out of it”, talking to self, 
seeming more confused, dissociative or psychotic than previously

You may be thinking, “This describes every child in RTF. What am I supposed to do, pay attention 
to every early warning sign in every child?” You can’t be perfect at recognizing early warning 
signs of emotional or behavioral regulation problems. However waiting to intervene until severe 
problems occur is “the squeaky wheel gets the grease” model.  That is, the children with the most 
severe problems get the most staff attention. Since staff attention, even negative attention, is often 
reinforcing for children, this approach will result in children developing more, not less, severe 
behavior problems. The RTF will become crisis-driven rather than focused on developing children’s 
coping skills. 

The goal is to interrupt the process early, in the green or early yellow periods, when interventions 
will be most effective.  When you instead focus on identifying problems at a lower level of 
intensity, children learn to use coping skills earlier in the process. The milieu will become skills-
focused, not crisis-driven. Over time, children will have less severe behavior problems. Everyone in 
the RTF milieu benefits from this approach—children, families, administration, and you, the front 
line milieu staff. 

Interrupting escalation using TF-CBT feeling identification skills
Imagine you see the early warning signs of Anthony’s distress in the above example (i.e., his 
clenched fists and angry face) before he stomped over to the boys watching TV and started 
punching them.  How could you interrupt this process? Here are some ideas:

• Acknowledge and inquire. Ask the child about the feelings you are observing. “Anthony, 
you look really mad. What’s going on?” Anthony will hopefully respond to your 
acknowledgement with a response that shows just how angry he is. This response is exactly 
what you hope for, a verbal response instead of angry behavior. He may say something like, 
“F—king right, I’m mad. My brothers are dead. They f—ked with my family. How the f—k
do you think I feel?”

Green RedYellow
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•

• If the child denies the feeling, ask what he is feeling. If instead of describing their 
feelings, the child denies a feeling such as, “I’m not mad, leave me alone”, reflect what you 
see, as if you were holding up a mirror: “I only asked that because your fists are clenched 
and your face looked angry.  I guess I’m way off base. What are you feeling?”

Using TF-CBT affective modulation skills to “turn down the volume”
Once children have acknowledged feelings you have already started to defuse the situation. 
However, it is still not a “done deal” that the child won’t escalate to out of control behavior. At this 
point it is crucial to help children use affective modulation skills to “turn down the volume” to 
prevent further escalation. At this point you can:

• Model affective modulation skills. Continue to keep your voice calm. Speak slowly and 
softly even if the child is yelling. Raising your voice to match his volume will not help the 
child to calm down. Raising your voice will only make him angrier and escalate the 
situation. Do not reprimand him for swearing. This is the time to model affective regulation, 
not to establish your authority. 

• Offer options for affective modulation. Offer the child options for affective modulation, 
for example, offer distraction options such as asking if he would like to play a game with 
you, go to a quiet place and talk with you, take a walk, or whether there is another affective 
modulation skill on his PRACTICE Coping Card he would like to use. Your knowledge of 
the particular child, his interests and mood, and your intuitive judgment of what will work 
best to defuse a given situation is critical to success in the moment.

• Offer praise for not escalating. Once the child is able to respond to you calmly, praise him 
for successfully avoiding further escalation: “Anthony, you’ve done a great job of keeping 
your cool even though you’re really angry. That’s hard to do and I hope you’re really proud 
of this.”

©2010 Judth A. Cohen and Anthony P. Mannarino. All rights reserved.

Validate the feeling. Tell the child you understand why he is feeling the way he is and what 
he believes is going on: “Of course you’re angry. You’re thinking about your brothers and 
how they died. You’re right, I’d be mad too if that had happened to my family.”
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Appendix 3.4. TF-CBT CogniTive Coping 
skills For rTF milieu sTAFF

                  TTFF--CCBBTT CCooggnniittiivvee CCooppiinngg SSkkiillllss ffoorr RRTTFF MMiilliieeuu SSttaaffff

TF-CBT Cognitive Coping Skills help children understand connections between maladaptive 
thoughts and negative feelings and behaviors. By helping children to examine and change unhelpful 
or inaccurate thinking patterns, children learn to modify their negative feelings and behaviors.

TF-CBT therapists work with children to examine such thoughts and replace them with more
accurate and helpful thoughts, and how this might affect their feelings and behaviors. The idea is 
that less upsetting thoughts lead to less upsetting feelings, which prevent negative behaviors. The 
connections between thoughts, feelings, and behaviors are usually shown as a triangle, but they can 
just as accurately be shown this way:

More accurate/helpful thoughts            Less negative feelings         Less negative behaviors

• A more accurate thought for Anthony might be, “Even the EMT and the doctors couldn’t 
save my father’s life. I wish I could have done something to save him, but I was only 5 years 
old. It was really painful to see him die.” 

• A more helpful thought might be, “Most guys do not rape girls.”

Therapists will work closely with you to keep you informed of each child’s cognitions and how they 
are addressing them in therapy. This information will help you to reinforce more adaptive cognitive 
coping by the child in daily life situations.

Often kids in a RTF have negative thoughts about non-trauma-related things as well. For example, 
they may assume that other kids are laughing at them, that their peers don’t like them, or that staff is 
angry at them. Instead of doing a “fact check” (e.g., asking the kids why they are laughing, asking 
the peer if there is a problem, or asking the staff member if they have done something wrong), kids 
will typically get angry, isolate, explode, or withdraw without bothering to see whether their 
assumptions are accurate. You can help children in the milieu examine these negative cognitions by 
checking with children when you see this sort of situation happen and helping them to check out the 
facts and examine the evidence rather than jumping to conclusions. 

When kids learn to have more accurate and helpful thoughts about non-trauma-related issues, this
practice will help them to “turn down the volume” of their negative feelings, which in turn will 
decrease their negative feelings. 

©2010 Judth A. Cohen and Anthony P. Mannarino. All rights reserved.  
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Maladaptive thoughts may be factually inaccurate. For example, Anthony from the Affect Regu-
lation Skills handout may think, “I should have been able to save my father’s life.” Maladaptive  
thoughts may also be somewhat accurate, but unhelpful.  For example, Anthony may think, “You 
can never tell who belongs to the gang that raped my sister.” Either one of these thoughts may 
contribute to negative emotions, increased physiological arousal, and to Anthony quickly going 
from zero to ten in behavior problems when triggered by a reminder of gang behavior. 
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Overview Of Tf-CBT Play 
aPPliCaTiOns and skills COmPOnenTs

Play is as natural to children as breathing. It is intrinsically motivating, an 
end in itself, transcending differences in ethnicity, language and culture, and 
it is associated with positive emotions (Drewes, 2005, 2006, 2009; Lidz, 
2006; Tharinger, Christopher, & Matson, 2011). Play is perhaps the most 
developmentally appropriate and powerful medium for young children to 
build adult–child relationships, develop cause–effect thinking critical to 
impulse control, process stressful experiences, and learn social skills (Asso-
ciation for Play Therapy, 2011; Chaloner, 2001).

Play not only is essential for promoting normal child development 
but has many therapeutic powers as well (Russ & Niec, 2011; Schaefer & 
Drewes, 2009). Empirical literature (Reddy et al., 2005; Russ, 2004; Russ 
& Niec, 2011) has found that play relates to or facilitates problem solving, 
which requires insight ability, flexibility, and divergent thinking ability; the 
ability to think of alternative coping strategies in coping with daily prob-
lems, to experience positive emotion, to think about affect themes (positive 
and negative), and to understand the emotions of others and take the per-
spective of another; and aspects of general adjustment.
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description of Population

Utilizing play-based techniques within structured cognitive-behavioral ther-
apy (CBT) can be a very useful modality for children 3 years of age and older 
depending on their emotional and developmental maturity. Children and 
teens who are challenging to engage in treatment may respond well when 
the therapeutic environment is playful and when play-based techniques are 
utilized by a playful therapist, all of which can offer relief from intensely 
emotionally charged work in dealing with feelings and trauma experiences.

Blending play and play techniques into CBT (Drewes, 2009) allows effec-
tive delivery of CBT while not affecting its theoretical underpinnings. Knell 
(1993; Knell & Dasari, 2009) demonstrated that CBT could be modified 
for use with young children utilizing puppets, stuffed animals, bibliotherapy, 
and other toys with which cognitive strategies could be modeled. Over the 
past 10 years, there has been increased attention toward adaptation of CBT 
for use with preschoolers (Knell & Dasari, 2011). Consequently, the use of 
a CBT play approach with children between 2½  and 6 years has developed 
incorporating cognitive, behavioral, and traditional play therapies (Knell & 
Beck, 2000; Knell & Dasari, 2011). Thus, play-based activities developed 
by creative play therapists may be integrated into CBT components to sup-
port engagement and enhance participation when working with children and 
teens (Knell, 1993; Knell & Dasari, 2011; Meichenbaum, 2009).

Play applications with young Children

Although the change mechanisms of play and play therapy are not fully 
researched, Singer and Singer (1990) see play as reinforcing when it allows 
expression of positive affect and appropriate control of negative affect. 
Golomb and Galasso (1995) found this to be the case in their research with 
preschoolers. Research has shown that developing a coherent narrative is 
central to the structured techniques that Gaensbauer and Siegal (1995) used 
with toddlers who had experienced traumatic events. These researchers 
believed that the change mechanisms of play among younger children were 
similar to those among older children with PTSD.

In the 20-plus years since trauma-focused cognitive-behavioral therapy 
(TF-CBT) was developed (Cohen & Mannarino, 1996; Deblinger, McLeer, 
& Henry, 1990), it has become “clear that children respond very differently 
to therapy than adults, and the element of play became a crucial ingredient 
in engaging children in the therapy process as did the important involve-
ment of parents” (Briggs, Runyon, & Deblinger, 2011, p. 169). Difficult 
and emotion-laden trauma material can be more easily digested, with play 
and play-based techniques becoming a sort of “enzyme” (Goodyear-Brown, 
2010) that dissolves the painful connection to traumatic memories, thereby 
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easing the discomfort and increasing control and confidence within the 
child. A new pairing can then occur whose basis becomes associated “with 
laughter, playful competition, pride and feelings of courage and confidence” 
(Briggs et al., 2011, p. 174; Deblinger & Heflin, 1996).

Traditionally, TF-CBT has utilized structured and educational play over 
nondirective, child-led, or pretend play. Play is used to help engage children 
and parents in treatment; create a playful, safe, and therapeutic environ-
ment; help facilitate communication between the therapist and child; and 
teach specific skills (Briggs et al., 2011). It is important to note that nondi-
rective or child-led free play is only included in TF-CBT for a few minutes 
at the end of sessions, as a reward or for relaxation and self-soothing transi-
tion from intense feelings that may have been aroused during the session.

A core value of TF-CBT is flexibility, which allows the clinician to uti-
lize a playful approach in order to reach children and develop a therapeutic 
relationship. Indeed, “the success of the evidence-based model (TF-CBT) 
is founded on the creativity, adaptability, and playfulness of the clinician. 
The use of diverse structured play approaches highlights the flexible and 
adaptable nature of TF-CBT” (Briggs et al., 2011, p. 174). Therefore, the 
application of play and play-based techniques are consistent with and have 
increasingly been incorporated into TF-CBT for use with young children to 
assist in engagement along with the educational and skill-building compo-
nents that make up TF-CBT.

special Considerations

Challenges may exist in implementing TF-CBT with young children who are 
verbally and/or cognitively limited and perhaps have more difficulty using 
TF-CBT components. Using developmentally appropriate play to imple-
ment TF-CBT components allows children and parents to feel more relaxed 
and engaged. Because play is the language of children (Landreth, 2002), it 
can be utilized to help gain their interest and maintain attention as well as 
process and comprehend each of the components through a multimodal 
approach that developmentally and culturally taps into the natural learning 
style and life experiences of children. Without a playful aspect to the com-
ponents, young children may view treatment activities as though they were 
formal, academic tasks and may become disinterested or refuse to partici-
pate. Play also allows children to learn concepts that may be difficult when 
described verbally but better understood when visually and experientially 
processed. Furthermore, because trauma is not always processed on a verbal 
level, play allows children to use a multisensory approach to access their 
trauma memories and create their trauma narrative (e.g., by playing out 
the trauma through the use of a dollhouse rather than trying to articulate 
horrific images and memories verbally). Thus, playful interventions struc-
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tured to achieve the goals of the TF-CBT components are engaging and 
invite children to more readily and easily communicate their experiences 
with their therapist and overcome common difficulties encountered during 
treatment. However, it is important for the TF-CBT therapist to be comfort-
able directly addressing trauma while simultaneously being playful in order 
to be authentic and believable.

aPPlying Play-Based TeChniques 
TO assessmenT and engagemenT

All of the techniques that follow may include the parent as needed or indi-
cated during the treatment process. Having the child practice the various 
techniques in many different settings, incorporating repetitions within the 
therapy sessions and over time, and having the child teach the techniques 
to the parent helps to ensure generalization and the likelihood of mastering 
and using them.

assessment strategies

TF-CBT identifies biopsychosocial problems common among children who 
access treatment and who have been traumatized by the CRAFTS spectrum: 
Cognitive problems, Relationship problems, Affective problems, Family 
problems, Traumatic behavior problems, and Somatic problems.

Several play interventions that may be used to assist in assessment 
include Stepping Up to Success and the Caterpillar to Butterfly Treatment 
Plan (Cavett, 2010). In Stepping Up to Success, the child and parent think 
of the three to eight main presenting problems and treatment goals on which 
they want to focus. They are then encouraged to make stairsteps from con-
struction paper or foam representing the problems to be addressed, and on 
each step the child writes the problem identified. Treatment goals for each of 
the presenting problems are then written on footprints, which are attached 
to the step.

Caterpillar to Butterfly Treatment Plan utilizes a simple story played 
out with a butterfly puppet. The story tells of a big, fuzzy caterpillar that 
creates a cocoon in the trees after eating a full meal of leaves. It dreams of 
having beautiful wings and being with other butterflies, but wonders how it 
could change. The caterpillar realizes that it has, within itself, the ability to 
become all that it wanted to be, but getting out of the cocoon would require 
working very hard in order to become free. The child is told that therapy is 
like the caterpillar making a cocoon and changing into a butterfly. The child 
is helped to identify what behaviors need to be changed (represented by the 
caterpillar), what needs to be learned (the cocoon), and what the positive 
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behaviors would be (the butterfly). The child then creates a butterfly from 
construction paper and decorates it, along with making a caterpillar out of 
pipe cleaners and a cocoon from construction paper.

Activities during the assessment phase can also include directed play 
using, for example, painting, dollhouses, storytelling, clay, and puppets. 
These allow exploration of the child’s strengths, talents, worries, and prob-
lem areas as well as an informal assessment of his or her emotional, cogni-
tive, and developmental levels and the ability to use imagination and pre-
tend play.

unique engagement strategies

The “Talking Ball” Game (Leben, 2008) involves the therapist having mem-
bers taking turns rolling a ball from one (the sender) to another (the receiver) 
across a table. The sender asks the receiver a question—for example, “What 
is your favorite food?” or “What is your biggest worry?”—to explore likes, 
dislikes, interests, hobbies, ways of coping with worries, and so on. The 
game continues for 5 to 10 minutes or until every player has a chance to ask 
three questions.

Feeling Balloons (Drewes, 2011; Horn, 1997; Short, 1997) can be uti-
lized to help explain the therapy process. The therapist has the child blow 
up a balloon (or does it for the child if he or she is too young or is allergic 
to latex), and as the balloon is blown up all the negative feelings (e.g., anger, 
sad, mad, hurt) are put into the balloon. Once it is blown up, the therapist, 
using a marker, writes on the balloon the various feelings the child indicates 
that are “inside,” along with names of people whom the child may have 
negative feelings about. The therapist explains that the balloon is much like 
a person’s head, with many feelings that fill it up. The therapist explores 
with the child what would happen if the balloon kept getting bigger, and 
that indeed it would pop. In real life, though, heads don’t pop; instead, all 
the angry and strong feelings that build up might make the child “pop” 
inside, making him or her become aggressive or physical toward others. 
These strong feelings get in the way of learning and feeling happy. The ther-
apist explains that in each session the child will get to let out his or her feel-
ings and experiences a little at a time, not all at once, in a way that the child 
can handle. The child is encouraged to let out some air from the balloon and 
note its progress in getting smaller, until finally all the air is released.

The Scavenger Hunt List (Cavett, 2010) requires the children to search 
their home for various items that will ultimately be used in the therapy 
process. They are asked to find a special stuffed animal to bring to sessions 
as well as something that helps them relax—maybe a picture of someone 
important to them, a picture of their room, something they do when they 
are bored, or a favorite book. The stuffed animal can be utilized during 
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future sessions to help ease the children’s anxieties or discomfort encoun-
tered in the session and for practicing various techniques.

Tf-CBT Components

Psychoeducation and Parenting

Using playful interventions allows the parents to communicate with their 
child in a developmentally appropriate manner as well as help in engage-
ment and gaining of skills. Difficult and anxiety-provoking topics such as 
sexual and physical abuse, domestic violence, and healthy sexuality can be 
processed in a playful way, lessening discomfort and making the psycho-
education component fun. When the parents and child learn playful inter-
ventions that are consistent with the TF-CBT model, the parents are more 
apt to use them with the child and the child more likely to be receptive and 
willing to practice and utilize the skill.

To better understand the relationship between children and their nona-
busive parent, the play intervention Me and My Mom (Crisci, Lay, & Low-
enstein, 1998) is effective. With this technique, young children make a col-
lage of magazine pictures of women or men and children who remind them 
of their relationship with the nonoffending parent before the trauma and 
at the beginning of treatment. At the end of treatment, this intervention is 
utilized again to help provide insight into the children’s perception of what 
has changed in the parent–child dyad.

Special question-and-answer games that playfully explore the child’s 
trauma while correcting subsequent cognitive distortions, misperceptions, 
and gaps in information are a fun way to help the child and parent become 
comfortable in talking and asking questions about uneasy topics while learn-
ing important information. For example, the What If Game (Budd, 2008) 
has the therapist make up cards with different questions that tap into vari-
ous misconceptions and probe for the child’s strengths. Examples of these 
explorative questions include “What if you could ask anyone a question? 
What might you want to know?”; “What if you could go back in time? What 
would you want to change?”; or “What if your pet could share something 
about you? What would it say?” The questions can be adapted to fit the 
child’s trauma situation. The child can play the game with the therapist and, 
once comfortable talking about the trauma, can then play the game with the 
parent, sharing his or her knowledge and reinforcing skills. The parent is 
encouraged to praise and reward the child’s efforts in playing the game and 
answering the questions. The What Do You Know? card game (Deblinger, 
Neubauer, Runyon, & Baker, 2006) facilitates dialogue on difficult topics 
such as sexual and physical abuse, domestic violence, and personal safety. 
Questions such as “Why don’t children tell about sexual abuse?” or “What 
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can a child do if he or she has been sexually abused?” allow the therapist 
to help clarify misinformation and dysfunctional beliefs and thoughts. The 
card game can then be set up as a friendly competition between child and 
parent (after the parent has had an opportunity to prepare for the joint ses-
sion), with teams competing for stickers and using a bell to ring and earn 
points. Adding to the fun component, on the back of each card there are 
small pictures of animals, along with a picture of one-quarter of an animal, 
so that when four cards are put together, like a puzzle, it makes the whole 
animal. A talk or game show format can also be utilized (Kaduson, 2001) 
whereby the child is empowered and becomes the “expert” who shares the 
newly learned information with imaginary callers who ask, via “questions” 
relayed by the therapist, about similar situations and concerns that the child 
has. Use of these games offers the child gradual exposure to the trauma 
material along with practice opportunities for learning new information. 
The child is praised and reinforced for participation.

Bibliotherapy can be helpful especially with young children. General 
books related to the specific trauma are powerful as are books related to 
the concept of a “bad thing that happened,” such as Brave Bart (Sheppard, 
1998); No-No and the Secret Touch (Scott, Feldman, & Patterson, 1993); 
The Adventures of Lady: The Big Storm (Pearson & Merrill, 2006); and A 
Very Touching Book (Hindman, 1983). Books can help in opening discus-
sion related to the concept of trauma, psychological symptomatology, and 
healing. They can be read to a child along with use of puppets for storytell-
ing and enactment, which can help deepen the child’s understanding. The 
parent and child can also use the books at home to help gradually expose 
the child to the trauma material and help in desensitization.

Relaxation

Utilizing animal postures, such as that of a lion, cat, snake, bird, or fish, 
can be appealing to younger children and can help in both relaxing them 
and reinforcing positive traits (Drewes, 2011; James, 1989). The children 
are directed to see themselves as a lion (or other favorite animal), feel-
ing the lion energy moving up from the earth, through their feet, and up 
throughout their bodies, letting it rise up into a powerful roar. They prac-
tice roaring loudly and then slowly lowering it to a whisper. They are then 
encouraged to silently move into a stretching posture, creating within them-
selves the quiet strength of the lion as it relaxes. The children then practice 
the stretching and slow breathing of the calm lion. The therapist can pro-
cess with the children their inner strengths and power and, using the lion 
metaphor, explain how the lion does not always roar and use up its energy 
and that there are times to “roar” and times to save energy and stretch and 
relax.
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Using the guided relaxation Safe Place (Drewes, 2011; James, 1989) 
is an effective way to teach deep breathing while offering the children a 
relaxation tool to use at any time. While sitting with eyes closed, they imag-
ine being a movie director and visualize themselves making a movie. They 
are directed to breathe in and out slowly and to think of a time and place 
when they felt safe—maybe lying in the sun at the beach, hiding under their 
bedcovers, or snuggling with a favorite pet. They zoom in with their camera 
and film the location, taking in all that is there. They then freeze the camera 
shot. Continuing their slow breathing in and out, they look around in their 
imagination and notice what they see, smell, hear, feel, and whether or not 
there are any people or animals there. As they continue deep breathing, 
they are instructed to feel how safe they are and how relaxed they feel in 
their body while in their safe space. Next, they give their special safe place a 
name, preferably one word. It is the key that will get them back to their safe 
place anytime they wish to go. All they have to do is remember the name. 
The children continue to breathe in and out slowly, focusing on how relaxed 
and safe they feel. After a few minutes, they are directed to slowly move 
their camera back, and in another minute they will be back in the room 
with the therapist with their eyes open. The goal is to link the deep breath-
ing with the experience of feeling safe and with the word chosen. At times 
when they feel upset or anxious, they can remember the word and help their 
body begin to relax.

The Tighten and Relax Dance (Cavett, 2010) incorporates move-
ment to facilitate relaxation. The therapist models a tight dance, dancing 
stiffly in a circle with tight muscles. The child is invited to participate in the 
dance and follow along. The dance next shifts into a tight march, with stiff 
muscles. The therapist switches into a floppy dance/march, with a floppy, 
relaxed manner, ultimately flopping into a beanbag or a chair. This series 
is repeated several times at a comfortable rate for the child. Relaxation can 
also be done while playing Simon Says, with “Simon” asking the person to 
tighten and relax different muscle groups. The parent, child, and therapist 
take turns tightening and relaxing.

Personalized Pinwheels (Goodyear-Brown, 2005) or bubbles are use-
ful in practicing deep breathing. The children are instructed to take a deep 
breath in and slowly blow it out, making the pinwheel turn or making as 
big a bubble as possible. While thinking of a favorite color, the children 
inhale and imagine this color going to all the areas in their body where they 
are feeling tense, angry, or worried and replacing the feelings with calm 
and relaxation. Then they can blow out and see how many bubbles they 
can make or how long they can make their pinwheel turn. A simple mantra 
that can be taught young children to assist with deep breathing is “Smell 
the flowers and blow out the candles” (Henriquez, personal communica-
tion, March 17, 2011). Bubbles are also a great way to teach boundaries 
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(Drewes, 2011). The children imagine they have an invisible bubble around 
them, which extends out one arm length. They hold their arm straight out to 
measure the distance. They are asked what happens when bubbles meet, and 
they blow bubbles to see what happens. When the bubbles pop, the thera-
pist reinforces that when their invisible bubble gets too close to another 
child’s, even an adult’s, personal bubble space, it may make the child angry 
and want to strike out. By remembering the arm’s length of their invisible 
bubble, they can keep themselves safe and allow for personal space. Also, 
using bubbles as a ritual, at the end of each session, helps in relaxing the 
children and allows for an easy transition from therapy.

Affective Expression and Modulation

This component allows for the skill development of expression and modu-
lation of feelings, helping both the child and the parent become able to 
recognize, identify, express, and effectively modulate emotions. There are 
numerous play-based techniques useful in helping young children with a 
limited affective vocabulary to identify and quantify emotions as well as 
modulate them.

The Gingerbread Person Feelings Map (Drewes, 2001) is a variation of 
the Color Your Life technique (O’Connor, 1983) but uses the drawing of a 
gingerbread person with arms outstretched and with eyes, nose, and smile. 
It is used to assess (1) the overall vocabulary range of feelings the child or 
adolescent has and can identify; (2) how aware the child is about where he 
or she physiologically feels the emotions; and (3) how well integrated these 
emotions are. Because it takes just a few minutes, the Gingerbread Person 
Feelings Map allows for a quick gathering of information in a nonthreaten-
ing and play-based way.

Next to the shape of a gingerbread person, the words happy, sad, 
afraid, angry, love, and worried are listed, one under the other. The child 
is asked to include a few additional feeling words (one is often surprised 
at what they include, e.g., petrified, stupid, anxious, “wishing I was some-
body else”), which are written underneath the other standard emotions. 
This helps the child to expand his or her “emotional vocabulary.” It also 
helps to give the child some control over the task and feel like an active 
participant in the process. The child then chooses a color for each feeling 
and puts a little color line next to each feeling (like creating a legend for 
a map). It does not matter what color the child uses for each feeling. The 
child is asked to color inside the gingerbread person the parts where he or 
she may physically experience each feeling listed. The child can shade it 
in, scribble, draw hearts—whatever he or she chooses. The therapist goes 
through each feeling and has the child imagine where he or she feels each 
one (so none are omitted).
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Once completed (usually less than 5 minutes), the therapist and child 
process the drawing, paying particular attention to where in the body anger 
is expressed and how that might play out in the child’s world in respond-
ing to situations. The therapist looks for how many feelings are integrated, 
how much color is used, and where, and also for discrepancies, such as 
where the child may have colored in happy feelings on the face but anger 
in the hands or feet or body, or having placed a spot of color representing 
anger outside of the figure. The therapist and child process how the child 
may present to others as calm but inwardly is seething or perhaps manifest-
ing anger through hitting or restlessness in the legs. Together, they identify 
where the child puts love (often drawn as a heart) and how it may be walled 
off by layers of scared, hurt, or angry feelings. The therapist explains how 
we all can have more than one feeling at a time within us, sometimes feeling 
ambivalent—feeling angry and loving at the same time toward someone. 
Sometimes one feeling is so strong that it can hide other feelings, which 
makes people feel confused and unsure about their feelings. This technique 
can also be used with the parent and the child together, each working inde-
pendently of the other. At the end parent and child can share their finished 
product and compare similarities and differences in the ways anger is felt. 
Younger children (preschool age) are directed to use one color/feeling at a 
time rather than integrating all of them into one figure at the same time.

An adaptation of this technique uses two gingerbread figures (Gil, 
2006). Children color in each figure based on the various feelings experi-
enced in the presence of each parent. Children who may be uncomfortable 
thinking about their body and using a person-like shape (especially if they 
were sexually abused) might prefer using a heart shape. Heartfelt Feelings 
Coloring Card Strategies (Crenshaw, 2008) uses preprinted cards with a 
drawn heart and feeling words to add colors to in order to help children 
identify, label, and express their feelings about heartfelt issues and relation-
ships with the important people in their lives. Similar to the Gingerbread 
Person Feelings Map and Color Your Life, children pick colors to match 
various feelings listed and fill in the amount of feelings they have, thereby 
quantifying how they are feeling at the moment or at a particular other point 
in time. They can also write on the card a response to a time when they had 
this feeling. Color Your Heart (Goodyear-Brown, 2002) is another variation 
utilizing a heart shape, which is colored in proportion to the amount of each 
feeling in the children’s heart.

For younger or preschool children, Basket of Feelings (Drewes, 2011; 
James, 1989) allows for quantifying feelings using plastic game chips, cray-
ons, or markers. Two or three sheets of plain paper are cut or ripped into 
fours, creating 8 to 12 squares. The therapist and child alternate in naming 
a feeling, which the therapist (or child) writes down on each square. The 
therapist then demonstrates by relaying a scenario in which many feelings 
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occurred. An example would be recounting coming out of a store and seeing 
a big dent in the car. The therapist puts a handful of chips on mad (explain-
ing how angry the therapist was), then a few on sad (that the car got dam-
aged), a few more on worried (about how to get it fixed), and maybe a few 
on happy (that perhaps the therapist would have an even nicer looking car 
after it was fixed). The therapist then “decides” to add even more plastic 
chips to the angry feeling so that it has a larger amount. The child is then 
encouraged to think of a situation that was upsetting or the time when the 
trauma occurred and to put corresponding amounts of chips to show the 
intensity of and contradictory feelings experienced. The therapist explains 
how people can have more than one feeling at a time about a person or 
situation.

With Feelings Memory (Cavett, 2010), the therapist introduces two 
sets of index cards. In one set, each card has one feeling written on it, such 
as annoyed, excited/surprised, sad, angry, happy, scared, worried, or calm. 
Each card in the second set contains a scenario and physiological responses 
for the heartbeat, mouth, eyes, and muscle tone. The child can contribute 
the scenario, and the therapist writes down the various physical responses 
that are felt or can prewrite various scenarios and corresponding physical 
responses. The cards are then placed face down. The goal is for the feel-
ing word to be matched to the corresponding physiological response. The 
players (therapist and child) put back the cards that don’t match and try to 
remember their location. They keep selecting cards until they successfully 
remember the matching pairs, at which time they put the correct match in 
their pile until all the cards are matched.

Feeling Charades (Drewes, 2011) allows the child and parent to practice 
expressing feelings. A variety of positive and negative feelings are written 
on index cards. Each person takes a turn picking a card, and using panto-
mime only—no words or sounds—tries to get the other to guess the feeling. 
Another version involves taping a feeling card on the back of one person. 
The other “player” reads the feeling card and acts it out, with actions and 
facial expressions, for the other person to guess what the feeling is. Feelings 
Photo Shoot (Cavett, 2010) helps in feelings identification in self and others. 
The child makes a scrapbook of magazine pictures of people and animals 
expressing different feelings. They can be commercial pictures or cartoon-
ish characters and can represent a variety of ethnic backgrounds, ages, and 
genders. These feeling pictures can open up discussion of common behav-
iors associated with the feelings and potential coping skills. The child lists 
several feelings and a book of five or more feelings is created. The therapist 
processes how the child looks when the feeling is expressed; how the parent 
looks; how a friend might show the feelings; where in his or her body it is 
felt; and some of the things the child typically does when he or she has the 
feeling.
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Play-based techniques that integrate physical activity are helpful in 
engaging the young child and allow for physiological release and encod-
ing, which may enhance learning. Mad Maracas (Goodyear-Brown, 2005) 
allows the child to experience sound volume related to the intensity of feel-
ing. Weighing Things Out (Kenney-Noziska, 2008) lets the child visualize 
the intensity of the emotion and how it relates to coping skills. The Feelings 
Abacus (Cavett, 2010) provides an easy means for communicating about 
the intensity of feelings. The clinician can easily track the child’s distress, 
based on the Subjective Units of Distress Scale, using this intervention. 
While used early in TF-CBT when implementing affective modulation, the 
same intervention may be understood and utilized during the processing of 
the trauma narrative.

Practicing feelings identification and expression through a variety of 
playful ways encourages the child to continue practicing them at home with 
family members, thereby increasing generalization and skill mastery.

Cognitive Coping

Puppet play, in general, can be used to enact scenarios common for the 
child, such as peer conflict, fears related to the bedroom, and being able 
to say “no” and be assertive as well as those addressing defiance and other 
behavioral issues. Role modeling in play is often met with less resistance 
than simple discussions. The clinician’s playfulness allows for the message 
to be heard while adding details and alternative solutions. The child can feel 
empowered while rehearsing and enacting scenarios and practicing asser-
tiveness skills.

Learning what a thought is and its connection to feelings and behaviors 
is often too complex for a young child to understand. Use of a three-headed 
dragon puppet (Drewes, 2011) visually shows the child that what we think, 
feel, and do are all interconnected. The goal is to help the “thought” dragon 
slow down or go to sleep so that the “feelings” and “acting” dragons can 
be heard or calm down. Alternatively, the Magnetic Cognitive Triangle 
(Cavett, 2010) uses a large magnetic board and colored magnet shapes for 
the same purpose. A large triangle is drawn on the board, with the cor-
ners labeled “feeling,” “thinking,” and “doing/actions,” with a different 
shape used for each (e.g., heart for feeling, brain for thinking, and body 
for doing). Yellow octagon-shaped magnets are for feelings, red trapezoid 
magnets for behaviors, blue triangles for feelings, and orange diamonds for 
triggers or antecedents. A particular scenario can be used, with the child 
or therapist writing on the various magnets the corresponding thought, 
feeling, and behavior that ensued. Particular triggers or antecedents can be 
added, and all the magnets are arranged in a hierarchy of events along with 
solutions.
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Creating a coping box (Drewes, 2011) also allows the child tools to 
use when thoughts or feelings become overwhelming. The therapist and 
child brainstorm about his or her favorite activities that make the child 
feel better and write each down on separate index cards. To each card the 
child adds a corresponding magazine picture or personal drawing. Ideas 
can include petting the family dog, listening to music, jumping rope, and 
asking for a hug, for example. The child then decorates a small box or 
an envelope where the coping strategies can be kept and referred to as 
needed. Creating personal affirmations (Drewes, 2011) can also be created 
in a similar way using magazine pictures and drawings. The child then has 
a set of index cards created with positive, helpful thoughts—such as “I am 
one of a kind,” “My smile can make others smile back,” “I am special,” “I 
am brave”—that can counter his or her negative self-image and be empow-
ering.

CliniCal Case desCriPTiOn

Jason: a 5-year-Old who experienced  
a natural disaster/flood

Jason is a 5-year-old white boy who presented with symptoms of anxiety 
following the flooding and destruction of his home. He exhibited crying 
and whining, and verbalized that he was afraid. He avoided stimuli that 
reminded him of the flood, and exhibited clinging behaviors when he sensed 
any indication of a storm. His sleep was especially disturbed because he 
had not been able to sleep in his own bed since the flood. His family was 
initially referred to the American Red Cross, where they were provided with 
resources to meet their basic needs, which were not addressed by the time 
of treatment onset despite the flood having occurred 3 months prior. The 
family was also encouraged to seek respite from family and friends to assist 
with Jason’s care when his parents were involved with addressing insurance 
and clean-up needs.

Psychoeducation included a coloring book from the American Red Cross 
that included descriptions and information about several natural disasters 
as well as information about how to cope with stressors. In addition, The 
Adventures of Lady: The Big Storm (Pearson & Merrill, 2006) was utilized 
for bibliotherapy to show common responses and recovery/healing follow-
ing a natural disaster. The therapist introduced bubble breathing, during 
which Jason inhaled slowly for 4 seconds, held his breath, exhaled slowly 
for 4 seconds, and then did nothing for 4 seconds. During his exhalation he 
blew bubbles. He also did “bear breathing,” with a long, flat stuffed bear on 
his chest to watch going up and down. He utilized Cool and Calm Feather 
Breathing Dragon (Gobeil, 2010) to learn breathing techniques as well. This 



118 tF-CBt DeveloPmental aPPlICatIons 

playful intervention was more engaging to him, and he was reminded in 
future sessions, sometimes with the dragon puppet, that he could change his 
breathing to decrease anxiety or anger. The therapist had Jason show these 
skills to his mother, who helped Jason practice them at home.

Jason utilized games including Feelings Ring-Toss (Cavett, 2012) and 
Feelings Hide-and-Seek (Kenney-Noziska, 2008). Feelings Ring-Toss is a 
five-spoke ring-toss game with colored rings. Each spoke had a different 
feeling depicted on a magnetic card. When the rings landed on the spokes, 
Jason and his mother showed the feeling on their own faces and talked 
about times when they had felt that way. Physiological responses to differ-
ent feelings as well as both positive and negative behavioral reactions to 
feelings were processed.

The Magnetic Cognitive Triangle—Picture Version (Cavett, 2012) was 
utilized with Jason to explain the cognitive triangle and relationships among 
feelings, thoughts, and behaviors. Pictures of behaviors common to Jason 
were taken. Several incidents, both positive and negative, were reviewed 
using the Magnetic Cognitive Triangle to allow Jason practice with the con-
cepts of the connection among his feelings, thoughts, behaviors, and trig-
gers. The therapist also worked with the mother during individual parent 
sessions to help her learn about cognitive coping and to support Jason in 
using positive cognitive coping related to everyday situations.

natisha: a 7-year-Old Biracial girl who experienced 
sexual abuse

Natisha is a 7-year-old Native American girl who was referred by child 
protective services for TF-CBT following sexual abuse. She disclosed sexual 
abuse, including fondling and digital penetration by her mother’s boyfriend. 
Natisha’s half-sister was referred to a fellow TF-CBT clinician, allowing for 
collaboration on the case. Natisha’s mother initially seemed overwhelmed 
by the therapy process and was resistant to commit to the TF-CBT ses-
sions. She felt that Natisha was doing well since the boyfriend left the home, 
and the severe symptoms and sexual behavior problems had decreased. She 
also did not feel that Natisha would respond well to “talking about it” 
and acknowledged that in the past talk therapy had not been helpful for 
Natisha. Natisha exhibited anxiety related to the sexual abuse. Initially, she 
demonstrated some sexualized behaviors with other children, such as touch-
ing a peer’s private parts in the school bathroom. She continued to have 
nightmares and times during the day when she seemed to “zone out,” after 
which she indicated that she was thinking about the abuse. She had somatic 
complaints, including stomachaches and refusal to urinate, which may have 
been related to a history of pain with urination caused by a urinary tract 
infection while the abuse was occurring.
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As Natisha and her mother discussed the areas of concern and the treat-
ment goals, they worked on a playful treatment planning activity. First, they 
cut six colorful steps from construction paper, with Natisha writing the 
problem on each step. They cut out six feet from the construction paper, 
and for each one Natisha, along with her mother and therapist, identified 
skills that could help them meet the respective goal.

Natisha enjoyed books, and the vehicle for psychoeducation was often 
bibliotherapy. A Very Touching Book (Hindman, 1983) was utilized after 
getting permission from her mother. Natisha and her therapist played Paper 
Airplanes, a game developed to help children think about what is sexual 
abuse (Crisci, Lay, & Lowenstein, 1998). When introducing relaxation, 
A Boy and a Bear (Lite, 1996) was utilized to show Natisha an example 
of progressive muscle relaxation. Afterward, Natisha, her mother, and the 
therapist acted out the steps. Each of them also had a stuffed bear beside 
them as they tightened and relaxed their muscles.

Relaxation exercises included Natisha singing a song with her 
mother at night. It was a traditional song that was soothing and con-
nected Natisha to the culture. While Natisha and her mother sang, they 
would take turns drumming a wooden and leather drum. Natisha’s 
mother expressed appreciation for the culturally sensitive aspects of 
TF-CBT after feeling that social services had not always provided such 
sensitivity.

When learning about feelings and as a positive nurturing experience, 
Natisha and her therapist utilized the Mood Manicure (Goodyear-Brown, 
2002), which consists of choosing colors of fingernail polish that Natisha 
matched with feelings and discussing the feelings while having the thera-
pist paint her nails. She also utilized the Feelings Abacus (Cavett, 2010), 
which allowed Natisha to learn about labels for feelings and measuring the 
intensity.

The Magnetic Cognitive Triangle was utilized to teach about cognitive 
behavioral concepts and introduce how feelings, thoughts, and behaviors are 
related. Natisha spent time talking about different feelings that were on the 
board and added a couple that were not on the board. She was introduced 
to the behaviors on the board and discussed several positive and negative 
behaviors. She was also introduced to common feelings that children have 
after experiencing sexual abuse. Being able to manipulate the magnets to 
show the flow of feelings, thoughts, and behaviors was helpful for Natisha. 
The concept of changing one’s thoughts and having feelings change as a 
result was introduced with the Magnetic Cognitive Triangle. During indi-
vidual sessions with the mother, the therapist also introduced the cognitive 
triangle and started to address some of the mother’s personal maladaptive 
cognitions related to Natisha’s sexual abuse (e.g., “I should have known my 
boyfriend was sexually abusing Natisha”).
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COnClusiOn

Integrating play with TF-CBT skills components can be highly beneficial, 
particularly for young children. Moreover, encouraging children to choose 
from alternative play interventions supports their feelings of control, joy, 
and mastery while simultaneously achieving the specific TF-CBT component 
goals. Therapists, however, must maintain the structural integrity of the TF-
CBT model—that is, use play to implement specific TF-CBT components in 
a systematic and planned manner consistent with the TF-CBT model rather 
than allowing child-directed or nonstructured play to replace this structure. 
Otherwise, the fidelity of the TF-CBT model will be compromised.
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Trauma-Specific Components

Angela M. Cavett 
Athena A. Drewes

Overview Of Tf-CBT Play aPPliCaTiOns 
and Trauma-sPeCifiC COmPOnenTs

In the initial work with trauma-focused cognitive-behavioral therapy 
(TF-CBT), clinicians utilized a playful approach, and incorporated many 
art activities, games, and songs that were engaging and developmentally 
responsive. Yet clinicians sometimes find implementing TF-CBT with their 
youngest clients challenging. The directive play therapy literature describes 
additional play interventions that can be effectively incorporated into the 
treatment process to support and individualize the implementation of each 
of the TF-CBT components (Cavett, 2009a, 2009b). Directive play thera-
pists have described in detail structured, play-based interventions that fit 
in the TF-CBT framework (Goodyear-Brown, 2002, 2005; Cavett, 2010, 
2012a, 2012b; Kenney-Noziska, 2008; Lowenstein, 2002, 2006a, 2006b, 
2008, 2010a, 2010b, 2011). In the previous chapter, Drewes and Cavett 
outlined the use of play in TF-CBT for the skills-based components. This 
chapter addresses the use of play for the more intensive trauma-related com-
ponents, including developing and processing the trauma narrative.

The skills learned from the skills-based components, discussed by 
Drewes and Cavett (Chapter 4, this volume), are foundational in implement-
ing TF-CBT. The more intensive trauma-related components included in this 
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chapter focus on assisting the child in developing the trauma narrative and 
processing it as well as safety planning and in vivo exposure. As with the 
skills components, the more intensive trauma-related components can be 
enhanced with the use of play. The use of play allows the child a develop-
mentally appropriate method of communicating and processing the trauma 
narrative. Using play is consistent with the core values of TF-CBT because 
it is flexible and allows for the development of the therapeutic relationship. 
Indeed, from the development of the model, the originators of TF-CBT have 
encouraged the use of art, games, role plays, music, and playfulness in its 
implementation.

Challenges may exist for clinicians treating young children with TF-
CBT related to the more intensive trauma-related components. Using play 
to tell and process the narrative is engaging. Play is the language of chil-
dren (Landreth, 1991), and allowing them to process and learn about each 
of the TF-CBT components through play is developmentally appropriate. 
Although children may not have words to express themselves, often in 
play narratives they communicate more thoroughly. Play is also helpful for 
children using TF-CBT because it allows for the concrete representation 
of abstract concepts. A concrete object may be manipulated, which facili-
tates learning. Play may help children to learn concepts that may be difficult 
when only described verbally. However, when understanding the concept 
through visual and experiential processing, learning may occur at a deeper 
level of understanding. Play is adaptive to the individual child’s develop-
mental level, cultural identity, and individual interests. Young children do 
not experience trauma primarily as a verbal experience, which is especially 
important during the telling and processing of the narrative. Play allows 
children expression that is multisensory. Their expression is also limited 
when it is restricted to verbal responses. Case in point: Processing a trauma 
narrative in the dollhouse allows the child to act out aspects of the trauma 
that may not have been articulated in a verbal narrative.

inTrOduCing narraTives

Older children utilizing TF-CBT are often introduced to the trauma narra-
tive with the “cut metaphor.” The therapist discusses how the trauma is like 
a cut, which needs to be taken care of to keep it from getting infected. The 
cut is cleaned out with soap and any rocks or dirt in it are removed so that 
the cut does not get infected. The parent also helps with the cut’s healing 
by being loving and nurturing during this process, gently cleaning the cut, 
wiping away tears, and giving hugs. With young children, the verbal telling 
of the cut metaphor may be enhanced with toys. Reparative toys are valu-
able resources to use while verbalizing the concept of cleaning, medicating, 
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and covering a wound in order to assist in the healing process. Children 
who have been traumatized often gravitate toward toys that represent heal-
ing, such as medical kits. Children use the toys as receptive and expressive 
language tools. Using the “fixing” toys example, children process what it 
means to help someone heal and show how they feel a need for fixing or 
healing. Children at times verbalize their experience of the trauma as a time 
when they felt hurt. The therapist hears the spoken language and responds 
empathically. Likewise, the therapist may also appreciate the unspoken 
themes communicated by children through play, such as using bandages 
and a medical kit to express that they have been hurt. The clinician then 
empathically encourages further verbalization of the once unspoken experi-
ence.

Baseline narrative

With the older child or the child who verbalizes the trauma narrative with-
out play, the clinician initially has the child tell a less emotionally intense, 
baseline narrative. Likewise, it is important for clinicians to observe the 
young child creating and processing a different story with his or her play. 
Play of nontraumatic events facilitates the child’s telling of the trauma at 
a later point in therapy. Playing out nontraumatic events also places the 
trauma into the context of the child’s life as a part of the total experience 
but not the one defining moment. After the skills-based components are 
adequately covered in sessions, the therapist observes play by asking the 
child to show an incident that has occurred in his or her life. The therapist 
and child can discuss recent events and choose a positive experience for the 
child to reenact with the toys (i.e., dollhouse). This reenactment, as with the 
verbal baseline narrative, provides the clinician valuable information about 
how the child typically communicates and plays. This baseline allows the 
therapist to note any significant changes in the child’s style of communica-
tion or play when traumatic memories are evoked during the trauma nar-
rative process.

enhancing the Trauma narrative with Bibliotherapy

Psychoeducation through bibliotherapy may be utilized throughout the 
treatment and often during the development and processing of the narrative. 
Children often benefit from hearing stories that provide information about 
characters who have undergone similar traumas or that depict an unnamed 
trauma that could be generalized across traumas. It allows children and par-
ents to understand the trauma and common responses. Books related to the 
specific trauma, such as The Adventures of Lady: The Big Storm (Pearson 
& Merrill, 2006) or No-No and the Secret Touch (Scott, Feldman, & Pat-
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terson, 1986), are beneficial for opening discussion related to the concept of 
trauma, psychological symptomatology, and healing. However, more gen-
eral books related to the concept of “something bad happening,” such as 
that described in Brave Bart (Sheppard, 1998), are also helpful. Playing 
out the concepts in the book with puppets or toys either during or after the 
reading of the book deepens children’s understanding and allows them to 
integrate the concepts.

Pacing the narrative

Pacing the development and processing of the trauma narrative is crucial in 
enhancing the child’s positive experience. The child who has been trauma-
tized may either want to tell what happened soon after initiating therapy, 
even in the first session, or more typically indicate that he or she does not 
want to talk about it ever. Pacing of the trauma narrative begins by setting 
the telling/playing out of the trauma narrative within a therapeutic con-
text that provides the structure to make the narrative a healing experience. 
This pacing allows the therapist to communicate that certain skills need 
to be learned and used before the telling of the narrative. Using a playful 
intervention such as the Nested Boxes: Building Coping Skills Prior to Pro-
cessing Trauma intervention (Cavett, 2010) allows the therapist, child, and 
parent to understand the sequential process of TF-CBT. The Nested Boxes 
intervention provides the opportunity for each of the steps, representing the 
TF-CBT components, to be discussed in terms of building on earlier skills 
throughout therapy. By using such a visual representation, the child and 
parent understand that there are steps that will be taken in therapy prior to 
telling the trauma narrative. The steps are important for emotional safety 
and processing of the trauma. However, it is important to avoid placing too 
much emphasis on any single component, particularly with respect to the 
trauma narrative. Exposure to traumatic memories occurs throughout the 
treatment process, making the transition to the trauma narrative component 
very gradual and natural, like taking just one more “step” in the journey.

Later, pacing of the narrative is essential in facilitating the gradual 
exposure work as a beneficial experience. Therapeutic discretion should be 
utilized to decide whether the skills-based components have been acquired 
to the degree necessary to be helpful during the narrative. The therapist 
must also observe the children and the play for cues as to how they are 
feeling. Setting a specific amount of time, as is done with verbal narratives 
(Cohen, Mannarino, & Deblinger, 2006), can be helpful with play narra-
tives as well. An increase in distress is natural during this process, and most 
children can endure some distress and “play” through it, allowing them to 
ultimately learn that it is okay to cry and express upset feelings. In addi-
tion, through this process, children learn that the distress is not enduring 
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but naturally subsides on its own. Monitoring their responses and levels 
of distress is important because it often helps children recognize that each 
replaying of the traumatic experience becomes less distressing over time. 
Using a nonverbal tool such as the Feelings Abacus (Cavett, 2010) before, 
during, and after the trauma narrative provides the opportunity for children 
to communicate how anxious, scared, or upset they feel without interrupt-
ing the play, and helps the therapist pace the telling/playing of the trauma 
narrative. For some children, however, it may help to encourage the use of 
coping skills such as relaxation when necessary during the telling of the nar-
rative. Beforehand, the therapist and child can agree that if the child shows 
anxiety elevated to a certain degree, the narrative will be stopped briefly so 
the child can practice calming using relaxation techniques such as drawing 
a picture of a calm, peaceful place. Balancing Out Your Feelings technique 
(Kenney-Noziska, 2008) is a play-based intervention helpful in matching 
coping skills with level of anxiety. In the intervention, a scale is used to show 
intensity of affect while the other side represents coping skills used. Play 
used in this way to help children face traumatic memories and associated 
fears builds feelings of mastery.

Creating the Trauma narrative with young Children

Some young children may resist a verbal narrative or talking about the 
trauma but may be willing, even eager, to tell the story through play. Typi-
cally, older children tell their trauma narratives or may use other forms of 
expression, including drawings or songwriting. Younger children may be 
asked to play out the narrative or use another means of expression that 
the therapist feels is consistent with their interests and abilities. Often ini-
tial trauma narratives are simple and short, and this is especially true for 
very young children. The narrative includes words that the children have 
heard from others through the process of investigation by social services or 
the court system or by parents who have spoken about the trauma. Even 
for adults and older children, putting a traumatic event into words may be 
extremely difficult. For young children it is often even more challenging.

The narrative is most effective if the process is adapted to allow chil-
dren their personal most comfortable form of expression. The recording of 
the events of the narrative should also reflect their communication strengths. 
Some older children feel empowered by writing all or parts of the narrative. 
Typically, young children benefit from having the therapist act as the “sec-
retary” as they dictate the narrative. Even for children who are capable of 
writing, having the therapist act as the secretary results in more details of 
the trauma being shared. The method of telling the narrative is adapted for 
each child based on their personality and interests. To illustrate, some chil-
dren enjoy using a microphone and clap board, whereas others will resist 
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the suggestion and may become more anxious. Clinical discretion should 
determine what tools may be helpful based on individual needs. As children 
play out their narrative, the therapist writes their stories from beginning to 
end, with as many details as possible. The therapist can use statements from 
children’s verbal narrative, told earlier, to prompt the play. Reflecting their 
play verbally and then writing it into the narrative allows children to clarify 
any mistakes and misinterpretations. To illustrate, a child may show a male 
figure in the dollhouse using a toy frying pan to hit the female character. 
If the child has already identified the male and female figures as his or her 
own parents, the therapist may refer to them as such in the reflection. The 
therapist also reflects using a nonspecific term to describe what the child 
played out, such as “Your dad did that to your mom with that.” The child 
will usually fill in the specifics, and if not, a hesitant pause while verbalizing 
the statement allows the child an opportunity to state what happened. The 
child may say “My dad hit my mom with the shovel over and over.” As the 
trauma narrative is told repeatedly, the child is encouraged to tell what he 
or she was feeling and thinking at different points.

While the child is preparing to tell the narrative, the therapist is atten-
tive to his or her verbal, emotional, and behavioral responses. This allows 
the therapist to determine what options may be helpful in allowing expres-
sion of the trauma narrative for each child. The process typically begins 
with a verbal narrative or description of the trauma. The therapist dances 
between verbal and play interventions to deepen the narrative. Several play 
interventions are provided as options to the child. These include the sand 
tray, play buildings (dollhouse, police station, court house, and fire station), 
puppets, and songs. Alternatively, if a therapist feels confident that a child 
uses a certain means of expression naturally, this may be offered as a way 
to tell about the narrative. If during the free play time during earlier ses-
sions the child often gravitated to the dollhouse to play out scenarios, the 
therapist may say that the child can use the dollhouse to show what hap-
pened during the trauma. Examples in Angela Cavett’s practice are children 
who were impacted by the trauma of flooding. Often during the free play 
at the end of the sessions focusing on the skills components of TF-CBT, the 
children play in the sand. This may provide a minimal level of exposure to a 
sensory trigger related to their traumatic experiences, which included sand-
bagging. When one’s community has millions of sandbags around, children 
and adults often feel sand and this later reminds them of the time when their 
homes flooded or were close to flooding. As the children play in the sand, 
it is evident that this may allow for a deeper processing, which includes 
sensory memories.

Puppets may be made for and by the child and may represent the child, 
perpetrator, and/or other important figures in the narrative. Puppets may 
also represent figures related to the fantasies (i.e., rescue or retaliation) of 
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the child related to the trauma. Homemade puppets created from lunch 
bags, muslin, or tongue depressor craft sticks (Cavett, 2010; Drewes, 2011) 
can be used to depict each person, from the child’s perspective, who was 
involved in the trauma or the events following it. Often a greater depth 
of emotion and other aspects of the person are revealed through the pup-
pets the child creates than through the words the child expresses. Case in 
point: In Angela Cavett’s practice, a child created puppets of both of his 
parents, himself, and his siblings for his trauma narrative. Although he did 
not indicate verbally that his mother was sad, he drew her puppet character 
with tears. As the trauma narrative was developed and resolution discussed, 
which occurred several sessions later, the child asked for another puppet to 
decorate and made a new mother puppet that was smiling. When initially 
discussing his sharing of the narrative with his mother, he indicated that he 
did not want his mother to see the crying puppet. As he processed his feel-
ings and she was able to communicate that she was sad during the traumatic 
events, they both found more resolution to an unspoken concept: “My mom 
could not handle this and I must protect her from it.” As he used the pup-
pets, he was able to allow her to see the crying mother puppet, and she 
processed with him how scary her response of hopelessness and depression 
had been. They also processed how she has learned to share her feelings and 
thoughts and now feels hope for the future while accepting the traumatic 
event as a part of their shared history.

Some children use music as a form of expression that is natural for 
them and may incorporate music into the trauma narrative. Taking another 
example from Cavett’s practice, to tell her trauma narrative, one child 
adapted a country singer’s song about losing a loved one in war and added 
verses to describe her own father’s death in Afghanistan.

Some children, Native American and non-Native American, have gravi-
tated toward expressing their narratives through journey sticks (BigFoot 
& Schmidt, 2010). With this intervention, children use a stick to represent 
their lifeline and decorate it to symbolize different times in their lives. For 
children with multiple traumas, this can allow a visual and experiential pro-
cessing of life and how the traumatic events have fit into their lives overall.

Richard Gardner’s The Story Telling Game is helpful for children telling 
their narratives. The game provides paper doll characters across develop-
mental levels and racial identities. Background scenes—for example, homes, 
bedrooms, schools, playgrounds—are provided. The game can be offered as 
an alternative for children telling their trauma narrative.

Children may create a scrapbook as part of their trauma narrative and 
processing to help understand the trauma. It is helpful for them to include 
photos or drawings of different tasks representing each of the trauma and 
nontrauma components that were taught and utilized in the session. This 
may be done in a similar sequence as the order of the components presented 
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in sessions. Including copies of pictures the children drew in therapy can 
be helpful if clinically indicated. Pictures may include scenes from the play 
narrative if it seems this would be helpful. Given the depth of psychologi-
cal information contained in a scrapbook or other narrative, the therapist 
should use discretion about the content of a written or pictorial narrative 
given to the children to keep at the end of treatment.

deepening the narrative through Play

Cohen and colleagues (2006) suggest that children retell their narratives 
after each segment to provide additional exposure. The narratives are told 
over the course of sessions in order to have the experience communicated 
more fully and to assess feelings and thoughts related to the experience. 
One of the most important challenges for young children derives from their 
lack of verbal skills to communicate details and address feelings, thoughts, 
behaviors, and sensory experiences related to the trauma narrative. It seems 
likely that the more detailed the trauma narrative is, the more reparative it 
may be for the children.

The verbal narrative of young children may include words that they 
have heard from others. Often when the trauma was experienced, the initial 
description was sensory in nature, not verbal. Children may not know the 
descriptive words related to their traumas until after it has occurred. How-
ever, as parents, police, social workers, and others become involved, they 
begin to hear words that are associated with the trauma. Often children’s 
first narrative is vague, such as “I was sexually abused” or “My dad touched 
my private parts.” These may be the words or phrases that adults have used 
to describe the traumatic experience.

The therapist may incorporate the same words the child used as a 
description in the narrative to prompt the child’s playful narrative. The child 
may be told, “When you were telling me your story of what happened, 
you said ‘I was sexually abused,’ but I am wondering if you could use the 
dollhouse to show me what happened when you were sexually abused.” 
The child’s verbal ability may be enhanced by the stimuli provided by play 
materials. One of the most important benefits of using play is that experi-
ences that cannot be verbalized can be reenacted. Toys, such as a dollhouse, 
allow a child to show the context in which the trauma happened. In the 
dollhouse the child may show details that were not offered verbally, such 
as “Mom was standing behind the corner when dad was walking down the 
hall.” The words may be beyond the verbal ability of the child, but by using 
the dollhouse and with the therapist’s reflection the narrative is told through 
the child’s play and the therapist’s recording. The therapist may comment 
on the play that “Mom was standing behind the corner and dad was walk-
ing down the hall.” Young children interact with the therapist and provide 



132 TF-CBT DEVELOPMENTAL APPLICATIONS 

corrections. The child may say, “She was in the closet because she was hid-
ing from him.” The child often asks for props that resemble those he or she 
remembers from the trauma and comments on the differences between the 
toys available for reenacting the trauma and how he or she recalls it. At 
times, videotaping of the narrative is helpful. The child and therapist may 
watch the play narrative and process feelings and thoughts related to it.

including sensory memories in the narrative

Trauma may be experienced through the child’s senses. Therefore, sharing 
sensory memories is essential. The child’s telling of the trauma and the clini-
cian’s witnessing and verbalizing it through descriptive comments about the 
child’s play allow the child to begin to process a nonverbal, sensory-based 
traumatic experience in a verbal manner. Increasing sensory-based verbal-
izations allows the therapist to understand how the child lived through and 
processed the trauma. The child feels heard by the therapist as the therapist 
better understands what it was like to be in the child’s shoes. Play, therefore, 
seems to enhance the child’s efforts to share traumatic memories in words.

Given a young child’s limitations of verbal communication, using play 
to assist in the expression of the trauma and how it was experienced sen-
sually is often beneficial. Therefore, a play intervention such as Putting 
the Pieces Together (Goodyear-Brown, 2005) or Re-Building Mr. or Mrs. 
Potato Head: Processing Traumatic Sensory Memories and Providing Heal-
ing Sensory Memories (Cavett, 2012b) may be helpful as details are added 
to the initial trauma narrative. Using either of these interventions allows 
for dialogue about what the child sensed (i.e., heard or tasted) during the 
trauma. The child plays with a toy, such as Mr. Potato Head, while the 
trauma narrative is read, and as he or she puts in each piece of the puzzle or 
each part on Mr. Potato Head, the child adds details to the trauma narrative 
about what was heard, felt (hands), seen (glasses or eyes), or tasted (tongue 
or lips). Placing the hat on the Mr. Potato Head opens up an opportunity for 
the child to discuss thoughts during the narrative.

Trauma PrOCessing

The processing of the trauma blends together with the telling of the nar-
rative. As the children express their memories of the trauma, feelings and 
thoughts related to it will be expressed. The categorization of feelings and 
thoughts may be confusing to young children. Using a tool like the Magnetic 
Cognitive Triangle is helpful in differentiating feelings from thoughts. As 
with the other TF-CBT components, understanding the Magnetic Cognitive 
Triangle prior to beginning the narrative is beneficial.
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Considering Themes of Play as insight into unspoken 
feelings and Thoughts

Children likely benefit most when more emotionally intense aspects of the 
trauma are processed. Therefore, with verbal narratives for older children, 
one may ask them to make sure they share the most difficult aspects of the 
traumatic event. With young children, there may be times during the play 
narrative when they seem “stuck,” and this must be assessed and processed. 
At times, children may play out the initial aspects of the narrative, and 
then nonrealistic things appear that may indicate overwhelming affective 
and cognitive responses, likely both at the time of the trauma and during the 
processing. By reflecting the children’s behaviors in the play narrative, both 
the children and the therapist can explore how the play reflects thoughts 
and feelings. To illustrate, when a child figure begins falling off the house 
or floating, this may indicate a feeling/cognitive state, the therapist can 
explore to better understand the child’s experience. Feelings may include a 
sense of numbness or being in a dissociative state, or the cognition may be 
“I wish I could escape/float away.” It is especially important to introduce 
and acknowledge the sense of numbness when teaching feelings during the 
skills phase because this is common among children who have experienced 
trauma. However, it is infrequently included in standard feeling posters or 
commercially processed feeling cards. The play narrative allows children 
to tell what the trauma was like from their perspective more accurately 
and completely. Four important themes of play are common with children 
who have experienced trauma: symbolism, rescue/revenge fantasies, blame/
responsibility, and fixing.

Symbolism

Cohen and colleagues (2006) suggest that if a child expresses inaccurate 
(verbalized) thoughts about the trauma, these should be included in the nar-
rative and later explored and processed. In the play narrative, this is espe-
cially true as the child may express his or her trauma with play that reflects 
his or her perceptions of the experience. When asked to use play to develop 
the narrative, a child may begin to show what happened but then add details 
that seem unrealistic. The perceptions this play suggests can provide power-
ful insight into the child’s difficulties and can facilitate healing as they are 
processed. At times the child may use toys to express the experience in a 
nonverbal manner that is not factual. Toys may be used to represent the 
experience or the people involved (e.g., an abusive stepfather may be rep-
resented in the play narrative by a monster figure when the abuse is being 
played out but by an adult male figure when nonabusive). An adult may say, 
“My stepdad was a monster when he abused me,” while a child may “say” 
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this through his or her play. Play gives insight into the unspoken thoughts 
that are too complex for a child to express verbally. The clinician observes 
play to gather information about thoughts too confusing or complex to 
verbalize initially. After witnessing play behaviors, the therapist encourages 
and supports the child in sharing the details of the traumatic events through 
play and further communicating feelings and thoughts with words.

Rescue/Revenge Fantasies

In verbal narratives, children may express fantasies of rescue or revenge. 
Such fantasies are also noted when children develop play narratives. A 
trauma narrative may include other figures (i.e., superhero, police, fantasy 
parent) that depict rescuers, or children may show in their play a desire to 
have been able to rescue themselves or others. Children may also depict 
revenge (the perpetrator being put into a jail or a box) in their play. When 
narratives depict events that did not occur, the therapist can note verbally 
what he or she is observing in the play and encourage the children to further 
communicate their perceptions. To illustrate, a child may depict a perpetra-
tor as having gone to jail by placing the figure in the play jail. The therapist 
then notes the play behavior and encourages the child to expound on it, 
typically with reflective statements. Doing so enables the child to express 
thoughts such as “He did something that hurt me” or “My mom thinks he 
should be in jail.” As with verbal narratives, play narratives that include 
such fantasy play should be considered part of children’s perception of self, 
others, and the experience. The details of such play inform the processing of 
the trauma experience by allowing children expression of complex thoughts 
and feelings that without play might be beyond developmentally normative 
language.

To illustrate, a child who was sexually abused by her father feels that 
her mother, if present at the time of the abuse, would have been able to res-
cue her. Since her mother was not there, the child may feel that she did not 
deserve protection and cannot expect to be protected in the future. The res-
cue fantasy can allow the therapist to articulate that the child did deserve 
to be protected and that efforts will be made to reduce the chances of some-
thing similar happening in the future (i.e., enhancing safety component).

Blame/Responsibility

When included in the processing of the narrative, play can be helpful in 
assessing self-blame and reprocessing it. Children often feel responsible for 
traumas that are not within their control. At times, there may be instances 
when a trauma occurred and the children, although not responsible, may 
have exhibited a behavior that impacted the situation. When discussing 
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behaviors that are important for safety, it is imperative that the children are 
not blamed. However, as part of safety planning, some behaviors may be 
suggested in the future to reduce their risk of further trauma or victimiza-
tion. To illustrate, a child who is bitten by a strange dog after running up 
to it and grabbing at its eyes while making noise is not to blame for the dog 
bite but should learn appropriate behaviors related to being around dogs 
and other animals. Using role play to act out scenarios is a playful activity 
that can reduce the risk of future harm through education and modeling.

Fixing

Cohen and colleagues (2006) discuss children’s need to have a reparative 
activity related to traumatic grief (e.g., a child visualizing a deceased loved 
one, whose body was not found or was severely damaged at the time of 
death, as being repaired in a hospital). This reparative theme in the play is 
evident both in nonfatal traumas and fatalities. Children’s need for fixing 
and repairing themselves or loved ones who suffered in the trauma is heal-
ing. To help children process the trauma, and incorporating the reparative 
theme, at different points during the narrative it is helpful to consider with 
them what actually helped or might have helped them feel safe.

assessing Play as insighT inTO 
The Child’s ThOughTs and feelings

Young children’s difficulties with separating feelings and thoughts are espe-
cially pronounced when working on the narrative. Therefore, understand-
ing the cognitive triangle is essential prior to processing the narrative. Young 
children sometimes have difficulty saying what they are thinking. However, 
their thoughts may be revealed in their play. Their trauma-specific play pro-
vides a view of their perspective of the trauma, which can be processed using 
play-based interventions.

Often when children, and especially younger ones, first tell the trauma 
narrative, they do not verbalize cognitive distortions. Instead, they often 
tell cognitions that are adaptive. Upon further exploration, the therapist 
may discover that they are parroting a “correct answer” that well-meaning 
adults have given them. However, without allowing young children time 
and developmentally appropriate means to express their thoughts, provid-
ing a parroted but not felt response is not helpful. Often children tell a 
verbal narrative that includes the corrective verbal responses, but their play 
narratives provide deeper access to their true thoughts and beliefs. To illus-
trate, a child may verbally indicate that the sexual abuse was not his fault, 
but while processing the narrative at a deeper level with play he may label 
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himself as “naughty” or “sexy,” which may reflect his true but nonadaptive 
thoughts.

With verbal narratives, the therapist processes the child’s thoughts 
throughout the narrative as it is reread. This may include asking the child if 
the thoughts expressed were helpful or accurate. A similar intervention may 
be done as the child acts out the narrative.

The Magnetic Cognitive Triangle (MCT; Cavett, 2010, 2012a) is a 
play-based intervention that can help explain the cognitive triangle. In this 
intervention, children learn about feelings, thoughts, and behaviors as well 
as the connection between them. The MCT initially allows children to begin 
to explore feelings and to increase the breadth of descriptors for their inter-
nal experience of feelings. The MCT may be implemented in a joint session 
so that both child and parent understand their individual expressions of 
different feelings. Thoughts that are common for children who have been 
abused are also processed using the MCT. Spending a portion of a session 
discussing common thoughts (cognitive distortions, inaccurate cognitions, 
unhelpful thoughts) provides the children permission and understanding 
about their own experience. The MCT should include both positive and 
negative behaviors common for survivors of trauma. When the children 
process the trauma in their play, it may be helpful to utilize the MCT to 
explore feelings, thoughts, and behaviors.

Using the MCT, the child may be able to sort out feelings, thoughts, 
and behaviors more easily than if they were processed only verbally. As 
the narrative is read, the therapist and child identify feelings and thoughts 
and depict on a board how the thoughts impacted the feelings. A child who 
was sexually abused, for example, may have the thought, “I was a bad girl 
because I let him touch my privates,” which may lead to her feeling guilty 
and sad. However, when the thought is changed to “I was just little and 
he tricked me into letting him touch me,” the child might still continue to 
feel sad but less so. She also may not feel guilty and will assign blame to 
the perpetrator. When the thoughts and feelings are changed, her behaviors 
may also change (e.g., from isolating to seeking out support). Thus, the 
MCT allows for a visual representation of an internal process as well as 
more organized processing. Often children, even adolescents, say they can-
not remember or do not want to tell more details when actually they need 
some assistance in communicating their thoughts, feelings, and behaviors, 
which is facilitated by the MCT.

direCTive Play TheraPy inTervenTiOns

The processing of the narrative is a challenging stage of therapy, and engag-
ing children in playful interventions that allow for deeper processing while 
maintaining their commitment to the process is essential. Children may ben-
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efit from matching play interventions to trauma-related cognitions, feelings, 
and behaviors. Play techniques have been developed to assist in identifying 
and changing cognitive distortions, developing coping skills, and conduct-
ing exposure to innocuous stimuli.

Several play interventions assist in the process of exploring thoughts 
and their impact on affect. Thinking Caps (Goodyear-Brown, 2005) and 
My View of the World (Cavett, 2010) facilitate the processing of thoughts 
that lead to positive and negative affect. With My View of the World, chil-
dren use paper eyeglasses to look at how they see the world (cognitions) 
and explore more helpful cognitions that may result in improved mood. 
With Right Address/Wrong Address: Message from Self and Others (Cavett, 
2010), children explore thoughts and consider what makes the message 
either helpful or not helpful. For example, if the thoughts a child writes in a 
letter to him- or herself are extreme, such as “I never make good choices,” 
that message is rejected as a thought that has the wrong address. The clini-
cian and child may playfully explore how such an extreme message should 
be sent to the North Pole, not to the child. By using play in talking about 
the messages sent to someone by him- or herself or others, the child is able 
to start looking at common cognitive distortions. The play intervention 
Erase the Place (Goodyear-Brown, 2005) can be utilized to address negative 
thoughts and replace them with positive ones.

Positive Thinking Checkers (Anderson, 2011) provides the opportu-
nity for children to assess their thinking and learn to make positive self-
statements. The game is based on checkers, with pieces determining whether 
or not the child makes a positive statement about him- or herself or draws 
a card with a negative self-statement, which the child then counters. Pos-
itively Painted Desert (Engberg & Schumann, 2011) is another cognitive 
reprocessing technique. Children discuss filling up their container with large 
rocks, which represent negative thoughts. Positive thoughts are represented 
by sand. Children learn that, by filling the container with positive thoughts 
about the self, there is no room for the negative thoughts. Both these activi-
ties allow children to consider and create positive thoughts about self and 
practice them. When children have negative or unhelpful thoughts in their 
trauma narratives, those are added to the games to practice making alterna-
tive thoughts.

Children who have been traumatized often did things during the event 
that they feel responsible for but that are not their fault. Children who have 
been sexually abused experience these events as “their” behaviors. Moral 
development precludes their understanding and processing that the behav-
ior may have been a result of the trauma. For instance, sexually abused 
children who behaved in a specific way may not understand that the abuser 
“made,” coerced, or forced them to perform the behavior. Puppet on a 
String (Goodyear-Brown, 2005) is a playful intervention that allows young 
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victims to understand that the actions they performed during a trauma were 
not their fault and not “their” behavior.

Children who have been sexually abused and responded physiologically 
with pleasurable feelings often feel they are to blame. The clinician may 
observe evidence of this while the children are telling the narrative. Often 
children feel embarrassed and do not share this information in therapy. The 
clinician may ask open-ended questions about physiological responses and 
provide psychoeducation related to the normal responses to sexual touch-
ing. Cavett’s (2010) Pfffft—That’s Just What Bodies Do intervention pro-
vides humor and playfulness in processing pleasurable physiological reac-
tions to sexual abuse. The Bag of Tricks (Crisci, Lay, & Lowenstein, 1998) 
provides “magic trick” opportunities to discuss the tricks that perpetrators 
use during different phases of sexual abuse. Young children especially are 
drawn to these interventions.

The decision as to when a narrative has been sufficiently processed 
is often challenging for clinicians. They may err by not encouraging deep 
enough narratives or by not providing exposure for a sufficient length of 
time. When a child continues to be symptomatic, or emotionally reactive 
or has indications of cognitive distortions, the narrative has not been ade-
quately processed.

In VIVo masTery: using Play 
wiTh hierarChies and exPOsure

The more intensive trauma-related components of TF-CBT are utilized to 
provide gradual exposure for the children related to their traumatic event. 
In vivo exposure allows the children to decrease their reactions to innocu-
ous stimuli associated with the traumatic experiences in their actual envi-
ronment. The engaging quality of play with in vivo exposure may encourage 
children to participate more willingly in a difficult therapeutic task. In vivo 
exposure is helpful when a hierarchy of related stimuli is created and the 
children are progressively able to face the innocuous stimuli successfully and 
reduce the anxiety response. For some young children, it is best to create a 
hierarchy only with the parent because focusing on the ultimate goal of the 
hierarchy or the more anxiety-provoking steps may lead to noncompliance. 
Most children, however, may enjoy participating in the development of a 
hierarchy with the therapist and parent.

Developing a hierarchy in play can be done using orange road con-
struction cones (available in the automotive section of department stores). 
Each cone represents a subjective unit of distress. Clinicians choose to use 
different ranges of scores (i.e., 5, 7, or 10 cones), and the number may vary 
depending on age. Younger children may do better with five cones repre-
senting a range of anxiety level, from 1 to 5, while older children may do 
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better with 10 so that more variance in the level of anxiety is represented. 
Faces can be drawn and attached to the cones to help the child visualize each 
level of anxiety. The therapist and parent may write down different scenar-
ios related to the anxiety-provoking stimuli, or the child may draw a picture 
of each level. The child then takes each statement or picture and places it 
beside the cone that represents the level of anxiety it evokes. The child and 
parent talk with the therapist about the level of anxiety that could be toler-
ated with the use of coping skills. The child may use play to act out each 
level of the hierarchy, such as showing it in the dollhouse or acting it out 
with the parent in the office. The inclusion of the child in the playful devel-
opment of the hierarchy may improve compliance with the in vivo exposure. 
The playful approach simply allows the child to feel more engaged in the 
process, which is followed by the actual in vivo exposure.

Play is also helpful when exposing the child to innocuous stimuli that 
occurred at the time of trauma. As an example, a ringing phone may remind 
the child of the environment following his father’s suicide and may lead 
him or her to avoid answering and/or talking on the phone. The child and 
therapist may initially play out this aspect of the trauma by acting out the 
phone ringing and what the child’s mother said to people at that time. Role-
playing the exposure or including it in a play reenactment may be helpful. 
For example, the child and therapist may act out the roles of child and par-
ent in the week following the suicide. The therapist may act as the mother 
and answer the phone and pretend to answer questions. The responses to 
the pretend questions are beneficial, as is exposure to the sound of a ringing 
phone, an innocuous stimulus associated with the suicide. Through expo-
sure provided by the play, the child is able to process and reduce his anxiety. 
This process may be sufficient to help a child overcome avoidance and can 
also prepare the child for in vivo exposure if needed. The in vivo hierarchy 
might include steps such as listening to the phone ring at home, practicing 
answering the phone, actually answering the phone when it rings, and talk-
ing on the phone for increasing amounts of time. The therapist would then 
recommend the parent set up in vivo exposures by encouraging her child to 
listen for the phone at at time when someone was going to call. Once the 
child responds more calmly to the ring, he would be ready to respond to a 
call, finally working toward answering and talking on the phone again at 
home. The in vivo process is designed to help this child face his feared asso-
ciations so that he could see that not every call will lead to tragic news.

enhanCing safeTy 
and fuTure develOPmenT

Children who have been victims of trauma may fear being traumatized 
again. Discussing safety issues with them is important to their long-term 
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mental health. Frequently, children are traumatized repeatedly, highlighting 
the need for safety education and planning related to revictimization. As 
with the other TF-CBT, future safety concerns can be addressed through 
play-based interventions. Safety instruction can be done with worksheets 
and discussions about possible situations. However, discussion of safety 
issues through play typically engages the children to better comprehend and 
integrate the message.

Fabulous Frogs (Brace, 2011) is a play-based intervention that allows 
children to consider what type of environment is safe by developing a safe 
environment for frogs. This intervention allows the therapist to process 
what makes children feel safe. Children also make up rules they think will 
help the frogs to be safe, and this allows processing of what boundaries and 
rules make their own lives safe.

Boundaries are a vital part of safety planning for all traumatized chil-
dren. To process boundaries, one may utilize bibliotherapy in addition 
to playful interventions. Many play interventions relate to interpersonal 
boundaries. As children learn about boundaries, it is helpful to use con-
crete objects or other visuals. A body drawing on butcher paper can be 
helpful in showing public (i.e., hands) or private (i.e., breasts) parts as well 
as those parts children identify as acceptable for touching by close friends 
or family (e.g., the shoulders, back) in certain situations (i.e., a backrub, 
shoulder massage). Respect My Space (Kenney-Noziska, 2008) is an inter-
vention that uses hula hoops to create boundary bubbles, which can be 
implemented while processing strategies related to communicating with oth-
ers about one’s boundaries. A similar intervention, Hula Hoop Boundaries 
(Janis-Towey, 2010), also uses hula hoops to process personal space and the 
variations according to the nature of the relationship or situation. Finding 
one’s voice and being empowered to tell someone when feeling uncomfort-
able or when in an abusive or dangerous situation is important to discuss 
during the safety planning portion of therapy. With play, children can act 
out calling a loved one, the police, or social services for help. Using possible 
scenarios along with play phones makes the abstract plan more integrated 
into the children’s repertoire of behaviors. Children can also utilize mega-
phones while practicing saying “No” or telling others about inappropri-
ate situations. In Goodyear-Brown’s (2005) adaptation of this megaphone 
intervention—Megaphones to Make a Point—children practice saying “No” 
and setting boundaries. Using Goodyear-Brown’s Door Hanger interven-
tion (2005), children create foam door hangers to help them process both 
allowing people into their space and setting limits. Alternatively, Keep Your 
Hands Off Me (Goodyear-Brown, 2005) provides a kinesthetic experience 
for processing setting limits around personal space.

The clinician’s approach to safety planning must consider the child’s 
possible interpretations of the plan. Most importantly, the child may feel 
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blamed for previous abuse if told that he or she is responsible for saying 
“No” in the future. The clinician may want to discuss how behaviors that 
enhance future safety may not have been known when the child was initially 
abused.

Building a community for support is an important skill for trauma-
tized children and their supportive caregiver. Toward this end, children and 
adolescents can engage in an art project in which they create and depict 
their support system. The children typically have communicated their inter-
ests throughout the therapy, and the clinician uses this information to sug-
gest options for them to consider when depicting their support system. For 
example, an adolescent who plays basketball structures his support system 
as a team, and uses art supplies to draw the players, coaches, and supports 
(managers). Each person he feels is a part of his support system is identified 
and depicted based on the role of that person in his ongoing support. The 
adolescent’s mother, for example, may be labeled as a coach or the point 
guard. The art project allows insight for both the children and the therapist 
into the people whom the children see as supportive. Children can visualize 
their support system using any structure that works best for them: a sports 
team, a band or orchestra, a classroom.

For the very young child, having puzzles of helpers (e.g., police, doc-
tor) while discussing safety planning can be very beneficial. Scenarios that 
depict safety situations can be read to the child, with the child responding by 
indicating to whom he or she would go and what would be told in order to 
receive the help needed. Puppets of helpers are also useful for engaging the 
child in safety discussions. The My Helpers technique (Crisci et al., 1998) 
was developed to provide information about safety planning. In the activity, 
the child matches scenarios with pictures of different helpers, such as doc-
tors or parents. This paper-and-pencil activity allows the child to process 
more at home. My Safe Neighborhood (Cavett, 2010) encourages the child 
to play out different scenarios with toys such as a fire engine or police car 
while processing future safety.

Safety across different settings may be addressed during this compo-
nent. Peer concerns such as bullying can be included in the safety planning, 
if indicated. Several games related to bullying (e.g., The Bully Free Game, 
Girls Games) are helpful in teaching bully reduction skills.

The Child as viCTim, Then survivOr

As with older children and adults, the young child may see the trauma as an 
important, or even the most important, aspect of his or her life for a period 
of time after the trauma. He or she may identify with the label of victim. As 
the narrative proceeds, the child’s play often goes from the perspective of a 
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victim to one of an empowered survivor. Eventually, as with older children, 
the child is able to integrate the trauma as a part of him- or herself but 
not the main thing that defines him or her. Looking toward the future and 
integrating the trauma into the child’s life is essential in processing the nar-
rative. With the verbal narrative, the therapist helps the child write details 
about what may be helpful for the child or what activities or thoughts may 
help the child move forward from the trauma. In the play, this is developed 
at an experiential level. Play-based interventions during termination may be 
utilized to help the child process what he or she learned in therapy and how 
the trauma fits into the rest of his or her life.

CliniCal Case desCriPTiOn

Jason: a 5-year-Old who experienced  
a natural disaster/flood

Verbal Narrative

Jason began his narrative with a brief description of himself. He then dis-
cussed his experience with the flood.

A storm came. We were getting ready for the storm. There were so many 
people around our house and outside. I felt worried. Our house was 
flooded and we had to live in a hotel. When we got back there was a 
mess.

Play Narrative

Using the sand tray, Jason re-created his trauma narrative. It was during the 
play narrative that the details about the Black Hawk helicopter and the ani-
mals that died became part of the narrative. Other important details were 
also communicated for the first time. He also gave more details about the 
preparations for the flood, such as taking toys upstairs. Using toy vehicles 
in the sand tray, he was better able to communicate his experience of he 
and his mother going in one vehicle while other family members went in 
another. The details provided deeper information about his experience with 
the traumatic event and what he felt and thought about it. He also offered 
comments during the play, such as his thoughts about wishing that someone 
would have helped rescue the animals, thoughts that were not revealed in 
the verbal narrative. The following verbalization of his trauma narrative 
was made utilizing play.

A storm came. We were getting ready for the storm. We took things 
upstairs to stay dry. My parents were busy all the time trying to get the 
house ready. They knew it may flood. Then a storm started. My mom 
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and dad felt worried and I felt worried. It was hard to be with my parents 
’cause they were worried and crabby. Mom and Dad started to build dikes 
around our house. There were volunteers who helped build too. Lots of 
helpers came. The police were there in cars. They only let people in who 
lived by us. The Natural Guard [National Guard] was there too. They 
were in Humvees and flew Black Hawk helicopters. I was scared when 
the Black Hawks were there ’cause Mom said that they only fly where 
the dikes might break. I saw deer and turkeys that were trapped in areas 
where the flood was. After the flood many of them were dead and I saw 
them on the fields. It made me sad that they died. I wish someone could 
have saved the animals, but they were too busy saving people. I wanted to 
do something other than watch the sandbagging. I asked Mom if I could 
go do something. She said that I could get hurt if something happened. I 
felt annoyed and mad. I wanted to go on a play date with my friend Jer-
emy. Mom said I couldn’t go. I was scared when Mom said I had to stay 
home. If the dikes broke I would not be able to go back home and they 
would not know where I was. I thought, “I am never going to be able to 
do anything!” I was mad and scared. We couldn’t go on the bridge. It was 
covered up with water. I wanted to help sandbag but I was too little. At 
first I sat and watched through the window. Mom kept telling me to go to 
my room so that I would be safe. Finally, she let me help make sandwiches 
for the volunteers. Then I felt better. Everyone was helping. Mom said 
I could help too but only with some things. The dike broke at 2 in the 
morning. I was sleeping and Mom came in and got me. I was scared and 
sleepy. She took me in the car and Dad followed with Jared. We went to 
a hotel. The people talked to Mom and Dad on the phone and said that 
our house was under water up to the first floor. My room was in the base-
ment and I didn’t get my other toys. Some toys we took upstairs and they 
were wet too ’cause the water was high enough to get things on the floor. 
Mom said we could not keep them ’cause water from a flood is taminated 
[contaminated]. We got some of them that were higher when Mom and 
Dad went back to the house. They brought them to the hotel. We stayed 
in the hotel for 3 weeks and then we decided to go to Grandma’s house 
until our house was fixed. When we got back our house was a mess. I 
could not have my old toys. I wish I had my DSi games and the Wii and 
all my Legos that were downstairs. I feel sad that we lost them. But I can 
get new toys again. I feel happy about that. Mom and Dad said we can fix 
the house and in about 9 months we can move back in. I get to pick out 
the new carpet and get a new bed set. I feel happy.

Cognitive Processing

Jason was able to use the MCT between his verbal and play trauma narra-
tives. This allowed him to explore the connection among thinking, feeling, 
and doing. The triggers, including the flood, news/TV, and parental emo-
tions, were discussed. The MCT allowed him to realize that when he changed 
his thoughts he could change his feelings. For instance, on the MCT he used 
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a thought magnet to represent “I wanted to do something other than watch 
the sandbagging” and another to represent “I can help with some things.” 
By focusing on what he could do, he felt more positive. He also realized that 
his safety was important and he and his parents had that as a priority. He 
used pictorial magnets to represent behaviors that were positive and nega-
tive. Examples of positive behaviors included the relaxation activities he 
learned earlier.

In Vivo Exposure

Jason continued to express fears related to flooding. He was triggered by 
inclement weather, including rain/storms. He also was highly anxious about 
the sound of helicopters as there had been Black Hawks in the area dur-
ing the flooding to monitor dikes. Jason listed scenarios that related to the 
weather and created a hierarchy based on subjective units of distress ranging 
from 0 to 10. Distress scores were represented by orange cones, which were 
placed on the office floor, with a space between each. Jason and his mother 
discussed each step and agreed that they could begin working on his anxiety 
related to rainstorms beginning with imaginal storms, which he depicted as 
being at a moderate level of anxiety (5) and thought he could confront with 
coping skills. In therapy he and his mother made a rice shaker, using two 
paper plates glued together and grains of rice in between. Shaking the rice 
shaker resulted in an auditory stimulus similar to the sound of a rainstorm. 
By playing with the shaker, taking turns being the shaker and having the 
therapist shake it while pretending to be in a storm, Jason was able to gain 
mastery. His controlling the intensity of the initial “storm,” by shaking it 
harder or softer, increased his feelings of mastery. Jason’s grandmother was 
committed to helping him learn coping skills and tolerate the anxiety, and 
together they recorded storms over the next couple of weeks and watched 
a movie depicting a storm. During the course of treatment, several storms, 
including a significant thunderstorm, allowed for in vivo exposure. Jason 
used the coping skills he learned prior to the exposure to gain success over 
his fears. After reducing the distress scores of different scenarios to tolerable 
levels, he then addressed fears related to helicopters. His initial exposure 
included play in the sand tray, where he used and manipulated toy Black 
Hawks and the other stimuli that reminded him of the flood, and was essen-
tial in his reducing anxiety to innocuous stimuli. Recordings and an even-
tual visit to an air museum allowed for increased levels of exposure.

Safety Planning/Termination

Jason created a My Safe Contacts (Cavett, 2010) list during his final ses-
sions. The list of contacts, which was written on his drawing of a cell phone, 
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allowed him to visualize several people to whom he could turn when he 
needed support. He then drew pictures of four of the contacts with whom 
he felt closest. The pictures depicted him doing something with each person 
that makes him feel better/safe/loved.

natisha: a 7-year-Old Biracial girl who experienced 
sexual abuse

Natisha’s original trauma-related narrative was simply “I was sexually 
abused.” She developed the nontrauma as well as the trauma-specific chap-
ters more fully through her play-based narratives across sessions. She uti-
lized the dollhouse to show the trauma, with details that included sensory 
memories. She was also able to verbalize feelings and thoughts through her 
play. She indicated that the perpetrator called her his “little angel” and at 
times told her that she was bad because she touched his genitals. He indi-
cated that it was her fault because she did it. This was not a part of the 
verbal narrative, and the fact that Natisha continued to feel some responsi-
bility for the sexual abuse was not evident until she exhibited it in the play. 
In the play, the character that she identified as the perpetrator said to the 
character that she identified as herself, “You are touching me, look what 
you did! You made it get bigger. If you tell your mom, she will be angry with 
you.” Although verbally Natisha was able to state that she knew she was 
not responsible, it was not known until she acted it out in the play that she 
had been told she was responsible and had internalized it. During the play, 
she also indicated that the character identified as her perpetrator stated that 
he would hurt her mom if she told.

After Natisha acted out her trauma narrative, it became evident that 
the perpetrator had made statements that can be considered “tricks” to get 
her to not tell. Therefore, Natisha and her therapist played the Trick Hat 
game (Crisci et al., 1998). The tricks used by the perpetrator included telling 
Natisha that her mother would not believe her and that he would hurt her 
mother if she told. Natisha was able to process blame, responsibility, and 
power issues through the Trick Hat game. After playing with the therapist, 
Natisha’s mother was asked to join in the game to process Natisha’s feel-
ings (guilt, fear) and thoughts (“It was my fault because I touched his pri-
vates”). Playing the game together allowed Natisha to process her fears of 
her mother not believing her. As scenarios were acted out and Natisha was 
able to role-play possible scenarios, she was validated by her mother, and 
her mother reinforced that she would believe and protect Natisha.

Natisha’s family utilized the family bed and co-sleeping had occurred in 
the context of the extended family. The therapist initially felt that Natisha’s 
sleeping with her mother or grandmother was related to the sexual abuse 
and fears resulting from abuse. However, as the therapist became educated 
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in the traditions of the family, and Natisha’s mother expressed her accep-
tance of the co-sleeping as a choice and not a symptom, the location of sleep 
was not maintained as a therapeutic concern.

Natisha utilized the Crowing Community (Goodyear-Brown, 2005) 
intervention during the final sessions of therapy. This intervention allowed 
her to consider those who are supportive of her and how she can access 
them.

COnClusiOn

Play and playful interventions are frequently utilized in the context of TF-
CBT to motivate and enhance children’s participation in the various TF-CBT 
components. When TF-CBT therapists encourage children to engage in play 
that realistically depicts their traumatic experiences, they are achieving the 
important goals of gradual exposure to traumatic memories that are might 
otherwise be avoided and/or suppressed. More specifically, in the context 
of the trauma narrative and processing component, play can help children 
more comfortably bring to mind the details of highly traumatic experiences, 
while also revealing sensations, feelings, and thoughts that can later be pro-
cessed with the help of their therapist and parents. In sum, as demonstrated 
in the prior examples and case studies, play is often an integral aspect of 
effective TF-CBT with children.
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Children with 
Developmental Disabilities

Christina A. Grosso

Overview Of Tf-CBT wiTh Children 
wiTh develOpmenTal disaBiliTies

As we look at the emerging demographics in society today, we cannot ignore 
the need for specialized treatment for traumatized children with develop-
mental disabilities. Developmental delays impact one in six children in the 
United States (Boyle et al., 2011), and these children are up to 10 times 
more likely to be maltreated than those who are not disabled (Goldson, 
2002; Sobsey & Doe, 1991). With the prevalence of trauma in developmen-
tally disabled children and the lack of trained professionals who are able to 
provide treatment (Charlton, Kliethermes, Tallant, Taverne, & Tisherlman, 
2004), we are looking at a crisis in our mental health system. We need to 
understand how to adapt existing best practice to address the specific needs 
of the developmentally disabled.

The applications presented in this chapter are a result of the work 
done over the last 6 years implementing trauma-focused cognitive-
behavioral therapy (TF-CBT) in several residential treatment facilities 
in New York State with children and adolescents with complex trauma 
and psychopathology (Cohen, Mannarino, & Deblinger, 2006). Of these 
children, many also suffered from various developmental disabilities, 
including but not limited to mild mental retardation, learning disabilities, 
receptive and expressive language disorders, and autism spectrum disor-
ders, namely pervasive developmental disorder. As TF-CBT was initiated, 
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the challenges of this population emerged as did the need for adaptations 
that addressed their impairments in cognition, communication, and affect 
management.

develOpmenTal delays

The Centers for Disease Control and Prevention (2011) define developmen-
tal disabilities as “a diverse group of severe chronic conditions that are due 
to mental and/or physical impairments. People with developmental disabil-
ities have problems with major life activities such as language, mobility, 
learning, self-help, and independent living. Developmental disabilities begin 
anytime during development up to 22 years of age and usually last through-
out a person’s lifetime.”

The prevalence of developmental disabilities in children has increased 
significantly in the last decade. According to a 2008 survey, over 15% of 
children ages 3–17 have diagnoses of such disabilities, including “attention 
deficit hyperactivity disorder; intellectual disability; cerebral palsy; autism; 
seizures; stuttering or stammering; moderate to profound hearing loss; blind-
ness; learning disorders; and/or other developmental delays” compared with 
12.84% a decade earlier (Boyle et al., 2011, p. 1034). The occurrence of 
developmental delays in boys was nearly twice that of girls, with Hispanic 
children showing significantly less prevalence than white non-Hispanic and 
black non-Hispanic children. Children with families below the poverty line 
and children with access to Medicaid or other public health insurance also 
showed higher rates of developmental disabilities compared with middle-
class children with private insurance (Boyle et al., 2011).

limitations and Challenges

Children with developmental disabilities often have difficulty in areas of 
cognition, communication, and affective regulation (see Table 6.1). It is 
important to understand these deficits in order to create adaptations in 
treatment.

strengths

As with all children, those with developmental delays also have strengths, 
a fact that may often be overlooked by caregivers and clinicians as a result 
of the severity of the developmental challenges. It is imperative that we 
identify these strengths and use a strengths-based approach to treatment. 
Children with developmental delays will often have an ability to retain 
information related to events. They may think in pictures and recall this 
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information with great clarity and detail. They may also have domains of 
interest and expertise, with special talents and insights in specific areas such 
as math, art, and music as well as spatial and mechanical abilities (Grandin, 
2010).

Trauma and develOpmenTal disaBiliTies

Children with disabilities are at higher risk to experience abuse than 
those without disabilities (Ryan, 1994). According to Sullivan and Knut-
son (2000), they are 3.79 times as likely to be victims of physical abuse, 
3.14 times more likely to be victims of sexual abuse, and 3.76 times more 
likely to be neglected than their nondisabled cohort. Overall, the litera-
ture points to rates of maltreatment among children with disabilities of 
1 to 10 times greater than among children without disabilities (Goldson, 
2002; Sobsey & Doe, 1991). Studies indicate that 22–70% of abused chil-
dren have developmental disabilities (National Research Council, 2001). 
Rates of abuse and maltreatment are thought to be much higher than the 
statistics just presented as a result of underreporting in this population 
because of communication issues, reliability of victim reporting, and the 
judicial system seeing reports as being of questionable credibility (Charl-
ton & Tallant, 2003). Children with developmental disabilities are also 
more likely to be in out-of-home placement (i.e., residential treatment, 
day programs, and assisted-living facilities where rates of sexual abuse are 

TaBle 6.1. areas of impairment in developmentally disabled Children

Cognition Communication Affect dysregulation

•	 May have difficulty with: 
�� Abstract thinking 
�� Critical thinking 
�� Sequencing events 
�� Prioritizing 
�� Task breakdown 
�� Ambiguity 

•	 Concrete thought process 
•	 Fixations 
•	 Black-and-white thinking 
•	 Think in pictures 
•	 Highly focused areas of 

interest and expertise

•	 Delays in receptive and 
expressive language 

•	 Idiosyncratic speech 
•	 Echolalia 
•	 Poor social skills 
•	 Engage in one-sided 

conversation 
•	 Difficulty engaging with 

and responding to others 
•	 Lack of boundaries, 

intrusive behaviors 
•	 Trusting of others

•	 Difficulty identifying 
emotions in self and others 

•	 Difficulty expressing 
emotion via facial gestures 
and/or verbal statements 

•	 Sensory sensitivity 
•	 Impulsive 
•	 Easily agitated 
•	 More prone to anxiety 
•	 More behavioral issues; 

may be quick to hit, 
punch, kick when agitated 

•	 Tendency for rote behavior 
when anxious 

•	 Difficulty and/or 
discomfort with change

Note. Based on Charlton, Kliethermes, Tallant, Taverne, and Tisherlman (2004)
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two to seven times higher than in the community) (Overcamp-Martini & 
Nutton, 2009).

Because of the limitations and challenges discussed earlier, disabled 
children are at risk for increased victimization. They may not understand 
what is happening to them and may not have the capacity to communicate 
effectively with someone who can help. Children with disabilities are often 
dependent on multiple caregivers for learning and supervision as well as 
assistance in activities of daily living, including eating, bathing, and toilet-
ing, thus increasing exposure to potential boundary violations. They are 
taught to trust caregivers, adults, and authority figures. As such, they can 
be easier to manipulate because of decreased capacity for critical thinking 
and the inability to differentiate safe from unsafe persons and situations. 
Thus, children with developmental disabilities are more likely to experi-
ence trauma, and trauma exposure also increases the likeliness of develop-
mental delays. Severe trauma and neglect can impact children’s developing 
brain and affect problem solving, affect regulation, and comprehension. 
Prolonged abuse can result in permanent damage to these brain functions. 
The impact of the trauma on the children may be further compounded by 
the lack of response and understanding from society (Charlton et al., 2004).

TreaTmenT issues and reCOmmendaTiOns

With the prevalence of trauma in developmentally disabled children, it is 
probable that clinicians will be finding these children on their caseloads. 
However, as a result of underreporting, these children may not receive appro-
priate therapy or may be misdiagnosed (Boyle et al., 2011; Goldson, 2002). 
Children may exhibit behavioral disruptions that are in reaction to trauma 
exposure but not report the incident of abuse. This behavior may then be 
seen as a symptom of the developmental issue alone, and the trauma may go 
unrecognized and untreated. Compounding this issue further is a twofold 
problem: (1) a lack of trained professionals who are able to assess for trauma 
exposure and provide trauma treatment to developmentally disabled chil-
dren and (2) society’s belief that the developmentally disabled do not benefit 
from verbal psychotherapy (Charlton et al., 2004; Reaven, 2009).

Children with developmental delays present some unique challenges to 
traditional verbal and cognitive-behavioral therapy (CBT) (Moree & Davis, 
2010; Reaven, 2009). Because of their impairments in cognition, language, 
and emotion, adaptations are needed to help them access the concepts and 
develop appropriate skills (Moree & Davis, 2010; Wood et al., 2009). Some 
general strategies include those listed in Table 6.2.

Based on some of these unique challenges that children with develop-
mental disabilities present, CBT offers inherent structure and skill building 
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TaBle 6.2. Treatment strategies for Children with developmental disabilities

Strategy Purpose Examples Goals

Provide 
structure, 
create 
routines.

Children with 
developmental delays 
will often have difficulty 
and discomfort with 
change.

•	 Have a consistent meeting 
day/time.

•	 Create a routine for 
sessions with opening and 
closing rituals.

•	 Help family and caregivers 
create schedules/routines 
in the home and school 
(e.g., set times for meals, 
homework, bed)

•	 Creates consistency 
and expectation.

•	 Enhances 
predictability and 
comfort.

•	 Increases capacity 
for autonomy.

•	 Increases 
opportunity for 
repetition.

Shorten 
sessions.

Children with 
developmental delays 
will often have shorter 
attention spans and can 
be easily agitated.

•	 Adjust session time 
according to attention 
span.

•	 Adjust dosage and pacing 
of gradual exposure.

•	 Increases sense of 
competence and 
success.

•	 Increases capacity 
for self-control and 
affect regulation.

Slow  
down. 

Children with 
developmental delays 
have difficulty breaking 
down tasks and 
interpreting complex and 
compound messages.

•	 Slow speech down.
•	 Give simple messages.
•	 Present one topic at a time.
•	 Be specific.

•	 Increases 
comprehension and 
competence.

Use art/
visuals.

Children with 
developmental 
disabilities are often 
visual thinkers and 
“think in pictures.”

•	 Provide images to illustrate 
directions and tasks.

•	 Utilize visual aids when 
teaching skills.

•	 Encourage children to 
draw, paint, sculpt their 
thoughts and feelings.

•	 Increases 
comprehension.

•	 Increases ability to 
communicate.

Use play. Children with 
developmental 
disabilities are visual 
thinkers and require 
movement and activation 
to remain focused. 

•	 Use puppets, figurines, 
sand play, and dollhouses 
to create stories and 
metaphor.

•	 Increases 
comprehension.

•	 Increases ability to 
communicate.

Provide 
repetition. 

Children with 
developmental 
disabilities have cognitive 
limitations, including 
poor comprehension 
and retention and 
decreased capacity for 
generalization. 

•	 Repeat skills and concepts 
in session.

•	 Assign homework to 
practice skills taught in 
session.

•	 Use consistent praise and 
rewards as reinforcement 
of positive behavior.

•	 Creates consistency 
and expectation.

•	 Enhances 
predictability and 
comfort.

•	 Increases capacity 
for autonomy.

    (continued)
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to directly address these needs (Reaven, 2009). CBT has shown to be an 
effective intervention with children with a variety of functional difficulties 
because of its capacity to provide structure and self-management strategies. 
The need for an integrated treatment approach is also emphasized, specifi-
cally the use of art therapy and visuals to create concrete, tangible resources 
to accompany verbal interventions (Moree & Davis, 2010; Oathamshaw & 
Haddock, 2006; Reaven, 2009; Taylor, Lindsay, & Wilner, 2008; Wahlberg, 
1998).

appliCaTiOns Of Tf-CBT skills 
and TeChniques

As we begin to address these issues in TF-CBT, we must recognize the 
need to enhance our clinical knowledge and skill in assessing for trauma 
and developmental delays as well as adapting treatment to fit the needs 
of our clients. TF-CBT is a highly flexible model and lends itself well to 
diverse adaptations (Cohen et al., 2006). However, as with any adaptation, 
it is important to be mindful of the goals of treatment and the purpose of 
each component so that any alteration is congruent with the philosophy 
and fidelity of treatment. An effective strategy in achieving this is to ask 
the question “Why?” Why do we provide psychoeducation to a child who 
has experienced sexual abuse? Why do we teach grounding and relaxation 
strategies to survivors of trauma? These questions will help us maintain the 
fidelity of treatment while creating and adapting our methods/interventions 
on how to achieve the goals of TF-CBT. Children with developmental dis-
abilities may move through the model more slowly and require more time 
to understand concepts through repetition and application. Change occurs 
slowly but does happen. One must be mindful of setting treatment goals to 

TaBle 6.2. (continued)

Strategy Purpose Examples Goals

Use  
interests  
and 
fixations.

Children with 
developmental  
disabilities often have 
fixations or special 
interests. 

•	 Ask, discover children’s 
special interests.

•	 Use fixation on favorite 
character, person, place, 
thing to teach skill.

•	 Use shared interests to 
increase socialization.

•	 Increases 
engagement in 
treatment.

•	 Increases 
communication.

•	 Increases retention 
of skill.

•	 Increases 
socialization.

Note. Based on Charlton, Kliethermes, Tallant, Taverne, and Tisherlman (2004); Grandin (2010); and Reaven 
(2009).



 Children with Developmental Disabilities 155

reflect this incremental progress and provide praise for accomplishments in 
a specific and immediate manner.

The remainder of this chapter is dedicated to the direct application of 
skills and techniques for use with children with developmental disabilities. 
A foundational working knowledge of TF-CBT is assumed and is a prereq-
uisite for fully understanding this discussion, which is built upon original 
fidelity of the PRACTICE components. Each component is broken down by 
goal, challenge(s), and skill(s). The goal of each component—the “why”—
is delineated as well as the unique challenges of the population and the 
reason for implementation strategies that are developmentally appropriate. 
Last, the specific skills and activities utilized to teach each component are 
discussed. In essence, a “toolbox” of interventions will be accessible to the 
readers for immediate and direct use with their client population.

Similar to creating a toolbox for the clinician, we also want to create a 
toolbox of skills for clients. The skills and activities discussed will provide 
useful and practical tools for the children as they progress through treat-
ment. Clinicians can concretize the toolbox by creating a folder, binder, or 
box for these materials and use it as a resource and refer back to it to as 
needed. This will also provide a transitional resource when treatment con-
cludes, to be used by the children at home and school with caregivers.

assessment

As we know, the role of assessment is extremely important in TF-CBT (see 
Table 6.3). We need to screen for trauma exposure and symptoms as well as 
other psychiatric disorders to develop case formulation and treatment goals. 
At the onset of treatment, we need to determine trauma type and begin to 
develop a hierarchy of experiences. In addition to psychosocial history, we 
also complete standardized measures, such as the UCLA PTSD Reaction 
Index (Steinberg, Brymer, Decker, & Pynoos, 2004) to determine trauma 
exposure and symptoms and the Child Behavior Checklist (Achenbach, 
1991) to reveal behavioral, emotional, and thought problems. Standard-
ized measures are important in rating change over time from pre- to post-
treatment. In working with developmentally disabled children, we may also 
want to consider administering cognitive scales to determine the degree of 
cognitive impairment and developmental level (Oathamshaw & Haddock, 
2006). By completing these various instruments, we can begin to formu-
late a symptom picture and a differential diagnosis. Some symptoms may 
overlap across trauma and developmental domains, such as the ability to 
focus, regulate affect, and control impulses. Are these symptoms a result of 
avoidance, hyperarousal, and/or hypervigilance resulting from exposure to 
trauma? Are the symptoms in reaction to an attention-deficit/hyperactivity 
disorder? Or are these symptoms due to a cognitive delay?
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Standardized measures may present an obstacle to children with devel-
opmental issues. They may have difficulty understanding the questions, 
organizing their thoughts, and communicating their answers (Avrin, Charl-
ton, & Tallant, 1998) and may require one-on-one verbal administration 
to ensure comprehension. As clinicians, we may need to reframe or explain 
questions while remaining conscientious in maintaining their integrity. 
Using behavioral definitions and visuals to illustrate concepts can be helpful. 
For instance, the clinician can present a drawing of a fire, tornado, flood, 
or hurricane when asking the child, “Have you ever been in another kind 
of disaster, like a fire, tornado, flood, or hurricane?” (Pynoos et al., 1998). 
Children with developmental disabilities may also have difficulty complet-
ing an assessment within a standard session. Administering the assessment 
in sections may help with pacing, maximizing attention and minimizing agi-
tation. The children may also have trouble responding verbally. The clini-
cian should have paper, crayons, colored pencils, or a dry-erase board in the 
office for children to write responses. This can be a fun, interactive activity 
that also promotes engagement. Illustrations of people or characters nod-
ding their head and saying “Yes” in a talk bubble or shaking their head and 
saying “No” can be a useful tool as well.

Completing assessments with intensity ratings and Likert scales, such as 
the UCLA PTSD Index for DSM-IV (Pynoos et al., 1998), may require addi-
tional explanation. Because of issues with sequencing and understanding 
frequency, children with developmental disabilities may have difficulty with 
this concept and require visual aids and metaphor. The Rain Cloud Likert 
Scale, for example (Figure 6.1), uses rain clouds to illustrate this continuum, 
with a response range of 0, or “none,” to 4, or “most” (Grosso, 2011). In 

TaBle 6.3. why do we assess Clients?

Goals
•	 To assess for trauma, psychiatric disorders, and developmental level in order to 

develop case formulation and goals for treatment
•	 To monitor progress over course of treatment

Challenges
Children with developmental disabilities have:
•	 Overlapping symptoms of trauma and developmental delays
•	 Difficulty understanding language of assessments
•	 Limited capacity for sequencing and difficulty understanding frequency
•	 Difficulty engaging and responding to others

Skills
•	 Shorten sessions—complete assessment over multiple sessions
•	 Use visuals to illustrate concepts and aid in communication

Note. Based on Charlton, Kliethermes, Tallant, Taverne, and Tisherlman (2004) and Cohen, Mannarino, 
and Deblinger (2006).
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developing a hierarchy of negative stimuli, an illustration of a mountain 
can be used, with the top of the mountain as the event that “bothers me the 
most” and the bottom of the mountain as the least distressing event. One 
should keep in mind that children with developmental disabilities will often 
have a lower threshold for negative stimuli, and this should be considered 
when formulating hierarchies (Reaven, 2009).

Case example

Johnny, a 12-year-old boy with pervasive developmental disorder, mood disor-
der not otherwise specified, and posttraumatic stress disorder, presented with a 
history of physical and sexual abuse by his father from age 4 to 7, failed foster 
care placements, and multiple hospitalizations for highly aggressive behaviors. 
Johnny had an IQ of 68 and scored a 43 on the UCLA PTSD Index for DSM-IV 
(Pynoos et al., 1998). Johnny had no contact with his father, who was in prison 
for his abuse of Johnny, or his mother and siblings. The family moved away 
when Johnny was placed in foster care and abandoned him, stating that he was 
“too difficult to care for.” In residential placement, he was often shunned by 
peers because of his poor social skills and high impulsivity. Johnny would also 
engage in fantastical game play and appear in “his own world” with little to no 
awareness of others.

During our first session of TF-CBT, Johnny presented with a fixation 
on the cartoon Dragon Ball Z (Funimation Entertainment, 1999–2003). He 
discussed this cartoon at length, with particular attention to the charac-
ter Goku. Johnny described Goku as a boy who knew “karate” and had 
“superpowers.” Upon further investigation, I also learned that Goku was 
an odd, monkey-tailed boy who did, in fact, have superhuman strength as 
he was born from a race of extraterrestrials called the Saiyans, said to be the 
strongest warriors in the universe. However, Goku was separated from this 
family as a result of death and ambiguous loss. It became apparent to me 
that there were many similarities between Johnny and Goku and that Goku 

fiGure 6.1. Rain Cloud Likert Scale (Grosso, 2011). Copyright 2011 by Christina 
A. Grosso. Reprinted by permission.
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represented both an ego ideal and reflection of self for Johnny. His fixation 
on Goku was a coping strategy because it offered him a relatable figure with 
a means for self-protection. We began to use Goku in treatment from this 
moment forward.

Baseline Trauma Assessment

During the baseline trauma assessment, Goku’s story served as a founda-
tion for creating narrative. Johnny was able to recite with emotion and 
interest stories of Goku’s adventures. However, Johnny had more dif-
ficulty reporting incidents and events from his own day-to-day life with 
the same intensity. When I asked him to tell me a story about the baseball 
game he attended a few days earlier, he recalled: “I went to the baseball 
game with my staff and some kids. The game was long. I ate a hot dog. 
We came home.” When I asked him to tell me more about it and paced 
him through the story with encouragement to add thoughts and feelings, 
he added, “It was hot.” When asked to tell me a story about his father 
and the abuse he suffered, he responded, “My dad is like Godzilla. I 
don’t see my dad anymore.” When prompted with similar questions, he 
slammed his fist on the table and stated, “I don’t want to talk about it 
anymore.”

After this clinical assessment and in combination with his standardized 
assessment scores, I realized that Johnny had limited language and cogni-
tion to describe what happened to him as well as difficulty identifying and 
expressing affect. His avoidance of thoughts, feelings, and details related 
to the trauma were substantiated by his score of a 43 on the UCLA PTSD 
Index for DSM-IV as well as his decreased detail in his baseline trauma nar-
rative. The level of detail in his baseball story and his ability to tell Goku’s 
story with emotion revealed his ability to complete a trauma narrative with 
a similar level of detail. However, he required a great deal of emotional and 
cognitive skill building in order to do so.

Many of the existing skills and activities outlined in TF-CBT for PRAC 
(Psychoeducation and Parenting, Relaxation, Affect expression and modu-
lation, and Cognitive coping) can be used with children with developmental 
disabilities because of their highly interactive and visual nature (Cohen et 
al., 2006). During the PRAC components, children are developing compe-
tency and moving from a sense of powerlessness to control. Children with 
developmental issues are often reliant on caregivers for tasks of daily living 
and have a sense of diminished autonomy (Charlton et al., 2004). This, cou-
pled with their traumatic experience, can leave children feeling even more 
dependent and helpless. Therefore, during PRAC it is essential for them to 
develop mastery and competence through skill-building activities that they 
can learn in session but then practice and use both in school and at home. 
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The repetition of these skills will also aid in retention and comfort with the 
material.

psychoeducation and parenting

During psychoeducation, our major goal is to normalize reactions to trauma 
(see Table 6.4). As with beginning treatment with any child, we want to 
begin by introducing the goals of therapy, review assessments, and learn 
more about the child. In working with a child with a developmental dis-
ability, we want to pay particular attention to his or her interests and the 
presence of any fixations because we can utilize this to support the child’s 
learning. Existing strategies in TF-CBT for psychoeducation, such as bib-
liotherapy and games, are highly effective. Utilizing sources that contain 
illustrations to describe concepts are most successful, such as the book A 
Terrible Thing Happened (Holmes & Mudlaff, 2000). This book chronicles 
the behavior of Sherman the raccoon after he experiences “a terrible thing,” 
and captures the raccoon’s emotional, cognitive, and behavioral symptoms 
of trauma through both words and pictures. The “terrible thing” is depicted 
as a black cloud floating over Sherman’s head in a thought bubble and can 
easily be substituted by the child’s index trauma. This book offers a sufficient 
level of gradual exposure to the trauma through metaphor and provides a 
direct conduit to the subsequent TF-CBT components. This book can also 

TaBle 6.4. why do we provide psychoeducation to Children who have  
Been Traumatized?

Goals
•	 To normalize responses to trauma
•	 To reinforce accurate cognitions

Challenges
Children with developmental disabilities have:
•	 Poor comprehension and retention
•	 Decreased capacity for generalization—are black-and-white thinkers
•	 Fixations or special interests
•	 Limited attention spans

Skills
•	 Use visuals to illustrate concepts and aid in communication
•	 Use favorite characters, cartoons, puppets, figurines, sand play, and dollhouses to 

create stories and metaphor
•	 Use active play and games to engage and maintain attention

�� What Do You Know? (Deblinger et al., 2006)
•	 Bibliotherapy

�� A Terrible Thing Happened (Holmes & Mudlaff, 2000)

Note. Based on Charlton, Kliethermes, Tallant, Taverne, and Tisherlman (2004) and Cohen, Mannarino, 
and Deblinger (2006).
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be used to stimulate discussion by pausing at various intervals through-
out the story and asking questions such as “What happened to you?” and 
“Have you ever felt like that?”

During psychoeducation with Johnny, we were able to use Goku as a 
vehicle for learning. As we discussed results from the assessment and began 
to review symptoms of trauma, I drew parallels to Goku and asked Johnny 
questions about some of the reactions Goku might have to scary events. 
This appeared to interest Johnny because he became engaged in this activity 
around trauma symptoms that both he and Goku experienced. Playing the 
What Do You Know? game (Deblinger, Neubauer, Runyon, & Baker, 2006), 
I asked Johnny, “How can you tell if a child has been sexually abused?” 
He responded, “You can just tell—you can see it.” We were able to dis-
cuss further that unlike Goku, who had a monkey tail, we could not see 
Johnny’s trauma. This direct discussion of trauma being invisible appeared 
to increase his understanding that he could feel and think about his trauma 
but others did not know or understand his thoughts, feelings, and experi-
ences unless he shared them.

Providing support to parents of children with developmental disabil-
ities is of utmost importance during TF-CBT (see Table 6.5). Research 
shows that these parents have increased stress because of the cognitive, 

TaBle 6.5. why do we provide parenting skills?

Goals
•	 To normalize responses to trauma
•	 To teach parents strategies for addressing problematic behaviors, including praise, 

selective attention, time-outs, and contingency reinforcement strategies

Challenges
Parents/caregivers of children with developmental disabilities have:
•	 Increased stress and feelings of overwhelm as a result of:

�� Increased supervisory demands
�� Lack of education and preparation to deal with disability
�� Lack of appropriate educational and treatment services for their children
�� Lack of response from child to traditional means of discipline and 

reinforcement

Skills
•	 Provide structure/ create routine

�� Help family and caregivers create schedules/routines in the home and school 
(e.g., set times for meals, homework, bed)

•	 Provide repetition and reinforcement
�� Repeat skills and concepts in session
�� Assign homework to practice skills taught in session
�� Use consistent praise and rewards as reinforcement of positive behavior

•	 Create supportive family groups

Note. Based on Cohen, Mannarino, and Deblinger (2006) and Hibbard and Desch (2007).
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emotional, and behavioral issues presented by their children and a lack 
of support to effectively address them (Hibbard & Desch, 2007). These 
developmental issues coupled with the child’s emotional, cognitive, and 
behavioral reactions to trauma creates a significantly stressed, over-
whelmed family system. Parents will require creative adaptations to tra-
ditional parenting strategies and a flexible and patient clinician to help 
them after failed attempts. Some basic tenets to focus on with children 
with developmental disabilities are their need for structure, repetition, 
and reinforcement. Many children have multiple caregivers because of 
their increased need for supervision. Treatment may include not only the 
parents but aides, teachers, and other caregivers to establish safety and 
increase communication. In essence, the clinician will be working with a 
multidisciplinary team of individuals who need to understand the impact 
of the trauma on the children and have consistent skills and strategies to 
reinforce in their respective roles and environments. It is recommended 
that the clinician share the children’s toolkit with all caregivers, with addi-
tional copies made to be kept at home and school.

relaxation

As we look at the role of relaxation and grounding in trauma treatment (see 
Table 6.6), we recognize the need to regulate physiological responses, such 
as increased heart rate, shallow breathing, tension in the body, sweating, 
stomachaches, and headaches. This regulation is needed in order to manage 
trauma reminders and later tolerate increased exposure during the trauma 
narrative. Children with developmental disabilities may have a higher base-
line of anxiety and agitation and encounter difficulties remembering and 
utilizing relaxation strategies (Wood et al., 2009). They may require more 
repetition of skill with little to no exposure as they learn and practice. Once 
the skill is acquired, it can be gradually paired with exposure to their nega-
tive stimulus hierarchy with support and prompts from both caregivers and 
therapist.

In order to determine where stress and tension exist in the body, a doll 
or a drawing of a human figure can be used to have children point to areas 
of the body that feel activated. The children should be encouraged to use 
this as a starting point and identify areas on their own body that become 
dysregulated and then asked, “How does your body feel when you think 
about scary things?” Relaxation strategies can then be introduced, such as 
deep breathing using bubbles. Blowing bubbles provides a concrete, focused 
task for children in that they need to blow the bubble in a slow, steady man-
ner in order to form a full, round bubble that is able to float off the wand. 
If they blow too hard and fast the bubble will break; and if they blow too 
slowly the bubble will not form. The therapist can then extend the relax-
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ation exercise to include watching the bubbles float in the air and gently pop 
on surfaces they contact.

When I began the relaxation phase of treatment with Johnny, some of 
the exercises, such as squeezing lemons to make lemonade, lost his attention 
(also note that he appeared confused that lemonade was made from lemons 
and not from a container of powder). Johnny held a great deal of tension 
and emotion in his body and would explode with aggression when triggered. 
In an effort to gain his attention, I created the Goku Squeeze. Goku was able 
to reach his full superhuman strength when he entered super-Saiyan mode, 
which he achieved by squeezing his hands into fists and tensing his body. 
Johnny stated that Goku was strongest then and able to “do good.” Johnny 
was able to visualize Goku and tense his muscles in his body, beginning with 
his fists, then moving to his arms, shoulders, face, torso, legs, and feet. He 
would practice this and hold for a count of 10. He then would release his 
muscles, and we would reflect on how his body was feeling. He expressed 
having a sense of calm and that he could “do good” like Goku rather than 
explode and get into fights.

Grounding

Children with developmental disabilities may also have issues with sensory 
integration and sensitivity. They may become overwhelmed with loud noises 
or be soothed by the feeling of cool water on their hands. When working 
with these children, it is beneficial to explore how they react to various 

TaBle 6.6. why do we Teach relaxation strategies to Children  
who have Been Traumatized?

Goals
•	 To reduce physiological symptoms of stress and trauma

Challenges
Children with developmental disabilities have:
•	 Sensory sensitivity
•	 Impulsivity
•	 Agitation and greater proneness to anxiety
•	 More behavioral issues; may be quick to hit, punch, kick when agitated

Skills
•	 Relaxation

�� Bubble breathing
�� Goku Squeeze

•	 Grounding
�� Sensory toolkit 

Pocket Pal

Note. Based on Charlton, Kliethermes, Tallant, Taverne, and Tisherlman (2004) and Cohen, 
Mannarino, and Deblinger (2006).
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sensory stimuli and to develop a toolkit with items they find soothing and 
can use for grounding. Items such as bubble wrap, sandpaper, cotton, felt, 
Model Magic, playdough, water, and sand can be explored.

People, places, and things can also be used as grounding strategies. 
Very often, Johnny would rely on his milieu counselor, Pat, to help himself 
regulate. This worked well when Pat was available but was not an effec-
tive strategy when Pat was in a meeting, was off grounds, or had a day 
off. When Johnny experienced a trigger that was overwhelming, he often 
relied on Pat to prompt and model the use of a relaxation and/or grounding 
strategy. As Johnny’s autonomy and proficiency in relaxation increased, he 
still relied on Pat to be present, even though he could do these skills on his 
own. We soon discovered that Pat himself was a grounding strategy and 
became part of Johnny’s routine when triggered. We wanted to increase 
Johnny’s independence and create a new routine, which prompted us to cre-
ate a pocket pal, named Pocket Pat. Pocket Pat was a pocket-sized, felt cut-
out of a gingerbread-shaped person. Johnny was able to create this during 
session and fill in the facial features and clothing to resemble those of Pat. 
On the reverse was his “safety plan”: a list of his relaxation and grounding 
strategies. After completing Pocket Pat, he kept it in his pocket for retrieval 
whenever he felt triggered or upset to prompt him to use his relaxation strat-
egies. As Johnny used Pocket Pat, his dependence on the real Pat decreased.

affect identification and modulation

As stated earlier, there are many wonderful activities already embedded in 
TF-CBT that utilize visual and interactive learning that can be used with 
children with developmental disabilities (Cohen et al., 2006). Affective iden-
tification and modulation skills, such as Feeling Faces, Feelings in My Body, 
and emotional thermometers are highly effective tools to use with develop-
mentally disabled children (see Table 6.7). Additional time may be needed 
to teach and practice skills to ensure comprehension and retention. Favorite 
characters, puppets, and cartoons can be used to engage children, and story 
lines can be created to elicit feelings through metaphor. How would Wally 
the Whale feel if someone ate his lunch? How would Goku feel if his friend 
kicked him? Visual aids are also useful to reinforce these concepts. Children 
can draw their favorite characters with various facial expressions, or images 
can be downloaded from the Internet on which feelings can be labeled.

During this phase of treatment, Johnny had great difficulty identifying 
emotion in facial features, a common issue with children with developmen-
tal delays. During one session, he became interested in my camera. We pro-
ceeded to take many pictures of both him and me making faces. We printed 
the pictures and labeled them with the corresponding feeling, making a deck 
of personalized photo feelings cards. As we reviewed the pictures, he would 
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compare his picture with his image in the mirror, name his feeling, shift his 
gesture, and then rename it with a new feeling. He continued to practice 
various gestures and then asked me to copy him. Through this activity, he 
was able to identify and express feelings through both visual and verbal 
modalities. These cards were also shared with staff and teachers to reinforce 
with Johnny in the milieu setting.

Cognitive Coping

This component (see Table 6.8) presents one of the most challenging issues 
in working with developmentally disabled children, namely recognizing and 
acknowledging internal thoughts (Reaven, 2009). As we begin to teach chil-
dren how to acknowledge a thought, we need to teach them what a thought 
is. Very simply, thinking can be described as “talking to ourselves.” We 
can ask, “What do you say to yourself when you make a mistake?” This 
self-talk will begin to highlight some of their thought processes and provide 
the foundation for the intersection among thoughts, feelings, and behaviors 
(i.e., the cognitive triangle).

Children with developmental disabilities are visual thinkers and require 
movement and activation to remain focused. In teaching Johnny the cogni-
tive triangle, he and I played “baseball.” I taped a triangle on the floor in my 
office and labeled each point “thought,” “feeling,” or “behavior.” We then 

TaBle 6.7. why do we Teach feeling identification and regulation to 
Children who have experienced Trauma?

Goals
•	 To help children identify, regulate, and express feelings more effectively
•	 Decrease avoidance strategies

Challenges
Children with developmental disabilities have:
•	 Difficulty identifying emotions in self and others
•	 Difficulty expressing emotion via facial gestures and/or verbal statements
•	 Sensory sensitivity
•	 Impulsivity
•	 Agitation and greater proneness to anxiety
•	 More behavioral issues; may be quick to hit, punch, kick when agitated

Skills
•	 Provide repetition and reinforcement

�� Repeat skills and concepts in session
�� Assign homework to practice skills taught in session
�� Use consistent praise and rewards as reinforcement of positive behavior

•	 Photo feeling cards

Note. Based on Charlton, Kliethermes, Tallant, Taverne, and Tisherlman (2004) and Cohen, Mannarino, 
and Deblinger E. (2006).
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stood on the thought point and I provided Johnny with a scenario where 
he walked into the classroom and a fellow student began laughing. I then 
asked him, “What are you thinking? What are you saying to yourself?” He 
responded, “He doesn’t like me.” Next, we moved to the feeling point, and 
I asked, “How are you feeling?” He responded, “Sad and angry.” And then 
finally we jumped to the behavior point, and I asked, “What do you do?” 
He responded, “Hit him in the face.” We then were able to process why this 
behavior was not safe and how his thought could be inaccurate and unhelp-
ful. We discussed replacing his original thought, that perhaps his peer did 
like him and that maybe something funny happened prior to Johnny enter-
ing the room. Johnny was then able to state he would feel “curious” and sit 
down in his seat and begin his classwork.

The cognitive triangle can also be adapted and used as an activity called 
Bubble People. The clinician helps the child draw numerous pictures of 
him- or herself or a favorite character (including face and body) on separate 
sheets of paper, and then they assign a marker color to “thought,” “feeling,” 
and “behavior.” Similar to the activity described previously, the clinician 
then describes a scenario. Using the portraits and selected markers, the clini-
cian writes the child’s initial thought in a thought bubble next to the head 
in the drawing using the “thought” marker, adding what feelings would 
result after having such a thought (and writing them down on the body 
where the child experienced such feelings). This step is repeated for behav-

TaBle 6.8. why do we Teach Cognitive Coping skills  
to Traumatized Children?

Goals
•	 To learn cognitive coping skills
•	 To acknowledge and share internal dialogue
•	 To understand the relationship among thoughts, feelings, and behaviors

Challenges
Children with developmental disabilities may have difficulty with:
•	 Abstract thinking
•	 Critical thinking
•	 Sequencing events
•	 Prioritizing
•	 Task breakdown
•	 Ambiguity

Skills
•	 Cognitive triangle baseball
•	 Bubble People
•	 Bibliotherapy

�� The Little Engine That Could (Piper, 1990)

Note. Based on Charlton, Kliethermes, Tallant, Taverne, and Tisherlman (2004) and Cohen, 
Mannarino, and Deblinger (2006).
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iors using the appropriate color-coded marker. This is repeated numerous 
times, changing the thought and then discussing how the resulting feelings 
and behaviors change as well.

Trauma narrative and Cognitive processing

Trauma Narrative

Developing the trauma narrative with developmentally disabled children is 
a process that requires pacing, structure, and visual storytelling (see Table 
6.9). Children have cognitive limitations (see Table 6.8) that will present 
challenges in creating the narrative in addition to their general trauma 
symptoms (avoidance and increased arousal in reaction to higher levels of 
exposure), which are to be expected at this point in treatment. It is impor-
tant that clinicians be aware of their increased need to move slower and 
have shorter session times because they may be more reactive to negative 
stimulus than their nondisabled cohort (Reaven, 2009). They may need sup-
port and prompts to use their grounding and relaxation skills as they begin 
to talk about more distressing events. As they discuss details of the trauma, 
events may be fragmented and nonsequential. The clinician should begin by 

TaBle 6.9. why do we help Traumatized Children Tell Their story?

Goals
•	 To unpair thoughts, triggers, and reminders of the trauma from 

overwhelming negative emotion
•	 To integrate thoughts and feelings into narrative
•	 To unify fragments of trauma memory into integrated whole
•	 To correct inaccurate thoughts
•	 To process distortions

Challenges
Children with developmental disabilities may have difficulty with:
•	 Abstract thinking
•	 Critical thinking
•	 Sequencing events
•	 Prioritizing
•	 Task breakdown
•	 Ambiguity 

Skills
•	 Visual narrative
•	 Storyboarding
•	 Index card trauma timeline
•	 Bibliotherapy

�� Please Tell (Ottenweller, 1991)

Note. Based on Charlton, Kliethermes, Tallant, Taverne and Tisherlman (2004) and Cohen, 
Mannarino, and Deblinger (2006).
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writing each of these “fragments” on index cards. This method of capturing 
information will allow the children to tell their story first without becom-
ing frustrated trying to capture detail and chronology simultaneously. The 
cards can be reordered and chronologically sequenced later with pacing and 
assistance from the therapist.

Another method to assist with the telling of their story is visual nar-
rative. As discussed, children with developmental delays are often visual 
thinkers and organize their thoughts in images. The therapist can begin by 
asking the children to draw a picture of what happened to them. This can be 
done on a single piece of paper or in a cartoon/storyboard approach utilizing 
multiple frames. This process allows children to capture detail and sequence 
visually, a method that is more intrinsic to their thought process, thus reduc-
ing their risk of increasing anxiety and frustration (Reaven, 2009).

We also want to keep in mind children’s responses to the baseline 
trauma narrative completed at the onset of treatment. How did they respond 
to the innocuous event narrative? What was their capacity for storytelling? 
Did they include detail? Was it in chronological order? Did they include 
thoughts and feelings? How did their innocuous narrative compare with 
their baseline trauma narrative? We want to guide our expectations for the 
trauma narrative based on the level of detail ascertained during the base-
line narrative of the innocuous event because this highlights their overall 
developmental level and capacity for storytelling. We cannot expect greater 
detail for the trauma narrative because it would presumably surpass their 
capability.

As we revisit the case of Johnny, we recall that he had limited detail in 
his story of the baseball game and with prompting was able to add feelings. 
With his account of his abuse he was not able to provide details, thoughts, 
or feelings and, moreover, became dysregulated, pounding his fist on the 
table. It was important to remind myself, as I worked with him and encour-
aged his inclusion of details, that this was congruent to his original baseline 
presentation. However, he made tremendous progress with identifying feel-
ings and thoughts related to his abuse. He was able to reach this level of ver-
bal communication via the use of visual narrative. Johnny began by drawing 
a picture of his father, depicted as a fire-breathing Godzilla. With prompting 
to tell a story about the picture, he began to describe that his father was 
“mean, angry and hurt” him, just like Godzilla hurt people in the movies. 
When asked how often this happened, he pointed to the rain cloud that 
indicated “much” (see Figure 6.1). I then asked him what happened when 
his father got “mean” and “angry.” He responded by drawing a stick figure 
with a large red mark on its face. I asked him again to tell a story about the 
picture, and he stated his father would “punch, kick, and push” him. When 
asked “What happened next?”, he drew a bed with two stick figures on it. 
Again with questioning, Johnny was able to state that after his father physi-
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cally abused him, he would push Johnny on the bed and sexually abuse him. 
With further prompting Johnny was able to state that he felt “angry” and 
“sad” and that he “never wanted to see Dad again” and was “glad he was 
in jail.” He also stated that he felt “bad” that his family was “gone.”

Cognitive Processing

Children with developmental disabilities may have more cognitive distor-
tions related to feelings of blame, guilt, and fear of recurrence compared 
with nondisabled children (Charlton et al., 2004). Feelings of blame may 
occur as a result of their limited capacity for critical thinking as well as their 
poor social skills and ability to communicate effectively with others. Cogni-
tive processing techniques, such as challenging distortions, can be especially 
difficult because of cognitive and processing delays (Avrin et al., 1998). (See 
Table 6.9.)

Returning to the case of Johnny, it became clear that some areas of 
his narrative needed further exploration and processing. As with all chil-
dren, we want to attend to both explicit and implicit distortions, especially 
around issues of shame, blame, and guilt. In terms of implicit or hidden 
distortions, Johnny stated that he felt “bad” that his family was gone, indi-
cating possible feelings of blame and guilt. When I asked why he felt this 
way, he stated that his family moved away because he was “bad.” This issue 
took a good deal of time to discuss because we needed to break down each 
feeling and thought one at a time. He had difficulty shifting his thinking, 
remaining in a state of black-and-white thinking that if he had not told 
about his abuse his family would still be together. I used a version of the 
best friend role play, and instead of using a “best friend,” which he did not 
have, I used Goku. Through related story lines focusing on Goku’s separa-
tion from his family, Johnny was able to begin to shift his thinking and list 
other possible reasons for his family leaving. We also discussed that if Goku 
stayed in a home where he was being hurt he would never have been able 
to become a strong superhero. Johnny was able to develop a list of all the 
ways in which he became stronger while in residential treatment, including 
what he learned in TF-CBT. In the final chapter of his narrative, he stated 
that he wanted to be strong like Goku and help other kids who have been 
hurt find a safe place.

In Vivo mastery of Trauma reminders

Children with developmental disabilities often have a lower threshold for 
negative stimuli and require special consideration when formulating hier-
archies (Reaven, 2009; see Table 6.10). Exposures will need to be paced 
and have smaller increments of escalating stimuli, and care should be taken 
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not to overwhelm children. Developmentally disabled children also have a 
tendency for rote behavior when anxious and have difficulty and/or discom-
fort with change (Avrin et al., 1998). They may become fixated on routines 
and rituals and have difficulty changing the structure of daily activities and 
schedules. When generalized fears or avoidant behaviors are noticed, it is 
imperative to address them as soon as possible so that they do not become 
further ingrained. It is important to have parents and/or caregivers “actively 
involved, comfortable, and in agreement with the plan” to offer consistency 
and reinforcement (Cohen et al., 2006, p. 149).

Conjoint Child–parent sessions

The child with developmental disabilities requires repetition of skills and 
clear structure and routines. As the child progresses through TF-CBT, it 
is imperative that parents are involved with treatment so they can rein-
force skills as they are being used (see Table 6.11). As discussed earlier in 
the parenting component, the child with developmental disabilities often 
has multiple caregivers because of increased supervisory demands (Avrin 
et al., 1998). At various points throughout treatment, it is beneficial to 
meet with these other caregivers to review PRAC skills and reinforce rep-
etition of learning and practice both at home and in school. Despite this 
team approach, it is recommended to share the trauma narrative with par-
ents and not with all caregivers so as not to overwhelm the child. Parents 
may also require individual time to process their own cognitive distortions 
related to their child’s trauma. The therapist should discuss the narrative 
with the parents before the conjoint session to allow time for these poten-
tial cognitions to emerge, prepare them for hearing the narrative, and plan 
areas of the narrative where they can offer praise and reinforce accurate 
cognitions. Even though parents need assistance in helping their child 
recover from trauma, they can also provide a great wealth of information 
and insight into their child’s functioning and progress. Their expertise must 
be respected.

TaBle 6.10. why do we provide In Vivo exposure to Traumatized Children?

Goals
•	 To decrease avoidance symptoms of generalized fears

Challenges
•	 Children with developmental disabilities may have lower threshold for negative 

stimuli

Skills
•	 Exposure hierarchies

Note. Based on Cohen, Mannarino, and Deblinger (2006) and Reaven (2009).
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enhancing future safety and development

As we have discussed throughout this chapter, children with disabilities 
are at higher risk for experiencing abuse than children without disabilities 
because of impairment in cognition, communication, and affect regula-
tion (Avrin et al., 1998; Ryan, 1994). They often have limited information 
regarding sexual education, abuse prevention, and personal safety. Parents 
and caregivers often view their children as asexual and feel this information 
is unnecessary (Hibbard & Desch, 2007). However, research shows that 
sexual interest among children with developmental disabilities often occurs 
at the same developmental stage as for the rest of the population (Tharinger, 
1990, as cited in Charlton et al., 2004). In order to increase awareness and 
independence and decrease the risk of revictimization in this population, 
personal safety skills are crucial (see Table 6.12). The content and extent 
of sexual education should always be discussed with the parents. However, 
basic safety skills such as recognizing “OK” and “not-OK” touch should be 
taught to all children.

Children with developmental disabilities often have a lack of boundar-
ies and intrusive behaviors. Couple these tendencies with exposure to inter-
personal trauma where body limits were violated, and increased confusion 
and permeable boundaries emerge. As with the development of PRAC skills 
already discussed, rehearsal and repetition of skills are important to enhance 
comprehension and retention.

As Johnny approached the end of treatment, it was essential that he 
learn practical skills to keep him safe. As with many traumatized and devel-
opmentally disabled children, his personal space was often an issue. At 
times he would hug strangers, and at other times he would not be able to be 
within talking distance of someone else. Johnny was prompted to ask for a 
hug or a handshake when he needed physical comfort and to wait for the 

TaBle 6.11. why do we have Conjoint sessions?

Goals
•	 To increase communication between child and parent
•	 To increase comfort in talking about trauma

Challenges
•	 Children with developmental disabilities may:
•	 Engage in one-sided conversation
•	 Have difficulty engaging and responding to others

Skills
•	 Conjoint sessions throughout treatment
•	 Involve additional caregivers

Note. Based on Charlton, Kliethermes, Tallant, Taverne, and Tisherlman 
(2004) and Cohen, Mannarino, and Deblinger (2006).
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reply. He was also taught to use the Safety Bubble. In this boundary exer-
cise, children stretch their arms out in front of them and imagine being sur-
rounded by an invisible bubble. As they imagine this bubble encompassing 
their body, they can outstretch their arms in every direction. They are then 
asked to imagine others with this same bubble. Together with the therapist, 
they practice walking up to people and maintain the size and shape of their 
safety bubble. Children are also encouraged to express how comfortable 
they feel with the distance they are creating between self and other. If their 
safety bubble becomes invaded, they are prompted to move away and tell 
the person that he or she is too close. If this person ignores the command, 
the children are prompted to say “No,” go and find help, and tell a safe 
adult what happened. Children should be encouraged to keep telling until 
someone listens. Johnny enjoyed this activity and at first required redirec-
tion and prompting to maintain the boundary of his invisible bubble. After 
practice with staff and peers, he made considerable progress maintaining his 
personal space.

After treatment, Johnny showed considerable improvement. His score 
on the UCLA PTSD Index for DSM-IV decreased from 43 to 19, indicat-
ing that he was no longer meeting criteria for posttraumatic stress disor-
der (Pynoos et al., 1998). His aggressive behaviors diminished and he was 
interacting more frequently and positively with peers. Johnny’s fantastical 
play and talents in art making became a method of interaction with peers, 
who valued his artistic ability and joined him occasionally in game play. He 
continued to have issues when peers had visitation with family but was now 

TaBle 6.12. why do we provide safety planning?

Goals
•	 To teach personal safety skills
•	 To decrease risk of revictimization

Challenges
Children with developmental disabilities:
•	 May have a lack of boundaries, intrusive behaviors
•	 May be trained and/or compliant with authority figures
•	 May have increased dependency on caregivers for physical needs
•	 Have impaired communication and/or ability to disclose abuse
•	 Have limited access to sexual education and personal safety skills

Skills
•	 Repetition and practice
•	 Experiential learning

�� Safety Bubble
�� No, Go, Tell

Note. Based on Charlton, Kliethermes, Tallant, Taverne, and Tisherlman (2004); Cohen, 
Mannarino, and Deblinger (2006); and Hibbard and Desch (2007).
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able to express his feelings of jealousy and sadness in appropriate ways. 
The discharge plan for Johnny was to continue in residential treatment to 
address his other mental health needs while case planners investigated a 
preadoptive foster care family.

As we conclude our discussion of the application of TF-CBT for devel-
opmentally disabled children, we can review the progress of treatment and 
see that our toolbox for both therapist and child is “filling.” Many inter-
ventions and activities have been introduced, and the expectation is that 
through future practice this toolbox will continue to expand. There is a 
growing need for traumatized children with developmental disabilities to 
receive treatment as well as for trained professionals to provide treatment 
(Charlton et al., 2004). In an effort to address this problem, we have adapted 
TF-CBT to fit the needs of this growing population. Traumatized children 
with developmental delays present some unique challenges to traditional 
verbal and cognitive-behavioral therapy (Moree & Davis, 2010; Reaven, 
2009). Because of their impairments in cognition, language, and emotion, 
implementation strategies are needed to help children access concepts and 
develop appropriate skills (Moree & Davis, 2010; Wood et al., 2009). An 
integrated treatment approach utilizing visuals as resources to accompany 
verbal interventions was introduced as well as the use of structure, repeti-
tion, engagement, and activation strategies. As we have seen through the 
course of this chapter, these implementation strategies for TF-CBT have 
been created to increase the sense of mastery and independence in the lives 
of these children as they recover from trauma.
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Adolescents with 
Complex Trauma
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Rachel Wamser

Overview Of COmplex Trauma

Most clinicians working with a traumatized child population will encoun-
ter at least one adolescent who has experienced severe, multiple traumatic 
events. In fact, these teenagers represent the reality of a traumatized popula-
tion (Finkelhor, Ormrod, & Turner, 2009). Not surprisingly, survivors of 
prolonged and repeated traumatic events often present with a more compli-
cated symptom picture compared with those who were more acutely trau-
matized (Cook, Blaustein, Spinazzola, & van der Kolk, 2003; van der Kolk, 
2005). Beyond posttraumatic stress disorder (PTSD), these adolescents have 
myriad difficulties across several domains of functioning. In an effort to 
better capture the reality of this symptom presentation, the term complex 
trauma was developed (Herman, 1992). Complex trauma has a dual defini-
tion, referring to both a specific type of traumatic exposure as well as the 
devastating impact that such a trauma history leaves in its wake (Cook et 
al., 2003). Complex trauma events are typically defined as traumas that are 
multiple, chronic, and interpersonal in nature and begin at an early age, 
such as severe sexual or physical abuse, neglect, witnessing domestic vio-
lence, or the experience of a refugee camp (Cook et al., 2005). Thus, com-
plex trauma events are best conceptualized as a subset of events typically 
defined as traumatic by the diagnostic category PTSD.
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Exposure to complex trauma is, predictably, toxic. Personal resources 
that would have been allocated for development are instead used for survival 
to cope with the unstable, frightening, and overwhelming complex trauma 
environment (Cook et al., 2003). In the face of such stress, youth’s limited 
ability to cope is depleted: They lose, or never develop, the ability to regu-
late themselves. In fact, dysregulation is cited as the hallmark characteristic 
of children and adolescents who have experienced complex trauma (Spin-
nazola et al., 2005). The inability to self-regulate results in a broad range 
of difficulties across various contexts. The impact of complex trauma, then, 
does not easily lend itself to a specific list of behavioral symptoms. Instead, 
broad domains of impaired functioning have been observed, including dif-
ficulties of regulation in affect, behavior, biology, attention and cognition, 
self, and relationships with others (Cook et al., 2005; van der Kolk, 2005). 
Complex trauma is not currently formally recognized by any diagnostic 
construct but has been described in two potential diagnostic categories—
namely disorders of extreme stress not otherwise specified (DESNOS) and 
developmental trauma disorder—which have been proposed for inclusion in 
DSM-IV and in the forthcoming DSM-5 (Roth, Newman, Pelcovitz, van der 
Kolk, & Mandel, 1997; van der Kolk, 2005).

why Tf-CBT appliCaTiOns are neCessary

Working with a complex trauma population has many unique challenges that 
necessitate different applications of the trauma-focused cognitive-behavioral 
therapy model (TF-CBT; Cohen, Mannarino, & Deblinger, 2006). TF-CBT 
effectively addresses trauma-related symptoms, such that following treat-
ment the child or adolescent will return to pretrauma functioning. For sur-
vivors of complex trauma, this goal may not be initially feasible. For many, 
the traumatic events began so early in life and with exhausting regularity 
that there is no prior baseline to return to. For them, trauma has become a 
“way of life.” Furthermore, whether the result of continuing consequences 
from the traumatic event or from their struggles, these youth’s environment 
often remains chaotic during treatment and legitimate crises occur fre-
quently (Cook et al., 2003). The youth may experience a placement change 
or enter a residential treatment facility, the parental rights of their parents 
may be terminated, or they may be expelled from school. Ongoing chaos 
tends to characterize their lives. These crises are often not attempts to avoid 
trauma-related content but instead relevant challenges that require attention 
in treatment. Effective trauma-focused treatment requires multiple, uninter-
rupted sessions focused on processing trauma-related content (Cohen et al., 
2006). Trauma work may then dissolve into a series of “starts and stops” as 
these crises occur. Continuing to only process past events irrespective of cur-
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rent pressing issues is ill-advised because this can result in a serious breach 
in the often tenuous therapeutic relationship.

The laundry list of presenting problems in a complex trauma popula-
tion also necessitates that TF-CBT be applied appropriately to these issues. 
First, complexly traumatized adolescents have often experienced a variety 
of inconsistent and unpredictable interpersonal experiences, ranging from 
inappropriate closeness to indifference to victimization (Cook et al., 2003). 
Survivors of complex trauma may be distrustful of others, viewing others 
as unpredictable, uncontrollable, and/or hostile. These attachment difficul-
ties may be brought with them to the therapeutic relationship (Courtois, 
1999). It is not uncommon for adolescents with a complex trauma history 
to initially present as highly guarded or avoidant for weeks to months. The 
consistency and attunement of a good therapist may be a foreign experi-
ence to adolescent survivors of complex trauma as even this typically benign 
aspect of the therapeutic relationship may be anxiety provoking (Courtois, 
2004). Trauma work necessitates a solid working alliance, as, for example, 
exposure work ideally occurs in the context of a safe environment with 
a supportive therapist. Given the attachment issues that adolescents with 
complex trauma may present with, special therapeutic strategies may be 
needed to advance treatment.

Dysregulation characterizes the complex trauma population and often 
permeates various domains of functioning, including affect, behavior, cogni-
tion, and self-concept (van der Kolk, 2005). These youth are often exces-
sively reactive to events in their environment. Such self-regulation difficul-
ties typically result in significant, ongoing adversity for them. For example, 
emotional and behavioral dysregulation may contribute to the adolescent 
becoming enraged at a teacher who is criticizing him and then pushing the 
teacher against a wall, resulting in expulsion. Aggressive behavior toward a 
foster parent may result in the disruption of that placement and subsequent 
placement in a residential facility. Again, these scenarios could create inter-
ruptions in TF-CBT treatment and, in particular, make the gradual exposure 
work choppy, inefficient, and potentially unsuccessful. Furthermore, survi-
vors of complex trauma often present with developmental capacities that 
resemble those of much younger children, such as difficulty identifying an 
affective state or even knowing when one is hungry (Ford, Courtois, Steele, 
van der Hart, & Mijenhuis, 2005).

In light of these issues, adolescents with a history of complex trauma 
is often ill-equipped to jump into trauma-focused treatment. However, TF-
CBT is the most researched evidence-based practice for treating children 
and adolescents exposed to traumatic events (Cohen et al., 2010). Although 
TF-CBT was not developed specifically for complexly traumatized youth, 
with some adjustments it can be highly effective for this population. The 
PRACTICE components of TF-CBT (i.e., Psychoeducation and Parent-
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ing, Relaxation, Affective expression and modulation, Cognitive coping 
and processing, Trauma narrative, In vivo mastery of trauma reminders, 
Conjoint child–parent sessions, and Enhancing future safety and develop-
ment; Cohen et al., 2006) can be applied to address the myriad impairments 
observed in this population. However, when these youth enter treatment, 
they may not be optimally prepared to benefit from these types of interven-
tions without some modifications with regard to pacing and ordering of 
components. The instability of their environment and the severity of their 
own emotional and behavioral difficulties may interfere with their ability to 
receive the full benefit of a short-term, structured treatment targeting symp-
toms of posttraumatic stress.

assessmenT Of COmplex 
Trauma evenTs and OuTCOmes

Complexly traumatized youth often present to treatment with a chaotic 
environment, several experiences of traumatic events, and a variety of 
chronic difficulties, a common one of which is attachment problems (Cook 
et al., 2005). Compounding the problem, these adolescents may not bring a 
long-term, informed caregiver to treatment. Thus, a few helpful assessment 
strategies may be worth mentioning. First, in light of these survivors’ com-
plicated lives, the assessment process may be best conceptualized as peeling 
an onion. The therapist is advised to follow the pace of the adolescents, 
obtaining what information is available (Ford et al., 2005). The therapist is 
unlikely to obtain all of the relevant information in the first three sessions. 
For these survivors, it may take months for them to trust the therapist to 
discuss their current difficulties. As treatment progresses, the adolescents’ 
symptom presentation and functioning may appear worse (Taylor, Gilbert, 
Mann, & Ryan, 2008). This may not reflect a deterioration of behavior but 
instead is a by-product of the adolescents being more honest about or even 
aware of their difficulties.

Second, in the absence of a traditional caregiver, the therapist is advised 
to attempt to obtain relevant information from other sources, such as a 
caseworker or a teacher. However, sometimes crucial information is lost 
due to “systemic flux” (e.g., caseworker changes). Adolescents are often 
reluctant or unable to provide early life information; therefore, the therapist 
may have gaps in adolescents’ background history. Third, as in any trauma 
population, the clinician is advised to be mindful of the adolescents’ level 
of arousal. The clinician should be sensitive to triggering or flooding clients 
when inquiring about traumatic events and remain within the “therapeutic 
window” (Briere, 1996a). That is, clients should neither be over- or under-
whelmed, while still providing relevant clinical and historical information. 
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The therapist is also advised to inquire about traumatic events in a sup-
portive although neutral way (Courtois, 2004). The assessment process can 
engender some feelings of distress; however, this is normal and often tem-
porary. It is prudent for the clinician to administer measures only in his or 
her presence, allowing the clinician to both assess the adolescents’ level of 
arousal as well as ask important follow-up questions.

assessing Traumatic exposure

For a complex trauma population, a thorough assessment of exposure to 
traumatic events is important. By definition, they have experienced multiple 
traumatic events that may have been perpetrated by more than one individ-
ual over several years. Without knowledge of adolescents’ complete expo-
sure to trauma, trauma-related difficulties could be misattributed to a single 
traumatic event. Obtaining this history, however, is not easy. The therapist 
should not assume that inquiring about traumatic events will result in a dis-
closure (Courtois, 2004). Structured assessment tools can be useful because 
they prompt the clinician to assess for multiple traumatic events. The clini-
cian should be aware of some of the details surrounding the traumatic event 
such as the child’s age, length of the trauma, identity of the perpetrator, and 
severity of the trauma. Additionally, other developmentally adverse events 
such as emotional abuse, separations from caregivers, exposure to caregiver 
substance abuse, or mental illness should be inquired about. Complexly 
traumatized adolescents too often have been deeply affected also by the 
aftermath of the trauma: significant secondary adversity such as court or 
legal processes, removal from the home, and placement in multiple foster 
homes or a residential treatment facility. Thus, it is wise to have a broader 
sense of what “trauma” consists of for this population.

assessing Complex Trauma Outcomes

The broad domains of impairment observed in a complex trauma popula-
tion do not easily lend themselves to a single diagnostic construct. Thus, no 
assessment tool will be sufficient in describing this symptom presentation 
(Briere & Spinazzola, 2005). Currently, a complex trauma assessment tool 
(i.e., Structured Interview for Disorders of Extreme Stress; Pelcovitz et al., 
1997) exists only for adults. Clinicians are advised to make an educated 
guess about what areas of impairment are likely to be important to assess 
(Briere & Spinazzola, 2005). As a general rule, it is helpful to use assess-
ment tools that examine multiple areas of functioning, and it is preferable 
to obtain information about trauma-related symptoms from multiple infor-
mants (Cohen et al., 2010). Following are some tools that may be useful in 
assessing the various domains of complex trauma.
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Affect: Trauma Symptom Checklist for Children (TSCC; Briere 1996b), 
Minnesota Multiphasic Personality Inventory–A (MMPI-A; Butcher 
et al., 1992)

Attention: Behavior Assessment System for Children (BASC; Reyn-
olds & Kamphaus, 2004), Comprehensive Behavior Rating Scales 
(CBRS) (Conners, 2008), Child Behavior Checklist (CBCL; Achen-
bach & Rescorla, 2001), Teacher Report Form (TRF; Achenbach & 
Rescorla, 2001)

Behavior: CBCL, BASC, CBRS, TRF
Biology: CBCL, MMPI-A (Subscale 1), Youth Self Report (Achenbach 

& Rescorla, 2001)
Dissociation: TSCC, CBCL (Thought Problems subscale)
Cognition: Wechsler Intelligence Scale for Children (Wechsler, 2004), 

Stanford–Binet Intelligence Scales (Roid, 2003), CBCL, BASC, 
CBRS, TRF

Self: MMPI-A

phase-Based TreaTmenT 
fOr COmplex Trauma

Treating adolescent survivors of complex trauma can be a complicated, 
overwhelming process because the demands and needs of the adolescents 
are often varied, intense, and rapidly changing. It can be argued that no gold 
standard treatment exists for this population as of yet. However, various 
experts have posited that a phase-based approach to treatment is best, par-
ticularly for youth who manifest the most severe impairments (Cook et al., 
2005; Ford et al., 2005; Herman, 1992). In a phase-based approach, treat-
ment is sequential, with each phase of treatment building upon the next, 
although they may not always proceed in a linear fashion and therapist and 
client may return to a previous stage as needed (Courtois, 1999). Phase-
based approaches, then, are sensitive to the chaos and changing needs of this 
population. Several phase-based approaches have been developed for com-
plex trauma survivors. Ford and colleagues (2005) describe one approach, 
consisting of three phases: engagement, safety, and stabilization; recalling 
traumatic memories; and enhancing daily living. Briefly, in phase 1, the 
therapist largely works to form a working alliance and increase the youth’s 
sense of safety. This is no small feat in light of the often observed attachment 
problems and environmental instability characteristic of this population. 
The second phase of treatment directly focuses on trauma-related content 
and processing of traumatic memories, which can occur at a safe, manage-
able pace through titration of exposure intensity and the utilization of self-
regulation skills learned in phase 1. When symptoms of posttraumatic stress 
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become manageable, therapist and client move to phase 3, which is focused 
on helping the client to work toward a healthy, balanced lifestyle that is not 
ruled by trauma.

TF-CBT is designed so that it can be implemented as a phase-based 
treatment. Specifically, the TF-CBT PRACTICE components can be imple-
mented to address the three goals of phase-based treatment. Initially, the 
TF-CBT PRACTICE components (Psychoeducation and Parenting, Relax-
ation, Affective expression and modulation, Cognitive coping and process-
ing, Trauma narrative, In vivo mastery of trauma reminders, Conjoint 
child–parent sessions, and Enhancing future safety and development) are 
used to facilitate the development of safety, stability, and engagement while 
incorporating gradual exposure by helping the adolescent identify and tol-
erate trauma cues. These skills can then be used to facilitate the TF-CBT 
trauma narrative and processing and in vivo mastery components, which 
clearly address the phase-based treatment goal of processing traumatic 
memories. Finally, the PRACTICE components are integrated to help the 
adolescent plan for and develop a healthy, balanced future that is no longer 
dominated by the experience of complex trauma. The skills and knowledge 
the adolescent gains while applying TF-CBT components to establish safety 
and stability and to process traumatic memories can finally be used to help 
the adolescent navigate through his or her “posttrauma” life in a healthy 
and satisfying manner. Some adjustments with regard to the order, scope, 
pacing, and emphasis of the PRACTICE components are described next 
to address the specific needs of adolescent survivors of complex trauma. 
Fortunately, TF-CBT was designed as a flexible model, adaptable to meet 
the specific needs of individual clients, and these applications are, therefore, 
consistent with the TF-CBT model. The following sections provide an over-
view of the implementation of TF-CBT with this population.

faCiliTaTing engagemenT, safeTy, 
and sTaBiliTy ThrOugh Tf-CBT

fostering engagement

Fostering engagement with complexly traumatized adolescents can be chal-
lenging. However, this phase is paramount. The importance of the thera-
peutic relationship cannot be overemphasized. Beyond establishing rapport 
with the clients, the therapist must establish trust. The former can usually 
be accomplished rather quickly; the latter can be more slowgoing. Although 
these youth often crave supportive relationships, the formation of a relation-
ship may seem threatening because of their numerous experiences of inter-
personal trauma. The therapist will often have to pass many client “tests” 
to demonstrate that he or she is trustworthy and safe. Therefore, this stage 
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of treatment may need to be expanded beyond what would typically be 
allotted during TF-CBT. There is “no short-cut to developing trust” (Briere, 
2002 p. 188). A therapist may spend up to eight sessions building engage-
ment. However, these sessions should not be used to just “play games.” 
Instead, the therapist should be actively working toward stabilization, ini-
tiating contact with the other “systems” in the clients’ life, and addressing 
any safety concerns. Being patient and consistent is often an effective inter-
vention in and of itself because this is often counter to what this popula-
tion usually experiences. During the engagement process, the adolescents 
are being exposed to their discomfort with intimacy through the develop-
ment of a safe and secure relationship with the therapist. Here, the adoles-
cents are “gradually exposed” to the therapist. In this portion of treatment, 
the therapist should consider the therapeutic relationship to be a potential 
trauma cue, and expose clients to the relationship in a gradual, controlled 
fashion. The therapist needs to attend to clients’ distress level during thera-
peutic interactions to ensure that they do not become overwhelmed and to 
“titrate” the therapeutic relationship by varying the intensity of the inter-
action as appropriate (e.g., ask fewer questions, direct conversation to a 
more neutral topic, break up conversations with activities). The therapist 
may choose to allow the adolescents to familiarize themselves with and give 
appropriate control over the therapeutic environment (e.g., allowing them 
to pick where they and the therapist will sit). Early on, the therapist may 
need to be less directive and structured because doing so may be perceived 
as coercive and threatening by clients. In general, engagement can be accom-
plished by focusing on developing a therapeutic relationship explicitly based 
on respect, open sharing of information, empowerment, and the installation 
of a sense of hope (Pearlman & Courtois, 2005).

enhancing safety and future development

The enhancing safety and future development component of TF-CBT may 
need to be prioritized early as a result of the common presence of safety 
concerns such as self-injurious behavior or exposure to violence or bully-
ing. Here, the therapist will work to develop safety plans and to identify safe 
people and places in addition to providing assertiveness training and problem 
solving. Given the distrust that adolescent survivors of complex trauma often 
have toward authority figures (e.g., police officers), it is important to work 
with them to identify appropriate people they trust and are willing to turn to 
when they feel threatened. Addressing safety concerns often requires systemic 
work. Caring adults in the youth’s life may need to be trained to address 
youth deficits that impact safety, or may need to be contacted to address envi-
ronmental factors that are contributing to safety concerns, such as bullying at 
school or exposure to potential emotional abuse in a foster home.
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psychoeducation

The psychoeducation component is initially devoted to educating the youth 
and applicable caregivers on the impact of stress and trauma on the ado-
lescent’s current functioning. Information should be provided regarding the 
definition of stress, common responses to stress and trauma, the rationale 
for stress responses (i.e., to alert to the presence of potential danger), and 
common coping mechanisms (both healthy and unhealthy). The youth and 
caregivers are helped to understand the adolescent’s emotional and behav-
ioral dysregulation as overreactions to stress rather than as willful misbe-
havior. It is also helpful to describe the concept of trauma triggers. The ado-
lescent needs to be helped to learn how to react differently from his or her 
habitual fight–flight–freeze reactions (Briere & Scott, 2006). The therapist 
can also discuss that, because of past interpersonal trauma, the adolescent 
has made adaptations to the way he or she interacts with people to promote 
a sense of safety. Time should be spent helping the adolescent and caregiver 
identify their own adaptive and maladaptive responses to stress. This dis-
cussion can establish the rationale, and increase buy-in, for the subsequent 
skill-building components.

parenting

If a caregiver is available, parenting work occurs through the therapist 
modeling appropriate engagement strategies in the therapist’s interactions 
both with the client and with the caregiver. However, often the adolescent 
does not present to treatment with a traditional caregiver. Thus, for this 
population, the parenting component of TF-CBT is often more accurately 
conceptualized as the “systems” component, and includes any caregiver or 
authority figure who plays a significant role in the youth’s life. Commonly, 
this is accomplished by increasing the frequency of safe, positive interac-
tions between caregiver and adolescent (e.g., planning a weekly outing) 
and reducing the relational damage caused by negative interactions (e.g., 
decreasing the caregiver’s reliance on physical punishment) and signals of 
danger (e.g., a teacher repeatedly criticizing the adolescent in front of peers). 
The goal is to create a trauma-informed system of caregivers and profes-
sionals working with the adolescent. All significant caregivers and profes-
sionals should be helped to accurately identify trauma-related behaviors as 
misplaced, excessive survival responses rather than as intentional misbe-
havior or manipulation. If all systemic entities are aware of the relaxation 
strategies the adolescent has learned, they can help facilitate the use of those 
strategies at times when the adolescent is becoming distressed. Because of 
the tendency for distrust, the adolescent is likely to be suspicious of the 
therapist’s contact with various systemic entities. The therapist should be 
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relatively transparent with the adolescent, informing the client about whom 
the therapist is contacting, what information is being exchanged, and the 
purpose of that interaction.

relaxation

Here, it is often important to validate the coping strategies that the adoles-
cent has used in the past. Previously used positive coping strategies can be 
incorporated, and the therapist should demonstrate understanding for the 
use of less adaptive strategies. The therapist should note that the strate-
gies represented the adolescent’s best efforts to deal with stress, although it 
may be associated with some negative consequences (e.g., getting into legal 
trouble for marijuana possession). Extensive time may be needed to help the 
adolescent recognize the difference between stressed and relaxed states, as 
his or her neurobiological “alarm system” is typically overreactive (Ford, 
2005). Therefore, physically based activities that accentuate the difference 
between tension and relaxation (e.g., yoga, stretching, progressive muscle 
relaxation) may be initially more beneficial than cognitively based activities 
(e.g., imagery, positive self-talk). Self-soothing and distraction techniques 
may also be helpful because the adolescent may be more familiar with these 
and may already use them in some fashion, such as listening to music, play-
ing video games, or taking a hot bath. However, the adolescent may need 
help using these strategies in a more systematic fashion and developing 
awareness of the potential for overuse (e.g., failing to study for a test as a 
result of playing video games all night).

affective regulation

Affective regulation is typically focused on increasing the adolescent’s aware-
ness of and ability to express and manage emotions in day-to-day life. In this 
phase, affective regulation primarily occurs through the therapist’s use of 
attunement to help the adolescent identify and express the emotions he or 
she is experiencing during sessions and the therapist’s modeling of effective 
expression and regulation of his or her own emotions in session. Here, the 
therapist begins to introduce some of the following concepts: the role of 
emotions in daily life; all emotions are valid and acceptable language for 
different emotional states; emotions can be experienced at different levels of 
intensity; multiple emotions can be experienced at the same time; negative 
affect states are temporary and can be tolerated; and effectively communi-
cating emotions can alleviate their intensity and help secure support from 
others. This component may be initially challenging because many adoles-
cent survivors present with emotional numbing or dissociative responses. 
These responses are best conceptualized as protective adaptations that are 
no longer adaptive. The therapist may have to spend more time highlighting 
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the function of emotions, that is, that emotions provide useful information 
about the environment.

Cognitive Coping

The cognitive coping component is initially focused on helping the adoles-
cent to increase awareness of cognitions during stressful experiences. The 
therapist may teach the cognitive triangle and use it to analyze recently 
experienced conflicts or crises. This process helps the adolescent to realize 
that thoughts he or she experiences during stressful situations may increase 
the likelihood of becoming distressed and engaging in problematic behav-
ior. The adolescent can also develop cognitive coping strategies (e.g., posi-
tive self-talk), which can be used to improve one’s response to stressful life 
events. Furthermore, using the cognitive triangle to process current stres-
sors may also help the therapist and adolescent identify various triggers or 
“signals of danger” that are contributing to the distress the adolescent is 
experiencing in the moment.

Additionally, this component can be used to process current stressors 
and crises to help achieve the goal of stabilization while also providing prac-
tice for later processing of traumatic memories during the trauma narra-
tive. Furthermore, current stressful situations experienced by the adolescent 
survivor of complex trauma often involve the presence of trauma cues (e.g., 
a chronically, emotionally abused adolescent being criticized by a teacher). 
Therefore, in true TF-CBT fashion, gradual exposure is also incorporated 
into the stabilization process.

Conjoint sessions

Assuming the presence of a caregiver, conjoint work in TF-CBT is also used 
to facilitate engagement and stability. Research supports the importance of 
caregiver inclusion in the reduction of behavior problems within TF-CBT 
(Deblinger, Lippman, & Steer, 1996) and general treatment (Spoth, Neppl, 
Goldberg-Lillehoj, Jung, & Ramisetty-Mikler, 2006). Thus, these sessions 
are likely critical for stabilization. Because of disrupted attachment, the 
relationships between adolescent survivors of complex trauma and their 
caregivers are often strained and dysfunctional (Briere & Spinazzola, 
2005). Complex trauma also typically occurs in the context of a caregiving 
relationship. For adolescent survivors of complex trauma, the simple act 
of engaging with a caregiver may be a trauma cue, resulting in dysregula-
tion. Therefore, conjoint sessions provide valuable in vivo opportunities to 
gradually expose adolescents to these cues and further the development of 
a supportive, appropriate caregiving relationship that will help to better 
address dysregulation. These sessions are used to practice decreasing “sig-
nals of danger” while increasing “signals of care” (Saxe, Ellis, & Kaplow, 
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2007), and allow the therapist to model appropriate supportive behavior. 
Consistent contact with a supportive, appropriate caregiver will facilitate 
counterconditioning of the adolescents’ experience of being victimized by 
prior caregivers. Furthermore, conjoint sessions can facilitate the caregiver’s 
ability to coach the adolescents to use coping skills. Conjoint sessions in 
TF-CBT are also used for the adolescents to share their experience of stress-
ful situations with the caregiver, including informing the caregiver of the 
various trauma triggers they have identified, thus helping the caregiver to 
develop a better understanding of the factors behind the adolescents’ self-
regulation difficulties. Assuming a supportive reaction, this conjoint work 
helps decrease the adolescents’ reluctance to discuss future self-regulation 
difficulties with the caregiver.

achieving “good-enough” stability

Deciding to transition to processing traumatic memories (moving to the 
trauma narrative) can be difficult for therapists. Prior to doing so, it is 
important that the adolescent has made significant progress with regard to 
the establishment of engagement, safety, and stabilization. It is prudent to 
delay the initiation of trauma processing if the therapist is aware of signifi-
cant upcoming changes or stressors such as a placement change, termination 
of parental rights, or reunification. The adolescent’s environment needs to 
be sufficiently stable and safe for the therapist to determine that a signifi-
cant interruption in the phase 2 process of recalling traumatic memories is 
unlikely. However, perfect stability is not required, as “crises of the week” 
will likely continue to occur and many youth actually cannot attain optimal 
stability until they process their traumatic experiences. Instead, the goal of 
the therapist is to determine whether the adolescent has achieved “good-
enough” stability. The therapeutic relationship should be stable, allowing 
the therapist to continue to serve as a model for “safe and nonintrusive co-
regulation” while facilitating the adolescent’s ability to more directly pro-
cess traumatic memories (Ford et al., 2005). Finally, the adolescent needs 
to have demonstrated sufficient mastery of self-regulation skills to tolerate 
direct exposure to traumatic memories; otherwise, exposure can be retrau-
matizing.

faCiliTaTing Trauma prOCessing wiTh 
adOlesCenT survivOrs Of COmplex Trauma

psychoeducation

Psychoeducation occurs throughout the TF-CBT model, including during 
the trauma narrative component (Cohen et al., 2006). For the adolescent 
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survivor of complex trauma, psychoeducation serves multiple purposes. The 
therapist should carefully and transparently explain the rationale for trauma 
processing. Initially, psychoeducation is focused on providing a rationale for 
the processing of traumatic memories. As a result of affective numbing and 
cognitive distortions (e.g., “Exposure to violence is not a big deal because 
it’s just a part of life”), a rationale for trauma processing that focuses on 
desensitization may not be sufficient or effective. Instead, the rationale may 
need to focus on the importance of uncovering the meanings the adolescent 
made (e.g., “Other people cannot be trusted”) and how that meaning affects 
current functioning (e.g., avoiding intimacy). Providing concrete examples 
of how “the past informs the present” can be very helpful. The adolescent 
will also receive education regarding chronic, interpersonal trauma, focus-
ing on prevalence and relevant mediating factors, and its impact. This can 
be helpful in addressing inaccurate and/or unhelpful trauma-related beliefs 
that the adolescent may be holding (e.g., “I deserved to be beaten. I am a 
bad kid”).

parenting

Parenting and systemic work remain important. Again, the focus is to ensure 
that all involved parties are utilizing appropriate engagement and behavior 
management strategies with the adolescent. This remains a critical issue 
because the adolescent’s level of distress and subsequent behavioral prob-
lems may temporarily worsen when the processing of traumatic memories is 
initiated. All significant care providers should be warned of this possibility 
and trained to respond in a fashion that is supportive and positive rather 
than rejecting and critical.

relaxation, affective regulation, and Cognitive Coping

During trauma processing, relaxation, affective regulation, and cognitive 
coping components will largely take the form of review and of encourag-
ing adolescents to apply these skills. As needed, the therapist will review 
the knowledge and techniques learned to help the adolescents apply those 
skills to the processing of traumatic memories. Specifically, the adolescents 
learn to utilize relaxation skills in the context of trauma processing in order 
to help them manage their distress level and achieve desensitization to the 
traumatic memories. The affective regulation component is used to help 
the adolescents identify and monitor their level of distress during trauma 
processing work (e.g., through use of the Subjective Units of Distress Scale) 
and to facilitate the richness and depth of trauma processing by giving 
them adequate language to describe their experience of traumatic events. 
Similarly, the adolescents will learn to use cognitive coping skills to help 
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them cope with distress associated with trauma processing (e.g., positive 
self-talk) and to process their traumatic memories more effectively by help-
ing them identify what they thought about those events as they occurred. 
The application of these components during trauma processing is consistent 
with traditional TF-CBT. However, it should be noted that adolescent survi-
vors of complex trauma often initially have less capacity to tolerate trauma 
processing than more acutely traumatized youth who experienced adequate 
development. Furthermore, these adolescents typically have less emotional 
awareness and are more likely to utilize affective numbing and dissociation 
as coping mechanisms. Therefore, rather than waiting for the adolescents 
to express feelings of distress verbally or behaviorally (e.g., facial expres-
sions), it is important for the therapist to be proactive with encouraging 
them to check their distress level and practice self-regulation skills routinely 
throughout the session.

Trauma narrative and processing

For adolescent survivors of complex trauma, the trauma narrative and pro-
cessing component remains the core phase of TF-CBT, but it may require 
significant adjustments. First, many of these youth’s traumatic experiences 
occurred a relatively long time ago or they may not have an explicit, ver-
bal memory of the event if it occurred prior to age 3 (Green, Crenshaw, & 
Kolos, 2010). Processing these memories in the traditional sense, then, is not 
possible. Furthermore, developing a detailed chronological account of trau-
matic events may be very different for this population compared with youth 
exposed to a more acute form of trauma because the memory may be more 
confused, indistinct, and sometimes very difficult to retrieve. It may also not 
be feasible or even appropriate to complete a detailed account of each trau-
matic event that the youth experienced because doing so would result in a 
very long narrative that would require many sessions to complete. A general 
rule of thumb is to allow adolescents to guide what events or experiences 
should be included in the trauma narrative (Cohen et al., 2006). As men-
tioned, many adolescent survivors of complex trauma do not present with 
classic symptoms of PTSD. Thus, desensitization in the traditional sense 
may not be as vital. Often, the meaning attributed to the events depicted 
in the trauma narrative is of greater importance than repeated processing 
of the details of the trauma. Understanding underlying trauma themes and 
how these relate to the youth’s current functioning (e.g., “None of the adults 
in my life protected me; they were the ones who hurt me. I always expect 
everyone to hurt me, so I hurt them first. That’s why I’m in residential treat-
ment”) is often the most critical and meaningful aspect of trauma narration 
and processing for these youth.
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In Vivo mastery

For adolescent survivors of complex trauma, their early experience of chronic 
trauma, often not tempered by periods of safety or adequate development, 
becomes the lens through which they interpret later events. Subsequently, 
even relatively innocuous situations tend to be littered with perceived threats 
of danger, which result in the adolescents becoming increasingly distressed 
and dysregulated. Therefore, the in vivo mastery component of TF-CBT is 
often of critical importance to these youth because they need to develop the 
capacity to self-regulate sufficiently to tolerate uncomfortable but essentially 
safe situations. For example, an adolescent who was emotionally and physi-
cally abused by his father may become intensely dysregulated in response to 
his football coach taking a “tough love” approach during practice. Although 
the adolescent is not actually in danger, it will likely require significant self-
regulation for him to not act as though he was. In truth, for this population, 
in vivo work often needs to be initiated early in treatment to facilitate the 
development of stability and engagement. However, following completion 
of trauma processing, the therapist and adolescents may develop a better 
understanding of what environmental cues are actually triggering them. Ini-
tially, it may have been clear what situations were distressing, but following 
trauma processing, the adolescents will likely develop a better understand-
ing of why those situations have become triggers. This awareness may cause 
in vivo mastery work to become more successful because the adolescents 
will be able to use more targeted coping and problem-solving strategies.

Conjoint sessions

Because adolescent survivors of complex trauma often do not have access 
to a traditional caregiver, foster parents and caseworkers may be options 
to fill this role. However, these adolescents may not have a secure, trusting 
relationship with these individuals such that they may not wish to disclose 
details of their trauma history. They may also fear that the information dis-
closed could result in unintended consequences, such as disrupting reunifica-
tion with their biological parent. The therapist should not “force” a care-
giver upon adolescents for the sake of conjoint work. Instead, the therapist 
and adolescents should collaborate on identifying possible individuals and 
exploring their involvement. It is the therapist’s responsibility to ensure that 
the possible caregivers identified possess appropriate self-regulation skills 
and are capable of giving an appropriate, supportive response to the adoles-
cents during conjoint sessions. Although the involvement of an appropriate 
caregiver is optimal, it should be made clear to the adolescents that they have 
the option of not involving a caregiver if they do not feel comfortable.
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enhancing safety and future development

Ongoing safety concerns continue to be important during the trauma nar-
rative component. Despite the therapist’s best efforts, it is not possible to 
ensure that no safety concerns will arise after the processing of trauma 
memories has been initiated. It is necessary to occasionally discontinue 
trauma work if the adolescent is at risk (i.e., wrist-cutting following ses-
sion). However, this is not ideal. A break from trauma processing should be 
done in a mindful manner. The therapist, adolescent, and caregiver (if appli-
cable) should collaboratively reach an agreement to temporarily discontinue 
trauma processing work for a specified number of sessions. During that time 
period, efforts are directed at helping the adolescent cope more effectively 
with the situation and working with the system to reduce risk (e.g., devel-
oping a safety plan with staff at the adolescent’s residential facility). When 
sufficient stability has been established, trauma processing can resume.

Completing Trauma processing

Processing the experience of complex trauma is a complicated endeavor. The 
traumatic experiences of these youth often impact every facet of their life 
with seemingly unending ramifications. Therefore, determining when their 
traumatic experiences have been sufficiently processed is difficult. When 
PTSD symptoms become manageable, this phase of treatment is viewed as 
being complete (Cohen et al., 2006; Ford et al., 2005). The adolescents 
should be able to experience trauma cues without experiencing significant 
emotional or behavioral difficulties. They should be able to experience and 
recognize trauma memories and cues in the present, while being able to dis-
tinguish them as representations of past events and not indicative of current 
danger. The adolescents should also have a sense of meaning regarding their 
traumatic experiences. In essence, the goal is that the adolescents are able 
to identify their trauma exposure as only a part of their life rather than the 
totality of it, and as an experience from which they can learn and grow as 
they venture into a more hopeful future.

enhanCing safeTy and fuTure 
develOpmenT ThrOugh Tf-CBT

psychoeducation

As typically occurs in TF-CBT, psychoeducation is an important aspect of 
enhancing future safety and development for adolescent survivors of com-
plex trauma. The focus of this psychoeducation involves identifying and 
normalizing the various challenges that the adolescents will likely expe-
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rience throughout their lives. It is important to discuss the potential for 
future trauma triggers that the adolescents may not have encountered yet 
(e.g., graduating from therapy, sexual activity, becoming a parent, the death 
of a parent). It is essential that these challenges are described as being a 
part of the normal, anticipated process of recovery and not indicative of 
regression or failure. For adolescent survivors of complex trauma, this is 
very important because they may be more likely to continue to experience 
chaotic, stressful situations after the completion of TF-CBT (e.g., residen-
tial care, foster placement, dangerous communities). Given the findings of 
the Adverse Childhood Experiences study (Anda et al., 2006), it is also 
important to provide adolescents with information regarding healthy life-
style choices (e.g., diet, exercise, substance use, safe sexual practices) in an 
attempt to reduce the potential health risk factors associated with exposure 
to childhood adversity. Furthermore, these youth never learned critical life 
skills. They will then also benefit from access to various life skill train-
ing opportunities—including applying and interviewing for jobs, finan-
cial budgeting, and housing options—and the provision of information 
regarding various resources that may be available to them as adults (e.g., 
assisted-living programs, support groups, government-funded services and 
programs).

parenting

Following trauma processing, it is important to assist caregivers and any rel-
evant systemic entities in facilitating adolescents’ growth and development. 
It is helpful to work with caregivers to identify appropriate expectations 
and responsibilities for the adolescents as they move toward adulthood. 
Many caregivers have difficulty trusting the adolescents’ capacity to handle 
new situations and may need encouragement to allow the adolescents more 
freedom and responsibility within appropriate limits. For adolescent survi-
vors of complex trauma, especially those in the child welfare system, it is 
very important to help systemic entities focus on planning for the adoles-
cents’ future. Adolescents “aging out” of the system often experience abrupt 
changes in their placement status and the services they receive. It is vitally 
important that the therapist help adolescents communicate their needs to 
appropriate systemic entities and work with those entities to help ensure 
that those needs are met. The therapist may also need to work with the 
caregiver and/or systemic entities to determine who the adolescents’ support 
system will be when they reach majority status. Many youth who age out of 
the foster care system and no longer have contact with their biological fam-
ily may find themselves isolated and lacking social support. Ensuring that 
these adolescents have at least one trusted individual to whom they can turn 
may be vital to their long-term well-being.
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relaxation, affective regulation, and Cognitive Coping

Here, the adolescent works to perfect relaxation, affective regulation, and 
cognitive coping skills and generalize them to a larger range of situations. 
At this point in treatment, it is expected that the adolescent is poised to 
participate more fully in developmentally appropriate activities and take on 
new responsibilities (e.g., dating, employment, college). This combination 
of unfamiliar situations and increased expectations will likely be distressing 
for the adolescent. Therefore, coaching the adolescent to utilize the previ-
ously learned skills to better cope with these situations is of paramount 
importance. Furthermore, given the future orientation of these components, 
time should also be spent preparing the adolescent to use these skills in 
situations that he or she may encounter after therapy has been completed. 
For example, with an adolescent who is interested in having children in the 
future, the therapist may focus on increasing the adolescent’s awareness of 
how self-regulation skills can be applied to parenting (e.g., remaining regu-
lated when confronted by misbehavior).

In Vivo mastery

As in traditional TF-CBT following the trauma narrative, in vivo mastery 
associated with future safety and development is largely devoted to increas-
ing the adolescent’s comfort level in potentially stressful or unfamiliar situa-
tions. In particular, the in vivo mastery component might be implemented if 
the adolescent’s distress regarding a specific situation or activity was inter-
fering with his or her ability to engage successfully in important life activi-
ties. For example, an adolescent who is fearful of using public transporta-
tion, yet will need to do so in order to hold a job, may be encouraged to 
engage in a process of systematic desensitization (e.g., riding the bus alone 
for gradually increasing lengths of time).

Conjoint sessions

When addressing future safety and development, conjoint sessions are 
intended to build upon the conjoint work completed during the earlier 
phases and to project that work into the future. Specifically, the focus 
is on increasing the caregiver’s ability to successfully support and coach 
the adolescent through future life challenges. During this component, 
the adolescent can share goals and plans with the caregiver, who will 
have been coached by the therapist to provide an encouraging, support-
ive response to the adolescent’s initiative. Subsequently, the adolescent 
and caregiver can work together to achieve the goals that have been set 
forth.
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enhancing safety and future development

In essence, when working with adolescent survivors of complex trauma, the 
therapist is encouraged to use all of the PRACTICE components to enhance 
future safety and development. However, given the increased risk of revic-
timization for this population, it is essential to provide the adolescent with 
appropriate safety and prevention skills that can be applied to future life 
situations (e.g., dating, moving away from home). As in traditional TF-CBT, 
this component focuses on the primary safety/prevention skills of danger 
awareness, assertiveness, problem solving, and seeking help. It is essential 
to provide the adolescent with information regarding healthy relationships 
and sexuality. Psychoeducation can also be provided to help the adolescent 
understand some of the factors associated with complex trauma that may 
increase risk of revictimization (e.g., substance abuse, poor interpersonal 
boundaries, impulsive decision making). Previously learned self-regulation 
and problem-solving skills can then be reviewed in the context of addressing 
these risk factors for revictimization.

The therapist can also help adolescents begin to identify potential goals 
for their future. Ideally, the adolescents can utilize the lessons learned from 
their past to identify what they would like their future life to look like. For 
example, an adolescent who expressed anger that she was not better pro-
tected might show interest in a career in law enforcement. An adolescent 
who grew up in the foster care system might set a goal of being a successful 
parent who retains custody of his children. During this process, the therapist 
may also identify inaccurate or unhelpful beliefs that the adolescents have 
about their future (e.g., “I can’t wait to have kids because then I’ll have 
someone who’ll always love me”). As during the trauma narrative com-
ponent, the therapist should assist adolescents in testing the accuracy and 
helpfulness of these thoughts and developing more balanced beliefs.

ending TreaTmenT

In light of the adolescents’ interpersonal experiences, the termination of the 
therapeutic relationship is very important. This may be their first healthy 
“goodbye” experience. The therapist should then plan for this early in treat-
ment and revisit as necessary throughout. Termination may trigger feelings 
of loss or abandonment. Ideally, the therapist can help the adolescent pro-
cess feelings about this and recognize how the end of this relationship is dif-
ferent from previous experiences. The conclusion of treatment should occur 
in a predictable manner over which the adolescent has some appropriate 
control (e.g., picking the activity for the final session). The therapist should 
present termination as an achievement. The notion that the therapeutic 
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relationship continues after the end of sessions, albeit in a different form, 
is also an important concept. Given the attachment-related difficulties of 
this population, providing concrete examples of this continued relationship 
(e.g., giving the adolescent a photograph of the therapist and adolescent 
together) is particularly helpful. Genuine disclosure of the therapist’s feel-
ings regarding the end of treatment can also be appropriate and beneficial; 
modeling appropriate expression of feelings associated with the completion 
of treatment (e.g., sadness, pride, hope) and acknowledging the ability to 
maintain a mental representation of the therapeutic relationship (e.g., stress-
ing that the therapist will not forget the adolescent) are keys to successful 
termination.

COnClusiOn

Most clinicians advocate for the use of a phase-based approach for complex 
trauma (Courtois, 2004; Ford et al., 2005; Herman, 1992). TF-CBT is the 
most researched evidenced-based practice for treating children and adoles-
cents exposed to traumatic events (Cohen et al., 2010). Furthermore, as dem-
onstrated in this chapter, the TF-CBT model is consistent with a phase-based 
approach to the treatment of complex trauma. Specifically, the PRACTICE 
components, with appropriate application, can be implemented to enhance 
stability, safety, and engagement; to facilitate the processing of traumatic 
memories; and to aid in the development of a healthy, balanced, posttrauma 
future for adolescent survivors of complex trauma. Thus, it seems wise to 
consider such a well-supported therapeutic model when addressing the men-
tal health needs of complexly traumatized adolescents.
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Overview Of Military faMilies

Operations Iraqi Freedom, Enduring Freedom, and New Dawn (OIF/OEF/
OND) have been protracted military conflicts in Iraq and Afghanistan. In 
summer 2010, OEF became the longest war ever fought by the U.S. armed 
forces, surpassing the Vietnam War. These recent extended combat opera-
tions have led to greater interest and awareness among mental health pro-
fessionals about military life and the impact of war on military service mem-
bers and their families, and growing knowledge about effective interventions 
for those who suffer service-related physical and psychological wounds. 
However, even greater awareness among civilian clinicians is needed. Many 
professionals still do not understand military children and families and the 
unique challenges they face.

In 2009, just over one-eighth of active duty members (n = 179,273) left 
military service by voluntary discharge, retirement, or other means (U.S. 
Department of Defense, 2009). Attrition rates have been consistent over 
the past several years, and the number of combat veterans and their fami-
lies who leave the service and move into urban, suburban, and rural com-
munities around the country may increase with the recent and anticipated  
military withdrawals from Iraq and Afghanistan, respectively. Many veter-
ans will have serious mental and/or physical injuries that will impact their 
families. As clinicians, we must expect their presence in our communities 
and consulting rooms and inquire about their experiences in order to better 
anticipate their treatment needs.
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Almost 2 million American children have at least one parent who is a 
member of the U.S. military (U.S. Department of Defense, 2009), with 1.2 
million children in active duty families and more than 700,000 in families 
of the Selected Reserve (National Guard and Reserve). Military families are 
typically young; 42% of active duty children and nearly 25% of Selected 
Reserve children are under the age of 5 (U.S. Department of Defense, 
2009). In addition, a large number of children have older siblings and other 
extended family members (e.g., cousins, aunts, and uncles) in the military, 
whose service experiences can profoundly impact them. This chapter pro-
vides an overview of the unique culture of military families and the chal-
lenges they face, and describes unique military trauma-focused cognitive-
behavioral therapy (TF-CBT) applications that can be helpful. Throughout, 
the term “military children” refers to all children who have immediate and 
extended family members in the U.S. military.

Understanding Military CUltUre

Military life has many common elements that all military service children 
and families share. Therapists must understand that service members do not 
serve alone. Rather, the entire military family—parents, siblings, spouses, 
partners, and children—all serve together. Military families share common 
experiences that distinguish them from civilian families, including recurring 
prolonged absences during military duty, living with the possibility of injury 
or death resulting from combat deployment, as well as postcombat stress-
related mental health problems (Cozza, Chun, & Polo, 2005). Military 
families typically manage these challenges with a high degree of resilience, 
in large measure because they are committed to and value their service.

There are important differences between service branches and compo-
nents that clinicians need to understand. Active duty differs from Reserve 
and National Guard duty in a variety of ways. Active duty members serve 
in the military as their full-time job and typically live on or near military 
installations among other military families. Most military-related resources 
and services tend to be concentrated near military installations, so active 
duty families often have more access to such services (e.g., military child 
mental health specialists; resiliency-based services for military families). 
These families experience regular permanent changes of station (PCSs) that 
require children to change schools and make new friends every few years, 
but also benefit from living among other military families who understand 
and support their experiences. In contrast, Reserve and National Guard ser-
vice members are usually only activated for extended military service during 
war or national emergencies. These families do not experience PCS moves 
and typically live civilian lives until their military service family members 
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are activated, at which time they become “suddenly military.” Reserve and 
National Guard children may feel that their civilian friends have no com-
prehension of military life or responsibilities. More often than active duty 
children, these children report that they are not understood by their friends, 
teachers, or other significant people in their lives (Chandra et al., 2010). Per-
haps related to these differences, Reserve and National Guard children and 
their nondeployed parents may be at increased risk for developing higher 
levels of distress or mental health problems during parental deployment 
(Lester et al., 2010), which TF-CBT can successfully address.

The military also includes distinct service-specific (e.g. Army, Navy, 
Marines, Air Force, Coast Guard) subcultures. When working with mili-
tary families, it is important to recognize their service branch affiliations 
in order to build and maintain effective therapeutic relationships and to 
provide effective treatment (Bates, Brim, Lunasco, & Rhodes, in press). 
Military life is centered on core values that guide military service members 
and families, values that often are not shared by their civilian counterparts. 
Military cultural values are critical to service members performing well in 
their jobs, serving to bond service members and their families together and 
allowing them to successfully survive the rigors of military life, including 
combat (Bates et al., in press). These values include commitment to duty 
(doing what is necessary regardless of personal cost); strength and resilience 
(continually striving to attain one’s physical, emotional, and spiritual best); 
and loyalty to team and family members, including individual sacrifice for 
the common good. Understanding and respecting military life and values 
are critical to both effectively engaging military families in TF-CBT and 
optimally implementing TF-CBT for distressed or traumatized military chil-
dren.

The first step in the development of a military-competent health care 
practice is for clinicians to be aware of their biases, beliefs, and attitudes 
about the military and military community (Bates et al., in press). These 
assumptions may be based on their own personal and family values as well 
as prior experiences. For example, therapists who had personal or family 
experience in World War II are likely to have very different perceptions 
about military service and military communities than those with experience 
from the Vietnam War. Past positive experiences are more likely to lead to 
positive perceptions of the military, whereas negative experiences tend to 
result in critical perceptions. In order to be effective with military families, 
therapists must be aware of these perceptions and biases and not allow any 
personal negativity to impact therapeutic goals. Therapists who have not 
been part of the military may never completely understand the experiences 
of living a military life, but the following resources can significantly enhance 
their insight into military culture: www.centerforthestudyoftraumaticstress.
org, http://nctsn.org, and www.sesameworkshop.org.
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iMpaCt Of Military deplOyMents

Military families are expected to successfully manage with the stresses of 
hazardous duty and deployment-related separations. Children are typically 
resilient during these periodic changes, perhaps because of the military cul-
tural expectations and because other military families model and mentor 
effective family deployment strategies. In addition to separations, deploy-
ments also contribute to greater levels of family distress and challenges of 
family reunification.

There is a small but growing literature that examines elevated levels 
of distress and psychosocial difficulties in military children associated with 
parental combat deployment (Chandra et al., 2010; Flake, Davis, Johnson, 
& Middleton, 2009; Lester et al., 2010). Two of these studies also found a 
negative cumulative effect of parental deployment on children’s emotional 
outcomes (Chandra et al., 2010; Lester et al., 2010). Recently, Mansfield, 
Kaufman, Engel, and Gaynes (in press) reported the results of a large ret-
rospective (from 2003–2006, peak periods of military family deployment) 
cohort study using the medical outpatient treatment data of more than 
300,000 children who had one or both parents in the U.S. Army. The authors 
examined the relationship between pediatric mental health-related outpa-
tient visits and parental combat deployments, comparing groups of children 
whose parents were deployed for 1 to 11 months, more than 11 months, or 
not at all. An association between parental combat deployment and chil-
dren’s risk of mental disorder visits was found for both boys and girls, with 
the greatest increase in the number of excess mental health cases in chil-
dren whose parents were deployed for more than 11 months. The largest 
deployment-related effects were noted in acute stress disorder, adjustment 
disorders, pediatric behavioral disorders, and depression (Mansfield et al., 
in press).

Other reports have linked negative effects of deployment on other 
military family outcomes. Several authors have described increasing rates 
of deployment-related military child maltreatment since the start of com-
bat operations in 2001, especially child neglect (Gibbs, Martin, Kupper, & 
Johnson, 2007; McCarroll, Fan, Newby, & Ursano, 2008; McCarroll et 
al., 2004; Rentz et al., 2007). The U.S. Department of Defense (2009) has 
reported that divorce rates among both enlisted members and officers have 
increased during the past decade, with higher rates in 2009 than in 2000 
for both officers (1.8% vs. 1.4%) and enlisted members (4.0% vs. 2.9%) 
in all military service branches. Milliken, Auchterlonie, and Hoge (2007) 
reported changes in self-identified concerns in 88,000 U.S. Army soldiers 
between initial postdeployment screening and a screening that occurred 3 
to 6 months later, with a fourfold increase in the number of soldiers endors-
ing “serious conflict with your spouse, family members or close friends” 
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at the second screening. These and other reports suggest a broader effect 
of deployment on the military family, a critical finding since the health of 
military children is likely connected to the health of their parents and other 
family members.

COMpliCated deplOyMents

Service members sometimes return with conditions that complicate family 
reunification and postdeployment life, such as posttraumatic stress disor-
der (PTSD), depression, substance use disorders, or combat-related injuries, 
including traumatic brain injury (TBI). Therapists should be aware of the 
changing nature of military wounds during OIF/OEF/OND. In particular, 
current enemy weaponry includes improvised explosive devices (IEDs), 
which cause extensive, severe injuries that in past wars would have been 
fatal. With advanced medical technology, however, many service members 
injured by IEDs survive, but often require months of rehabilitation and ter-
mination of military service. Disfiguring amputations, TBI or other severe 
orthopedic injuries, and/or mental wounds such as PTSD, depression, and 
suicidal ideation are occurring at higher rates during OIF/OEF than in pre-
vious conflicts. Serious injuries can lead to a cascade of effects, including 
family separations; stressful hospital visits; extended medical care; changes 
in schools, residence, and communities; as well as elevated family and child 
distress (Cozza & Guimond, 2011).

If a service member dies in combat theater, it is usually sudden and the 
cause (e.g., training accident, combat or combat-related injury, suicide) 
is potentially traumatic. No published reports have described the unique 
experiences of military children who have been parentally bereaved dur-
ing a time of war. Preliminary study of parental death has found no 
significant differences between military and civilian children (Cozza, 
Ortiz, Fullerton, Schmidt, & Ursano, 2011). However, given the violent 
nature of combat-related deaths, military children may be at heightened 
risk for developing childhood traumatic grief (Cohen & Mannarino, 
2004).

The military has many rituals to honor its fallen heroes, starting 
with notification of the family by casualty assistance officers. During 
military funerals, the presence of an honor guard, folding the American 
flag and presenting it to the widow or the mother of the fallen hero, 
firing a rifle volley after the service, and the playing of “Taps” can all 
have profound effects on children. While these rituals may comfort fam-
ily members, in certain circumstances they may confuse or even frighten 
children with traumatic grief, as described elsewhere (Cohen & Man-
narino, 2011).
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stigMa and Barriers tO Care

The military cultural value of strength and resilience may result in negative 
attitudes toward mental illness and/or in seeking mental health treatment. 
Some military members may believe that having a mental illness or needing 
therapy is a sign of weakness, and that the appropriate response to pain is 
either to ignore it or get over it by relying on toughness and inner resources. 
Such attitudes are likely to conflict with talking about difficult experiences 
and feelings and, by extension, with seeking mental heath treatment. Consis-
tent with negative attitudes about expressing vulnerability and pain, stigma 
about mental illness and seeking mental health services is significant among 
military members and their families (Greene-Sortrig, Britt, & Castro, 2007). 
The U.S. armed forces are engaging in multiple efforts to decrease such 
stigma and to encourage affected military members to seek needed mental 
health services. Some evidence suggests that the stigma is decreasing (War-
ner, Appenzeller, Mullen, Warner, & Greiger, 2008), but therapists should be 
aware that military families may need to overcome significant stigma both 
within and beyond their own family in order to seek mental health services.

In addition to emotional barriers, military members and their fami-
lies may be concerned about real or imagined consequences to military 
careers if they seek mental health treatment. In some cases, this concern 
may determine whether a traumatized military child is encouraged or dis-
couraged from seeking needed care. All military services take allegations of 
child maltreatment and domestic violence very seriously. If substantiated, a 
family-related maltreatment or domestic violence incident could have finan-
cial impact on the family, have significant disciplinary consequences to a 
service member, or be career ending. In addition to the consequences to a 
service member perpetrator, families may also be at risk for losing financial 
support or housing should that service member be financially penalized, 
lose subsidized housing, or lose his or her military career. Parents may be 
hesitant to seek needed pediatric or mental health care for their child if they 
are concerned that the clinical evaluation will lead to the discovery of a 
maltreatment or domestic violence event. When a perpetrator is outside of 
the family, the child or parents may be concerned with how the child’s dis-
closure may impact the service member parent’s career or the family’s image 
in a tightly knit community. Any or all of these concerns—out of fear of dis-
covery or fear of negative outcomes—can diminish parents’ and children’s 
motivation to self-identify or seek services that could be of help.

assessMent issUes fOr Military Children

When evaluating military children, it is essential not only to inquire about 
exposure to the typical types of traumas included in child assessments (i.e., 
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those included in the UCLA PTSD Reaction Index; Steinberg, Brymer, 
Decker, & Pynoos, 2004), but also to ask thoroughly about exposure to 
and impact of stressors and traumas that are unique to military life. As 
always, the interview with the children is critical to determining the impact 
of potentially stressful or traumatic events.

identification of Military Children

First, therapists should screen all new adult and child clients for exposure to 
military-related stressors. Simple questions such as “Have you or someone 
in your family served in the military or been deployed?” can quickly deter-
mine military family combat experiences. These questions should then be 
followed by inquiries about the relationship with the military family service 
member and the nature of exposures.

history of deployments and family relocations

When military exposure is identified, further assessment should include 
questions about the number of parent, sibling, or other family member 
deployments; the duration of these deployments; and whether or not these 
deployments were into combat theater. One should ask about the child’s 
adjustment before and during each deployment, whether the family relo-
cated during deployment, and how the nondeployed and deployed parent, 
sibling, and other family members adjusted. If both parents were deployed, 
the therapist should inquire about who cared for the child, whether the child 
had to relocate, how well the child knew the caretaker, and how well the 
child adjusted to these changes. History of other family relocations is also 
important to consider. Relocations can result in disruptions in education, 
relationships, activities, friendships, or required care for preexisting medi-
cal, developmental, or educational conditions.

postdeployment injury, including tBi

The assessment should also include information about whether the deployed 
parent or sibling experienced significant injury during deployment and, if 
so, the nature of the injury, where the injured service member received treat-
ment, the length of time the service member was separated from the child, 
and whether the nondeployed parent joined the injured parent or sibling 
and was also separated from the child after the service member’s injury. One 
should inquire about the child’s response to the injury and whether the child 
visited the wounded parent, sibling, or other family member at the hospital 
or tertiary care center, saw disfiguring wounds, and/or feared that the loved 
one would die. The clinician should also ascertain the responses of the non-
injured parent and other family members to the injury and how these may 
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have contributed to the child’s positive or negative adjustment. It can also 
be helpful simply to ask, “What have you told your child about the injury?” 
A parent’s response to this question informs the clinician about the nature 
of the information that was shared and the parent’s comfort or discomfort 
in addressing painful subjects with the child. In situations involving serious 
injuries, it is important to ask whether the injury included TBI or resulted 
in changes in family relationships. Finally, it can also be helpful to assess 
whether or not family members have developed new and successful ways of 
engaging based on postinjury realities (Cozza & Guimond, 2011).

postdeployment Mental health problems

The clinician should inquire about whether the deployed parent, sibling, or 
other family member developed mental health problems, particularly PTSD, 
depression, or substance use problems, and to what extent the child has 
been exposed to these problems, the child’s response to these problems, and 
other family members’ responses to these mental health problems and their 
impact on family relationships. Since combat stress-related disorders can 
result in reactivity and anger, one should also assess for elevated levels of 
family distress or discord, domestic violence, and child maltreatment.

Military-related death of parent

In cases involving the death of a service member parent, sibling, or other 
family member, the clinician should inquire about the cause of death (com-
bat, accident, suicide, other); the child’s response to the death, including 
childhood traumatic grief symptoms (Cohen & Mannarino, 2004); and 
nondeployed family members’ responses to the death, both at the time of 
notification and subsequently.

focus on family functioning and resilience

It is especially important to ascertain how the nondeployed parent has func-
tioned during the parent’s or sibling’s deployment and how all family mem-
bers have related and functioned since return from deployment (Lester et al., 
2010). It is equally critical to ask in what ways the child and family are doing 
well (i.e., to take a strengths-based approach and focus on resilience). One 
should inquire about support systems that are available to the family, keep-
ing in mind that the military provides many natural supports to its families.

attention to risk factors

An understanding of factors associated with poorer clinical outcome in 
military children and families can help clinicians recognize potential at-risk 
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cases that are more likely to develop more serious problems. Early military 
deployment literature suggests that younger children and boys may be at 
greater risk of developing symptoms during deployments (Jensen, Martin, 
& Watanabe, 1996). More recently, however, girls and older teens have been 
identified as being at greater risk of deployment-related problems (Chandra 
et al., 2010). These age and gender discrepancies likely reflect differences in 
study samples and methods of assessment. Children are likely to experience, 
respond to, and report their reactions variably depending on gender, age, 
and developmental needs.

Military children of nondeployed parents who exhibit higher levels 
of distress and poorer functioning during deployment also appear to do 
more poorly than children of nondeployed parents without those problems 
(Chandra et al., 2010; Jensen, Grogan, Xenakis, & Bain, 1989; Lester et al., 
2010). The trauma literature identifies those children who are more highly 
exposed to a traumatic event or have poorer access to a social support net-
work as being at higher risk for posttraumatic psychiatric sequelae (Pine & 
Cohen, 2002).

Additional risk factors for child traumatic responses include the lack of 
social connectedness (Pine & Cohen, 2002) that may occur when military 
families are unable to gain access to services, are geographically isolated, or 
live in communities that do not understand or recognize military culture or 
when language poses a barrier to connectedness. Preexisting developmen-
tal, learning, or emotional problems have also been associated with post-
traumatic outcomes in children (Pine & Cohen, 2002). Given the negative 
impact of child maltreatment on child development and the relationship 
between deployment and elevated rates of military child neglect, risk factors 
for child maltreatment are likely to put military children and families at 
risk as well. It is important to recognize that child maltreatment other than 
neglect is equally common in military and civilian families (McCarroll et 
al., 2004, 2008). Demographic risk factors (e.g., low income, low maternal 
education, maternal youth, or single parenthood), familial and parenting 
risk factors (e.g., maternal anger, dissatisfaction, low self-esteem, or illness; 
low father involvement or warmth), and child risk factors (e.g., difficult 
temperament, developmental or learning problems) have all been associ-
ated with risk of child maltreatment (Brown, Cohen, Johnson, & Salzinger, 
1998) and may be relevant in determining military family risk.

Clinicians who are engaging military children whose parents are suf-
fering from postdeployment combat stress conditions must be aware of 
the potential negative consequences of those conditions on the children. 
Children and parent–child relationships have been noted to be negatively 
affected in multiple studies of Vietnam War veterans with PTSD (Jordan et 
al., 1992; Rosenheck & Fontana, 1998; Ruscio, Weathers, King, & King, 
2002). Ruscio and colleagues (2002) described “the disinterest, detach-
ment, and emotional unavailability that characterize emotional numbing 
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may diminish a [parent’s] ability and willingness to seek out, engage in, and 
enjoy interactions with [his or her] children, leading to poorer relationship 
quality” (p. 355).

incomplete information about the Child

More than 50,000 military children experience the simultaneous deploy-
ment of both parents and are living with a nonparent caregiver. If a mili-
tary child requires mental health services in this situation, the caregiver may 
not have important background information. (It is now feasible for evalua-
tors to reach a deployed parent via Skype, and this should be considered in 
such situations). Severely wounded service members typically receive care in 
regional trauma centers, and the nonservice member parent may travel to 
these locations, leaving the children behind with relatives or friends for days 
or weeks. In cases when a service member has been killed or the primary 
caregiver parent is absent for significant periods, children may live with 
other adults (e.g., stepparent, grandparent) who may not have complete 
or accurate information about their development. In such situations, child 
clinicians should obtain as much information as possible from available 
caregivers, the children, and other potential sources (e.g., school, pediatri-
cian) and formulate a working diagnosis and treatment plan based on the 
available information.

UniqUe tf-CBt engageMent 
strategies fOr Military faMilies

Therapists hoping to engage military families successfully in TF-CBT treat-
ment must respect the military values described earlier. Military families 
are most likely to engage in TF-CBT treatment if it is presented in terms of 
a family-focused resilience-building model rather than as treatment for a 
trauma-related condition or mental health disorder. Because family-based 
treatment and resilience-building skills are core TF-CBT values (Cohen, 
Mannarino, & Deblinger, 2006, pp. 32–33), this is an accurate and engag-
ing way to present TF-CBT to military families. At the same time, an impor-
tant engagement strategy is to recognize why families are seeking treatment 
and to effectively and promptly make progress toward addressing these 
problems, particularly when distress or traumatic exposure is present.

Case example

A military family presented for assessment for 13-year-old Anthony’s school 
behavior problems. The mother was constantly called by the school because 
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Anthony was rude to teachers, cutting class, and fighting with peers. The clini-
cian noted that these problems had worsened since the father’s return from OIF 
deployment and corresponded with an increase in fighting and tension between 
the parents. Upon further exploration, the mother reported that the father was 
having unpredictable explosive outbursts, which Anthony had witnessed. The 
father had experienced a possible concussion after a roadside bombing, losing 
consciousness for several minutes, followed by severe headaches and irritability, 
but had refused to see a health care provider, insisting there was nothing wrong 
with him. During the interview with Anthony, the therapist specifically asked 
him about his father’s angry outbursts. Anthony acknowledged that he was very 
worried about his father and scared that “something bad is going to happen.” 
When rating the UCLA PTSD Reaction Index with regard to his father’s out-
bursts Anthony scored 30, in the moderate range of severity.

The therapist presented TF-CBT as a model through which the parents 
could assist Anthony “to build on your strengths to work together and help 
address Anthony’s stress-related behavior issues.” The parents agreed to partici-
pate because, instead of focusing on Anthony’s “bad” behaviors, the therapist 
emphasized the child’s and family’s strengths, which was consistent with the 
family’s predeployment identity, their military cultural identity, sense of resil-
ience, and prior experience of helping each other solve problems. The thera-
pist provided information that related Anthony’s behaviors to possible biologi-
cal stress-related changes. As the therapist implemented the skills components 
and the parents began to see improvements in Anthony’s behavior and in their 
own relationship, their engagement with the therapist became more committed. 
The parents were receptive to the explanation of stress-related brain changes 
leading to behavioral problems, which over time enabled Anthony’s father to 
be more accepting of his own possible stress-related brain changes. As he saw 
the improvements in Anthony’s behavior, he decided to seek an evaluation for 
himself. He was diagnosed with severe TBI, and the entire family experienced 
significant relief when this diagnosis was made and treatment was initiated. 
As his father sought treatment, Anthony reported in his trauma narrative that 
his father was his hero because “he was a brave soldier and even braver to get 
help.”

UniqUe tf-CBt appliCatiOns 
fOr Military faMilies

Military children experience a range of stress that may be of traumatic lev-
els. For example, deployment is a typical experience for military families, 
and although it requires adaptations, most military children adjust well to 
parental deployments. The serious injury or death of a military parent will 
be sad and difficult for many children, but after a period of adjustment most 
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will likely adjust fairly well. However, some will experience these events 
as highly stressful or traumatic, developing significant depression, PTSD, 
and/or behavioral problems as a result. Similarly, whereas some children 
may experience abuse or domestic violence and adjust without significant 
disruptions in adaptive functioning or mental health problems, others may 
suffer traumatic consequences. It is critical that clinicians evaluate children 
to determine the severity of their reactions and not assume either traumatic 
or resilient responses based on the nature of the exposure.

The appropriateness of using TF-CBT in the care of a military child 
with any of these experiences depends on whether the child has had a signifi-
cantly traumatic reaction that interferes with adaptive functioning and/or 
causes significant mental health problems. If the child evidences traumatic 
response to one or more of these events (deployment, parental injury, paren-
tal death, or more typical traumas such as child abuse or domestic violence), 
it will likely be helpful to provide TF-CBT.

Generally, TF-CBT for military families is similar to that for civilian 
families, with some specific applications described next.

including different Military parents during treatment 
as appropriate

TF-CBT is best conducted with the presence of a consistent parent or par-
ents throughout the treatment process. Military families would find this 
approach engaging, but because of the frequent changes in the family struc-
ture secondary to deployments, moves, and parental injury and/or death, 
parents’ availability to participate may vary from session to session. TF-
CBT therapists must recognize the changing circumstances of military fam-
ily life and flexibly include different caregivers to the greatest degree that is 
clinically appropriate.

Case example

Eight-year-old Kelly lived near an army base with her mother and her mother’s 
live-in boyfriend, Dwayne, both active duty service members. Kelly also had 
ongoing contact with her biological father, a service member who was deployed 
to Iraq. A teacher reported Kelly to the local Family Advocacy Program (FAP) 
after seeing suspicious bruises on her arm. During the FAP interview, Kelly 
acknowledged that she had gotten bruised trying to stop Dwayne from hitting 
her mother. This led to Kelly disclosing domestic violence perpetrated by Dwayne 
toward her mother. Kelly’s mother minimized these allegations at first and 
Dwayne was not charged, but the couple separated and Dwayne was transferred 
to another base. The mother participated in TF-CBT with Kelly and received her 
own treatment. During the skills-based sessions, the family learned that Dwayne 
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had been deployed to Afghanistan. Kelly was already worried about her own 
father’s safety, and this news triggered Kelly’s feelings of guilt about disclosing 
the domestic violence, believing she was responsible for Dwayne’s deployment. 
The therapist addressed this maladaptive cognition through cognitive coping 
(e.g., if Dwayne hadn’t perpetrated the domestic violence, Kelly could not have 
disclosed it, so it was Dwayne who was responsible for what happened, not 
Kelly). Kelly asked whether her father could participate in some sessions via 
Skype. Her mother was apprehensive at first, fearing that Kelly’s father would 
blame her for what had happened to Kelly. The therapist addressed this with 
the mother (i.e., both the mother and Kelly were victims), and the therapist 
spoke with the father about participating in treatment. Although he was upset, 
Kelly’s father was very invested in supporting his daughter in treatment. He 
participated twice via Skype (limited by demands of active duty) and e-mailed 
supportive messages and praise to his daughter, and over time these expressions 
of support also included his ex-wife. Kelly’s father asked for special permission 
to participate in the conjoint session, at which time Kelly shared her trauma 
narrative with both parents. During this session, Kelly’s father told her that she 
was a hero in his eyes for having revealed the domestic violence.

planning for Upcoming Changes in living arrangements

Changes in living arrangements resulting from parental deployment and/
or transfers through PCS are commonplace for military families. Therapists 
must be aware of these possible disruptions at the start of TF-CBT in order 
to appropriately map the length and pace of TF-CBT and to plan for treat-
ment termination or, if necessary, arrange transfer to another TF-CBT thera-
pist in the family’s new location.

Case example

Five-year-old Tyrell was living with his service mother, a single parent, when she 
was involved in a serious fire during a training accident and was hospitalized 
as a result of severe burns. Tyrell went to live with his maternal grandmother 
in a different state for 3 months while his mother recovered. Tyrell developed 
PTSD in response to his mother’s injuries and was terrified of any reminders 
of the fire, including returning to the military installation and seeing his moth-
er’s scars. Shortly after her discharge from the hospital, the mother and Tyrell 
started TF-CBT at the recommendation of their therapist. However, the family 
was going to be PCS’d to another state 2 months after the initial assessment. 
The therapist decided it was best to provide only initial TF-CBT skills training 
because she realized there would not be time to complete the entire treatment, 
and it would be unwise to start the trauma narrative during the disruption of 
the family’s move. The therapist located a TF-CBT therapist close to the fam-
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ily’s new installation and had the mother and Tyrell “meet” the new therapist 
via Skype (which Tyrell liked because he loved computers) in order to facilitate 
the treatment transfer. The therapist also encouraged the mother to begin treat-
ment for her own accident-related PTSD symptoms, to which she agreed after 
her positive experience with this therapist. With these resources and their newly 
acquired TF-CBT skills, Tyrell and his mother made a smooth transition to the 
new therapist and completed TF-CBT treatment.

providing tf-CBt in a family-focused Manner  
that emphasizes resilience

Some military families may request a “family therapy” approach to trauma 
treatment, one that may reflect their personal, family, and military values. 
Although TF-CBT is a family-focused treatment, it is most typically pro-
vided in individual and conjoint child–parent session formats rather than as 
family treatment, with multiple siblings present. For military families who 
desire family therapy, it may be helpful to explore with the parents their 
sense of the optimal configuration of family members to be present at treat-
ment sessions. Doing so may help to identify some misconceptions about 
trauma and its impact and may also provide the therapist with an opportu-
nity to explain the potential benefits of seeing a child and parents together 
without other siblings.

TF-CBT clinicians who work with military families will benefit from 
taking a resilience-based approach, with a focus on the individual’s and 
family’s strengths: for example, positive attributes that have not changed, 
goals that have been reached or that are still attainable, and ways the family 
is supporting each other to move forward.

Case example

The wife of an army officer sought family treatment after her oldest son, 
19-year-old Matthew, who had joined the army the previous year, was severely 
injured in Afghanistan and returned home with a disfiguring injury. Jessie, 7 
years old, was having nightmares about her brother’s injury. The parents agreed 
that Jessie would be best served if her mother and all of the siblings, including 
Matthew, 12-year-old Michael, and 14-year-old Julie, attended therapy to help 
Jessie “get it off her chest.” The therapist asked how the siblings were helping 
Jessie at home, and the mother said, “Not well. They make fun of her when she 
has nightmares and call her a big baby.” The therapist reflected that it sounded 
like it might be hard for Jessie to share her fears with her older siblings, since 
she was the youngest and the older kids might make her feel like she was a baby 
if she talked about being afraid. Jessie’s mother understood and said she could 
talk to her older children so they would stop teasing Jessie. The therapist said, 
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“I wonder if it’s not hard for all of your kids to see how Matthew has changed. 
Maybe they tease Jessie so they don’t have to admit that they’re scared too.” 
The mother became tearful and said that she felt that way herself. The therapist 
said, “Families are a wonderful source of support, but sometimes it can be really 
hard for everyone to feel like they have to be strong for everyone else. Therapy 
could give Jessie a chance to express her own feelings without having to worry 
about that. Matthew has changed in some ways, but I’m betting that he is the 
same in many more ways than he has changed. By giving your kids a chance 
to talk about what they are afraid of—the ways he has changed—it will open 
the door to talking about ways that he hasn’t changed.” The mother seemed 
relieved by this and agreed that she and Jessie would participate in TF-CBT. 
She then asked whether her older children might also benefit from TF-CBT. 
The therapist agreed to include Michael and Julie in individual TF-CBT with 
the mother as well, so they would each have the opportunity to talk about 
their own reactions to Matthew’s injuries. By helping Jessie’s mother under-
stand the impact of trauma on her children (“Your children are all worried that 
their brother has changed; they are just showing it in different ways”) and also 
emphasizing resilience (“Matthew has changed in some ways but he is still the 
same in many ways and your children will soon be able to talk about that”), the 
mother was able to understand the logic of providing the initial parts of TF-CBT 
in a family-focused manner but with individual sessions.

The therapist focused on resilience not only through developing skills with 
each child, but also by using TF-CBT skills to help all family members recognize 
ways that Matthew had not changed. For example, Jessie used visualization to 
remember when Matthew first taught her to play Go Fish. Then she practiced 
asking the therapist to play Go Fish, pretending the therapist was Matthew. 
Finally, Jessie went home and asked Matthew to play Go Fish with her. After 
weeks of Jessie avoiding being anywhere near him, Matthew was delighted that 
his little sister invited him to play. He told his mother, “All of a sudden I felt 
like she didn’t notice anything was wrong with me.” After Jessie and her sib-
lings participated in individual TF-CBT and shared their confused and upsetting 
feelings with the therapist and their parents, the three siblings agreed that they 
would like to have several family sessions. During these sessions the children 
shared their narratives with each other, Matthew, and their parents; this was a 
very emotional and healing experience for the family. The parents and children 
agreed that the earlier individual TF-CBT sessions were critical to the success of 
the conjoint family sessions.

Understanding Unique needs of reserve and national 
guard families

Unlike active duty families, Reserve and National Guard families typically 
live in largely civilian settings, often isolated from other military families. 
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These children may not know or attend school with any other military chil-
dren, and their nondeployed parents may lack military friends to provide 
support throughout the deployment cycle, potentially putting National 
Guard and Reserve families at risk for increased distress or mental health 
problems during deployment.

Case example

Ron was 10 years old when his father’s Reserve unit was deployed to Iraq. His 
family lived in a suburban area where he didn’t know other military children. 
Although he admired his father’s military service and he was accustomed to 
brief absences during his father’s Reserve training, Ron was upset when told 
that his father would be gone for a much more extended period. He was espe-
cially angry that his father would miss coaching his Little League baseball team, 
saying “Why do you always have to leave? Why can’t one of the other dads do it 
this time?” Ron’s older sister tried to help out at home but she was busy with her 
friends and annoyed at Ron’s negative attitude, and as time went on she increas-
ingly stayed out with friends and avoided being at home. As his father’s duty 
was extended to a second and then a third deployment, Ron’s mother became 
increasingly depressed over her husband’s absence and grew ever more anxious 
about his safety. In response to his mother’s difficulties, Ron’s behavior became 
more problematic, especially at school, where he was not paying attention and 
he was fighting with peers. Ron was also worried about his father’s safety, com-
pounded by the fact that his father was communicating less and less and seemed 
to be withdrawing from the family. Ron’s mother finally brought him for an 
evaluation at his pediatrician’s suggestion. During the evaluation Ron told the 
therapist that he was mad because “no one at school knows what it’s like. They 
talk about their dads all the time, they get to go hunting and fishing and play 
ball with their dads, and I don’t even get to talk to my dad anymore. I hate 
everyone.” Upon further assessment, Ron endorsed significant worries, anxi-
eties, and some PTSD symptoms (intrusive thoughts about war-related media 
coverage, trying not to think about what might have happened when his father 
failed to call, and hyperarousal symptoms) related to the father’s deployment.

A successful prevention program to prepare military children and fami-
lies for deployment such as Project FOCUS (Families Overcoming under Stress, 
www.focusproject.org) could have prevented Ron’s problems. However, Proj-
ect FOCUS is not available in all areas, and for children who have developed 
deployment-related traumatic responses and/or who cannot access this type of 
military-specific resilience-building program, TF-CBT may be appropriate or 
can be used adjunctively to address trauma-specific symptoms.

Ron and his mother participated in TF-CBT to address his anxiety and 
behavioral problems and to support his mother’s understanding and inform her 
parental responses. The therapist actively engaged Ron’s father through several 
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e-mail exchanges so he would understand the importance of his continued com-
munication and involvement with his family during his deployment in relieving 
unnecessary anxiety. As TF-CBT progressed, Ron’s father participated in some 
sessions via Skype, which was extremely meaningful to Ron and his mother. 
Even when Ron’s father could participate for only a few minutes, it was enor-
mously beneficial to the family and made them feel very united and supported. 
The shared sessions also provided opportunities for Ron to show his father 
newly acquired skills or for Ron’s mother to discuss possible parenting strate-
gies. The therapist also linked Ron and his mother to online resources through 
which Ron could connect with other Reserve and National Guard children in 
his area as well as in other parts of the country, thereby decreasing his sense of 
isolation.

Understanding the Changing nature of Modern  
Military wounds

As described previously, the types and severity of military injury are chang-
ing. The military is attempting to optimize communication to families after 
injury occurs (e.g., whenever possible, the wounded service member him- or 
herself is the one to contact the family), but therapists must be aware that 
the trauma of the service member’s injury may be further complicated by 
any of the following: (1) children may receive inaccurate or age-inappro-
priate information about what happened to wounded parents, siblings, or 
other family members, or they may witness frightening emotional reactions 
of adult family members; (2) the service member may require extended care 
at a trauma center far from the family’s home, leading to extended separa-
tions from children; (3) the nondeployed parent may join the wounded par-
ent or family member, leading to children’s separation from both caregiv-
ers; and (4) children may travel to visit wounded parents, siblings, or other 
family members, resulting in frightening exposures to disfiguring wounds, 
medical procedures, or equipment without age-appropriate explanation or 
preparation. Any of these experiences may contribute to children’s distress 
or traumatic symptoms (Cozza & Guimond 2011).

Case example

Mother brought 3-year-old Carlos for treatment shortly after his father returned 
to the family’s home following a near-fatal combat injury in Afghanistan. The 
father’s injuries required a double leg amputation, and left him with only partial 
use of his dominant arm. He was hospitalized for several months far from the 
family’s home. Carlos stayed with his maternal grandmother for several weeks 
so his mother could be with his father. During the hospitalization, Carlos vis-
ited his father just after he had received his leg prostheses. The mother tried 
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to prepare Carlos, telling him that “Daddy lost his legs but now he has new 
ones.” However, Carlos started crying when he saw the metal prostheses, and 
screamed, “No monster legs!” For weeks after this visit, Carlos had nightmares 
about monsters chasing him, began wetting the bed, and became very clingy. At 
the initial assessment, Carlos’s father told the therapist, “What’s the point of 
therapy? I know my son’s real feelings. I’ll never be a real man to him again.”

The therapist began TF-CBT by educating the parents about the impact of 
unexpected visual images on young children. Specifically, she told the parents 
that any confusing or frightening vivid image could be scary to a 3-year-old. She 
gave the example of her own 3-year-old son who had developed a phobia of 
ghosts one night when he mistook a bathrobe hanging in his closet for a ghost, 
thereafter refusing to go to bed until his mother (the therapist) checked the closet 
and under the bed to be sure there were no ghosts. Carlos’s parents laughed 
in recognition and recalled a time when they had to do something similar the 
previous year when Carlos had become afraid of monsters. In fact, the parents 
recalled that the father had to reassure Carlos over the phone from Afghanistan 
that there were no monsters in the house. This helped the father understand 
that Carlos’s fears of monsters was a normal 3-year-old fear, and not specifically 
related to his prosthetic legs. Carlos’s father said that this made him feel better 
about the episode in the hospital. The therapist continued to provide TF-CBT 
to Carlos and his parents, emphasizing the importance of Carlos and his father 
spending quality time together doing things they both enjoyed. The family also 
benefited from the Sesame Workshop Talk, Listen, Connect resources at www.
sesameworkshop.org. Over time Carlos accommodated to his father’s physical 
condition. In addition, his father became increasingly comfortable lifting Car-
los, playing games, and doing light household chores, even with the limited use 
of his dominant arm. Through his drawings and his transcribed words, Carlos’s 
narrative described how he felt both scared and sad when “Daddy got hurt” and 
“Mommy went to the hospital without me,” and later how he became “happy 
when Daddy came back.” His wish for the future was for “Daddy to go to 
school and show my friends his new legs.” When the therapist shared this with 
his parents, Carlos’s father became emotional, saying that his son’s narrative 
helped him realize that Carlos still looked up to him as a role model. During the 
conjoint session, the therapist read Carlos’s story as Carlos sat on his father’s 
lap. Father told Carlos that he would come to school with him and let the other 
kids see how his legs worked.

Understanding the Unique Military rituals  
surrounding death

Therapists working with bereaved military families must understand the 
military rituals related to service members’ deaths and how these rituals may 
contribute to trauma and loss reminders. Children and families may have 
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difficulty recalling these details long after the death, making it exceedingly 
difficult for therapists to make connections and to identify ritual-related 
trauma cues.

Case example

Laura was 15 when her father, a member of the National Guard, died during his 
second deployment to Iraq. Laura was called home from band practice when her 
mother received the death notification. She didn’t tell her friends what happened 
because she was “in shock,” but ran all the way home. When she got there, her 
mother was crying hysterically with two uniformed officers trying to comfort 
her. Laura told them to leave. Immediately following notification, local news 
reporters started calling and Laura stopped answering the phone. The mother 
agreed to her husband’s parents’ request for a military funeral (Laura’s paternal 
grandfather was a retired service member). Although her paternal grandparents 
and younger brothers seemed to appreciate the military rituals at the funeral, 
Laura was angered by the presence of so many uniformed military members, 
who reminded her of the death notification officers, and worried that these uni-
forms would upset her mother, who was still crying much of the time. Indeed, 
Laura’s mother did cry when she was handed the folded flag and when “Taps” 
was played. Laura wanted to leave, but her paternal grandparents insisted that 
the family stay and speak to all of the guests. When they were leaving, Laura 
saw protesters with signs reading “The only good soldier is a dead soldier.” Her 
mother started sobbing when she saw these protesters, and Laura was so furi-
ous that she vowed to never return to the cemetery to visit her father’s grave. 
Later, Laura became irritable and left the room whenever anyone mentioned her 
father, and she refused to talk about his death to her friends. Laura’s maternal 
grandmother insisted that her daughter bring Laura for an evaluation.

During the evaluation, the therapist confirmed that Laura met criteria for 
military child traumatic grief. TF-CBT for Laura included skills for coping with 
military-specific trauma and loss reminders. For example, media coverage of 
combat activities that included political opinions against the war, which previ-
ously would have been only of minor interest to Laura, aroused extreme anger 
because it triggered trauma and loss reminders. During the affective modulation 
component, Laura acknowledged that it was hard not being able to talk to her 
friends about how she felt because they didn’t get what it was like to be partly 
military, partly civilian. Her therapist suggested that Laura attend a regional 
Tragedy Assistance Program for Survivors (TAPS) Camp (www.taps.org), and 
Laura and her mother did so. This was a turning point for Laura, who met other 
bereaved National Guard and Reserve teens who felt similarly as her. Laura’s 
mother also met several women at the TAPS Camp to whom she related well. 
Laura and her mother worked through the trauma narrative and bereavement-
focused components of TF-CBT with positive results.
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CliniCal Case desCriptiOn

Ann was 9 years old when her father, an Army officer, returned from com-
bat deployment to his home Army installation. Ann had experienced minor 
anxiety problems during her father’s absence but was excitedly looking for-
ward to his return. Family reintegration went smoothly, with the family 
quickly accommodating to new routines with the father’s return, getting 
together with other close friends and families that had also reunited, and 
comforting a few families that had experienced loss, including one close 
friend of Ann’s whose father had died. Initially, all seemed to be going well, 
but a few months later Ann developed sleep problems, nightmares, and 
school refusal behaviors, insisting that she was sick on school mornings and 
often returning home from school with a terrible stomachache. She was also 
throwing tantrums and refusing to follow rules at home, playing one par-
ent against the other, and fighting with her younger sister. With the family’s 
agreement, the school decided not to send Ann home when she complained 
of stomachaches, but to instead send her to the nurse’s office. One day the 
school nurse noticed that Ann, while lying on a cot with a stomachache, was 
shaking under the blanket. When the nurse asked Ann to sit up so that she 
could check her temperature, Ann started sobbing. Asked what was wrong, 
Ann showed the nurse her blood-stained underpants. The nurse asked Ann 
whether someone had hurt her and Ann nodded her head yes. The nurse 
called Ann’s mother and reported this incident to the FAP on post. Ann was 
examined by a military pediatrician and at the FAP later that day.

At the FAP Ann reported that her father’s friend “Uncle Joe,” a very 
well-liked member of her father’s unit, had been sexually abusing her since 
shortly after the family’s arrival at the current installation 2 years prior. The 
abuse had stopped when father and Uncle Joe were deployed to Iraq, but 
had restarted when the men had returned. About a month ago, Uncle Joe 
had begun forcibly raping Ann. Uncle Joe told Ann that if she told anyone 
about this he would not be able to help soldiers like her daddy win the war, 
and it would be her fault. Ann was scared that her disclosure would make 
her country lose the war, or that Uncle Joe would no longer help her father 
or be their family friend. She tearfully said, “I’m sorry but I had to tell.” 
Physical findings confirmed Ann’s report and charges against Joe were pre-
pared.

Ann’s parents were devastated and furious when they heard about what 
Ann had reported. Ann and her parents were referred for TF-CBT treat-
ment, and the parents were eager to participate. Her parents were preoc-
cupied about how to proceed in terms of the criminal charges, and at the 
initial evaluation were very focused on questions such as, “Will it be helpful 
or harmful for Ann to testify against Joe?” and “Should we try to get trans-
ferred so she doesn’t run into people who know about this?” Ann endorsed 
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significant symptoms of PTSD and anxiety about what her disclosure would 
do to her father and her family as well as how her friends and other parents 
in the community would respond to her allegation. Her UCLA PTSD Reac-
tion Index score was 57, in the severe range.

Ann’s parents were very supportive and determined to do whatever 
was in Ann’s best interests. The therapist began TF-CBT by providing use-
ful information to the family, emphasizing, for example, how important 
the parents’ support was to Ann’s positive recovery (Cohen & Mannarino, 
1998, 2000). The therapist also normalized Ann’s experience by inform-
ing parents that rates of sexual abuse among military girls appear to be 
similar to those in civilian communities (McCarroll et al., 2004); one out of 
four girls experience sexual abuse. Although shocked, the parents were also 
relieved that their daughter was not alone in this regard. The therapist also 
emphasized that Ann disclosed the abuse soon after it occurred, and that 
this was a credit to Ann’s trust in her parents despite the huge guilt that the 
perpetrator had attempted to instill in her. The parents asked, “If this was 
the case, why didn’t she tell us instead of the nurse?” The therapist helped 
the parents understand common responses and concerns of children who 
have experienced sexual abuse, including the desire to protect the people 
they love most (i.e., their parents). In Ann’s case, feelings of loyalty, con-
cerns about military mission, and Joe’s popularity in his unit and the com-
munity likely made these feelings even stronger. Her parents understood and 
seemed comforted by this explanation.

The therapist then provided TF-CBT skills components to Ann and her 
parents. For relaxation, the therapist started by asking Ann what activities 
she really liked. Ann said she liked to sing, dance, collect butterfly stickers, 
and play with her friends. Using this information, the therapist and Ann 
designed several relaxation strategies for different settings. For example, 
for falling asleep, Ann would imagine a butterfly gently fluttering its wings 
until it slowly, slowly landed in a bed of grass. Ann practiced this with the 
therapist and then with her mother, and later reported that this visual image 
helped her fall asleep. In order to improve school attendance, Ann imagined 
herself dancing across a beach while relaxing each part of her body. When 
she had intrusive and scary thoughts about the sexual abuse, Ann agreed to 
sing her favorite song in her head or out loud (depending on the situation) 
in order to calm herself down. Her parents practiced this with her in ses-
sion and agreed to reinforce this with her at home. They also spoke with 
the school nurse and Ann’s homeroom teacher about how to reinforce these 
skills in school.

The therapist also taught Ann’s mother and father important skills to 
optimize their parenting. For example, both parents were tempted to overin-
dulge Ann following the sexual abuse disclosure because they felt guilty for 
not knowing what was happening, and the father, in particular, felt person-
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ally responsible for exposing Ann to the perpetrator. The therapist helped 
the parents understand that Ann needed to know that her parents did not 
see her as “damaged” and that all children need reasonable limits and rules 
in order to develop appropriate behavioral regulation. This was reassuring 
to parents and consistent with their military respect for predictable struc-
ture and rules. They were further reassured when Ann’s behavior problems 
improved. The parents worked with the school to institute an in vivo plan 
to get Ann back to school (described shortly).

Ann could express a range of feelings (e.g., mad, sad, happy, frustrated, 
annoyed, excited), but she believed it was her job to help her mother when 
her father was deployed, and had mistakenly assumed that she should not 
talk about or need help with negative feelings. The therapist asked her, 
“What are you supposed to do with bad feelings?” Ann replied, “Just make 
them go away.” The therapist clarified that “sometimes this doesn’t work, 
making feelings too big to handle on our own and that it might be better to 
ask our parents for help.” Ann said, “But then Mommy will have too much 
to handle.” The therapist said, “When Mommy and Daddy say they want 
you to help out, they mean like helping with the dishes or helping your sister 
get dressed in the morning. They don’t mean by ignoring big problems or 
worries. Mommies’ and daddies’ jobs are to help kids with their problems. 
If you don’t believe me, let’s go and ask them, OK?” Ann was reticent to 
ask her parents, but the therapist insisted. Ann’s parents very clearly told 
Ann that they did not want her to keep worries or problems to herself. They 
explained that they were her parents, and while they appreciated all of her 
help, they wanted her to be a child, not another grown-up. Ann hugged 
her mother and said, “OK, Mommy.” Together, the parents, Ann, and the 
therapist designed several affective modulation strategies for Ann, including 
seeking support from parents, spending time with peers, distraction through 
enjoyable activities such as dance and music, and self-soothing activities 
such as crafts and physical activities. The mother particularly reinforced 
these when Ann had intrusive reminders about the sexual abuse, such as 
when she was in places or situations where Joe abused her. 

Cognitive coping was a very important component for this family, since 
many people on the base learned about the allegations. Joe was a well-
known, well-liked member of the community, and the family encountered 
gossip about Ann’s abuse allegations. People “took sides” and many did not 
believe Ann’s disclosure. The parents felt ostracized by many of their former 
friends, leading Ann to feel like she “caused a lot of trouble for my family.” 
At one point Ann told her mother that “I don’t know if it really happened. 
Maybe I just dreamed it.” The mother called the therapist, crying: “How 
could she say that, after all we’re going through?” The therapist responded, 
“That may be exactly why she said it. Your daughter loves you so much she 
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would try to do anything to keep you from pain.” Ann’s parents decided 
that her father should request a transfer. The father even considered leaving 
the military service since he felt disillusioned that some of his colleagues 
disbelieved what had happened. The therapist helped the parents reexamine 
this by asking “Before, when you were so close to Joe, if another child had 
accused him of sexual abuse and you didn’t know all of the information you 
now know from Ann’s perspective, would you have automatically believed 
it?” Parents were able to see that other people had heard a lot of inaccu-
rate gossip (some of it distorted information spread by Joe and his friends). 
Ann’s family had been instructed not to talk about her situation since she 
might have to testify in court proceedings in the future, so they had not been 
able to defend themselves with their version of the events. Ann’s parents 
were able to change their thoughts from “Some of our military friends have 
deserted us” to “They don’t know the facts,” and this helped them to feel 
even more supported by the friends who had stuck by them even without 
knowing all of the details of the situation.

In Ann’s trauma narrative, she included the additional information that 
Uncle Joe had threatened to sexually abuse her 3-year-old sister Emma if 
she ever disclosed the abuse. Ann said, “After he did that (the rape) the first 
time, I tried not to go to school so he couldn’t hurt Emma (who did not yet 
attend school). When the nurse wouldn’t let me go home, I knew I had to 
tell. He might go to my house when I was at school and do it to her.” When 
the therapist shared this part of Ann’s narrative with the parents during 
their parallel individual sessions, they both became tearful as they realized 
that Ann’s school refusal and her disclosure had been attempts to protect 
her younger sister.

The therapist had been instituting in vivo mastery to help Ann return 
to school. However, this had only been moderately successful as a result of 
Ann’s unexpressed worries about Joe abusing Emma. Once Joe was arrested 
(a process that took several weeks), Ann was more confident about return-
ing to school and her school refusal diminished.

During the conjoint child–parent sessions, Ann shared her narrative. 
Her father was extremely helpful by reinforcing Ann’s new cognitions. For 
example, he told Ann during this session, “Joe’s job was to take care of his 
soldiers. Instead of doing that he abused one of our children. He hurt our 
soldiers. By telling the truth about him you helped every soldier in the Army. 
You made our Army stronger.” The family worked together to develop a 
safety plan, and Ann asked if Emma could also be included. The parents, 
Ann, and Emma used the What Do You Know? game (Deblinger, Neubauer, 
Runyon, & Baker, 2006) and age-appropriate healthy sexuality education. 
At the end of treatment, Ann’s UCLA PTSD Reaction Index score was 12 
(in the normal range).
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COnClUsiOn

Military children and families face many challenges resulting from the 
duties of their military service member parents, siblings, and other family 
members. Since the start of combat operations in the Mideast in 2001, mili-
tary families have been faced with multiple combat deployments that have 
resulted increased levels of distress in children and adults. In circumstances 
of complicated deployment, combat exposure may lead to the development 
of combat-related stress disorders (PTSD, depression, anxiety, and substance 
use disorders), combat injuries (including TBI), and, in the most severe cir-
cumstances, death. Military children and families are typically healthy, and 
they face these deployment-related challenges with strength and resilience. 
However, mitigating distress is an important goal of community, family, 
and individual prevention and intervention strategies. TF-CBT provides use-
ful skills and strategies that can help military families manage successfully. 
When stresses are of a traumatic level, TF-CBT should be a critical compo-
nent of the care of military children and families, given the evidence of its 
success in treating traumatic disorders. Clinicians who are unfamiliar with 
military communities can benefit from a further understanding of military 
children and families, their unique strengths, and the unique challenges that 
they face in order to more successfully implement treatments.
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Overview Of Tf-CBT AppliCATiOns 
in inTernATiOnAl seTTings

Trauma-focused cognitive-behavioral therapy (TF-CBT) has recently been 
employed and evaluated in a number of international settings, including 
western European countries (Germany, Norway, Sweden, Italy, and the 
Netherlands), Africa (Zambia, Tanzania, and the Democratic Republic of 
Congo [DRC]), and southeast Asia (Cambodia). TF-CBT training is also 
occurring in Japan and China. Other countries may be using TF-CBT as 
well. In this chapter we discuss characteristics of various populations and 
settings in which TF-CBT is being used, unique assessment and engagement 
strategies for each, training and supervision considerations, and an explana-
tion of how the TF-CBT PRACTICE components have been applied with 
some modifications. We bring the use of TF-CBT to life through vivid case 
presentations from international low-resource settings.

western europe

At the first international TF-CBT conference, held in Italy, researchers from 
Norway, Italy, Sweden, Germany, and the Netherlands met to discuss ongo-
ing TF-CBT studies and implementation methods. Collectively, western 
European sites reported few modifications beyond the obvious language 
differences in applying TF-CBT. Directors of the respective research studies 
stated that all TF-CBT components were relevant and could be implemented 
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with no major cultural modifications in their settings. One minor modifica-
tion noted by European sites is “toning down” the use of parental praise to 
fit with their cultures. However, they emphasized that the use of praise is a 
very important and effective intervention. In Germany, a pilot study dem-
onstrated the feasibility of including foster parents or professional caregiv-
ers from group homes in the treatment (Kirsch, Fegert, Seitz, & Goldbeck, 
2011). Some modifications reported included the additional collaboration 
with child welfare workers and biological (nonabusive) parents at the same 
time, with agreement on the different roles of adult caregivers with shared 
responsibility for the child (see Chapter 2, “Children in Foster Care,” this 
volume). Given the limited modifications across these western European 
sites, the remainder of the chapter focuses on low-resource settings.

low-resource settings

Countries considered “low resource” or “developing” are characterized by 
common challenges such as poverty, weak economy (World Bank, 2011), 
unrest of some kind, and limited organized health systems (i.e., little acces-
sibility to effective treatments). TF-CBT has been used in at least four devel-
oping countries: Zambia, Tanzania, the DRC, and Cambodia. Examples 
here focus primarily on Zambia and Cambodia, where studies have been 
completed, with occasional reference to the ongoing studies in Tanzania 
and the DRC.

Zambia

Zambia is a landlocked country in sub-Saharan Africa with a population 
of 13,881,000 (Central Intelligence Agency [CIA], n.d.-c). It is the site of 
one of the world’s most devastating HIV and AIDS epidemics. More than 
one in every seven adults in the country is living with HIV, and in 2009 
nearly 76,000 adults were newly infected. HIV is most prevalent in urban 
areas rather than in poorer rural populations. The “feminization” of the 
HIV/AIDS epidemic is striking: Among those aged 15–24, HIV prevalence is 
nearly four times among females compared with males. Children have been 
significantly affected by the AIDS epidemic in Zambia: 120,000 children 
are estimated to be infected with HIV. In 2009, there were 690,000 AIDS 
orphans in the country. Orphans and other vulnerable children experience 
multiple traumatic experiences and stressors, including HIV-related stigma, 
abuse, poor health care, abbreviated childhoods and education, poverty, 
and reduced social support. Of particular relevance to TF-CBT, there is a 
belief that increasing numbers of child rape cases were being fueled by the 
“virgin cure” myth, which wrongly claims that sex with a virgin can cure 
AIDS. In a qualitative study, Murray and colleagues (2006) found that child 
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“defilement” (i.e., sexual abuse) was identified as a major problem by the 
local Zambian community themselves.

The TF-CBT applications described later in this chapter were taken 
from two separate studies conducted in Zambia. The first study examined 
the feasibility of training, adapting, and implementing TF-CBT in Zambia 
with local lay workers. This study was conducted in Lusaka, Zambia, with 
20 Zambian counselors. The second study was based in both Lusaka (urban) 
and Kabwe (peri-urban), and examined the ability to infuse evidence-based 
assessments and treatments into existing HIV health care systems. In both 
studies, outcomes included quantitative (validated assessment tools) and 
qualitative (perspectives of local counselors and families receiving TF-CBT) 
outcomes.

Tanzania

Tanzania, in east Africa, has a population of nearly 43 million, 42% of 
whom are younger than 14 years (CIA, n.d.-b). Tanzania was targeted for 
TF-CBT given its high rates of HIV and children orphaned by AIDS. In 
2008 it was estimated that 1.3 million people were living with HIV in main-
land Tanzania, 10% of whom were children. Currently, the area has an 
HIV prevalence rate of 6%. In 2009 an estimated 1.3 million children were 
orphaned from AIDS in Tanzania and 3 million orphaned for all reasons, 
including AIDS. The ongoing TF-CBT project in Tanzania focuses on group 
administration of TF-CBT for childhood traumatic grief with orphans who 
are living in a family environment (Murray et al., 2010).

Cambodia

Cambodia, in southeastern Asia, has a population of 14,701,717 (CIA, n.d.-
d). In contrast to Africa, Cambodia has an adult HIV prevalence rate of 
0.8%. Many of the issues related to TF-CBT for this population result from 
unrest and other social problems. In April 1975, after a 5-year struggle, 
Communist Khmer Rouge forcefully captured Phnom Penh and evacuated 
all cities and towns. At least 1.5 million Cambodians died from execution, 
forced hardships, or starvation during the Khmer Rouge regime under Pol 
Pot. Additionally, Cambodia is identified as a source of sexual trafficking 
for commercial exploitation and forced labor. As reported by Amnesty 
International (2010), the National Police Force statistics recorded 468 cases 
of rape, attempted rape, and sexual harassment in the 12 months preceed-
ing November 2009, but noted that these figures are “extremely low and 
unreliable.” The applications of TF-CBT and case presentations for Cambo-
dia were taken from a joint project with World Vision on the feasibility of 
TF-CBT (Bass, Bearup, Bolton, Murray, & Skavenski, 2011). The different 
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phases of the project were conducted in Phnom Penh (urban) across two 
different shelters for sexually trafficked female and male youth.

The Democratic Republic of Congo

The DRC is located in central Africa. Its current population is estimated 
at approximately 71,712,867 (CIA, n.d.-a). Since independence, the DRC 
has been in constant conflict with multiple rebel groups. Throughout these 
conflicts, large populations of children have been affected either as direct 
victims of violence, death, and sexual assault or as child soldiers. The proj-
ect here has recently been undertaken by two graduate students from Belfast 
as part of their dissertation studies. TF-CBT is being conducted in groups, 
in collaboration with World Vision. All children included in this project are 
characterized as former child soldiers (P. O’Callaghan, personal communi-
cation, June 24, 2011).

UniqUe AssessmenT sTrATegies 
in inTernATiOnAl seTTings

In most developing countries, neither validated child mental health assess-
ment tools nor trained personnel to administer them are readily available. 
Although some researchers may appreciate the importance of adapting and 
validating instruments to the local cross-cultural context, it is still common 
practice to assume local validity while allowing for some variation in the 
translation of more idiomatic symptoms. Although increasing, research 
investigating the psychometric properties of instruments across different 
ethnic and cultural groups is sparse (Iwata & Buka, 2002). While there is 
awareness and some evidence (e.g., Alami & Kadri, 2004; Ruchkin et al., 
2005; Seedat, Nyamai, Njenga, Vythilingum, & Stein, 2004) that mental 
health syndromes defined in Western terms may exist in different forms in 
other cultures, operationalizing this variation in order to create valid and 
reliable instruments is a special skill in low-resource countries. Many of the 
relevant issues have been addressed by Bolton using a combined qualita-
tive and quantitative methodology to develop or adapt and validate locally 
appropriate instruments in resource-poor countries (Bolton, 2001; Bolton & 
Tang, 2002). Briefly, this methodology includes beginning with a qualitative 
study to understand the local perception of problems, symptoms, causes, 
and solutions and to ensure cross-cultural sensitivity (e.g., Murray et al., 
2006). Once the local symptoms and problems are understood, an assess-
ment instrument can be developed and/or adapted. For example, the quali-
tative study in Zambia showed that the community considered defilement 
(sexual abuse), domestic violence, and physical abuse as children’s major 



 International Settings 229

mental-health related problems; the most common symptoms included 
“crying,” “thinking too much,” “alone and withdrawn,” “fearful that it 
will happen again,” “feeling used,” “looking confused,” “damaged psy-
chologically,” “feeling rejected,” “shy,” “difficulty concentrating,” “feeling 
uneasy and surprised,” and “having an unsettled mind—thinking about 
what has happened.” A review of diverse child mental health standardized 
instruments ensued to determine how closely symptoms included in each 
instrument corresponded with those described by the local informants in 
the preliminary qualitative study. Since PTSD symptoms from standardized 
instruments closely overlapped with prominent problems in the qualita-
tive study for Zambia, the UCLA PTSD Reaction Index (Steinberg, Brymer, 
Decker, & Pynoos, 2004) was chosen as an instrument to adapt and validate 
using Bolton’s (2001) methodology. This consists of reviewing the existing 
measure for the problems listed by the local population in the qualitative 
study. Local symptoms not represented in the measure are added. In Zambia 
the original items from the measure were maintained, and 18 additional 
signs and symptoms identified as locally relevant from the qualitative study 
were added (Murray, Bass, et al., 2011). Establishing local validity of a men-
tal health assessment tool is critical to understanding the effectiveness of any 
treatment, including TF-CBT.

UniqUe engAgemenT sTrATegies 
in inTernATiOnAl seTTings

Particularly in light of trauma avoidance, engaging children and parents 
or other caretakers in TF-CBT is a critical component of treatment. In the 
United States, research has specifically focused on how to engage high-stress 
families (McKay & Bannon, 2004). One of the largest differences thera-
pists encounter in engaging families in TF-CBT in developing countries is an 
overall unfamiliarity with structured mental health treatment. Specifically, 
the idea of seeing a therapist once a week for 12–16 sessions to address 
specific mental health problems in a structured manner is still a new concept 
in many developing countries. Most “counseling” in Zambia and Tanzania 
consists of one to two short (15- to 20-minute) sessions of advice giving. 
In contrast, counseling in Cambodian shelters typically consists of regular 
case management (e.g., legal support, court preparation, medical service) 
and general supportive counseling for the duration of the child’s stay at the 
shelter (e.g., from a few months to 5+ years).

In Zambia and Tanzania, a unique engagement strategy was to spend 
time explaining the difference between TF-CBT and their current under-
standing of services (i.e., either monetary help or short “counseling”, i.e., 
advice giving). In some cases, counselors also explained that TF-CBT was 
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not a form of witchcraft or satanic ritual (other practices that are sometimes 
offered for suffering individuals in these cultures). In Tanzania, the study 
offers tea and biscuits for 30 minutes before the TF-CBT group begins as a 
method of engaging families to come to treatment and to come on time.

Case example

Ms. P, the biological mother of Charity, brought her daughter in for the first 
TF-CBT treatment session. The counselor began to explain the components of 
TF-CBT and the number of times they would meet. The mother immediately 
said this was not what she was expecting, and she didn’t understand why they 
had to come more than once or twice. The counselor explained that TF-CBT is 
a program that spends different weeks building different skills in the child, such 
as relaxation, and then spends time helping the child to talk about the trauma 
experienced. She used the analogy of attending school—talking about how skills 
are learned over time in the classroom. The counselor explained how she had 
been trained by professors from a university in the United States, and studies 
showed that this was a very effective way to help her child heal and no longer 
suffer from her “staying alone,” “being closed,” “sadness,” and “sleeping prob-
lems” (symptoms that the child and mother indicated on the initial assessment). 
The mother said she did want to help Charity with these things as she seemed to 
be suffering so much, but she did not know how she could come so many times. 
The counselor encouraged her (a softer version of praise felt to be more appro-
priate to the Zambian culture) for being such a supportive mother to Charity 
and for bringing her in. The counselor asked the mother to tell about her week, 
her other children, and who else in her family helped her (as it was customary 
for nonbiological or extended family to help care for children). As the mother 
explained her situation, the counselor was empathetic to the challenge of her 
taking time (1 hour for the treatment and another hour for transport) each week 
for only Charity when she was caring for six other children, and had “more 
important” tasks like preparing food and selling at the market in order to sup-
port the family. They decided together that the grandmother and the “auntie” (a 
close neighbor) would bring Charity to treatment. The mother agreed to attend 
two sessions near the end—one in which she would hear the child’s story and 
one when the child would share the story. The counselor also arranged for the 
project to help with the transport costs to and from TF-CBT (approximately 
$2.50 each way on a minibus).

Case example

Goddfrey was a 14-year-old who resided with his grandmother in an overpop-
ulated compound where there was a lot of violence. Goddfrey presented for 
his first session with his grandmother. During this initial meeting, Goddfrey’s 
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grandmother asked the counselor, “Is this just another way to use our children 
to get money from donors?” The grandmother then stated her suspicions about 
meeting at a hospice, that she was concerned they may try “to sacrifice the child 
to have money for the hospice.” The counselor asked open-ended questions as 
a way to encourage the grandmother to tell her more about her concerns. The 
grandmother thought that since a lot of people who went to the hospice for 
treatment died, having the child come to the hospice would kill him (hospices 
are where many adults and children go for end-of-life care, and at one time a 
vast majority would die). The counselor understood and validated the grand-
mother’s concern because many community members avoid hospices as a result 
of similar concerns. The counselor explained that the treatment was free, and 
its purpose was to help children who are having problems to face their fears. 
The counselor stated that the program has nothing do with the hospice, and 
that it was selected as a location for the treatment only because it is a central 
place in the community that is easily accessible and because it is near the com-
pounds. The counselor also believed that it was necessary to directly address 
the grandmother’s fears about satanism, since this was a known concern in the 
community. Rumors that the program is involved with satanism could quickly 
spread, preventing others from coming. After the counselor finished, the grand-
mother asked, “If this is true, then how come people who come to the hospice 
come out dead and not alive? Are you sure you aren’t turning my nephew into 
a satanist?” The counselor normalized this concern, and suggested that it may 
help to explain more about what exactly she would be doing with her grand-
son. The counselor provided details about the eight components of the TF-CBT 
treatment and included step-by-step descriptions of the activities that would be 
involved, making sure to point out that none of the activities or topics involved 
satanism. The counselor also explained that, if possible, the grandmother would 
also be joining the treatment as often as possible and she could raise these ques-
tions or concerns again if she thought they were doing anything bad. The grand-
mother thanked the counselor for taking the time to explain and said that the 
program did not look religious at all, and that she was happy that the counselor 
would include her in the program going forward so that grandmother could 
make sure of this.

HOw Tf-CBT is Applied differenTly 
in inTernATiOnAl seTTings

personnel, Training, and supervision  
in low-resource Countries

Given the limited number of mental health professionals in low-resource 
countries, one of the most significant modifications is in the type of provid-
ers who deliver TF-CBT. In contrast to the United States, where TF-CBT 
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is provided only by licensed master’s-level mental health professionals, in 
all the TF-CBT studies discussed in this chapter, lay community members 
(usually with a high school education but no specific mental health training) 
have been trained to provide TF-CBT. This represents the current model 
within global mental health, wherein the task of providing therapy has been 
shifted away from the very limited number of mental health professionals 
to lay workers (Patel, 2009; Patel et al, 2010). The authors and others in 
the field of global mental health have tested and are using an apprenticeship 
model of training and ongoing supervision (Murray, Dorsey, et al., 2011). 
This model mimics other apprenticeship-style trainings, including (1) selec-
tion of apprentices who demonstrate interest and aptitude for the profes-
sion; (2) coursework/training; (3) application of knowledge “on the job” 
under direct supervision and coaching; (4) ongoing expansion of knowledge 
and skills under supervision; and (5) mutual problem solving by “master” 
or expert trainer and apprentice. Inherent in the apprenticeship model is the 
ability for local counselors themselves to make cultural modifications and 
actively guide the implementation process and the development of a local, 
sustainable supervision structure. This is accomplished through extended, 
intensive live trainings (10 days), specific live supervision training for local 
supervisors, ongoing Skype calls (2 hours/week), and experience with prac-
tice cases (minimum of one practice case per counselor). Research suggests 
that when the apprenticeship model is employed, mental health interven-
tions delivered by lay counselors can have a positive impact on a range of 
important domains, including mental health, health, and functioning (Bol-
ton et al., 2003; Patel et al., 2010; Rahman, Malik, Sikander, Roberts, & 
Creed, 2008). This model is obviously different from a one-time training, 
which is not recommended even for trained mental health professionals.

Particularly relevant to this chapter is the process of modification in 
low-resource and/or cross-cultural settings. Treatment outcome and imple-
mentation research from the West links fidelity of evidence-based practices 
to positive outcomes (Barber, Crits-Christoph, & Luborsky, 1996; Scho-
enwald, Carter, Chapman, & Sheidow, 2008), yet there is also a need to 
examine cultural modifications that may be important to mental health out-
comes (Hwang, 2009; Rousseau & Kirmayer, 2009; Verdeli et al., 2003, 
2008). Consistent with TF-CBT generally, training in low-resource coun-
tries attempts to maintain “flexibility within fidelity” (Kendall & Beidas, 
2007), the critical line that balances room for creativity and adaptation to 
fit the population, including cross-cultural modifications, while maintaining 
fidelity (delivery of essential components) to the TF-CBT model. National 
counselors and leaders are critical in working with the trainers to make 
decisions about this balance. To operationalize this, concrete goals are cre-
ated for each component of TF-CBT (e.g., for affective modulation: obtain 
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a list of feelings from clients in their words, link these feelings to situations, 
where they feel them in the body, and the intensity of these feelings in these 
situations). These concrete goals define fidelity to the treatment model. The 
way in which these goals are reached, or how they are implemented, rep-
resents the flexibility built into TF-CBT and allows for cultural modifica-
tions or applications. Across the four sites where active TF-CBT research 
has occurred (Zambia, Cambodia) or is occurring (Tanzania, the DRC), the 
cross-cultural applications have been conceptualized as differences in how 
the components are implemented rather than changes required to the com-
ponents themselves. In other words, we have been able to maintain fidelity 
while allowing for flexibility. The remainder of the chapter focuses on these 
cultural applications.

logistical modifications

Session length was modified in Zambia, with sessions ranging from 30 min-
utes to 2 hours. National counselors explained that punctuality is not critical 
in the Zambian culture, so families would often show up 30 minutes to 2 
hours late for a counseling appointment, and this was culturally acceptable. 
This modification was also made to accommodate families who often have 
to travel long distances (or had to use local transportation, which can be 
unreliable) to their appointment and, therefore, would often rather stay for 
longer periods of time. If a longer session was held, the national counselor 
would complete more goals and/or components within one longer period 
of time and shorten the overall number of sessions (i.e., fidelity to the time 
frame of the intervention). In both Tanzania and the DRC, TF-CBT is being 
provided in group format for the first four components (psychoeducation 
and parenting, relaxation, affective expression and modulation, and cogni-
tive coping and processing), and then each child’s trauma narrative is created 
in individual sessions. The group resumes after the trauma narrative compo-
nent. These groups are still split by age and gender, as is normally the case.

psychoeducation

In both Zambia and Tanzania, one of their main differences from Western 
populations was families’ unfamiliarity with counseling. Most families are 
familiar only with HIV-related voluntary counseling and testing, which is 
typically one meeting lasting 10–20 minutes to receive information about 
HIV. In addition, although caregivers were invested in helping their chil-
dren, they often had other duties to attend to that were directly related to 
their livelihood (e.g., selling at the market, getting water for the family). 
Time was often spent carefully explaining the importance of involving 
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caregivers in TF-CBT, if and when possible, and negotiating a plan for 
this.

Case example

Loveness arrived with her aunt at the center for their joint psychoeducation 
session. The counselor began by greeting the family, explaining his role as coun-
selor, the rationale for TF-CBT treatment and the length and duration of ses-
sions. Loveness’s aunt was very reluctant and questioned why she should be 
coming more often if it was her niece who needed help and not herself. The 
aunt explained that the program was long and time consuming and she had 
other important issues to attend to, such as walking a long distance to obtain 
clean water for the extended family. She stated that her other counseling, vol-
untary counseling and testing (VCT), for HIV had only been one session. The 
counselor praised Loveness’s aunt for accepting this first invitation and accom-
panying the child to start her treatment. The counselor also acknowledged the 
difficulties many guardians and caregivers encounter in looking after children 
from extended families.

The counselor opened a discussion about how TF-CBT is different from 
VCT by asking the aunt to tell him about VCT. He thanked the aunt for shar-
ing her understanding of VCT and then explained that TF-CBT is very new in 
Zambia and that in TF-CBT their goal is to work with the child and family to 
make sure the child is helped. The counselor explained that in TF-CBT they do 
not draw blood or do any other medical procedures. The aunt asked the coun-
selor, “If you do not do medical tests, then what do you do? How will it help this 
child?” The counselor explained that TF-CBT is a special program for children 
who have been through very bad things in their life, as Loveness had: sexual 
abuse and witnessing two children drown in the river (two traumas she reported 
experiencing during the initial assessment). He stated that as a result of expe-
riencing these bad things some children have bad behavior or problems in the 
home or at school. The counselor then asked the aunt what types of problems she 
has observed in Loveness. The aunt reported that Loveness was always distracted 
in school and now had bad grades, often woke in the night, was crying all the 
time, and was not helping around the home. The counselor explained that these 
are exactly the kinds of problems they work on in TF-CBT. He told the aunt that 
she was the expert on Loveness and that he needed her help in order to work 
through the program. The counselor explained that TF-CBT is different than 
VCT in that they will talk about the bad things that happened to the child, learn 
how to relax their bodies, and talk about how feelings and thoughts affect what 
we do, and that they will also talk directly about the bad things that happened 
and then about how to keep the child safe in the future. The caregiver said she 
understood much more now that this was something very different from VCT.
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parenting skills

In Zambia, national counselors explained that Zambian parents use a wide 
range of techniques to discipline their children, including shouting, spank-
ing, or punishing by withdrawing something important to the child. The 
parenting skills presented in TF-CBT were well liked by the counselors; 
however, they noted that they needed to use caution with these skills to 
ensure a fit within each family’s current disciplinary approach and openness 
to change. In Cambodia, we worked with a population of youth living at 
shelters, many of whom had been sold by their parents to brothels. Unfor-
tunately, there was no caregiver involvement in these cases.

Case example

Mrs. N attended her second TF-CBT session with her daughter, 8-year-old Rose. 
As the counselor already had obtained buy-in from the mother the previous 
week, she explained that they would be working together over the next few ses-
sions to learn and practice some skills Mrs. N could use at home to help with 
Rose’s behavior as well as that of other children in the home. The counselor 
started by first explaining praise (this was the favorite parenting skill among 
her other clients’ parents). The counselor explained that praising the child for 
specific behaviors is easy to do and can have a huge impact on increasing posi-
tive behaviors. The counselor then gave an example: “For instance, if the child 
never used to sweep the surroundings but suddenly she starts doing that, how 
would you react?” Mrs. N said that she would be very pleased (but would not 
say anything). The counselor suggested that she could encourage Rose and her 
other children to do this more often by praising them each time they sweep 
the surroundings. Mrs. N appeared hesitant and stated that she was not sure 
that would work because if she praised her, then Rose would just expect to get 
praise for doing something she is supposed to do anyway and “it would spoil 
her.” The counselor normalized Mrs. N’s thoughts and stated: “Yes, many of 
the parents with whom I work feel this way before they try using the technique. 
Let me ask you a question—is cooking nshima and relish something that you 
normally do?” Mrs. N replied that, of course, it is, and she does not expect to be 
praised for this. The counselor asked Mrs. N to imagine a situation where, after 
a long day of work, she spent time carefully preparing chicken, nshima, and 
relish for her family for dinner, and then her husband comes home, sits down 
to dinner with the family, and after only one bite of food declares that the meal 
was wonderful, the best he has had in a long time. The counselor then asked 
Mrs. N how that would make her feel and whether she would be more or less 
likely to cook that meal again. Mrs. N smiled and stated that she would feel very 
good and would try to do the same again and feel more encouraged to carefully 
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prepare the meal in the future (she added that her husband has not done this in 
some time). The counselor related this back to Rose, and Mrs. N agreed to try 
to praise the child. Since this was a new skill for Mrs. N, the counselor did some 
role plays with her so she could practice using specific phrases such as “That is 
a very good job,” “You swept the floor very nicely,” “You worked very hard 
sweeping the floor today. Thank you.”

During their next session together, Mrs. N and the counselor met individu-
ally to continue with parenting skills. The counselor checked in with Ms. N to 
see how the praising went over the course of the week. Mrs. N said that it went 
okay but she has not noticed any changes. The counselor asked Mrs. N how she 
praised the child. Mrs. N said that Rose had swept the surroundings three times 
that week, and each time when the child was finished she said to her, “That was 
good sweeping. I don’t know why you are so lazy and don’t always do it like 
that.” The counselor returned to the situation of Mrs. N cooking dinner and 
asked her how she would feel if her husband said something like “That meal 
was wonderful. Why are you so lazy and don’t cook like this all the time?” 
Mrs. N reported that she would be upset and would not want to cook at all. 
Again, the counselor related this to the situation with Rose and asked Mrs. N 
how she thinks Rose felt when she said that to her. Mrs. N admitted that Rose 
also probably felt bad. The counselor explained that when Mrs. N praises Rose 
she should only say the good and leave out the bad because the bad makes the 
praise meaningless. The counselor had Mrs. N roll-play again on how to praise 
using just positive phrases. Over the next few sessions, the counselor worked to 
help Mrs. N use positive feedback consistently and to model this behavior for 
her in session. In just a few weeks, Mrs. N reported back to the counselor that 
she began to see results and that the child began sweeping the floor without even 
being asked.

relaxation

In international use of TF-CBT, we have found varying levels of relaxation 
practices. In Africa, the reception from local counselors was very positive, 
with minor modifications. For example, in the United States progressive 
muscle relaxation can be taught to young children using the analogy of a 
“cooked and uncooked noodle” or a “tin soldier and rag doll.” In Zambia 
and Tanzania, national counselors chose to use analogies such as “cooked 
and uncooked okra.” In Cambodia, national counselors indicated that 
adults and children use relaxation on a much more regular basis, includ-
ing visual imagery and meditation. In fact, in the very first training, a local 
counselor ran a meditation exercise that the counselors continued to use 
for treatment of children. Counselors in Cambodia believed relaxation was 
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such an important part of their culture that they often spent 1.5–2 sessions 
on this component.

Case example

Sixteen-year-old Nary from Cambodia was starting relaxation during her third 
TF-CBT session. The counselor introduced the relaxation component using 
cooked and uncooked noodles. Since Nary had very limited experience in school, 
the counselor wanted to teach her by doing rather than talking. The counselor 
took Nary to the kitchenette at the shelter and pulled out a packet of noodles. 
She asked Nary to hold the noodles and describe what they felt like. Together, 
they cooked the noodles, and the counselor took one noodle out of the pot and 
asked Nary what it felt like. Nary was able to notice the difference between the 
stiff, hard, uncooked noodle and the soft, squishy, cooked noodle. After eating 
the noodles together, the counselor related this activity to relaxation and the 
feelings of stress in Nary’s body, especially when she remembers the bad things 
that happened to her while she was in the brothel.

During their next session, the counselor introduced guided imagery—or 
“a walk in the mind,” as often referred to by Cambodian counselors. The 
counselor started by asking Nary if she could tell her about a favorite place 
where she had been before and that she wishes to visit again. Nary replied that 
she would like to visit the riverside—her favorite place in Phnom Penh. The 
counselor then asked whether Nary had a preference for how she wants to 
get there. The client said that she wanted to take a tuk tuk (common form of 
transport in Cambodia). The counselor told Nary that in a few minutes they 
will go to visit the riverside by just sitting in this counseling room and doing 
“a walk in the mind.” Before beginning this “walk,” Nary rated her level of 
stress as 9 out of 10. The counselor then pulled out a picture they had drawn 
previously—of Nary’s hand, and on each of the five fingers was written a ques-
tion: What do you see? What do you hear about? What do you smell? What do 
you touch? What do you taste? The counselor explained that when they take 
a walk in the mind she wants Nary to remember and think about these ques-
tions. The counselor asked Nary to get in a comfortable position and begin 
the “breathe in and out” exercise they had practiced last session and to either 
close her eyes or to concentrate on a space on the floor in front of her. The 
counselor spoke softly, asking the five questions one by one. Following the 
activity, the counselor asked Nary what she saw, heard, smelled, touched, and 
tasted. The client reported that she traveled on a tuk tuk from the shelter to 
the main road and saw a lot of big houses and a green garden. And when she 
got to the riverside she saw a lot of people sitting on the long chairs and facing 
to the river. She felt happy to see a lot of young children running and eating 
their snack. She also smelled the roast beef and chicken and bought some to 
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eat; it tasted so good and salty. She also smelled the air that was so pure and 
when it touched her skin it felt cool. When asked to rate her stress again, Nary 
reported her stress level as only 5 (out of 10). The counselor noted the dif-
ference between Nary’s feelings before and after the activity and assigned her 
homework to practice this technique in the shelter every day, and especially 
when she feels stressed.

Affective modulation

In Zambia, the goals of affective modulation were often accomplished by 
minor modifications such as using sticks to measure intensity of feelings, 
drawing on Styrofoam cups to show inside and outside feelings, and using 
fables about animals to describe feeling words. Creating a feeling list was 
the most difficult task in Zambia, since talking about feelings was a new 
skill and the tribal languages used for treatment often have one word that 
represents a number of different feelings (e.g., ububi can mean bad, angry, 
or frustrated). In Cambodia children were also not used to discussing their 
feelings openly. Activities used in Cambodia included using face feelings 
cards, a matching game where the child matches the face with the feeling, 
and reading a storybook and identifying feeling words and guessing the feel-
ing (“play with karma”).

Case example

Sipho, a 7-year-old boy living in Lusaka, had just started affective modula-
tion with the counselor. During the session the counselor asked the child to 
come up with a list of as many feeling and emotion words as he could in 
Nyanja (the local language he was most comfortable using). The child listed 
only two words: bweno (happy) and sad (the child spoke this word in Eng-
lish because he did not know the Nyanja word for sad). The counselor, also a 
Nyanja speaker, understood that often there were not direct translations for 
some feeling words (i.e., sad) and that some words for feelings, like bweno, 
could have multiple meanings (e.g., bweno can mean happy, joy, good). The 
counselor decided that she would need to be creative in order to help Sipho 
express additional feeling words. Toward this end, she introduced feeling 
exercises using different fruits and pictures of feeling faces. For example, 
the counselor handed Sipho a lemon and asked how he felt when he ate it. 
Sipho replied, “Bitter and sour.” Then the counselor showed him pictures of 
feeling faces she had drawn herself, and asked Sipho to describe what that 
face looked like. Since there were still many words that seemed to repre-
sent a number of feelings (and different faces), the counselor asked Sipho to 
describe a situation when he felt “bweno.” Sipho gave an example of when 
he passed his quiz in school and said that he felt good. The counselor asked 
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what he looked like when he felt “bweno” for passing the quiz. The child 
said he was smiling and ran home. When asked about other situations that 
made him feel “bweno,” Sipho was able to describe a range of times when 
“bweno” sometimes meant good or meant wonderful or joyful. For example, 
before she died his mother bought him a pair of shoes. Sipho reported he 
had lost the shoes, but later, after his mother died, he found them and this 
made him feel “bweno”—but not jump-up-and-down or smiling “bweno,” 
but more like a warm-inside feeling. For each different feeling, they rated the 
intensity by marking different levels on a Coca-Cola bottle. The counselor 
continued using these techniques in order to reach all of the goals of the 
affective modulation component.

Cognitive Coping

Counselors in all four countries expressed that this component made sense 
to children and had cultural relevance, and many of them used cognitive 
coping frequently in their own lives. In all sites many children did not know 
how to read and/or write, so this component was implemented using pic-
tures. While teaching cognitive coping in Zambia, children and caregivers 
often talked about religion or spirituality. In Cambodia, thoughts were often 
explained in reference to meditation (a very familiar activity for most).

Case example

Thirteen-year-old Sin had been living at a shelter for trafficked girls for 2 years. 
Prior to living in the shelter, Sin had been living in a brothel and was not 
allowed to go to school (common among children in Cambodia who are forced 
to work in brothels). As a result, Sin had limited ability to read and write, and 
the counselor often used visual aids throughout TF-CBT to reach the goals of 
each component. At the beginning of session, the counselor asked Sin what 
she recalled from their last session, to which Sin replied that they had used 
animals to represent feelings. The counselor then introduced the concepts of 
thoughts and behaviors. The counselor stated that thoughts were “things that 
we say to ourselves like when we meditate or pray—sometimes we say the 
words out loud but sometimes we just say them in our head.” The counselor 
then described behaviors as things that people do “like when we start a session 
we always do nail painting—your behavior then is painting your nails.” To 
further help Sin distinguish among thoughts, feelings, and behaviors, the coun-
selor drew a triangle and asked, “What picture would you draw to represent a 
thought—something that represents what we say to ourselves in our head when 
we meditate?” Sin drew a picture of a head for thoughts. With the counselor’s 
guidance, Sin went on to draw a heart for feelings and a person dancing for 
behaviors. When the drawings were completed, the counselor provided several 
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examples of situations in which two young people had different feelings and 
behaviors depending on their thoughts about the situation. For example, if the 
situation was that a handsome man passed a girl on the street and did not look 
at her, one girl might think, “He thinks I am worthless because I used to live 
in a brothel and that is why he does not look at me.” She feels sad and angry, 
and her behavior is to stay in bed and not talk to anyone. Another girl might 
think, “He must be a very busy man; maybe he is thinking about taking good 
care of his mother or his little children.” This girl feels happy thinking that the 
man is taking good care of his family, and she continues to go to school and 
to therapy. After discussing several of these examples, Sin said she understood 
how different thoughts affect how girls may feel and behave. The therapist 
photocopied the paper for Sin to take with her to help Sin remember thoughts, 
feelings, and behaviors.

Case example

Nomsa was the mother of an 8-year-old girl who was seeing a TF-CBT coun-
selor in Zambia. Nomsa and the counselor met for the first 15 minutes of ses-
sion alone to review what the counselor was going to work on with her daugh-
ter that day while the mother ran to the market. The counselor introduced the 
idea of the cognitive triangle, saying “This is a way we show kids how thoughts, 
feelings, and behaviors are all connected.” The counselor brought up a situa-
tion that she knew Nomsa had experienced many times—a minibus being very 
late and then arriving completely full with no room. The counselor helped her 
answer the questions “When this happens, what goes through your mind?”; 
“How do you feel?”; and What do you do?” Nomsa filled in the triangle as 
follows:

Situation: Minibus is late and when it arrives it is full.
Thought: I hate the minibus. There is no way I will be able to prepare dinner in time for my 

husband.

       Feeling: Angry, frustrated   Behavior: Yelling, shouting

The counselor explained that they were now going to try to look at the 
same situation in a different way. “What are some other thoughts you could 
have in this same situation?” Nomsa responded that she could think it was 
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the driver’s fault. The counselor asked if there are any more helpful ways 
to look at the situation that would help her to feel a little better and maybe 
even change her behavior of yelling and shouting. Nomsa replied, “Well, 
sometimes I ask what the Bible would guide me to do. If I think about that, 
then I might think that this is unfortunate but that there are many worse 
things that could happen.” The counselor suggested they could create a new 
triangle with this thought:

Thought: This is unfortunate but there are worse things that could happen. It is no  
one’s fault.

  Feeling: Still a little frustrated   Behavior: Sigh, look around for a car going in  
                     that direction

Trauma narrative

Children and caregivers often reported that this component was initially 
difficult but in the end very positive. Many parents and caregivers talked 
about how the trauma narrative allowed the child to “open up.” Most cases 
in Zambia and Cambodia involved multiple traumas, so timelines or lists of 
traumatic events were often used. Both sites used different analogies to help 
explain the purpose of this component. For example, in Zambia counselors 
used riding a bicycle or cooking beans to explain the purpose of gradual 
exposure and the analogy of cooking nshima to help acquire the details 
(nshima is a staple food in Zambia made of a cornmeal product referred to 
as mielie meal). Zambian and Cambodian counselors used many drawings 
and sometimes dolls or figures to help children create their narratives. In 
Zambia counselors spent multiple sessions gradually exposing the caregiver 
to the child’s story as most had their own similar traumatic experiences 
(e.g., raped when they were young; HIV infection). At times, counselors had 
to spend one session with the caregivers hearing their own trauma story so 
that the caregivers could be supportive in hearing the child’s story. In Cam-
bodia, it was not possible to share the narrative with caregivers because all 
of the youth were living in a shelter away from their families. These coun-
selors added a session where the children would launch a balloon into the 
air to “let go” of the trauma. This activity fit with the cultural beliefs often 
described as “letting go” of bad things.
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Case example

Nine-year-old Elly had been living in an institutional care setting for street youth 
in Zambia for 4 years. When working with children in an institutional care set-
ting, the TF-CBT counselors tried to work closely and collaboratively with the 
shelter staff, who often played the role of guardian. The counselor first met with 
the caregiver closest to Elly and explained that they would be starting to talk 
this week about the times she was sexually abused repeatedly by her grandfa-
ther. He used the analogy of cooking beans to explain the rationale again to the 
caregiver (which had already been done at the start of treatment): “I know you 
cook beans often for the children here. Tell me about that process again.” The 
caregiver explained that it was a long and difficult process, but that she did it 
because the kids loved them so much. The counselor said, “In a similar way, the 
trauma narrative can be challenging and take some time, but once this is done 
it helps the child to feel better.” The counselor was aware that talking about 
sexual body parts and sex was not something that most families did openly and 
that he also needed to prepare the caregiver ahead of time as to prevent any 
misinterpretations. The counselor explained this component to the caregiver to 
be sure she approved of it and knew the purpose. He told the caregiver that one 
of the most important parts of TF-CBT is when the child talks in detail about 
the bad things that happened, including, in Elly’s case, the details of the rape. 
The counselor explained that in order to do this sometimes they needed to talk 
openly about sexual body parts and sex in order to get the details of the sexual 
abuse and provide accurate information. The counselor clarified that they do 
not do this in order to promote sexual activity or be disrespectful in any way. 
The caregiver agreed that the child could attend the sessions each week and the 
counselor would share the narrative with the caregiver each week as she was 
available.

The counselor met with Elly and introduced the rationale for the narrative 
in the same way he did at the beginning of TF-CBT, using an analogy of riding 
a bike since Elly had just recently learned how to ride a bike. He asked Elly to 
remember what that experience had been like. Elly talked about how it was 
hard, and sometimes she fell and hurt herself and even cried. She added proudly 
that now she has mastered it and could ride like the older kids. The counselor 
said, “The story we are going to start today is very similar to that. At the begin-
ning, it may seem like you can’t talk about the times your grandfather touched 
your private parts. But, as we practice more together, you will master this also 
and be able to talk about this without fear. This will help you feel better, be less 
sad, and want to be with friends more like you used to.” After two sessions of 
working on the worst sexual abuse incident, Elly was still unable to mention 
the private sexual body parts using any words and thus was not talking about 
the “hot spot” or “worst moment.” Through supervision the counselor and 
supervisor decided to try using dolls so the child could show the counselor what 
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happened. They also thought it may be helpful for the caregiver to “give permis-
sion” to Elly to talk about sexual things with the counselor. The counselor also 
used another analogy to try to explain the amount of detail they needed. With 
the caregiver present for the first 10 minutes, the counselor asked if Elly had ever 
watched or helped someone cook nshima. The counselor, the caregiver, and Elly 
talked about all the little (and many) stages of cooking nshima and how each 
stage is very important. The counselor explained that Elly’s story was similar in 
that each minute was very important to talk about, just like the steps of cooking 
nshima. The caregiver also explained to Elly that this was a “safe” and “OK” 
place to talk about sex. With just Elly in the room, the counselor introduced the 
dolls and named all the body parts of the dolls for both sexes. The child used the 
dolls to show what her grandfather did to her, even talking about the first time 
and then the “worst” time (which included vaginal and anal rape).

Cognitive processing of the Trauma narrative

In Zambia, counselors often used analogies to help explain the purpose of 
cognitive processing. For example, when trying to help children process the 
thought “I should have known he was a bad man,” they might use the 
analogy of groundnuts (e.g., peanuts): “If you bought groundnuts in the 
shell, can you tell precisely whether or not they are all rotten inside?” or 
“Can you tell the shape of the groundnut inside a shell before you open it?” 
Counselors also used religion in restructuring, as described previously in the 
case example for cognitive coping, asking questions such as “What would 
the Bible guide us to do?” A culturally specific challenge of using cognitive 
restructuring was related to certain beliefs regarding witchcraft, which is 
common in some parts of Zambia. For example, a child might believe that 
her uncle raped her because she was possessed. Local counselors worked on 
the children to consider alternatives to the unhelpful thought, while being 
careful not to challenge any major beliefs (e.g., not insisting that children 
cannot be possessed). They were successful in reframing these to thoughts 
such as “If I am possessed, there are other ways to help me besides rape.” 
Finally, a distinct thought in almost all the sex-trafficked youth within 
Cambodia was “My parents sold me.” In many instances, this was true but 
unhelpful. Counselors addressed this as illustrated next.

Case example

In his previous session, Savy, a 14-year-old who had been sold to a brothel by his 
parents, had included the thought “My mother is a bad mother because she sold 
me to the brothel,” which resulted in strong feelings of depression and thoughts 
of suicide. His counselor, Minat, and Minat’s supervisor agreed that he should 
work on processing this unhelpful thought in the next session. However, Minat 
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was nervous because this was an accurate thought—the mother did, in fact, sell 
the child to a brothel.

At their next session, Minat started by praising Savy for being so brave 
and doing such a good job writing his story even though it was difficult. Minat 
told Savy that she had read through his trauma story and noticed he frequently 
mentioned the thought “My mother is a bad mother because she sold me to the 
brothel.” Savy agreed that he thought about this a lot and that even now he 
thinks “My mother is bad.” When asked how frequently he thinks about this, 
Savy replied, “Many times a day.” Next, Minat asked Savy how he felt when he 
thought about this and Savy rated his feeling sad as 10/10 and angry 10/10. Minat 
told Savy that many children she works with who have been sold to a brothel also 
think and feel sad this way but that she does not want Savy to continue feeling this 
bad. She then asked Savy if he would be willing to do an activity to try and change 
this thought so that he could feel better; Savy agreed to try. Minat gave Savy a 
piece of paper and a pen, and said they were going to pretend they were the police 
or a lawyer investigating a case and Savy had to collect some information. Minat 
suggested they investigate what a good mother was by questoning other youth in 
the shelter. Savy liked the idea of being a “professional,” and together they came 
up with questions to ask, such as “What do you believe the characteristics of a 
good mother are?” and “If you were a mother, what would you do for your chil-
dren?” Together, they interviewed various staff and children at the shelter. Savy 
compiled a long list of responses, including (1) taking care of her children when 
they are sick, (2) providing them with food, (3) giving good advice, (4) allowing 
them to go to school, (5) helping children with their problems and homework, 
(6) protecting children from bad things, and (7) playing and laughing with their 
children. Many youth at the shelter also commented that their mothers were bad 
and had sold them to brothels. Minat then told Savy that she would read back 
the list to Savy, and every time she read a point that he thinks is true for his mom 
he should put a check mark next to it. Savy was able to validate that his mother 
took good care of him when he was sick, provided good food when she could, and 
helped him with problems. The counselor asked, “After doing this activity, what 
thoughts do you have about your mom that may be more helpful?” Savy replied, 
“My mom is bad for selling me but she also had some good points, and I guess 
a lot of moms sell their children so I’m not the only one.” Minat drew a second 
triangle and had Savy write this new thought. The new thought still led to feelings 
of sadness and anger but to a lesser degree. Savy reported a helpful behavior as 
talking more with other children in the shelter. Minat asked Savy to practice say-
ing this new thought to himself and to remember this activity every time he started 
thinking that his mom was bad and feeling sad and angry.

Conjoint Child–parent sessions

Conjoint sessions conducted in Zambia were often with multiple caregivers 
but at different times. Thus, a child may have two to three conjoint ses-
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sions—one with a grandmother, one with the mother, and one with an aunt. 
Conjoint sessions could not be used in Cambodia or the DRC since these 
children were not living with caregivers.

In Vivo mastery of Trauma reminders

In vivo mastery was rarely used in either Cambodia or Zambia given the 
nature of the traumas (e.g., it was not safe for a child to visit a brothel they 
feared and avoided; the perpetrator was often remained in the home, so 
trauma reminders were often still dangerous).

enhancing safety

Safety skills are an important part of TF-CBT and were introduced in all 
low-resource settings as important to use immediately when a safety issue 
arose. In most low-resource settings, mental health system “safety nets” 
that many of us are used to do not exist (e.g., child protection services, child 
legal services). In Cambodia, all the girls were relatively safe at a shelter, so 
counselors often discussed safety planning at the end of treatment, focusing 
on how to be safe in the future (i.e., healthy relationships as adults, safety 
issues when returning home). In Zambia, safety issues were often raised very 
early in treatment, making safety a necessary component throughout each 
week of TF-CBT.

Case example

Ten-year-old Nkuka was referred for TF-CBT treatment after she disclosed to 
her aunt that her grandfather, whom the aunt was also looking after, had sexu-
ally molested and raped her. The counselor began the first session by meeting 
with the aunt alone because in this context it is seen as disrespectful to meet 
with the child first. The counselor began by asking what types of problems 
Nkuka was showing at home. The aunt replied that she has been acting dis-
respectfully and often running away, sometimes for the entire night. The aunt 
disclosed to the counselor that the grandfather who raped Nkuka was still in 
the home, as it was her responsibility to take care of him (there were no other 
family members living). The TF-CBT counselor flagged this as a safety concern 
and explained this to the aunt, calmly stating that they should work on this 
together because the very first task is to ensure that Nkuka is safe and to prevent 
her from running away. The counselor told the caregiver that she would like 
to call her supervisor, as was the standard first action when there was a safety 
concern. She explained that her supervisor, Violet, could help them decide on 
a good safety plan. During the call, the supervisor helped the counselor form a 
clear set of questions to ask the aunt while she made her way to the session to 
join the counselor and the aunt.
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The counselor asked the aunt if there were any other placement options 
for the child or the grandfather. The aunt reported that the child had just lost 
her mother and she did not want to move her again but she also did not have 
anywhere to place her father. When asked if she had gone to the police to 
report the rape—after informing the aunt about the laws in Zambia against 
child sexual abuse and her obligation to report it—the aunt responded that 
she did but later dropped the case fearing that the police would imprison 
her father; she felt that he would not be able to handle prison and might die 
there. The counselor and aunt decided that for the short term Nkuka had to 
be able to stay somewhere else anytime the aunt wasn’t home, particularly 
at night. The aunt thought of a neighbor who might help out and called her 
during the session. The neighbor agreed that Nkuka could spend the night 
at her house at least for the next few weeks while the aunt worked on an 
alternative plan.

The counselor and aunt then met conjointly with Nkuka to develop a 
detailed safety plan on what to do if the grandfather tried to approach her at 
the house, at the neighbor’s house, in the street, or elsewhere. If Nkuka came 
home and did not find the aunt there, she was to go straight to the neigh-
bor’s house. Even though the grandfather was not to know where Nkuka 
was sleeping at night, the family agreed that Nkuka would sleep in the same 
room as the neighbor so that if he found her there he could not harm her. 
If the grandfather ever approached Nkuka in the neighborhood, she was to 
run to the neighbor’s house and say “I have to go to the market,” their code 
phrase for “I’m in trouble—my grandfather is near.” Finally, Nkuka and 
the aunt signed a detailed list of safety steps to implement within the house. 
For example, when Nkuka took a shower, the aunt would stand directly 
outside the entire time and sing to Nkuka—a favorite childhood song that 
her mother used to sing—to let Nkuka know she was being protected. The 
entire daily schedule was also laid out so they could make sure that Nkuka 
was never alone with the grandfather. Although not a definitive solution, 
Nkuka expressed that she felt much better knowing all of these safety mea-
sures were in place, and she never ran away from home again. Over the next 
few weeks, Nkuka remained at the neighbor’s home at night, and the aunt 
and Nkuka continued to attend TF-CBT sessions. At the beginning of each 
session, the counselor did a safety check-in and reviewed the safety plan 
with the child. After 3 weeks the aunt was able to locate some relatives of 
the grandfather in a distant village who agreed to take care of him in light 
of the current situation.

OTHer speCiAl COnsiderATiOns

When working in developing countries, daily stressors often have an impact 
on the individual and family as well as TF-CBT application. These may 
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include poverty, HIV, limited mental health systems (e.g., child protection 
services), and limited law enforcement (e.g., police). We present an example 
where these multiple factors were present and how they were addressed in 
the context of TF-CBT.

CliniCAl CAse desCripTiOn

Overview

Lubi, a 12-year-old girl who was diagnosed with HIV and, eventually, epi-
lepsy, lived in a compound known for its violence and illicit drug distribu-
tion. Lubi lived down the street from a minibus driver who operated the 
bus route in her neighborhood and often took her mother, Mrs. K, to work. 
Because the minibus driver saw Lubi’s mother every day, he came to know 
her fairly well and would often stop to talk and joke with her. He then 
began coming over when Mrs. K was at work and engaging Lubi in one-on-
one conversation: “You know me,” “We are familiar. I know your mother 
well, and she says it is OK to talk to me,” and eventually “You are going 
to be my wife. Just wait and see.” After a few weeks, he started bringing 
Lubi alcoholic drinks. After one of these visits he took Lubi to his bus and 
raped her; the sexual abuse continued over the next year, until her mother 
found out (through a neighbor). Mrs. K took Lubi to the police to report 
the multiple rapes.

Mrs. K brought Lubi to TF-CBT to address her posttrauma behavior. In 
an initial parent session, Mrs. K reported to the counselor that Lubi would 
often go out at night while Mrs. K was at work in order to find alcohol. 
Mrs. K told the counselor that on these occasions the minibus driver would 
follow Lubi, and there was concern that he would or had already managed 
to rape her again. Mrs. K reported concern about the “fits” the child had, 
which were getting worse as a result of the drinking.

providing safety Component first

Given the case presentation, the counselor had serious concerns for Lubi’s 
physical safety as well as her health. Specifically, Mrs. K did not know the 
source of the child’s “fits,” and although Mrs. K had informed the counselor 
that Lubi was HIV positive, the child herself was not aware of her diagnosis 
(it is common for adults not to tell children). As a result, Lubi was non-
compliant in taking her medicine because she did not understand why she 
needed it. The counselor asked Mrs. K’s permission to contact his supervisor 
so that together they could develop a safety plan. In this discussion all par-
ties decided that it was important to file another police report, as the mini-
bus driver had not been detained following the initial report of the repeated 
rapes. Mrs. K agreed to a 24-hour watch over the child (with the help of a 
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neighbor) to make sure she was safe in the interim while they waited for 
the police to take action, and the family would return later that week to the 
counseling center. This first session thus provided a combination of the psy-
choeducation and safety components. As part of the safety plan, the coun-
selor helped to arrange an appointment at the University Teaching Hospital 
to evaluate Lubi’s “fits” and also for the mother to see an HIV counselor.

Crisis between sessions 1 and 2

Prior to their second visit, Mrs. K phoned the counselor when relatives of 
the minibus driver began threatening Lubi’s life if the family did not with-
draw the police report. Mrs. K reported that she was currently at the police 
station because Lubi went missing the night before, having been forced into 
the bus by the relatives, severely beaten, and then thrown out and aban-
doned in another compound. The police found Lubi late that night and 
called Mrs. K in the morning to pick her up. The counselor continued with 
the safety component, and instructed Mrs. K to first take Lubi to the medi-
cal clinic to make sure she was not seriously injured and then to come to 
the office. While waiting for Mrs. K to arrive, the counselor contacted his 
supervisor and the consulting psychologist from the University of Zambia, 
who had been assisting the counselors with high-risk cases. The team met 
before Lubi and her mother arrived and decided that for the client’s own 
safety she needed to be moved out of the area, to a hospice for 24-hour 
observation and then to a confidential location where the minibus driver 
and his family could not find her. The team agreed that there were multiple 
issues involved, including (1) HIV disclosure and noncompliance with medi-
cation, (2) “fits” that needed a proper evaluation and likely medications, 
(3) imminent physical safety risks, and (4) severe trauma-related symptoms 
from the repeated sexual abuse. A local hospice agreed to admit Lubi for at 
least 1 month because of the HIV issues and also arranged for a doctor to 
consult on the “fits.”

Tf-CBT Components

Given that her health issues were being addressed, the counselor and team 
believed that it was important to continue with TF-CBT and focus on the 
trauma-related symptoms, which were believed to be contributing to Lubi’s 
risky behaviors (drinking, going out at night). While Lubi was in the hospice, 
the counselor visited her twice a week. Lubi was very stable in the hospice 
as she was not allowed to go off grounds. Lubi learned the PRAC skills and 
used these often when she woke up from nightmares about the family of the 
minibus driver or when she missed her family and neighborhood. Because of 
Lubi’s limited schooling and developmental delays, the counselor often had 
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to work with her in a manner that was similar to that for a 7- or 8-year-old. 
All components were provided experientially through activities (rather than 
verbal). The trauma narrative resulted in detailed accounts of the sexual 
abuse, and Lubi also provided many unhelpful thoughts about the sexual 
abuse, HIV (which she had by now been informed of), and her recent diag-
nosis of epilepsy. Cognitive processing successfully addressed thoughts such 
as “No one loves me,” “It was my fault he raped me,” and “I am dirty now 
so I might as well go out and sleep with people.” Her final chapter included 
statements that the rape was not her fault, and that she is able to do things 
to help protect herself from bad people in the community. She also wrote a 
letter to other children who find out they are HIV positive. She talked about 
how everyone kept it a secret from her, how initially she thought her life was 
over, and how she now takes medicines and understands that she can live a 
long life even with HIV. Lubi was still sad at times and felt “used,” but her 
symptoms were greatly reduced. One of her new thoughts was “Even if I 
want to, it is not good to have sex with others who I am not in a relation-
ship with because they probably don’t love me.” This led to her reporting 
feeling “stronger” and not engaging in such risky sexual behavior on her 
new triangle.

wrapping Up

At the end of TF-CBT, the hospice team and Mrs. K agreed that it would 
not be a good or safe option for Lubi to return home given that the minibus 
driver’s relatives were still living in the area and were still causing significant 
problems for Mrs. K. The hospice staff was able to identify a local boarding 
school that was only a short bus ride away so that Mrs. K could continue 
to see Lubi weekly while she worked on finding a new home in a different 
compound.

sUmmAry And reCOmmendATiOns

A growing number of studies are evaluating the effectiveness of TF-CBT for 
various international populations. In European sites, minimal if any modifi-
cations are being implemented. In low-resource settings, however, differences 
in culture and context require modifications in how TF-CBT is provided. 
Researchers and clinicians are repeatedly finding that such modifications do 
not interfere with the fidelity of TF-CBT and are generally minor alterations 
in how the components are implemented. This evidence is strengthened by 
the fact that the needed modifications have been determined by local coun-
selors themselves, who are part of the respective cultures, rather than by 
Western TF-CBT trainers or developers. Results to date suggest that TF-
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CBT is feasible, acceptable, and applicable for low-resource settings and can 
be implemented by lay persons. Even more exciting, preliminary research 
shows that TF-CBT is highly effective for the children and their families, 
as determined using both quantitative outcome data (Murray, Dorsey, et 
al., 2010; Murray, Skavenski, et al., 2010) and qualitative interviews with 
the families themselves (Murray, Skavenski, et al., 2011). These findings 
support the belief that both trauma impact and effective trauma treatments 
transcend cultural boundaries.
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Overview and descriptiOn Of pOpulatiOn

Culturally competent assessment and treatment of ethnic minority popula-
tions has become a significant area of research and clinical work, including 
in the domain of trauma-informed treatment. Several published guidelines 
emphasize the importance of culturally competent treatment (e.g., Ameri-
can Psychological Association, 2002; Bernal, Bonilla, & Bellido, 1995; de 
Arellano, Ko, Danielson, & Sprague, 2008; Lopez, Kopelowicz, & Canive, 
2002). These guidelines cite the need for considering the cultural context 
within which the family exists and adapting the approach to treatment 
accordingly. Consistent with these guidelines, the goal of this chapter is to 
describe cultural considerations and applications of trauma-focused cogni-
tive-behavioral therapy (TF-CBT) for use with Latino populations. In this 
section, we address the need for cultural modifications of TF-CBT for these 
families.

The most recent U.S. census data indicate that Latinos (defined as any 
person who identifies his or her familial origins as Mexico, Puerto Rico, 
Cuba, Spanish-speaking Central and South American countries, or other 
Spanish cultures; U.S. Census Bureau, 2011) constitute 16% of the popula-
tion, making them the largest minority group in the country. In the decade 
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spanning 2000 to 2010, the Latino population grew by 43%, and in 2010, 
Latinos comprised 23% of the U.S. population under 18 years of age.

The term Latino encompasses people from a variety of nations, the 
largest being Mexico, Puerto Rico, and Cuba (Lopez & Dockterman, 2011). 
These minority groups are unequally distributed across geographic regions. 
For instance, Americans of Cuban decent constitute the largest minority 
in Miami, while Puerto Ricans are the largest Latino group in New York 
City. Furthermore, Latino subgroups encompass a range of socioeconomic 
status levels. Census data suggest that the occupational status of Mexicans 
and Puerto Ricans lags furthest from whites, while Cubans and non-Latino 
whites did not differ (Kochhar, 2005). There is also a great deal of het-
erogeneity found within cultural beliefs, practices, and contextual factors, 
including immigration history, language, education, socioeconomic status, 
exposure to stressors, racism, and discrimination as well as beliefs regarding 
mental health and treatment utilization practices, which should be consid-
ered when treating trauma-exposed Latino children.

Latino youth are often found to experience higher rates of trauma 
than other ethnic groups. In a nationally representative study, Finkelhor 
and Dzuiba-Leatherman (1994) found that Latino youth endorsed greater 
total numbers of victimization experiences than non-Latino white youth. 
A later study found that Latino youth had greater rates of sexual assault, 
sexual harassment, and family abduction only (Finkelhor, Ormrod, Turner 
& Hamby, 2005). In a community sample of adolescents, Latinos were sig-
nificantly more likely to experience child sexual abuse (CSA) compared with 
non-Latino whites, and Latinas had the highest prevalence of CSA of all 
racial groups (Newcomb, Muñoz, & Carmona, 2009). In addition, data 
from the National Survey of Adolescents (Kilpatrick & Saunders, 1996) 
indicated that Latino adolescents experienced significantly more physical 
assault and sexual assault and witnessed more domestic violence than non-
Latino white adolescents.

Trauma exposure is linked to a host of negative psychological seque-
lae, among them posttraumatic stress disorder (PTSD) and other anxiety 
disorders, depression, suicide attempts, substance abuse, and externalized 
behavior problems, including sexualized behaviors. Psychological trauma 
responses may be moderated by ethnic factors. For instance, Kilpatrick and 
colleagues (2003) found that trauma-exposed Hispanic adolescents were 
four times more likely to meet criteria for PTSD than white adolescents.

Differences in these rates may be due, in part, to environmental factors. 
Latino children specifically may face additional stressors, including pov-
erty, limited access to community resources, and acculturation issues (e.g., 
legal status, English language proficiency). Immigration status may play 
a particularly important role in determining the psychological impact of 
trauma among Latino populations. A study of first-generation Latino youth 
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found that almost 7% of the sample had symptoms of depression and 29% 
endorsed symptoms of anxiety (Potochnick & Perriera, 2010). Another 
study found that the number of years living in the United States is negatively 
correlated with psychopathology and fewer years in the United States was 
associated with experiencing greater numbers of traumas (Kaltman, Green, 
Mete, Shara, & Miranda, 2010). In addition, Jaycox and colleagues (2002) 
found that 32% of recent immigrant youth reported PTSD symptoms in the 
clinical range and 16% endorsed clinical levels of depression.

Minority groups in general are less likely to seek treatment following 
trauma than non-Latino whites, and of those with PTSD, less than half seek 
out services (Roberts, Gilman, Breslau, Breslau, & Koenen, 2011). Again, 
immigration status appears to be a moderating factor. For example, a recent 
study of service utilization among Latino adolescents found that foreign-
born children utilize health services at a significantly lower rate than U.S.-
born Latinos (Bridges, de Arellano, Rheingold, Danielson, & Silcott, 2010). 
One hypothesis is that treatment providers may be perceived as culturally 
insensitive, affecting both engagement in and response to treatment. For 
example, Yeh and colleagues (2002) found that between 10 and 15% of 
Latino families reported that the inability to find a provider who met their 
needs and incorporated their beliefs into therapy was a barrier to treatment. 
This lack of culturally competent service providers has been identified as 
a significant impediment to accessing treatment and receiving high-quality 
care, especially for Latino individuals with mental health problems (e.g., 
Hispanic Federation, 2005).

Improving cultural competence (e.g., incorporating important cultural 
values into treatment) has been shown to influence client–clinician com-
munication and trust, the development of a successful therapeutic alliance, 
and the retention of culturally diverse clients in treatment (Bernal, Bonilla, 
Padillo-Cotto, & Perez-Prado, 1998). For example, premature termination 
is likely to be high when a therapist is experienced as cold or distant by 
a Latino client (Paniagua, 1994) or when treatment does not incorporate 
important cultural beliefs (Sonkin, 1995). Providing culturally competent 
mental health care can lead to increased patient satisfaction with care and 
reduce the likelihood of long-term economic costs resulting from untreated 
mental health problems (e.g., McCabe, Yeh, Garland, Lau, & Chavez, 
2005). This relation between provider cultural competence and successful 
therapeutic outcome highlights the importance of culture in trauma and 
treatment utilization and outcomes. Even if a treatment has been shown to 
be efficacious with a minority population, it may have less than optimal effi-
cacy if it has not incorporated cultural factors and culture-related processes 
(Santisteban, Muir-Malcolm, Mitrani, & Szapocznik, 2002).

Despite an overt promotion of culturally modifying empirically sup-
ported therapies, the mental health field has grappled with both defining 
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cultural modification and delineating a process by which evidence-based 
therapies can be applied (Griner & Smith, 2006). Bernal, Jiménez-Chafey, 
and Domenech Rodríguez (2009, p. 362) defined cultural adaptation as 
“the systematic modification of an evidence-based treatment (EBT) or inter-
vention protocol to consider language, culture, and context in such a way 
that it is compatible with the client’s cultural patterns, meanings, and val-
ues.” A recent synthesis of current thinking regarding cultural modifications 
of EBTs identified seven overarching guidelines: (1) flexibly administering 
EBTs by therapists; (2) enhancing meaning of therapies within the cultural 
context; (3) increasing assessment of client needs (before administering 
treatments); (4) openness to understanding and exploring client variables 
specific to therapy; (5) avoiding outright dismissal of traditional therapies, 
and incorporating these therapies as appropriate; (6) demonstrating client-
focused empathy in a manner appropriate to the cultural context; and (7) 
avoiding categorizing cultural differences as weaknesses (Draguns, 2008). 
Although a recent meta-analysis (Huey & Polo, 2008) found that TF-CBT 
was “probably efficacious” for ethnic minority youth, in light of these guide-
lines we modified TF-CBT culturally to address the specific needs of children 
of Latino descent. The creation and components of culturally modified TF-
CBT (CM-TF-CBT) are described next.

tf-cBt MOdificatiOn prOcess

TF-CBT was culturally modified for Latino children and families utilizing 
the theoretical and research literature on treatment with Latino popula-
tions, our qualitative and quantitative research with trauma-exposed Latino 
populations, and more than 15 years of clinical work providing TF-CBT 
with Latino children and their families. Common themes often arose in 
treatment with Latino populations, including the importance of spiritual-
ity/religion, traditional gender roles (e.g., machismo/marianismo), involve-
ment of extended family in treatment, conservative beliefs about sex and the 
importance of virginity, and traditional childrearing practices. These con-
structs were integrated throughout treatment while serving this population, 
as dictated by the child and caregiver’s endorsement of these beliefs.

CM-TF-CBT was further developed utilizing focus group methodol-
ogy to determine the acceptability of the treatment and to solicit additional 
feedback to increase its cultural relevance and effectiveness. Focus groups 
(Davidson, de Arellano, Rheingold, Danielson, & Silcott, 2011) were con-
ducted with Latino caregivers and providers serving Latino families in dif-
ferent geographic regions of the United States (e.g., south Florida, Texas, 
southern California, New York City), representing different nationalities, 
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levels of socioeconomic status, and immigration/citizen statuses (e.g., recent 
immigrant, born in the United States).

While collecting qualitative data during the focus groups, particular 
attention was focused on beliefs regarding mental health and mental health 
treatment, views on trauma exposure and its effects, and reactions to each 
of the PRACTICE components of TF-CBT. After each component was pre-
sented, Latino parents participating in the focus groups discussed whether 
they felt the treatment component was consistent with their belief system. 
They also provided suggestions for making the interventions more culturally 
acceptable or culturally relevant. In general, the Latino parents recognized 
the importance of mental health treatment, especially for trauma-exposed 
children. However, they reported that the lack of knowledge about mental 
health services (e.g., What happens in therapy? Who needs therapy? Is it just 
for “crazy people”?) was a significant barrier to recent immigrant Latino 
families seeking services. They recommended providing more extensive psy-
choeducation to parents and children about mental health problems and 
treatment, including the “basics” (e.g., What is a therapist? What is therapy? 
What role do parents play in therapy?). They emphasized the importance 
of providing the psychoeducation to fathers as well as involving them in 
treatment. The Latino parents felt that each of the PRACTICE components 
of TF-CBT seemed to be acceptable culturally, if the rationale and clinical 
examples provided for each component were clearly culturally appropri-
ate and relevant. They emphasized the necessity of providing a thorough 
rationale for the treatment component while continuing to focus on funda-
mentals (e.g., why feelings identification is important). Parents reported that 
engagement in treatment would likely be affected by the therapist’s ability 
to incorporate spirituality and address other clinically relevant issues, such 
as general parenting practices, conflicts between parents, and difficulties 
associated with immigration, leaving families in their country of origin, and 
adjusting to a new culture.

iMpOrtant cultural cOnstructs

CM-TF-CBT is a tailored treatment that can be adapted to incorporate cul-
tural beliefs as necessary depending on the beliefs of children and families 
and on their levels of acculturation. Numerous resources exist on cultural 
considerations in mental health and mental health treatment, including 
trauma-focused assessment and treatment (e.g., Abney, 1996; de Arellano 
& Danielson, 2008; de Arellano et al., 2008; Fontes 1995, 2005). Table 
10.1 briefly reviews some of the primary cultural factors that were incorpo-
rated into CM-TF-CBT.
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taBle 10.1. potential cultural constructs to integrate in cM-tf-cBt

Cultural value  
or belief

 
Definition

Examples of application to and/or 
implications for CM-TF-CBT

Familismo A preference for maintaining a close 
connection to the family. Stems from 
a collectivist worldview implying a 
willingness to sacrifice for the welfare 
of the family or group (Marin & 
Triandis, 1985) and is exhibited 
in a shared sense of responsibility 
among family members and close 
friends to care for children, provide 
financial and emotional support, and 
participate in group decision making 
(e.g., Falicov, 1998; Marin & Marin, 
1991; Moore & Pachon, 1985). 

•	 Includes all applicable family 
members in treatment (e.g., 
extended family members involved 
with caregiving).

•	 Focus of treatment is on family 
as much as it is on the individual 
and thus stronger emphasis on 
building family-related skills (e.g., 
communication).

Personalismo Valuing and building interpersonal 
relationships. Once a relationship has 
been established with a Latino who 
upholds personalismo, he or she is 
likely to pursue/desire a warm and 
personal relationship (Cuéllar, Arnold, 
& González, 1995). 

•	 While establishing rapport, the 
goal for the clinician is to be 
perceived as warm and friendly 
immediately.

•	 Potential challenges to traditional 
mental health boundaries (e.g., 
invitations for the therapist to 
attend important family functions, 
such as a birthday party or 
baptism).

Respeto and 
simpatia

Cultural values that dictate 
appropriate communication and 
social behavior both within and 
outside the family. Respeto implies 
setting clear boundaries in human 
relationships and is central in 
socialization (Santiago-Rivera et al., 
2002). Simpatia is the need for social 
behaviors that promote pleasant 
social situations (Triandis, Marin, 
Lisansky, & Betancourt, 1984). 

•	 Respeto and related deference 
to authority may mean that the 
therapist will be viewed in a 
more hierarchical relationship 
orientation (Santiago-Rivera et al., 
2002).

•	 Simpatia has clinical implications 
for teaching a child about 
discussing negative feelings.

•	 Both respeto and simpatia can 
affect problem solving with 
family members and teaching 
revictimization risk reduction 
strategies, as this involves 
assertiveness, often with adults.

Marianismo Tendency to try to attain the image 
of the ideal woman using the Virgin 
Mary as a role model. Women are 
expected to be spiritually strong, 
morally superior, 
and self-sacrificing (Lopez-Baez,  

•	 May prevent females from wanting 
to alleviate suffering and get better 
because of a “suffer-and-endure 
attitude” (i.e., “This is a cross 
that I have to bear”; Garcia-Preto, 
1990).

           (continued)
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taBle 10.1. (continued)

1999). Females must remain virgins 
until married. 

•	 Feelings of shame and concerns 
about virginity may contribute to 
reluctance to disclose or discuss the 
abuse.

Machismo Refers to a man’s responsibility to 
provide for, protect, and defend his 
family. There has been some debate 
regarding some of the negative 
connotations surrounding the concept 
of machismo, including arrogance 
and sexual aggressiveness; however, 
it is argued that this is an anglicized 
interpretation of this concept 
(Morales, 1996). 

•	 Efforts can be made to include 
the father in treatment or, at the 
very least, to receive the father’s 
“blessing” with regard to therapy 
and therapy recommendations.

•	 Reluctance of boys to disclose 
or discuss their victimization, 
particularly if the perpetrator was 
a male.

•	 Difficulty for boys to discuss 
feelings of fear, sadness, and other 
emotions that may make them 
seem weak.

Espiritualismo, 
fatalismo, and  
folk beliefs 

The interrelationship among religion, 
faith, and spirituality is fundamental 
to many Latinos (Flores & Carey, 
2000). Roman Catholicism is the 
predominant religion of Latinos 
(Falicov, 1998). Many Latinos’ 
traditional Catholicism places value 
on enduring human suffering and on 
self-denial. Fatalismo is the tendency 
to take life as it comes with a 
“resigned” mindset (Casas & Pytluk, 
1995). Such beliefs may prevent some 
Latinos from seeking psychological 
help (Acosta, Yamamoto, & Evans, 
1982). Some Latinos may adhere 
to folk beliefs about mental health 
problems and healing, and prefer 
treatment from curanderos or other 
forms of alternative medicine. 

•	 Espiritualismo may contribute to 
feelings of shame experienced by 
Latino CSA victims.

•	 Fatalismo and folk beliefs have 
implications for how mental health 
problems, therapists, and treatment 
are viewed and, therefore, should 
be assessed and addressed early in 
therapy.

•	 Integrate alternative or traditional 
therapies as appropriate.

Dichos  
and cuentos

Dichos are short phrases that depict 
Spanish proverbs or sayings and 
are often used to communicate 
values and standards of behavior in 
daily conversation. Cuento therapy 
(Constantino, Malgady, & Regler, 
1986) is an empirically tested, culture-
specific therapeutic modality that 
utilizes folklore and storytelling with 
Latino children to teach therapeutic 
skills. 

•	 Both dichos and cuentos can 
be utilized in therapy to teach 
new skills and improve client 
participation (Zuniga, 1992).

•	 For religious families, dichos that 
are related to their religious beliefs 
can be included.
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assessMent cOnsideratiOns 
fOr latinO YOuth

As noted earlier, there is great heterogeneity among families of Latino 
descent in their beliefs, practices, and other traditions. Especially when 
attempting to adapt EBTs to individuals from different cultural groups, it is 
crucial that cultural sensitivity not lead to individual insensitivity. In order 
to ensure that treatment will be individually tailored to meet the needs of 
the child and family, a careful assessment must be completed at the outset of 
treatment. Strategies for conducting a culturally informed assessment have 
been proposed, including techniques specifically for trauma-exposed Latino 
youth (de Arellano & Danielson, 2008). In general, a culturally informed 
assessment should include a broader range of traumatic events (e.g., immi-
gration trauma, human trafficking, severe discrimination), a more tailored 
assessment of potential trauma-related symptoms, and an assessment of cul-
tural beliefs and practices that may have a potential impact on treatment. 
In addition, the preferred language of the child and family members, social 
supports, current stressors (e.g., financial, legal), and family background 
(e.g., sociopolitical history of country of origin, immigration history) should 
be assessed (see de Arellano & Danielson, 2008, for a more detailed descrip-
tion).

During a culturally informed, trauma-focused assessment with Latino 
families, it is helpful to identify the various caregivers who are involved 
in the child’s life and to attempt to collect assessment information from a 
broad range of caregivers (e.g., extended family members). This is related to 
a cultural construct, familismo, which is a preference for maintaining a close 
connection to the family, a common theme among many Latinos regard-
less of country of origin. Familismo stems from a collectivist worldview in 
that there is a willingness to sacrifice for the welfare of the family or group 
(Marin & Triandis, 1985). This worldview is exhibited in a shared sense of 
responsibility to care for children, provide financial and emotional support 
to family members, and participate in decision making that involves one or 
more family members (e.g., Falicov, 1998; Marin & Marin, 1991; Moore 
& Pachon, 1985). Familismo among Latinos includes valuing very close 
relationships, and stressing interdependence, cohesiveness, and cooperation 
among family members. Familismo extends to such relatives as grandpar-
ents, aunts, uncles, and cousins as well as close friends. If extended family 
members have significant involvement or influence over childrearing, their 
participation can be helpful in gaining a broader perspective on the child’s 
level of functioning as well as in developing more effective intervention 
strategies. If it does not appear to be feasible to have extended family mem-
bers involved in the assessment and/or treatment, contacts can be made over 
the telephone and/or periodically in person.
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For bilingual children and families, language preference should also 
be assessed; however, this may not be as straightforward as simply asking 
what language is preferred. Often, children learn English faster than their 
caregivers, which can lead to a number of clinical considerations. When 
assessing for preference for treatment in English or Spanish, children who 
are learning English as a second language may be more likely to choose 
English in order to demonstrate their proficiency in the language, which 
is valued and rewarded in school. However, they may not be completely 
proficient and may have difficulty expressing themselves, especially when 
discussing more abstract concepts (e.g., thoughts and feelings). Therapists 
should encourage clients to express themselves in the language that best 
encapsulates how they think and feel throughout treatment. The children 
or caregivers may find it easier to talk about some topics in Spanish and 
some things in English. If a Spanish-speaking therapist is not available, an 
interpreter can help to facilitate integrating Spanish content into treatment. 
When using interpreters, it is ideal to use the same interpreter with each 
case whenever possible because of the relationship that the children and 
their caregivers develop with him or her. In addition, interpreters should 
also receive training in the treatment model so that there is an understand-
ing of the overall process and goals of treatment and the purposeful use 
of language (e.g., using appropriate terminology for body parts, using 
behaviorally specific terms). For example, situations can arise when the 
interpreter, as a person from the same culture, might perceive that certain 
terminology is inappropriate or too “graphic” and as a result may temper 
the translation to the family out of respeto.

Of course, an accurate and thorough assessment of trauma exposure is 
critical to providing trauma-focused treatment. It may be helpful to broaden 
the range of traumatic events assessed to account for traumatic events com-
monly experienced by the Latino population being served. For example, 
Latino families who may have immigrated with the help of a coyote (e.g., 
human smuggler) may have witnessed physical or sexual assaults and other 
forms of violence during the immigration process. In addition, other events 
experienced by Latino families, including natural disasters (e.g., earth-
quakes, hurricanes), violence (e.g., drug-related shootings), human traffick-
ing, and racism/discrimination can have serious mental health consequences 
and should be assessed (Kessler, Mickelson, & Williams, 1999). An effective 
trauma assessment for Latino children and families should also include a 
wider range of mental health problems than what is typically assessed in 
the general population (e.g., depression, PTSD, other anxiety disorders). 
For example, somatic complaints (e.g., headaches, stomachaches) may be 
a more acceptable manifestation of distress (Raguram, Weiss, Channabasa-
vanna, & Devins, 1996) and should be assessed and monitored accordingly 
if present.
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Level of acculturation among families presenting for trauma-focused 
treatment is an important factor to assess, particularly for those in which 
some or all members have immigrated to the United States. Marin (1992) 
defined acculturation as a process of attitudinal and behavioral change 
undergone by individuals who reside in multicultural societies or who 
come in contact with a new culture as a result of colonization, invasion, 
or other political changes. Acculturation is relevant to mental health treat-
ment because it has been viewed as a stressful process, particularly among 
recent immigrants (Diez de Leon, 2000). Prolonged acculturative stress may 
produce negative psychological consequences (Saldana, 1994). In addition, 
children of immigrant families tend to acculturate at a faster rate than their 
caregivers. This acculturative gap can also be a source of significant distress 
among immigrant families (Szapocnik & Kurtines, 1993). Thus, it is impor-
tant for the therapist to assess acculturation levels of family members and to 
be aware of the degree of acculturation each is experiencing. This will both 
provide information about distress and give some indication of the degree to 
which the family upholds specific cultural values and beliefs. The Accultura-
tion Rating Scale for Mexican Americans–II (ARSMA-II; Cuéllar, Arnold, 
& Maldonado, 1995) is an example of a standardized scale that can be 
used to access acculturation in adolescents and adults of Mexican descent. It 
evaluates acculturation across three domains: language, ethnic identity, and 
ethnic interaction. In addition, two subscales measure orientation toward 
Mexican culture and Anglo culture. The ARSMA-II has been found to have 
good internal consistency, strong construct validity, and strong concurrent 
validity (Cuéllar, Arnold, & Maldonado, 1995). Similarly, a range of cul-
tural constructs can be assessed with the Multiphasic Assessment of Cul-
tural Constructs—Short Form (Cuéllar, Arnold, & González, 1995), which 
measures the following theoretical cultural constructs in Latino origin pop-
ulations: fatalismo, familismo, folk beliefs, machismo/marianismo, and per-
sonalismo. Such standardized measures provide an efficient means of assess-
ing important cultural constructs at the outset of treatment, allowing for 
immediate integration of these constructs and tailoring of treatment.

engageMent strategies 
fOr latinO faMilies

As with all TF-CBT treatment, the therapeutic relationship between the 
therapist and Latino clients in CM-TF-CBT is central. Establishing rapport 
and trust with recent immigrant children and families is essential but there 
may be any number of obstacles, such as lack of experience or negative 
experiences with mental health providers, shame related to the trauma expo-
sure (e.g., child sexual abuse), fear and mistrust of agencies perceived to be 
linked with legal or government entities, and/or immigration concerns. Not 
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only is the relationship with the child and family likely to have an impact 
on treatment progress, but it is also likely to affect the degree to which the 
family engages in therapy and whether or not the family terminates treat-
ment prematurely. Thus, much effort should be put into establishing trust 
throughout treatment, but particularly in the first several sessions. In gen-
eral, the less acculturated a family is, the more time the therapist will need 
to devote to educating them about what to expect in therapy.

It is helpful to understand cultural constructs that dictate interpersonal 
interactions, such as personalismo and respeto, to facilitate the development of 
a strong therapeutic relationship. Personalismo refers to valuing and building 
interpersonal relationships. Once a relationship has been established with a 
Latino who upholds personalismo, a warm, personal relationship is often pur-
sued. Given that therapy involves a personal and supportive relationship, per-
sonalismo may translate into invitations for the therapist to attend important 
family functions (e.g., baptisms, quinceañeras). Again, this construct can be 
beneficial for therapy, as the valuing of warm, friendly, and personal relation-
ships has important implications for how the family may respond to treatment. 
The therapist can contribute to personalismo by increasing the “warmth” of 
the mental health environment when the family comes in for services.

Just as the construct of respeto impacts the therapeutic alliance, it can 
also have an effect on communication among the child, family, and thera-
pist. Respeto implies setting clear boundaries in human relationships and is 
central in socialization (Santiago-Rivera, Arredondo, & Gallardo-Cooper, 
2002). It represents sensitivity to the individual’s position and helps guide 
social interactions to avoid conflict. In building rapport with the family, 
the emphasis on respeto and deference to authority can lead to the thera-
pist being viewed in a more hierarchical relationship orientation (Santiago-
Rivera et al., 2002). The child and caregiver may subsequently come across 
as agreeable with the therapist and less likely to question new therapeutic 
concepts and skills, even when they are not well understood. For this rea-
son, the therapist should assess the client’s understanding of therapy con-
tent. A common strategy used by the CM-TF-CBT therapist includes asking 
the child and/or caregiver to reflect explanations of concepts back to the 
therapist in their own words rather than asking, “Do you understand?” or 
“Do you have any questions?” Because of the aforementioned construct of 
respeto, these types of questions are usually met with affirmation regardless 
of whether the target concept is, indeed, understood.

tf-cBt MOdificatiOns fOr latinO faMilies: 
integratiOn Of cultural cOnstructs

The core components of TF-CBT are summarized by the acronym PRAC-
TICE: Psychoeducation and Parenting; Relaxation; Affective expression and 
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modulation; Cognitive coping and processing; Trauma narrative; In vivo 
mastery of trauma reminders; Conjoint parent–child sessions; and Enhanc-
ing future safety and development (Cohen, Mannarino, & Deblinger, 
2006). In CM-TF-CBT, suggested cultural modifications can be made to 
each PRACTICE component. In addition to the suggestions and examples 
presented next, it is important to note that it is ideal to weave in cultural 
modifications—based on cultural constructs identified as valued by the fam-
ily—throughout treatment (e.g., prayer as a relaxation strategy, religious 
dichos for cognitive coping, addressing the importance of virginity during 
cognitive processing of the narrative) rather than simply including these 
constructs and modifications once or twice.

During the psychoeducation component, it is important to have a thor-
ough understanding of the child and family’s perceptions of mental health 
and mental health treatment, which may include inaccurate and unhelp-
ful beliefs (e.g., “Therapy is only for very mentally ill and impaired indi-
viduals”). This can be achieved by asking the child and family members 
Socratic-type questions (e.g., “Who typically receives mental health treat-
ment?”) and to provide corrective psychoeducational information based on 
their responses (e.g., treatment is for trauma-exposed youth experiencing 
difficulties as a result of the trauma exposure). Some important views to 
address may include causes of trauma and trauma-related problems (e.g., 
weakness, lack of faith, lack of respect, fate) and their previous/preferred 
strategies for addressing these problems (e.g., seeking help from a physi-
cian, priest, curandero/folk healer). Relatedly, a more detailed description 
of therapy and therapists can be helpful, including how long treatment lasts, 
what are the roles of the therapist, child, and parent in treatment (using 
analogies that the family understands), and what a typical trauma-focused 
therapy session looks like.

The psychoeducation component is also an opportunity to frame the 
treatment intervention approach in a manner that is culturally congruent. 
For example, some families for whom spirituality is important may believe 
in fatalismo and that, through their faith, “God will provide” (i.e., that ther-
apy is not necessary). One way to help the concept of therapy fit into this 
belief is to talk about such intervention and mental health services as a pos-
sible way that God may, indeed, be providing for the family. Another similar 
strategy would be to frame the family’s seeking services in the context of 
“God helps those who help themselves” (i.e., participating in treatment can 
be a way they can help themselves). It is also important to include psycho-
educational information that is directly relevant to the child’s and family’s 
background. For example, in a case involving a child who had immigrated 
from Mexico and was referred for treatment secondary to sexual abuse, 
the therapist discussed stressors and potential traumatic events experienced 
by other families during the immigration process and while attempting to 
adapt to U.S. culture. This helped to validate and normalize the child’s emo-
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tional reactions and subsequently led to further detailed disclosure of the 
violence she had witnessed while immigrating as well.

A useful strategy to teach skills during psychoeducation and other 
CM-TF-CBT components is the use of dichos (proverbs), which are short 
Spanish proverbs or sayings learned through language that are often used 
in daily conversation. Dichos can be used to create a comfortable environ-
ment, facilitate rapport, and communicate to Latino clients that their needs 
and identities will be respected (Aviera, 1996). Dichos have been found to 
“link the phenomenological world of the Latino immigrant with the sym-
bols and metaphors available” to therapists in the process of addressing and 
reframing emotional struggles (de Rios, 2001, p. 5). Dichos are applicable 
to a variety of life events, and their use serves as an excellent example of 
a culturally informed strategy that can be implemented to teach new skills 
in therapy. The use of dichos in therapy has been shown to improve client 
participation, reframe problems, and increase motivation (Zuniga, 1992). 
An example of a dicho that may be used to give a child hope is “Despues 
de la tormenta, sale el sol entre las nubes” (literal translation: “After the 
storm, the sun shines through the clouds”), the English equivalent of which 
is “After the rain, comes the sun.”

Some relevant resources for clients include:

•	 Todos Tenemos Sentimientos (Everybody Has Feelings) for adoles-
cents (Avery, 1998).

•	 Vegetal Como Eres: Alimentos con Sentimientos (Vegetable as You 
Are: Food with Feelings) for preadolescent children (Freymann & 
Elffers, 1999).

As in traditional TF-CBT, in the parenting component of CM-TF-CBT 
it is important to gain a thorough understanding of the caregiver’s approach 
to child rearing. While childrearing practices differ across families, cer-
tain common Latino cultural values may impact this aspect of treatment. 
A common goal is to help children become bien educado (well educated) 
and not malcriado (disrespectful, rude, spoiled). Becoming bien educado 
refers not to formal education but rather to the process of learning ade-
quate social graces and skills (Nava, 2000). Specifically, obedience, respeto 
(respect), humility, and affectionate behaviors are encouraged in the social-
ization process in raising children in order to become bien educado. With 
this worldview, children are taught to be deferential to adults and maintain 
a hierarchical relationship with them. Understanding Latino beliefs about 
childrearing practices has implications for the manner in which such strate-
gies are framed in therapy.

While developing a plan to address problematic behaviors, it is criti-
cal that the therapist assess childrearing styles and preferences (e.g., respect 
toward one’s parents, preference for punishment vs. reward). The therapist 
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should be attentive to existing childrearing styles and preferences and, to 
the extent possible, should adjust parenting interventions to be congruent 
with caregiver beliefs. For example, for families who prefer punishment and 
other “active parenting strategies,” time-out can be framed as la esquina 
de castigo (the corner of punishment) or la esquina de aburrimiento (the 
corner of boredom). With regard to praise, it is recommended that parents 
be provided with a thorough rationale, including addressing concerns about 
reinforcing the child for doing things she or he is already supposed to be 
doing. If parents are not comfortable with the terminology of “praising,” 
the therapist can describe it in an alternative way that is consistent within 
their framework (e.g., “Tell the child what she or he is doing that you like 
and provide reasons why you like it”). The therapist can help parents focus 
on the opposite of the problematic behaviors by explaining that the child 
is trying to gain their attention and that the caregivers should only give 
attention (i.e., the reward) for desired behaviors (McCabe et al., 2005). In 
addition, for caregivers who have strong beliefs regarding child obedience 
out of respeto rather than a system of rewards or punishments, behavioral 
interventions can be framed as a means to achieve greater respeto from 
the child (evidenced by increased behavioral compliance). For example, 
while working with a grandmother who was serving as primary caregiver 
for her 11-year-old granddaughter who had witnessed domestic violence, 
the grandmother indicated significant concern that her granddaughter 
would frequently not obey her (e.g., not pick up her room, not do required 
chores). The grandmother reported that this would make her very angry 
because it demonstrated a lack of respect. The therapist agreed that respect 
for caregivers is very important and made helping her granddaughter to 
be more respectful a treatment goal. The strategies that were implemented 
included having the grandmother “point out” the behaviors she wanted to 
see continue immediately after her granddaughter engaged in these behav-
iors (labeled praise). The granddaughter’s compliance increased through the 
implementation of various behavioral strategies, and the grandmother was 
pleased to see that her granddaughter was being more respectful toward her.

The relaxation component consists of teaching the child and caregiver 
various relaxation skills to manage physiological symptoms of fear and anx-
iety that typically develop following exposure to traumatic events, especially 
since Latinos endorse more somatic complaints than other symptoms of 
distress. To capitalize on the strengths of the child and family and to tailor 
the relaxation component to be more culturally relevant for Latino families, 
care should be taken to assess for existing strategies that the family utilizes 
to reduce distress. Lists of relaxation strategies that the child and family 
identify as being effective can be created, and they can be reminded to uti-
lize these techniques. The therapist can then work with the child and family 
to identify new relaxation strategies to incorporate into their repertoire, 
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including culture-related strategies. For example, if spirituality is important 
to the child, the therapist can assess whether there are any aspects of the 
child’s spiritual beliefs that help him or her to relax (e.g., prayer, medi-
tation). These aspects can be integrated into treatment, along with other 
relaxation techniques.

Another important consideration for the relaxation component is 
ensuring that the examples used to teach the techniques are understand-
able and appropriate to the knowledge and experiences of the child and 
family. For example, imaginal scenes commonly used to teach and practice 
visual imagery (e.g., sitting on the beach watching the ocean) may not be as 
familiar to some children and could be difficult to visualize effectively (e.g., 
identifying multisensory details). Similarly, in progressive muscle relaxation 
exercises for young children that compare the body to objects in order to 
demonstrate tense muscles versus relaxed muscles (e.g., uncooked spaghetti 
vs. cooked spaghetti), the examples used should be culturally relevant and 
familiar to the child and family (e.g., uncooked fideos/noodles vs. cooked 
fideos/noodles; tortillas vs. duritos/tortilla chips). Even if children under-
stand the examples, tailoring them to be more closely related to Latino cul-
ture can often help with engagement.

The affective expression and modulation component focuses on assist-
ing children in identifying and labeling the full range of emotions that 
accompany exposure to traumatic events, including negative (e.g., shock, 
fear, anger, sadness, shame) and positive (e.g., love, curiosity, positive physi-
cal sensations) feelings as well as mixed or confusing emotions. As noted 
previously in the discussion of psychoeducation, one strategy to introduce 
the importance of being able to talk about a broad range of feelings within 
CM-TF-CBT is the use of cuentos, or stories, that present information within 
a culturally congruent context. Numerous such storybooks are available in 
English and Spanish, and some are available in both languages, which is 
sometimes preferable for bilingual children.

Language can be an important consideration when discussing feelings 
with Latino families, especially for bilingual families. Not all words in Eng-
lish and Spanish translate perfectly back and forth. If the children are bilin-
gual and young, their vocabulary for emotions may be selectively different 
in English and Spanish. That is, they may be familiar with some emotion 
words in English and some in Spanish. Children who primarily have spoken 
Spanish in their home and did not learn English until they started school may 
have learned some basic language associated with emotion prior to entering 
school and may not have learned emotional language as well in English. It 
may be necessary to go through feeling exercises and games in both lan-
guages to ensure that the children understand the emotions discussed.

In addition to typical feeling identification games and exercises, thera-
pists can culturally modify exercises, such as watching age-appropriate 
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novelas (soap operas) or other television programs in session, and have the 
child pick out emotions the characters are displaying (e.g., What is that 
character feeling? How do you know? What would be a better way for him 
or her to demonstrate that emotion?).

Children’s or family’s beliefs about traditional gender roles can have an 
impact on the ways that the children express emotions, and should also be 
assessed. For example, traditional gender roles such as machismo may have 
some implications for how boys and men perceive they should “behave” 
(e.g., men should be “strong”). Boys who adhere to traditional gender roles, 
such as machismo, may believe that males should not express negative emo-
tions such as fear or sadness, which can be interpreted as a sign of weak-
ness. A potential strategy to address this challenge is to discuss how difficult 
it is to talk about sadness and fear, and how it is a demonstration of true 
strength and machismo to be able to express such emotions. The goal for the 
therapist in these situations is to help boys be able to express negative affect 
in a way that is healthy and culturally congruent.

Similarly, children may feel uncomfortable talking about negative feel-
ings in general because of a desire to maintain simpatia, the need for social 
behaviors that promote pleasant social situations (Triandis et al., 1984). 
One strategy to assist in distinguishing this from trauma-related avoidance 
is to engage children in discussions about negative emotions that are not 
part of their traumatic event (e.g., school stressors, conflicts with peers). If 
the difficulty speaking about strong negative emotions is confined to trauma-
related cues or reminders, then it is more likely due to traumatic avoidance 
rather than simpatia.

To overcome this reluctance to disclose emotions—whether related to 
machismo or simpatia—caregivers can assist by reassuring the child that 
talking about such negative emotions in therapy is acceptable. The therapist 
may first need to work with the caregivers independently to increase their 
own comfort with and acceptance of experiencing and expressing negative 
affect, especially in contexts where a male caregiver typically does not model 
expression of these feelings.

Finally, the feeling identification and expression skills developed in ses-
sion can be used to set the stage for discussions about abuse-related emo-
tions. At this point, the therapist should assess whether the child and parent 
feel that it is okay to talk about “family things” outside of the family. This 
will help in identifying areas in need of troubleshooting prior to developing 
the trauma narrative.

During the cognitive coping and processing component, the therapist 
teaches families to identify and share their innermost thoughts or internal 
dialogues first about everyday events and later in therapy, during the nar-
rative process, in relation to the traumatic experiences. Using nontrauma 
examples, the therapist explains how thoughts are related to feelings and 
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behaviors and teaches how to identify inaccurate or maladaptive thoughts 
and to challenge thinking mistakes by replacing them with more accurate, 
helpful, and adaptive thoughts. This is another CM-TF-CBT component in 
which cuentos can be introduced and utilized to help demonstrate the skill 
of changing thoughts to modify feelings and behavior. There are many cuen-
tos to choose from that demonstrate situations in which changing thoughts 
to be more helpful can lead to more desirable behavioral and emotional 
outcomes. Two examples are Little Red Ant and Laughing Skull:

Cuento of the Little Red Ant

There once was an ant that was smaller than everyone else and thus 
believed she was weaker and different. One day she came across a piece 
of cake that she really wanted to bring home for her family to eat. She 
did not believe that she could carry this cake by herself and as she came 
across many other animals, she asked them to help her. However, no one 
could help her. In the end, she told herself to at least try to carry the cake 
before giving up and it ended up that she was able to carry the cake all by 
herself after all!

The message is that by changing her thoughts about being able to carry the 
cake the ant gained confidence and learned she was capable of a lot more 
than she thought.

Cuento of the Laughing Skull

A long time ago, next to the convent of Santo Domingo, there was a skull 
that sat in a niche in a wall. People would pass by this skull all the time, 
but no one seemed to notice it. One night, guards walking by heard noises 
and all of a sudden the skull was floating and shaking and screaming. This 
happened many nights in a row until finally one of the guards decided to 
look closer at the skull, despite being very scared. The skull fell to the 
ground as he approached and the guards quickly learned that it was mice, 
which had built their home under the skull that were causing all of the 
noise and movement.

The message is that challenging one’s thoughts, or the meanings attached 
to certain situations, can help improve feelings (e.g., change fear to cour-
age to relief) and behaviors. There are numerous variations of these stories 
across different Latin American countries, but the central point of the cuen-
tos remains the same.

The therapist should discuss the advantages and disadvantages of dif-
ferent ways of coping, including avoidance. Avoidance coping in response 
to stressful events has been identified as a strategy that may be more com-
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mon among Latinos. The therapist can assess whether the child or caregiv-
ers have been taking an approach of no pensar (trying not to think about 
the trauma, or avoidance) or trying to forget about it altogether and “just 
put it behind them” as a way of coping. The therapist can discuss how this 
approach may not make the problems go away. With the child’s help (via 
Socratic questions), the therapist can generate examples of how avoidance 
has not resolved prior problems and where it has not worked to “leave the 
past in the past.” For the child and family who report identifying strongly 
with avoidance coping, it will be particularly important to present a strong 
rationale for creating a trauma narrative. This can include sharing the 
research and clinical evidence for the use of TF-CBT, including with fami-
lies of Latino descent, and how it has helped many trauma-exposed chil-
dren with similar symptoms feel better. The therapist can also reiterate that 
avoidance coping is not likely working if there is evidence that the child is 
still having trauma-related symptoms.

As discussed earlier, beliefs about traditional gender roles can impact 
the application of TF-CBT components. Culturally specific beliefs about the 
female gender can present unique obstacles in cognitive coping. In some 
families with strong traditional spiritual beliefs and/or those with a strong 
endorsement of marianismo (using the Virgin Mary as a role model of one 
who is spiritually strong, morally superior, and self-sacrificing; Lopez-Baez, 
1999), girls and/or their mothers may have been raised to believe that the 
suffering related to the trauma exposure is merely a “cross to bear” and/or 
that adverse problems are God’s way of testing them. The use of Socratic 
questioning may help the client to view the notion of “It is my duty to suf-
fer” as an unhelpful cognition. In this case, the therapist can discuss mod-
eling and encourage the mother to set an example for her daughter with 
regard to challenging this belief. Reframing these culturally specific beliefs 
about gender roles could focus on participation in trauma-focused therapy 
as consistent with being a “strong woman,” honoring her duty in the family 
by doing this important, challenging trauma-focused work.

If it has not yet been raised earlier in treatment, the therapist will want 
to begin eliciting parents’ feelings and underlying thoughts related to their 
child’s traumatic experiences. In addition to trauma-related thoughts offered 
by the parent, it is appropriate to specifically prompt parents for thoughts 
commonly associated with cultural beliefs (e.g., for caregivers with a strong 
sense of fatalism and/or spirituality: “This happened to him because it was 
part of God’s plan”). In addition, for other families with strong spiritual 
beliefs, concerns regarding negative events being brought on as a result of 
committing a sin (i.e., a punishment) are not uncommon, and a belief in a 
just world may be present (“Good things happen to good people, and bad 
things happen to bad people”). These and similar unhelpful thoughts should 
be assessed and addressed if present.
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Another manner to encourage cognitive coping strategies is the use of 
positive self-statements. Incorporating common Latin American dichos/
proverbs, as noted earlier, can help make this strategy more culturally rel-
evant. Some common dichos that may be useful in this component of CM-
TF-CBT include:

•	 Donde hay gana hay mana. (Where there is a will there is a way.)
•	 No hay mal que por bien no venga. (There is no misfortune from 

which good does not come, or Every cloud has a silver lining.)
•	 La esperanza no engorda pero mantiene. (Hope does not make you 

gain weight, but it sustains you.)

The trauma narrative component directly addresses the child’s 
responses to the traumatic event. During these sessions, the child creates 
a story, or narrative, of the traumatic events to recount the details of the 
incident and process negative thoughts and feelings associated with it. This 
serves as imaginal exposure to help the child experience the negative feel-
ings related to the traumatic event, with the therapist’s support in a safe 
and controlled environment while also helping the child to contextualize 
and process the traumatic experiences.

Presenting a strong rationale for creating the trauma narrative is very 
important, particularly for children and families who have culturally based 
concerns about talking about sexual abuse (e.g., religious concerns, belief 
that it is inappropriate for children to discuss sex) or those whose typical 
coping style is avoidance. Similar to addressing other culture-related chal-
lenges during this model, it can be extremely helpful to engage the caregiv-
ers in reassuring the children that it is appropriate for them to discuss the 
traumatic events while constructing the narrative. Often, caregiver concerns 
about discussing the trauma are fueled by their own distress about their chil-
dren’s trauma exposure. Working with caregivers in parallel sessions from 
the start of treatment can significantly reduce their distress by further devel-
oping their own coping skills and addressing avoidance behavior through 
gradual exposure. This process also encourages the development of stronger 
trust with the therapist.

Presenting a treatment rationale can be more effective using culturally 
familiar examples. For instance, to explain and review the concept of grad-
ual exposure, the therapist uses the analogy of playing in cold water: “You 
wade deeper into the cold water a little at a time until your body gets used to 
it and it doesn’t feel cold anymore.” In this example, a river, stream, or the 
ocean may be more relevant to the clients than a swimming pool as the body 
of water. In addition, the use of cuentos can help convey the importance of 
completing the trauma narrative. The cuento of Tossing Eyes can be used to 
illustrate the point that sometimes we may be asked to do something that is 
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painful initially for a brief time, but then it pays off in a significant way in 
the long run (i.e., as with gradual exposure).

Cuento of Tossing Eyes

There once was a jaguar that used to toss his eyes into the ocean for fun 
and they would be tossed right back to him. However, one day a shark 
came and ate his eyes. The jaguar was very frightened, because now he 
could not see and would not be able to hunt for food, which would mean 
that he would surely die. A large, magical bird known as “king condor” 
came and saw that the jaguar was in trouble. The jaguar said, “Please help 
me and I will hunt for you.” So the bird gave him mud and told him to put 
it on his eyes. When he did this, the jaguar became very uncomfortable 
and began to run around, saying “This hurts!” The bird then told him to 
remove the mud and open his eyes. Magically, his eyes were now glowing 
and he could see even better than before.

Therapists can highlight that although it was initially painful, the short 
amount of discomfort brought about stronger eyesight in the jaguar.

A potential language consideration when constructing the trauma 
narrative for bilingual children is attempting to determine the language in 
which the memory was encoded. Some studies suggest that more complete 
memory recall occurs if the memory is elicited in the language in which it 
was encoded (Javier, Barroso, & Muñoz, 1993; Javier & Marcos, 1989). 
For example, for a child who was trauma exposed as a monolingual Spanish 
speaker (e.g., victimized prior to immigrating from a Latin American coun-
try or prior to leaning English in school), attempts should be made when 
possible to elicit details about the trauma narrative in Spanish.

During cognitive processing of the trauma narrative, in addition to 
common negative distortions such as self-blame, overestimating danger, and 
a changed worldview, potential culturally related maladaptive thoughts and 
beliefs should be assessed directly if they have not yet been identified. For 
example, depending on the degree to which children and families adhere to 
various cultural beliefs, thoughts associated with marianismo (e.g., “I am no 
longer a virgin”), religious beliefs (e.g., “God is punishing me for something 
I did”), and other culturally related beliefs should be assessed when pro-
cessing the narrative. The therapist must be careful to not discount cultural 
values but rather focus on the healthy, helpful aspects of these cultural val-
ues though progressive logical questioning and reframing. For example, one 
strategy to address concerns about the loss of virginity is to discuss with the 
child and caregiver how virginity is not something that can be taken away; 
it can only be given. It can be framed as being less associated with physical 
actions and more associated with a spiritual gift that is given in a loving 
relationship when individuals are mature enough to do so. In the case of 
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sexual abuse, a child is being victimized and is thus unable to give his or her 
virginity away. Therefore, the child is still a virgin.

In a case example in which Michael de Arellano applied CM-TF-CBT, 
a child’s father was having significant concerns about his daughter’s loss of 
virginity and did not seem to experience relief from the explanation that vir-
ginity cannot be taken away, only given. The father was deeply Catholic and 
the importance of virginity stemmed from his religious beliefs. In order to 
better address his unhelpful thoughts, an “expert” in his faith was brought 
into treatment—a Latino Catholic priest in the community who had already 
met with the therapist to discuss this challenge in treatment. When the priest 
presented the same rationale as the therapist for why the child was still 
a virgin, the father experienced significant relief, likely because the priest 
could address the father’s unhelpful thoughts from a position of authority 
and respeto related to the father’s cultural beliefs.

In vivo mastery is a TF-CBT treatment component utilized when chil-
dren’s avoidance behaviors interfere with important activities such as going 
to school, playing with friends, and/or sleeping in their own bed. In vivo 
mastery helps children to gradually face these “trauma reminders” with the 
assistance and support of the caregiver and/or therapist. This component 
can be even more challenging than the imaginal exposure utilized in the 
trauma narrative component for some caregivers, who may prefer avoid-
ance coping themselves or who are experiencing significant distress related 
to the children’s trauma exposure. As with the trauma narrative, in CM-TF-
CBT it is important to present a strong, clear rationale for the component 
and to reassure the children and caregivers that the in vivo exposure is done 
in a gradual manner that is very manageable. The use of encouraging dichos 
noted earlier can also be helpful in accomplishing this component

Conjoint parent–child sessions occur throughout the duration of CM-
TF-CBT treatment, in which the children, caregivers, and/or extended 
family members meet with the therapist for joint therapeutic activities to 
review information, learn new techniques or skills, and share the trauma 
narrative. The therapist helps to prepare the caregivers for these conjoint 
sessions and uses clinical judgment to determine when they are appropriate. 
When working with Latino families in particular, it is important to consider 
the possibility that caregivers also have their own trauma exposure and 
may not have received treatment, especially given the research that suggests 
Latinos are at greater risk for trauma exposure and less likely to access 
services (Bridges et al., 2010; Kilpatrick & Saunders, 1996; Newcomb et 
al., 2009). In preparation for and handling of conjoint sessions, the thera-
pist should be sensitive to the possibility of increased caregiver distress, 
including triggering their own trauma-related symptoms. Fortunately, care-
givers can greatly benefit from learning all the same coping strategies in 
the parallel caregiver treatment and experience symptom relief (see Stewart 
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& Chambless, 2009, for review). However, for caregivers who are over-
whelmed by their distress and have great difficulty managing it in treat-
ment, referrals should be considered focused on addressing the caregivers’ 
trauma-related symptoms.

During the final component, enhancing future safety and development, 
the therapist addresses general and personal safety skills with the children 
and caregivers, and works with the family to develop a safety plan for dan-
gerous situations. It is important for caregivers to be involved in this process 
given that they can assist in enhancing the safety of the children’s envi-
ronment. If multiple caregivers tend to be involved with the children, the 
therapist should consider including them to help make safety planning even 
more effective. In families where respeto and simpatia are emphasized, and 
the children are taught to always be respectful of adults, to never question 
adults, and to avoid conflict, it will be especially important for the therapist 
and the parents to work with the children in understanding the exceptions 
to these rules (e.g., not OK. Touching is never OK—whether it is coming 
from an adult or someone else you know).

At times, a caregiver’s beliefs may pose potential challenges to safety 
planning, such as reluctance to talk about sex education with children 
or to discuss concerns about dangerous situations that may be sexual in 
nature. Given that the primary goal of this component is to increase safety, 
accommodations should be made to ensure that the safety plan that is 
developed with the child and caregiver is culturally congruent and real-
istic in order to make it more likely that it will actually be used upon 
completion of treatment. For example, if a male caregiver does not think 
it is appropriate to talk about sex education or sexual concerns with his 
daughter, the therapist can consider identifying other individuals who are 
readily accessible and supportive with whom the child could speak about 
this topic. Using strategies such as these can increase the likelihood that 
the child’s safety will be enhanced and the risk for future victimization 
reduced. In addition, for many Latino families, there is a preference to 
keep discussions of personal matters within the home. This can be a moti-
vator for the caregiver to have more of these difficult discussions (e.g., 
sex) with the child at home in order to avoid having the child seek out 
information outside the home (e.g., friends, media) from sources that may 
not share the same value system.

For Latinos, termination of CM-TF-CBT treatment can often be partic-
ularly difficult, as the therapist may have become part of the personalismo 
or even familismo of this family. Issues around termination and loss should 
be thoroughly discussed. Medical doctor analogies may be given if the fam-
ily has difficulty understanding the termination of the therapeutic relation-
ship (e.g., “After a doctor fixes a broken leg, you do not continue to see that 
doctor”). Celebrating the last session in a formal way, with a focus on the 
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success of the family in treatment rather than solely on the termination, is 
helpful in setting a joyful tone to the session.

cOnclusiOn

Research and clinical evidence suggest that modifying EBTs to be more cul-
turally relevant can enhance the effectiveness of interventions for use with 
different cultural groups. A careful, culturally informed assessment of trauma 
exposure, trauma-related sequelae, and important cultural constructs is 
critical for optimizing culturally competent treatment. CM-TF-CBT allows 
TF-CBT to be more culturally congruent and individually tailored for the 
level of acculturation and cultural beliefs and practices of Latino children 
and families. The tailoring process used in CM-TF-CBT may be a model for 
tailoring trauma-informed interventions for other cultural groups.
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Overview and descriptiOn Of pOpulatiOn

Commonly referred to as the Great Turtle Island, what is now known as 
the United States of America includes more than 650 federally recognized 
tribes and native villages, with the majority of American Indians and Alaska 
Natives living in the western states and in nonreservation areas (Bureau of 
Indian Affairs, 2008). Indian Country is legally defined to include American 
Indian reservations, select American Indian communities, Alaska Native vil-
lages, rancheros, and all American Indian allotments (BigFoot & Braden, 
1999). Many extend this definition to include all Indigenous people served 
through tribal or Native organizations or service systems, including those 
living in rural or off-reservation sites, in urban areas surrounding or adja-
cent to reservation lands, and in communities with a substantial American 
Indian/Alaska Native population within the continental United States (Big-
Foot & Schmidt, 2009).

Historical events and federal policies have dramatically affected the 
lives of American Indians and Alaska Natives. The military action, mis-
sionary efforts, the Federal Indian Boarding School Movement, the Dawes 
Act, the Indian Self-Determination and Education Assistance Act, and the 
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Indian Child Welfare Act forever changed the economic, physical, and social 
lives of American Indian/Alaska Native people (BigFoot, 2000; Manson, 
2004). Policies of the federal government forced once self-reliant and self-
sufficient Tribes/Indigenous people toward removal, relocation, isolation, 
and in some cases termination and extinction, resulting in social, economic, 
and spiritual deprivations. Over the past 200 years, American Indian and 
Alaska Native people have suffered from a lack of education, unemployment 
and economic disadvantage, family disorganization, and personal despair 
(Manson, 2004). Approximately 26% of American Indian/Alaska Native 
live in poverty compared with 13% of the general population and 10% 
of European Americans (National Child Abuse and Neglect Data System 
[NCANDS], 2002). Single-parent American Indian/Alaska Native families 
have the highest poverty rates in the country.

Violence is an all too common occurrence in Indian Country. The yearly 
average rate of violent crimes among American Indians and Alaska Natives 
is 124 per 1,000, almost more than 2½ times greater than the national rate 
(Bureau of Justice, 2004). American Indian/Alaska Native women report 
more domestic violence than men or women of any other race (Centers for 
Disease Control and Prevention [CDC], 2004). One study found that Amer-
ican Indian/Alaska Native women were twice as likely to be physically or 
sexually abused by a partner as non-American Indian/Alaska Native women 
(CDC, 2004). The incidences of repeated exposure to family violence can 
create a reverberating effect with American Indian/Alaska Native children 
and youth, since they are at higher risk for subsequent victimization.

American Indian/Alaska Native children are victims of child abuse and 
neglect more frequently than other children. In 2002 (NCANDS, 2002), 
the American Indian/Alaska Native population was found to be the only 
group to experience an increase in the rate of abuse or neglect of children 
younger than 15. When comparing the rates of one substantiated report of 
child abuse or neglect for every 30 American Indian/Alaska Native children 
age 14 or younger (Perry, 2004) with the national rate of 12.3 per 1,000 
(NCANDS, 2002), it is easy to understand that American Indian/Alaska 
Native children are at an increased vulnerability to trauma exposure. Amer-
ican Indian and Alaska Native children are also at heightened risk for expe-
riencing other forms of trauma, including the premature loss of loved ones. 
This population leads the nation in death by alcohol-related motor vehicle 
accidents, chronic liver disease, and cirrhosis. They also lead the nation in 
deaths resulting from diabetes-related complications.

Given the multiple risks present in American Indian/Alaska Native com-
munities, it is not surprising that the prevalence of posttraumatic stress dis-
order (PTSD) is substantially higher among American Indian/Alaska Native 
persons than in the general community (22% vs. 8%; Kessler, Sonnega, 
Bromet, Hughes, & Nelson, 1995). It is likely that higher rates of exposure 
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to traumatic events coupled with the overarching cultural, historical, and 
intergenerational traumas make this population more vulnerable to PTSD 
and negative long-term health outcomes. The rates of depression among 
American Indian/Alaska Native children range from 10 to 30% (Satcher, 
1999) while the level of substance abuse can be even higher, with illicit drug 
use highest among American Indian/Alaska Native youth, at a rate of 9.9%. 
Substance use may also be a signal for other mental health needs, as Ameri-
can Indian youth in treatment for substance abuse often have significant 
untreated psychiatric comorbidity (Novins, Beals, Shore, & Manson, 1996). 
In addition, children of substance-abusing parents are at increased risk for 
harm or injury as a result of car accidents, behavioral problems, parental 
neglect, suicide, and personal substance abusive behaviors.

Suicide has been a continuous concern for American Indian/Alaska 
Native children and youth. In their survey of American Indian/Alaska 
Native adolescents (n = 13,000), Blum, Harmon, Harris, Bergeisen, and 
Resnick (1992) reported that 22% of females and 12% of males indicated 
that they attempted suicide at some point. This rate is higher than that for 
other age ranges and ethnic groups. Among adults, American Indian/Alaska 
Native men are four times more likely and American Indian/Alaska Native 
women three times more likely to attempt suicide than their counterparts 
of other racial groups (CDC, 2004). The suicide rate is particularly high 
among young American Indian/Alaska Native males ages 15–24. Account-
ing for 64% of all suicides among the American Indian/Alaska Native popu-
lation, the suicide rate among this age group is two to three times higher 
than the general U.S. rate (Kettle & Bixler, 1991; May, 1990; Mock, Gross-
man, Mulder, Stewart, & Koepsell, 1996).

special applicatiOns Of tf-cBt 
are needed fOr american indian/ 

alaska native YOuth

Historically, government and social service organization use of non- or 
poorly suited mental health treatments with diverse populations has led to 
widespread distrust and reluctance among such populations to seek mental 
health services. Service providers, and even families themselves, may discount 
or fail to recognize American Indian/Alaska Native traditional practices that 
are instrumental to healing and well-being. Although mainstream and tradi-
tional American Indian/Alaska Native approaches may differ considerably 
(e.g., a support group compared with a traditional sweat ceremony), com-
mon principles of connection are embraced by both approaches. Traditional 
American Indian/Alaska Native healing practices such as sweat ceremonies 
may lack scientific evidence for their efficacy; however, their incorporation 
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has been reported to improve client engagement and retention among both 
American Indian/Alaska Native adults and adolescents.

In 2003, as part of the National Child Traumatic Stress Initiative, the 
University of Oklahoma Health Sciences Center, Center on Child Abuse 
and Neglect, established the Indian Country Child Trauma Center (ICCTC) 
to develop trauma-focused treatments and outreach materials specifically 
designed for American Indian/Alaska Native children and their families. 
ICCTC identifies existing evidence-based treatments that share common 
elements with American Indian/Alaska Native cultural beliefs and practices. 
Its goal is to design culturally relevant approaches that respect shared and 
tribal-specific teachings, practices, and understandings while recognizing 
the substantial individual variability in cultural affiliation among American 
Indian/Alaska Native people. The interventions developed by ICCTC are 
designed to be useful for rural and/or isolated tribal communities where 
licensed professionals may be few.

Based on a review of research-supported child trauma treatments, 
trauma-focused cognitive-behavioral therapy (TF-CBT; Cohen, Mannarino, 
& Deblinger, 2006) was selected to serve as the foundation for the cultural 
enhancement Honoring Children–Mending the Circle (HC-MC). Originally 
described as a cultural “adaptation,” we have shifted to the term cultural 
“enhancement” to emphasize that we are not presenting a new model, but 
rather broadening the focus of TF-CBT to encompass the foundational 
framework of Indigenous teachings that TF-CBT complements. The pre-
sentation of TF-CBT within an American Indian/Alaska Native well-being 
framework enhances healing through the blending of science and Indigenous 
culture understandings and practices. What makes cultural enhancement 
successful is the translation not just of language but of core principles and 
treatment concepts so that they become meaningful to the culturally tar-
geted group while still maintaining fidelity. Much has been written regarding 
the complementarity of cognitive-behavioral theory (CBT) and American 
Indian/Alaska Native traditional teachings. The core construct in CBT—the 
connection between one’s thoughts, feelings, and behaviors—is Old Wis-
dom evident throughout Indigenous teachings and traditions (LaFromboise, 
Trimble, & Mohatt, 1990). Moreover, TF-CBT is consistent with Ameri-
can Indian/Alaska Native traditional beliefs such as the centrality of family, 
the importance of attending to and listening to children, education through 
recounting experiences (e.g., storytelling, ceremony), and the importance 
of identifying and expressing emotions. The HC-MC adaptation seeks to 
honor what makes American Indians and Alaska Natives culturally unique 
through respecting the healing beliefs, practices, and traditions within their 
families, communities, and tribes and villages.

Partners in the HC-MC development process included stakeholders 
(tribal leadership, consumers, and traditional, ceremonial, warrior societ-
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ies, helpers, and healers), programs (e.g., schools, tribal colleges, behavior 
health agencies), TF-CBT providers, and the TF-CBT developers, who pro-
vided ongoing consultation. There was consensus on traditional American 
Indian/Alaska Native concepts to be incorporated into the enhancement as 
they are common to most, if not all, tribal communities: extended fam-
ily and relational connections, practices, and behaviors regarding respect, 
beliefs regarding the concept of the Circle, and the interconnectedness 
between spirituality and healing. Indigenous knowledge, or Old Wisdom, 
is also a foundational aspect of the cultural enhancement as generations of 
Indigenous people intuitively relied on teachings and behavioral principles 
prior to the labeling and description of such concepts through the written 
word (BigFoot, 2008).

The framework for HC-MC is the circle. For many Indigenous people, 
the Circle is a sacred symbol that has long been used to understand the 
world. The symbolism of the Circle is Old Wisdom transmitted in oral 
stories, carved into rock formations, sculpted in wood or clay, woven into 
reed baskets, and painted in colored sand. The most widely recognized 
American Indian/Alaska Native symbolic circle is the Medicine Wheel. The 
constructions of the Medicine Wheel and its teachings have been docu-
mented since 7000 b.C.e. (http://solar-center.stanford.edu/AO/). Other sym-
bolic circles include the Sacred Hoop, Sacred Circle, children as the center, 
and cycle of life. The circle or hoop typically includes colors, directions, 
animals, symbols, teachings, developmental levels, dynamic movement, and 
connections or relational links between and among each element while pro-
viding Indigenous wisdom about life (BigFoot, 2008). The concept of the 
circle is incorporated into American Indian/Alaska Native lifestyles through 
practices, teachings, and ceremonies such as at the beginning of the grand 
entry for pow wows, the physical placement of participants during sweat 
lodge, the shape of the drum, ceremonial structures such as medicine lodges 
and many kivas, and dwellings such as grass or reed shelters and wattle or 
daubs.

The HC-MC circle bears similarities to the Medicine Wheel, but is con-
ceptualized within this model as a model of well-being. The HC-MC circle is 
based on tribal teachings, but remains flexible to accommodate individuals 
of diverse cultures and spiritual and religious beliefs. It is an elaboration on 
the CBT core construct of the cognitive triangle—that our thoughts, feel-
ings, and behaviors are interconnected. Core HC-MC constructs are based 
on American Indian/Alaska Native worldviews: (1) all things are intercon-
nected, (2) all things have a spiritual nature, and (3) existence is dynamic. 
HC-MC defines well-being as balance and harmony both within and 
between one’s spiritual, relational, emotional, mental, and physical dimen-
sions. Figure 11.1 depicts the HC-MC circle, which is composed of the five 
well-being dimensions.



 American Indian and Alaska Native Children 285

Spirituality serves as the core of the HC-MC circle. Central to wellness 
and healing is the American Indian/Alaska Native belief that all things—
human and earth—have a spiritual nature. Spirituality has played and con-
tinues to play an important role in the individual and collective well-being 
of American Indians. American Indian/Alaska Native helpers and healers 
have been taught words, prayers, practices, rituals, and ceremonies that help 
connect the physical world with the spiritual to bring about wellness, bal-
ance, and harmony. The spiritual dimension is interwoven with the physical, 
mental, emotional, and relational well-being dimensions.

HC-MC defines personal imbalance as disharmony in one or more of 
the circle dimensions. Imbalance may manifest in such ways as spiritual 
disconnection, unhealthy behaviors, emotional instability, distorted beliefs, 
and poor relationships. Trauma exposure is one pathway with the potential 
to cause such imbalance. As a result, the goal of the healing process is to 
restore one’s personal balance within the five dimensions, thus reestablish-
ing personal well-being.

unique assessment strategies fOr 
american indian/alaska native YOuth

When and to what degree to blend HC-MC elements into the TF-CBT treat-
ment model is dependent on the individual youth’s and family’s level of 

figure 11.1. HC-MC well-being model. Copyright 2008 by Dolores Subia Big-
Foot and Susan R. Schmidt. Reprinted by permission.
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American Indian/Alaska Native affiliation. Collaboration and exploration 
with the family to learn about each member’s level of American Indian/
Alaska Native cultural affiliation is necessary to determine the extent to 
which the incorporation of HC-MC enhancements into the treatment pro-
cess will be beneficial. It is critical to recognize that cultural affiliation is an 
individual developmental process. Although some family members may pos-
sess a strong American Indian/Alaska Native identity, others may identify 
more strongly with different aspects of their personal identity such as their 
religious affiliation, professional role, or other racial or ethnic affiliation. 
Exploration of client cultural identity at both the individual and the famil-
ial level is critical not only during the initial assessment and early stages of 
therapy, but also throughout the therapeutic process as cultural affiliation is 
dynamic and multidimensional.

The American Indian/Alaska Native affiliation model, as depicted in 
Figure 11.2, is designed to assist therapists in understanding the level of 
affiliation that a particular American Indian or Native Alaskan has with 
their Indigenous culture. The chart illustrates the range of affiliation for 
American Indian/Alaska Native people: (1) individuals who have strong 
ties to their American Indian/Alaska Native culture, (2) individuals with 
limited ties to their American Indian/Alaska Native culture but a desire to 

(1) High/Strong Cultural Affiliation—AI/AN (2) Limited or No Affiliation—Insecure

•	 Identity	as	AI/AN	is	secure
•	 Highly	desirous	to	maintain	high/strong			

affiliation
•	 May	have	other	cultural	heritage(s)	that	

are	not	assumed

•	 Identity	as	AI/AN	is	insecure
•	 Highly	desirous	to	acquire	high/strong			

affiliation
•	 May	have	other	cultural	heritage(s)	

that	are	not	assumed	or	are	not	valued
•	 Affiliation	marginal

(3) Limited or No Affiliation—Secure (4) High/Strong Cultural Affiliation—
Other

•	 Identity	as	non-AI/AN	is	secure
•	 Limited	or	no	interest	in	affiliation	with		

AI/AN	or	other	cultural	base
•	 May	or	may	not	be	expressive	about	

limited	interest	in	own	AI/AN		
background/heritage

•	 May	or	may	not	identify	with	other	
heritage(s)

•	 Has	found	value	in	other	aspects	of	self-
identity

•	 Identity	as	non-AI/AN	is	secure
•	 Has	a	high/strong	affiliation	with	

selected	or	elected	heritage(s)
•	 Highly	values	maintaining	high/strong		

affiliations	with	selected	or	elected	
heritage(s)

figure 11.2. American Indian/Alaska Native affiliation model. Copyright 2009 
by Dolores Subia BigFoot. Reprinted by permission.
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strength their affiliation, (3) individuals with limited ties to their Ameri-
can Indian/Alaska Native culture and more strongly identify with other 
aspects of their self-identity, and (4) individuals whose personal identities 
are strongly tied to other cultural heritages. Individuals and families with 
a strong American Indian/Alaska Native affiliation may benefit from incor-
poration of several elements from the HC-MC enhancement into TF-CBT 
treatment. HC-MC elements may serve to further facilitate the healing 
process and support the return to well-being through connection to one’s 
American Indian/Alaska Native heritage. For individuals who have strong 
affiliations with other culture or heritages (e.g., limited or no American 
Indian/Alaska Native Affiliation—secure; high/strong cultural affiliation—
other), the families may prefer to work within the original TF-CBT frame-
work. For American Indian/Alaska Native individuals with limited or no 
American Indian/Alaska Native affiliation but who would like to grow in 
this identity, the incorporation of HC-MC enhancements may be beneficial 
to the therapeutic process. HC-MC therapists have shared the benefits of 
the model enhancements with American Indian/Alaska Native youth within 
this affiliation category who have come from abusive and neglectful home 
environments. These youth may have developed negative or inaccurate 
perceptions of American Indian/Alaska Native culture and have had few 
positive American Indian/Alaska Native role models. Therapists report that 
the HC-MC enhancement supports opportunities for corrective educational 
and emotional experiences, leading to a healthier personal identity and the 
development of positive relationships within the youth’s tribe and com-
munity. Of key importance regardless of the individual youth’s and family’s 
cultural affiliation is their inclusion in determining what level of cultural 
integration into the treatment model best fits their needs.

engagement strategies fOr 
american indian/alaska native families

Safety and trust are often key issues for traumatized American Indian/Alaska 
Native individuals entering therapy given the personal violations they may 
have endured. Intergenerational impacts from historical traumatic experi-
ences may further compound youth’s and families’ ability and willingness 
to enter and commit to treatment. Clinicians in Indian Country have not 
had the luxury to expect that families will be committed to the multisession 
format of structured treatment approaches. Families who utilize therapeutic 
services tend to participate in only a few sessions before attendance becomes 
sporadic or stops. In fairness to families, their therapeutic experiences have 
often been less than ideal with few options for effective interventions. Most 
therapeutic encounters have focused on crisis intervention, therapeutic 
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approaches of long-term duration with limited skill building, and prac-
tices without cultural foundations. Recent developments in culturally based 
interventions have begun to lead to more meaningful understandings of the 
impact of historical trauma as well as recent or current traumatic events on 
American Indian/Alaska Native individuals and families (BigFoot, 2010).

The TF-CBT model emphasizes the centrality of the therapeutic rela-
tionship in treatment (Cohen, Mannarino, & Deblinger, 2006). The estab-
lishment of a safe and effective therapeutic environment is dependent on 
such factors as therapist genuineness, warmth, empathy, and creativity. As 
stated by McDonald and Gonzalez (2006), the first session with American 
Indian/Alaska Native clients is the most significant because it is in this ses-
sion that the client determines whether or not to trust the therapist and 
engage in the treatment process. This is especially true for children and fam-
ilies impacted by trauma. It is in the first session that therapists may begin 
to develop a broader understanding and appreciation of the family system, 
including their cultural affiliations, values, and experiences. It is important 
for therapists to convey in the first and subsequent sessions their respect for 
the family’s steps toward healing and to begin joining the family as a helper 
in their healing process. Given the historical devaluation experienced by 
American Indian/Alaska Natives, the family should be provided with the 
opportunity to teach the therapist about their family, family history, and 
levels of cultural affiliation. Therapists should provide the information nec-
essary to support families in making thoughtful decisions about their treat-
ment experience, not only at the beginning of treatment but throughout the 
therapeutic relationship.

Opportunities exist throughout the TF-CBT model to incorporate 
HC-MC enhancements into the treatment process. Families may wish to 
incorporate such things as tribal-specific songs, names, words, or healing 
ceremonies into sessions. Tribal stories that incorporate familiar animals, 
birds, or locations may carry increased meaning for American Indian/Alaska 
Native children and families. It is important to recognize that the HC-MC 
enhancement of TF-CBT will likely look different for each individual and 
family because it is designed to be personalized by the therapist based on the 
family’s needs, experiences, and understandings. Images, stories, and prac-
tices familiar and meaningful to individuals from one tribe or geographic 
area may have little meaning, or possibly an opposite meaning, for those 
from another. For example, ivory carvings are common to Native Alaskan 
culture but have no history with tribes in the Southeast. Whereas the Scissor-
tailed Flycatcher is a revered bird with tribes in Oklahoma, the Raven has 
a more prominent place within Northwest Indigenous cultures. Therapists 
implementing the HC-MC enhancement are encouraged to appreciate and 
to learn more about the customs, traditions, stories, and symbols relevant to 
tribes within their geographic area.
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The following section provides a sampling of HC-MC therapeutic con-
siderations and enhancements that may be incorporated into a selection of 
TF-CBT PRACTICE components.

practice cOmpOnent enhancements

Two tools have been designed to assist therapists in the implementation 
of HC-MC. Figure 11.3 displays a worksheet that may be used to guide 
therapeutic work within a specific PRACTICE component. The HC-MC 
component worksheet helps incorporate cultural considerations via tangible 
reminders to address the relational, emotional, mental, physical, and spiri-

figure 11.3. HC-MC component worksheet. Copyright 2008 by Dolores Subia 
BigFoot and Susan R. Schmidt. Reprinted by permission.
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tual dimensions within each of the PRACTICE components. Some HC-MC 
therapists have expanded their use of the components worksheet to therapy 
sessions in order to facilitate psychoeducation about well-being and the 
impact of trauma on children and families. The worksheet has also been 
utilized for in-session treatment planning with families. Figure 11.4 depicts 
a linear representation of this worksheet designed to assist therapists further 
in treatment plan development and tracking. This worksheet provides an 
example of a personalized treatment plan specific to the psychoeducation 
TF-CBT component within the HC-MC well-being model.

The American Indian/Alaska Native healing practices worksheet was 
developed as a training tool to help therapists conceptualize how such prac-
tices fit within the wellness model and within TF-CBT. As shown in Figure 
11.5, the form has three areas: (1) the healing practice, (2) the usefulness 
or purpose of that practice, and (3) the meaningfulness or value/belief sur-
rounding that practice. Examples of three different practices are provided 
to demonstrate the range of activities, objects, or items that could be used in 
this manner. The intent is for therapists to conceptualize the family’s Indig-
enous healing practices and identify outcomes from those practices. Feed-
back from therapists using the worksheet indicates this is effective in iden-
tifying activities, objects, or items the family sees as helpful; how the family 
would like to incorporate these into the therapeutic process; and what the 
family expects to achieve as a result of the integration of familiar Indigenous 
practices into treatment.

psychoeducation

The TF-CBT psychoeducation component provides developmentally appro-
priate information about common trauma reactions, normalizes the child’s 
and family’s response to traumatic events, and introduces the TF-CBT treat-
ment model (Cohen et al., 2006). For American Indian/Alaska Native fami-
lies, this component is critical to treatment engagement. It is here that the 
therapist begins to learn about the family and join with them in the heal-
ing process. The establishment of a safe, accepting, and culturally respon-
sive therapeutic environment is key to supporting the family’s commitment 
to treatment participation. Depending on youth and caregiver American 
Indian/Alaska Native affiliation, treatment engagement may be enhanced 
through the incorporation of culturally specific and developmentally appro-
priate materials such as factsheets on trauma in American Indian/Alaska 
Native youth and families; readings on historical trauma when relevant 
to the family’s experience; culturally congruent descriptions of well-being, 
trauma, and healing (previously described); and the use of familiar analogies 
and stories to explain the treatment process.

HC-MC therapists have found that the use of culturally based analo-
gies can enhance treatment participation among clients wavering in their 
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commitment to the comprehensive TF-CBT protocol. The following two 
analogies may be adapted specific to clients’ understanding and develop-
mental level to provide education on the TF-CBT model structure and pro-
cess. Therapists may find similar protocols, ceremonies, or relevant activi-
ties that emphasize the importance of structure, patience, consistency, and 
commitment to the TF-CBT therapeutic process.

PSYCHOEDUCATION
Goals	and	considerations	specific	to	this	family:

1.	 Help	parents	consider	the	impacts	of	intergenerational	and	historical	trauma	on	their	
family.

2.	 Provide	teen	and	parents	with	education	on	trauma	in	AI/AN	youth	and	their	families.	
3.	 Enhance	engagement	through	explanation	of	TF-CBT	treatment	process	in	culturally	

relevant	terms.
4.	 Identify	family’s	goals	for	treatment	and	the	healing	process.

	
	

Activity

Member(s)	
Involved

	
Domain(s)	Involved

Child Care-
giver

Relational Mental Physical Emotional Spiritual

Review	“What	is	
trauma?	A	guide	
for	parents”	(Indian	
Country	Child	
Trauma	Center,	n.d.)

√ √ √ √ √ √ √

Review	intake	
assessment	findings	
and	discuss	in	
context	of	current	
and	intergeneration	
family	trauma.

√ √ √ √ √ √ √

Use	analogy	of	
beading	to	describe	
TF-CBT	model	to	
family.

√ √ √ √

Explore	youth’s	and	
parents’	American	
Indian	affiliation	and	
explore	external	
helpers,	healers,	and	
activities	the	family	
may	include	in	the	
healing	process.

√ √ √

figure 11.4.  HC-MC component treatment plan. Copyright 2011 by Dolores Subia 
BigFoot and Susan R. Schmidt. Reprinted by permission.
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grand entry procession

Since 1889, the Arlee Celebration (www.arleepowwow.com) has been held 
on the Flathead Reservation in Arlee, Montana, and is one of many spec-
tacular pow wows held across Indian Country, especially during the sum-
mer months. A pow wow is a social and spiritual gathering of American 
Indian people that primarily involves music, dancing, and various customs 
depending on the location, tribal affiliation, and purpose. One common 
feature of all pow wow events is the beginning “grand entry” procession, 
consisting of a strict protocol of drummers, singers, and warriors (active, 
retired, or former military) who start the event. Dancers (e.g., traditional, 
fancy, straight, grass, chicken, buckskin, cloth) follow a strict line of place-
ment depending on dancer type. Following pow wow protocol is expected 
and considered respectful to self and others. This protocol, which has been 
built around hundreds of years of tradition, addresses order, structure, pac-
ing, and meaning. Whether it is the acknowledgment given to elders as they 
start a procession, the feast dinner to celebrate the first laughter of a baby, 
the chief song sung at the beginning of an event, or the single folded dollar 
laid at the feet of a dancer, protocol instructs Indigenous people in ways to 
respectfully honor each other.

Protocol is not new to American Indians or Alaska Natives; it provides 
instruction in how to conduct specific activities in order to achieve consis-
tent good outcomes. Values reinforced through protocol include respectful-
ness, acknowledgment, order, purpose, expectations, and beginnings and 
endings. It brings an understanding of knowing what to expect next and 
that there is purpose to each activity. Similarly, there is a structured protocol 
within TF-CBT that is designed to support children and families in achieving 
good treatment outcomes and moving beyond their traumatic experiences.

Activity/Object/Item Use/Purpose Meaningfulness/Value/Belief

Singing	a	good-bye	
song	after	a	family	
member	has	passed	
away

•	 To	help	family	members	
say	good-bye	to	the	
deceased	family	member

•	 To	recognize	that	the	
family	member’s	spirit	is	
on	a	new	journey

•	 Gives	permission	for	the	
spirit	to	journey	onward

•	 To	acknowledge	that	this	is	a	
transition	period	for	everyone

•	 To	give	permission	to	mourn

•	 To	provide	a	supportive	
structure	for	mourning

•	 Serves	as	a	reminder	of	the	
loved	one	when	sung	again	
in	the	future

figure 11.5. American Indian/Alaska Native healing practices worksheet. Copy-
right 2009 by Dolores Subia BigFoot and Susan R. Schmidt. Reprinted by permission.
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Beading

Beadwork is a common but highly personalized skill among many American 
Indian and Alaska Native artists, with exquisite variety in design and appli-
cation. However, certain features remain the same. Specific items are neces-
sary for beading such as a needle, thread, backing, colored beads, cutting 
implements, wax, chosen design, required measurements, and buckskin or 
similar material for shape and form. The creativity and beauty of the bead-
work are at the heart and hands of the gifted artist; however, the structure, 
form, and function come from the common elements that the artist uses to 
bring forth the exquisite piece. The TF-CBT therapeutic process is similar to 
beading in that the TF-CBT core components create the basic structure; the 
therapist and client then work together to add complementary features to 
make treatment most meaningful to the client.

parenting

The TF-CBT model aims to increase parents’ confidence and ability as care-
takers of their children. Historical concepts of parenting may be utilized to 
introduce specific parenting skills. The following stories offer examples of 
how the HC-MC therapist may utilize descriptions of Indigenous practices 
and beliefs to introduce parenting concepts emphasized within the TF-CBT 
model:

The ImporTanCe of aTTaChmenT  
and reCognIzIng ChIldren’s poTenTIal

Upon discovering that she was pregnant, an American Indian woman would 
actively engage in song and conversation with the unborn child to touch with 
words and intent. This was to ensure that the infant knew it was welcome, 
respected, and loved. This new life was viewed as being eager to learn and a 
willing seeker of those traits that would help in knowing and understanding self 
and others. The caregiver’s responsibility was to nurture and expand the positive 
nature of the child, to touch the child with honor and respect. Because a child 
was considered a gift from the Creator, the caretakers had the responsibility to 
return to the Creator an individual who respected him- or herself and others.

The ImporTanCe of aTTaChmenT and posITIve role modelIng

Within the family, children, parents, and grandparents were secure in their rela-
tionships with each other. Children respected their parents, but just as impor-
tant was the parents’ respect for children. Children knew they were the center of 
existence for all family members. They were honored by celebrations and feasts 
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given by relatives that left no doubt as to their worth and value. Today some 
children continue to be honored by birthday celebrations, graduation dinners, 
first tribal dance, school or athletic achievement ceremonies, or other kinds of 
acknowledgment of accomplishment.

behavIor managemenT

Understanding and shaping human and animal behavior is old American Indian/
Alaska Native wisdom. There is a rich legacy of Indigenous people training 
birds of prey, domesticating dogs, and in the past 500 years becoming skilled 
horsemen. In the 1800s, many tribes became known for their exceptional skill 
in warfare because their horses were highly responsive to subtle commands 
and expert maneuvering. Teaching, instructing, shaping, modeling, coaching, 
training, tutoring, and rewarding are ways common to American Indian/Alaska 
Native people.

relaxation

The relaxation TF-CBT component assists the youth in learning skills to 
reduce physiological manifestations of stress and PTSD. This often incor-
porates the teaching of deep breathing and progressive muscle relaxation 
as methods for stress reduction. In the HC-MC model, the therapist can 
reinforce the cultural application of relaxation by incorporating familiar 
soothing traditional images and activities. These may have the added benefit 
of reinforcing the youth’s spiritual and relational connectedness.

Diaphragmatic breathing may be taught through pairing inhalations 
and exhalations with relaxing images such as the sway of windswept grasses 
or the movement of a woman’s shawl during a ceremonial dance. Youth 
who engage in singing, chanting, or playing traditional instruments such as 
the flute or drum may learn to pace their breath to the beat and intensity of 
the music. Progressive muscle relation may be taught through such imagery 
such as the tensing and relaxing of a bowstring to explain the difference 
between relaxed and tense muscles. Muscle relaxation may also be sup-
ported through the reinforcement of activities that are naturally relaxing, 
such as canoeing, hiking, horseback riding, or other sports in which the 
youth participates.

The therapist may inquire as to the spiritual practices that the youth 
and family engage in that facilitate relaxation. This not only supports the 
family’s own sense of spirituality and their engagement in naturally relaxing 
practices, but also reinforces the family’s connectedness with one another 
and with other helpers and healers in their community. When considering 
the emotional and mental components to relaxation, the therapist may assist 
the child in understanding how one’s thoughts and feelings can support 
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physical relaxation. For example, with the trauma-exposed child, intrusive 
thoughts may create anxiety and an inability to relax. Common reactions 
to trauma include physical sensations of rapid heartbeat and breathing 
that result in distress or discomfort. Relevant traditional instructions dur-
ing ceremonial or related activities such as the Sweat Lodge may include 
such words as “Know that this is a safe place for you. Leave bad or scared 
thoughts outside. Close your eyes and breathe in. Feel how you are sitting 
and think about who is sitting next to you.” This instruction encourages the 
relaxation response through altering one’s thoughts and emotions.

affective modulation

Historically, Indigenous cultures have highly valued emotional understand-
ing and expression. Traditionally, direct verbal emotional expression is less 
favored over such creative forms as song, dance, and artistic symbolic repre-
sentations. However, the emotional devastation of intergenerational trauma 
within many American Indian/Alaska Native cultural groups has led to high 
rates of depression, anxiety, and suicidal ideation among younger genera-
tions. Many youth have had poor role models for healthy emotion manage-
ment, instead seeing older generations use harmful methods of coping such 
as drug and alcohol abuse.

For the HC-MC therapist, it is important to assess youth’s family’s 
norms, beliefs, and practices regarding emotional expression. American 
Indian/Alaska Native youth may be supported in the development of healthy 
emotional expression skills through a variety of traditional activities, such 
as the sharing of stories incorporating animals/elements/colors/directions; 
the development of physical emotional representations such as beading, 
painting, drawing, masks, totems, or shields; learning the words for feelings 
in their Native language; singing or playing traditional musical instruments; 
and dancing.

cognitive coping

Historically, Indigenous people have understood and recognized the inter-
play among thoughts, feelings, and behaviors. Certain ceremonial instruc-
tions guide participants to direct thoughts toward better behavior, decision 
making, coping, and the future. Counsel may be given to remind individuals 
that someone offered prayer for them, that they are thought of, that good 
things are wished for them, and that what they do is important to others. 
Additionally, how they treat themselves is as important as how they treat 
others.

As with previous components, the use of Indigenous stories can support 
skill development. Stories involving the coyote or trickster teach problem 
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solving and decision making. Tribal creation stories have been retold for 
generations to help bring understanding and a way to manage life when life 
circumstances are overwhelming. Every tribe has a creation story that tells 
of their origin and what behaviors led them forward. Many tribal websites 
have posted their creation stories to share the wisdom of their history and 
important tribal teachings. In 2003, Cheyenne historian John L. Sipe wrote 
of the discovery of the Lost Cheyenne:

This Cheyenne creation story describes a mighty migration that forced the 
Cheyenne to separate when a water monster broke the ice over which they 
were traveling. A portion of the Tribe was isolated from the main body 
when the ice broke and they never reconnected, leaving them to decide 
how to survive on their own and manage their new circumstances. It is 
told that they confronted many adversities before eventually settling in 
the far north country, where they built structures to house their families, 
tended the land, hunted game, and fished the many streams.

What can be learned from this and other creation stories is that when cir-
cumstances change and adversities occur, one must develop new under-
standings, make thoughtful decisions, and change behaviors to overcome 
these challenges.

trauma narrative; conjoint sessions

The trauma narrative is a key healing element of TF-CBT involving a struc-
tured and repetitive retelling of the traumatic event in gradually increasing 
detail in order to reduce the child’s distress related to the memory. Within 
Indigenous cultures, stories are transmitted from generation to generation in 
order to remember and learn from the past, to carry wisdom forward, and 
to offer resolutions for present and future life difficulties. Indigenous stories 
capture understandings, explanations, solutions, acceptance, and compas-
sion. The essence of a story is borne from the thoughts, feelings, and actions 
of the storyteller. Wisdom imparted through the story may reveal the path-
way toward well-being. The act of storytelling may be as important as the 
end result because it is sometimes the process of the journey where one gains 
insight and wisdom.

For some American Indian/Alaska Native individuals, certain intergen-
erational beliefs may contribute to hesitancy to participate in the trauma 
narrative process, and these will subsequently need to be addressed before 
narrative work can begin. Some families believe that to discuss trauma 
invites it to recur or that talking about a deceased loved one may hinder 
his or her journey to the next world. With such families, it may be benefi-
cial to support the family in seeking guidance from their spiritual leader 
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regarding their participation in the trauma narrative component. For some, 
such beliefs may not be spiritually or culturally based but instead developed 
as a result of the family’s intergenerational history of trauma. Cognitive 
processing techniques may help these families move forward into narrative 
work. Indigenous stories may also help reduce avoidance. The following 
story serves as an example:

Millions of buffalo once roamed the Great Plains. As was common then, 
and still common today, tumultuous thunderstorms covered the landscape 
from early spring into the summer months. We are familiar today with 
those raging, darkening storms that typically form in the West and move 
toward the East, especially those that grow quite menacing with torna-
does, strong forceful winds, pounding hail, and/or icy rain. Out in open 
prairie, the buffalo were intensely aware of approaching storms. How 
do you think they responded as a storm approached? Did the millions of 
buffalo run into the menacing storm force or did they run away from it? 
When watching buffalo out on the plains, the people saw that the buffalo 
ran into the storm. The buffalo instinctively knew that beyond the storm 
was calm, brightness, sunshine, and peaceful grazing.

The following story also incorporates animal imagery to introduce the 
trauma narrative:

When animals get hurt, their natural instinct is to clean their wounds 
to promote healing. This is their way of taking care of themselves. The 
bear may find it painful to remove debris from an injury. But he does 
this knowing that this is necessary for his body to become well. Heal-
ing must take place for the bear to be able to use his body to gather 
food and to protect himself. The bear must tend to the hurt until it is 
healed. Then he is ready to return to his path on the circle. (BigFoot & 
Schmidt, 2008)

When beginning trauma narrative work, the HC-MC therapist collaborates 
with the youth and family to determine in what format the narrative will 
be developed and with whom and how it will be shared. Protocols may be 
involved when inviting certain helpers or healers to participate. Families 
may also wish to coordinate healing ceremonies or practices with narrative 
completion. As some American Indian/Alaska Native children may be less 
comfortable with writing or telling their story, alternate methods grounded 
in American Indian/Alaska Native cultural practices may include such activ-
ities as creating a journey stick, totem, song, carving, beading, mask, pot-
tery, or traditional dance. Some families select to develop a family “narra-
tive” after the child’s individual narrative completion, such as the creation 
of a family totem or journey stick.
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Families who have experienced intergenerational trauma may wish at 
this point in treatment to honor loved ones who did not have the oppor-
tunity to heal from their traumatic experiences. The therapist may work 
with the family to determine how they would like to address their fam-
ily’s trauma history. It will be important for the therapist to work with the 
caregivers to consider the needs of their child when determining the child’s 
level of participation in such an endeavor. The therapist may support the 
family in seeking out helpers and healers within their community or tribe to 
symbolically and ceremonially help their ancestors to complete their healing 
journey.

summarY

This chapter has provided an overview of HC-MC and an introduction to 
the methods utilized in the cultural enhancement. The HC-MC cultural 
enhancement does not change the basic tenets of TF-CBT; rather, the TF-
CBT foundation is observed from a worldview that honors the teachings 
and practices that have been part of American Indian and Alaska Native 
understandings for untold generations. This model is designed to assist the 
therapist and family in recognizing and understanding how traditional cul-
tural practices have value and application within TF-CBT.

The rich cultural teachings and practices of American Indians and 
Alaska Natives are much broader than presented here. Caution should be 
exercised when considering how to culturally enhance or modify any EBP 
not originally developed for this population. In fact, there may be great 
skepticism that cultural adaptation of any EBP is simply another strat-
egy of oppression by the dominant culture. There is the need to under-
stand how oppressive legacies are embedded (e.g., policies, institutions, 
and social systems) and perpetuated (e.g., practices, belief systems, and 
behaviors) today in the form of institutional and structural or systemic 
racism as well as its individual manifestations (www.overcomingracism.
org).

The cultural enhancement of TF-CBT is mindful of the family’s cul-
tural context while maintaining the integrity of the original EBP through 
grounding in Old Wisdom. That is to say that the underlying premises of 
TF-CBT are consistent with core dimensions of American Indian/Alaska 
Native traditional teachings and beliefs about healing. The concept of the 
circle stress the importance of family; attending to and listening to children; 
telling about experiences (e.g., through storytelling or ceremony); the inter-
relationships among emotions, beliefs, and behaviors; the importance of 
emotional identification and expression; and movement toward self-healing 
and well-being.
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The Indigenous people of today—and of the past—present a broad 
cultural picture. There is much diversity in the traditional concepts and 
tribal beliefs of American Indians and Alaska Natives. It is important not to 
assume that all tribal and native people have similar traditions. Especially 
critical is the respect for the process of healing and well-being that each 
child and family is capable of achieving through the thoughtful blending 
of cultural traditions and practices and scientifically based interventions. 
Through our work at the ICCTC, we seek to respect the unique traditions 
seen across American Indian and Alaska Native people while honoring the 
collective values, practices, and wisdom that provide them with support and 
strength.
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