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Trauma-Focused CBT: 
PRACTICE Components 

 P sychoeducation and parenting skills 

 R elaxation 

 A ffective expression and regulation 

 C ognitive coping  

 T rauma narrative development & processing 

 I n vivo gradual exposure 

 C onjoint parent child sessions 

 E nhancing safety and future development 



TF-CBT 

Joint Sessions 

 

Family Sessions 

Child’s Treatment 

Education 

Skill building 

Exposure/Processing 
                     

Preparation for 

Joint Sessions 

 Caregiver’s Treatment 

Education 

Skill building 

Exposure/Processing 

Behavior Management 

 
Preparation for  

Joint Sessions 



Barriers to TF-CBT Dissemination 



New Jersey TF-CBT Learning Collaborative 
 

 The Time Frame and Structure 
 >2 months to prepare – 10 hours of web based training; identification of trauma 

cases; instruction in administration of standardized measures 
 3 day intro, twice monthly calls for 7 months; 2 day advanced  
 

 The Team 
 Esther Deblinger, Ph.D. – co-developer of TF-CBT  
 Leah Behl, Ph.D. 
 Kristin Briggs, Ed.D. 
 Beth Cooper, M.S. 
 Noelle Davis 
 Alissa Glickman, Ph.D. 
 Amy Hoch, Psy.D. 
 Frank MacLeon, M.B.A. 
 Colette McLean, L.C.S.W. 
 Felicia Neubauer, L.C.S.W. 
 Melissa Runyon, Ph.D.  

 
 The Counties  

 Passaic 
 Burlington 
 Union 
 Sussex 

   
 



Standardized Measures Utilized 
PTSD Reaction Index 

Strengths and Difficulties 
Questionnaire (Child and Parent 
Report) 



Therapist Implementation of TF-CBT Components
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Pre Work Survey

Post Work Survey

Percent of Participants who Responded Frequently or Almost Always when Asked How Often in the Past 4 

Months The Implemented the PRACTICE Components 



Therapist Competence: Applying TF-CBT to Diverse Populations
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Therapist Competence: Overall TF-CBT Implementation
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TF-CBT Supervision Activities
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Pre-Treatment to Post-Treatment Changes 
 

Child PTSD
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Pre-Treatment to Post-Treatment Changes 
 

Behavioral/Emotional Difficulties

0

2

4

6

8

10

12

14

16

18

SDQ-Parent SDQ-Child

Assessment Measure

T
o

ta
l 
D

if
fi

c
u

lt
ie

s
 S

c
o

re

Pre-Tx

Post-Tx



Nondirective Session Time
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How Often Do You Think You Will Use TF-CBT with 

Appropriate Clients?

49%

15%

36%

Sometimes

Frequently 

Almost Always

 

Never and Rarely were response choices but no one endorsed them 



And a few words from our …. 
 

New Jersey Therapists 



“The narrative is powerful… It [helps] 
the client express feelings she would 
not have otherwise. . .” 

“TF-CBT is a clear set of tools 
to address complex issues of 

trauma in teens.” 



“It was amazing.  I loved the 
structure. . . and I think families really 
bought into it.” 

“I liked the ‘ease of 
model, success of model, 
having a concrete plan’” 



“Seeing the positive results in clients 
after using components was 

miraculous” 

“I truly enjoy the modality 
of treatmentJ” 



Graduate Students 
Julie Cinamon, Sheila Konanur, Kristin Thornback, Karina Zorzella 

 
Principal Investigators 

Dr. Robert Muller and Mary Ann Di Paolo 



The Healthy Coping Project 
 York University, Toronto, and Peel Sexual Abuse Programs   

 

 Funding 
– CHEO funding ($160,000) 
– Program Funding, Hedge Funds Care Canada ($105,100) 

 

 9 Agencies, 100+ Clinicians, and Student Researchers 

 

http://www.yorku.ca/web/
http://www.etobicokechildren.com/home.htm
http://www.costi.org/index.php
http://www.aislingdiscoveries.on.ca/


Data Collection Process 
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Age and Gender  
 

• Mean Age 10 yrs old (6 years 11 months – 12 years 11 months) 

• Two-thirds female 



Referral Trauma 

60%

16%

10%

6%

4%

3%

1%

0% 20% 40% 60% 80% 100%

Sexual Abuse

Multiple Trauma

Witnessed Domestic Violence

Physical Abuse

Home Invasion

Traumatic Grief

Bullying



Cultural Background 
Aboriginal

2% African/
Caribbean

20%

Asian
4%

European
41%

Latin 
4%

Other 
22%

South Asian
7%



Parent & Child Report Assessed 
 Parent report: Trauma Symptom Checklist for 

Young Children (TSCYC) 

 

 Child report: Trauma Symptom Checklist for 
Children (TSCC)  

 

 Together they assess child’s symptoms of: 
 Post-traumatic stress, Anxiety, Depression, 

Anger/Aggression, Sexual Concerns, Dissociation 



Anxiety 
Child Caregiver 



Dissociation 
Child Caregiver 



Depression 
Child Caregiver 



Anger/Aggression 
Child Caregiver 



Sexual Concerns 
Child Caregiver 



Sexual Concerns:  
“I’m Fine.” = “I’m Embarrassed.” 

 Initial child responses clustered around ‘Never’  & ‘Sometimes’  
 i.e “I’m fine. Don’t ask me about sexual concerns.” 
 

 Children cannot indicate improvement if they start off “fine”  
 
 Safety planning identified as an important change due to 
    TF-CBT:  

 Differentiating “okay” vs. “not okay” touches 
 Telling trusted adult 
 Safety planning 
 

 Embarrassing topic  



TSCYC Posttraumatic Stress (PTS): 
Intrusion, Arousal & Avoidance 



“Tastes Awful (at First), but It Works.” 
 Avoidance symptoms: 

 Worsen during waitlist 

 Improve during therapy 

 Improve further at follow-up 

 

 Processing trauma: 
 Difficult and feared but necessary 

 

 Time alone does not “heal all wounds” 

 

 Therapy and time to process trauma as processed in therapy 
with a trusted therapist heals 



Therapeutic Alliance is Key! 

One of the most important aspects of therapy associated 
with improvement after therapy (across therapy modalities) 
 
Why is it so important? 

• Client feels understood, supported and safe 
• Client feels they both agree on therapy goals 
• Client feels they both agree on how to get there 



Kids See Therapists as Allies 



Therapists Agree with Kids 



Parents See Therapists as Allies 



Kids and Parents Like Spending Time with Therapist! 

Children Parents 

• 91% Like their therapist 
 

• 86% Feel therapist is on their side 
and trying to help 
 

• 71% Look forward to meet therapist 
 

• 93% Feel they work well together on 
problems 

• 88% Feel they collaborate on goals 
 

• 79% Find new ways of looking at a 
situation 
 

• 88% Have a good understanding 



Kids Are Getting Better! 

 Variable effects of the waitlist  
 

 Consistent downward trend of symptom severity based on 
both parent and child 
 

 Significant decrease of symptoms from beginning of 
assessment to 6-month follow-up 
 

 Kids continue to improve after therapy ends! 



Thank You! 

http://images.google.ca/imgres?imgurl=http://media.merchantcircle.com/25809012/we%2520dream%25202-%2520clipart_full.jpeg&imgrefurl=http://www.merchantcircle.com/business/Learning.Land.Daycare.845-469-7428&usg=__xwdrrQcTt5JsVtYchTfffUcWs2Y=&h=198&w=213&sz=14&hl=en&start=24&tbnid=97HMqmVQiE_XBM:&tbnh=99&tbnw=106&prev=/images?q=happy+child+clip+art&gbv=2&ndsp=18&hl=en&sa=N&start=18

