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Abstract

Many evidence-based treatments are now available for traumatized children and youth, and their 

families. Although these are typically based on past traumas, a large portion of these youth 

experience continuous traumas. Trauma-focused cognitive–behavioral therapy (TF-CBT) is an 

evidence-based treatment that has been used successfully with youth and families who experience 

ongoing traumas. Within these studies and projects, TF-CBT trainers have worked collaboratively 

with stakeholders, families, and service providers to develop TF-CBT strategies to best respond to 

populations with continuous trauma. This article highlights certain projects, presents common 

conceptualizations of continuous trauma, and describes four practical strategies commonly and 

successfully utilized with youth/families experiencing continuous trauma. Each strategy is 

exemplified with case studies. The addition of such strategies helped to assure safety and enhance 

the uptake of coping skills as traumas arise. Research suggests that even in cases of continuous 

traumas, youth can be treated with TF-CBT and significantly improve symptoms.
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Many evidence-based treatments (EBTs) are now available for traumatized children and 

youth (National Child Traumatic Stress Network, n.d.; Silverman et al., 2008). These 

treatments are typically based on the conceptualization of trauma as a series of past events to 

which youth develop overgeneralized reminders that cause problems in a variety of domains 

(e.g., affective, behavioral, cognitive, sensory, perceptual, and/or interpersonal regulation 

difficulties; Cohen & Mannarino, 1998; Cutajar et al., 2010; Deblinger, McLeer, Atkins, 
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Ralphe, & Foa, 1989). However, youth who experience continuing traumas such as war, 

community or domestic violence have realistic expectations of danger and ongoing threat.

Trauma-Focused Cognitive Behavioral Therapy (TF-CBT, Cohen, Mannarino, & Deblinger, 

2006; www.musc.edu/tfcbt) is one such EBT for traumatized youth, including those who 

experience continuing trauma (Cohen, Mannarino, & Iyengar, 2011). TF-CBT was 

developed to address the multiple negative impacts of traumatic life events for youth aged 5–

17 years old and their parents or primary caregivers (when available). This treatment has 

several components including: Psychoeducation, Relaxation, Cognitive Coping, Trauma 

Narrative and Processing (i.e., gradual exposure), In-Vivo Exposure, Conjoint Parent–Child 

Sessions and Enhancing Safety Skills. The components are taught and practiced in a logical 

sequence with each element building on skills from the element previously taught. In TF-

CBT, children are encouraged to approach (rather than avoid) increasingly detailed and 

distressing trauma-related reminders and memories (i.e., exposure). Equally important in 

TF-CBT is the cognitive reprocessing of unhelpful thoughts. Multiple randomized controlled 

studies conducted in high-income countries have demonstrated that TF-CBT is highly 

effective in treating the sequelae of child trauma (Deblinger, Mannarino, Cohen, & Steer, 

2006; Dorsey, Briggs-King, & Woods, 2011). Follow-up studies provide evidence of 

sustained benefit at 6 months, 1 year, and 2 years posttreatment (Cohen & Mannarino, 1998; 

Deblinger et al., 2006; Deblinger, Steer, & Lippmann, 1999). TF-CBT has been adapted and 

used with a variety of populations including Latinos (de Arellano & Danielson, 2005), and 

Native Americans (BigFoot & Schmidt, 2010). It has demonstrated broad applicability as 

well as acceptability among ethnically diverse therapists, children, and parents (Huey & 

Polo, 2008).

Numerous studies and projects of TF-CBT treatment have been conducted in the U.S. and 

internationally with children who are exposed to ongoing traumas (e.g., Cohen et al., 2011; 

Murray et al., 2010). These types of populations may be characterized as “stably unstable.” 

For example, there may be a youth who witnessed a fatal shooting, and yet still has to live in 

a neighborhood that is violent and perhaps even see the location of the shooting. 

Alternatively, there may be a child whose mother has been physically and emotionally 

abused by a partner, and this partner remains in their lives. In low-resource settings, the 

perpetrator of sexual abuse of a youth may still be living in the village due to poverty, and 

limited legal and child protection systems. Many service providers of such cases utilize 

stabilization interventions alone, citing concern in using exposure-based interventions 

although there is ongoing violence or traumas. One of the most frequently heard questions 

by TF-CBT trainers is how to do exposure treatment safely when there is ongoing traumatic 

exposure.

Over many years, TF-CBT trainers have worked collaboratively with stakeholders, families 

and service providers to develop TF-CBT strategies to best serve their needs, and respond to 

populations with continuous trauma. The goal is to still give youth and families effective 

treatment, but to modify it to account for the continuous trauma they are experiencing and 

the concomitant loss of safety. Some of these strategies have been briefly described in a 

previous article (Cohen, Mannarino, & Murray, 2011) and in forthcoming book chapters 

(Cohen, Mannarino, & Navarro, 2012; Kliethermes & Wamser, 2012). The purpose of this 
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article is to share some conceptualizations of continuous trauma and some practical 

strategies learned from these efforts, and to ultimately address the above concerns of 

therapists who are trying to help youth exposed to continuous trauma.

Sample Projects Implementing TF-CBT for Continuous Traumas

The projects below have participated in developing the conceptualization of continuous 

trauma for youth/families and the design and subsequent use of these strategies. The 

Children Recover after Family Trauma (CRAFT) Project was conducted from 2004 –2009 to 

evaluate the effectiveness of TF-CBT compared with usual child treatment in a community 

domestic violence center, the Women’s Center and Shelter of Greater Pittsburgh (WCS). 

Many of these families were returning to the abusive partner to some degree. Data show that 

TF-CBT led to significantly greater improvement in anxiety and Post Traumatic Stress 

Disorder (PTSD) symptoms than child centered therapy for youth experiencing domestic 

violence in the CRAFT Project (Cohen, Mannarino, & Iyengar, 2011). Importantly, youth 

receiving TF-CBT also experienced significantly fewer serious adverse events such as 

reabuse, psychiatric hospitalization, or repeated episodes of domestic violence (Cohen, 

Mannarino, & Iyengar, 2011). Another contributing project is from a major roll-out of TF-

CBT within the state of California through the California Institute of Mental Health 

(CIMH). Since 2005, TF-CBT trainers have consulted with organizations working with 

families living in dangerous communities with continuous trauma (e.g., constant shootings), 

or with children living with ongoing domestic violence and/or the threat of it. These cases 

were discussed with local supervisors and counselors as well as the TF-CBT developers and 

a list-serve of TF-CBT trainers. TF-CBT has been demonstrated to be effective across 

multiple sites (CIMH, 2010). Globally, there have been ongoing TF-CBT studies in Zambia 

and Cambodia where there is a limited amount of mental health infrastructure and legal 

systems to protect children. For example, children may have to remain in a household with a 

perpetrator because this person is the breadwinner. Due to extensive poverty, there is often a 

payoff to abused families and the abuser remains free and often in the same area. Significant 

prepost improvement in PTSD and shame among youth experiencing domestic violence, 

sexual abuse and multiple traumas was demonstrated in the Zambia projects (Murray et al., 

2010).

As a result of these collaborative efforts, the authors noted therapist and site 

conceptualization of continuous trauma, and similarities of approaches that were commonly 

and successfully used in cases of continuous trauma. We organized these approaches under 

general strategies, and below present cases that exemplify each of these.

TF-CBT Strategies in Contexts of Continuous Trauma Exposure

Working with cases where there is ongoing traumatic experiences is complicated, and 

requires balance. For example, when there is continuous trauma, there is a need to constantly 

reflect and act upon the level of danger, and learn to distinguish between real danger and 

overgeneralized trauma reminders. For therapists, it can be challenging to stay on track with 

any treatment while also giving due attention to safety issues. Service providers we have 

worked with sometimes talk about “being stuck in stabilization for safety reasons.” In 
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addition, youth experiencing ongoing traumas often have little time to reflect upon any one 

traumatic experience before the next trauma or stressful life event occurs. It is exceedingly 

difficult to see oneself and one’s situation clearly while still being immersed within that 

situation. Also, youth experiencing ongoing trauma might not be able to successfully apply 

coping strategies until they are able to differentiate between realistic danger and 

overgeneralized trauma reminders. Finally, continuous trauma can also lead to a level of 

hopelessness that may be apparent in youth and families. For example, we may hear a 

defeatist phrase such as “this is just how it is and will always be” from youth or families. 

Occasionally therapists also adopt this hopelessness, which may lead to getting “stuck” in 

therapy. These may be accurate thoughts, but they are not helpful when working to feel 

better. The following strategies demonstrate how TF-CBT can be effectively used in the 

situations described above. Each strategy is followed by case examples that exemplify the 

unique nature of ongoing trauma exposure and the use of the particular strategy.

TF-CBT Practical Strategy #1: Prioritize Safety

Safety is prioritized early in treatment, and runs throughout each component of TF-CBT. For 

example, early and ongoing validation of the youth’s legitimate safety concerns is crucial. 

Equally important is bringing to awareness unsafe or potentially unsafe situations that the 

family may not be acknowledging. The therapist explores the impact of diminished safety 

(e.g., overestimation of danger at times when the youth is temporarily safe; unnecessary 

risk-taking, etc.) and provides enhanced safety-seeking skills. Even in extreme danger there 

are gradations of lesser and greater danger, so the therapist would try to help the youth and 

caregiver (if available) to recognize opportunities for improving safety. When teaching skills 

like relaxation, the therapist is careful to assure the child understands when it is safe to relax 

and times when relaxation should not be used.

Safety planning is best when is it done collaboratively in the spirit of empowering the youth/

family to use this skill independently in the future. This is particularly important for families 

with continuous trauma. The safety plans should be very concrete and highly detailed, and 

rehearsed. In other words, we would not want the plan to simply be “call someone.” We 

often spend significant time walking through different scenarios, and having families check 

into options between sessions. Of course this type of planning in the context of ongoing 

traumas depends on several factors, including the nature and severity of danger involved in 

the trauma, the youth’s developmental level and ability to carry out concrete safety plans, the 

participating caregiver(s) availability and ability to serve as a source or aid of safety, and the 

availability of other individuals who can serve as backup sources of safety for the youth.

Case example: Mutinta, a 13-year-old girl in Zambia, had witnessed years of 

domestic violence and had been hit multiple times herself. More recently, her father 

began sexually abusing her. Her mother was also very sick with HIV/AIDS. 

Although the abuse was reported, there was never any legal action taken as the 

father was the breadwinner and the family depended on him to provide for them. 

The counselor working with Mutinta moved the component “enhancing safety 

skills” up to the very first session with psychoeducation and talked about various 

safety plans. The counselor was careful not to judge Mutinta or the caregiver, but 

helped her begin to understand different levels of safety. She made a scale from 1–
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10 with Mutina about situations that were “the most unsafe” to just “minimally 

unsafe.” Through doing this exercise the therapist learned about certain triggers that 

seemed to make violence and sexual abuse more likely including: (a) the father 

being drunk, (b) dinner not being ready when her father got home, (c) the baby 

crying loudly and not stopping, and (d) hard rains. The therapist helped Mutinta 

become aware of these as early signs she could watch for, and then suggested 

designing a safety plan for each of these. They brainstormed together different 

ideas and Mutinta agreed to try two things. First, before 6 p.m., Mutinta would put 

her baby brother on the floor to help her mother try to finish dinner on time. 

Second, if dinner was not ready by 6 p.m. when the father came home, she could 

take her younger siblings outside to play where she could hear if he was getting 

angry or not. If her father was calm, they would return to the house. If he was angry 

and violent, they would walk to a neighbor’s house (whom agreed to this). The 

therapist asked if they should write it down to help her remember but Mutinta said 

she would not want her father finding a piece of paper with these ideas on it. In this 

case, Mutinta’s mother was not able to attend sessions due to weakness, multiple 

jobs, and childcare. Mutinta said she would explain this to her mother, and thought 

her mother would be happy that Mutinta could help keep her baby siblings safe. 

They verbally and behaviorally repeated the plan multiple times in order to help 

Mutinta remember it. The therapist asked her to also write a list of places she might 

be able to go when it rained. Mutinta said that she sometimes stayed with an 

“auntie” (a neighbor) when she was scared. She agreed to ask the auntie if she 

could come and stay with her every time it rained hard.

Younger children are more dependent on adults for protection, therefore safety plans must 

take into account individual developmental, cognitive, and emotional factors as well as the 

abilities of the adults to protect the child. In addition to obvious physical factors (e.g., young 

children are not as fast, smart, or coordinated as adults), children also may not be capable of 

fully grasping the danger due to their emotional attachment to the perpetrator. For example, 

a young child may really love her father and not believe that he would hurt his or her mom 

again even if the child knew he had done it repeatedly before. For these children, providing a 

concrete behavioral plan with in-session role play, practice at home, rewards for following 

the plan, and clear consequences for noncompliance is more effective than trying to use 

logic with the child. However, therapists and parents must also consider how to validate the 

child’s emotional attachment to the perpetrator within this plan or it will likely be 

ineffective.

Case example: Sam was a 6-year-old child living in the United States who 

experienced ongoing severe domestic violence between his biological parents. His 

father had a restraining order and was awaiting a hearing from a previous incident, 

but would still often come by the house. Sam believed his father was a good person, 

and often said that he loved him and that he never meant to hurt anyone (as his 

father often said to him).

Sam’s mother explained her fear for her son’s safety, and the therapist reassured her 

that addressing safety plans was the very first thing they were going to work on 

together. The therapist explained the need for concrete, detailed, and rehearsed 
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plans for younger children. The therapist collaboratively worked with the mother to 

develop a clear behavioral plan for when/if his father arrived unexpectedly at the 

house. The therapist met with Sam and suggested that mother join them to address 

some safety issues in this first session. The therapist then said that in light of the 

recent incidents with father coming to the house, it was important that the family 

develop safety rules in case father returned and any violence occurred. Sam 

repeated that his father had not meant to hurt his mother and his father would not 

do that again. The therapist explained that even when someone didn’t mean to hurt 

someone else, when they become violent people can get hurt, like Sam’s mother 

got hurt. It was her job (the therapist’s) to see that Sam’s family had rules in place 

to be as safe as possible. During this explanation, the mother expressed 

understanding for the child’s love of his father and belief that he would not hurt 

them. The therapist outlined the plan (developed collaboratively with the mother) 

that included Sam going to his room as soon as his mother said the words “big 

truck,” and going to the big truck that had an emergency phone in it. He could push 

one button and the phone would automatically dial his aunt, who would not answer 

but would immediately call 911. They practiced this several times in session. Sam’s 

reward for adhering to the safety plan was going out for pizza at his favorite place 

with his mom.

Youth and their parents experiencing community violence may perceive that their entire 

environment is dangerous and that there is no way to stay safe. Therapists work with these 

youth and their parents to identify safe places, people, and settings that may exist even 

within the most dangerous communities. Identifying churches, mosques, or other faith-based 

organizations, neighborhood watch organizations, schools, YMCA or other community 

organizations, relatives’ and neighbors’ apartments or homes where the youth can seek 

refuge, can help youth and parents identify safe options despite the ubiquitous danger. Youth 

and parents plan alternative routes to places they might go, with several “safe” places along 

the way. Therapists may also practice specific safety strategies if the youth were to 

encounter someone with a weapon (e.g., hiding, lying still).

Case example: George was a 14-year-old exposed to ongoing community and 

domestic violence whose mother brought him to TF-CBT due to truancy. George 

refused to attend school since being attacked and beaten there. He lived in a 

dangerous inner-city neighborhood where shootings were a nightly occurrence and 

bullets sometimes entered the family’s apartment. The mother’s boyfriend was also 

violent toward his mother at unpredictable times. At the start of TF-CBT George 

stated that he didn’t feel very safe anywhere: home was dangerous because of 

mother’s boyfriend and the gunshots being fired randomly into their home and the 

neighborhood was dangerous because of the random shooting, gangs, and drug 

dealers. The therapist started TF-CBT safety planning by meeting together with 

George and his mother, Clara. The therapist acknowledged how dangerous and 

precarious their lives sounded, and asked them how they had managed to get 

through their difficulties this far. Clara said all they had was their family and faith. 

The therapist asked Clara to tell him more about this, and she said that they had a 

network of family and friends and a faith community that supported them. Once 
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Clara and George started naming several individuals, the therapist asked them to 

identify these individuals’ locations on a map of their neighborhood in relationship 

to the family’s home. This became a physical map of the family’s support network. 

George’s mother also added the family’s church and the younger children’s after 

school program, both of which mother identified as supportive and safe settings. 

This added up to more than two dozen locations all within two miles of the family’s 

home. George added a few of his own friends to the map, making more than 30 

locations on the map.

The therapist then asked about the layout of the family’s own home and had George 

and his mother draw a map of the house to consider whether all the rooms in the 

house had been hit by bullets, or only some. George and Clara identified several 

rooms that had been hit by bullets, but a few had never been hit. They realized there 

were two “safe” rooms without windows in the house. This led Clara to come up 

with the idea that they could use these rooms for sleeping areas instead of sleeping 

in their current bedrooms, both of which had been hit with bullets. This, she added, 

might help them start sleeping better.

Clara and George said that just looking at these maps made them realize that there 

were more “safe” places in their community and their home than they had realized, 

making them feel like they had some control over their safety. They then started 

mapping out routes from the family’s home to George’s school, the supermarket, 

and other places that George or Clara often went, that passed by several “safe” 

places along the route. They also agreed that calling ahead to one or more of the 

“safe” people when they were walking along one of these routes might reassure 

them that someone would be on the lookout for them on the way to support that 

they were safe. They agreed that arranging to walk with others would feel safer, and 

they discussed how to make such arrangements. George and his mother 

implemented these plans, and created some in relation to Clara’s boyfriend. Both 

reported feeling much safer.

TF-CBT Practical Strategy #2: Enhancing Engagement

This strategy includes engaging helpful adults such as caregiver(s), the faith community, 

extended family, school, and other potential community or family supports that may enhance 

resilience and safety and diminish risk and danger. If possible, the therapist should identify 

one or more adults who can participate in TF-CBT with the youth to provide enhanced 

support and safety and to validate the impact that continuing trauma has had on the youth.

As with any effective trauma treatment model, engagement is a critical part since betrayal of 

trust and avoidance are core issues for traumatized individuals. For example, some women 

who are survivors of domestic violence (DV) have difficulty trusting therapists for fear of 

having their child taken away or the abuser threatening them if they do talk to someone. 

Some DV survivors also do not want to talk about the violence (i.e., a coping mechanism, 

avoidance). With ongoing trauma, therapists need to use even more proactive engagement 

strategies. We describe some of these strategies below in brief, followed by case examples.
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As is often the case in domestic violence, caregivers return to abusive partners for a number 

of reasons such as believing there is more danger in leaving the perpetrator than remaining, 

or feeling they could not survive (meet basic food and shelter needs) without the abusive 

partner. Counselors may work to engage caregivers in these situations by simultaneously 

validating the parent’s desire to protect their children from violence, and the parent’s fears 

about leaving the perpetrator. Providing psychoeducation that demonstrates the therapist’s 

insight into the parent’s present quandary may be a helpful initial engagement strategy. For 

example, explaining that many domestically abused women leave multiple times before 

leaving permanently, and validating that the risk of violence often increases at the time the 

abused woman leaves, often helps clients trust that their counselor really understands their 

situation without seeming judgmental.

Case example: Melissa brought her 9-year-old son Ron for an assessment at his 

school’s insistence because Ron was having repeated stomachaches at school and 

wanted to go home in the middle of the day. Melissa initially denied knowing why 

Ron would have such problems but reluctantly acknowledged that she had left her 

husband twice in the past and took her children to live with her parents. Melissa’s 

mother (a devoutly religious woman) made comments to Melissa and the children 

such as “a wife belongs with her husband,” “children need their father,” and “you 

belong to him now.” Feeling she had no choice, Melissa returned to her husband.

At the assessment Ron described the domestic violence and acknowledged wanting 

to leave school because he was worried about his mother. He endorsed significant 

PTSD symptoms and the assessing clinician referred Ron and his mother to TF-

CBT.

During the initial TF-CBT appointment Melissa minimized the domestic violence 

and said that Ron had “barely seen anything.” Melissa said she did want to take 

good care of her children. The therapist said that she could tell what a good parent 

Melissa was because she didn’t want anything bad to happen to Ron, and she 

wanted very much to protect her child. The therapist then said that she had seen a 

lot of mothers who had suffered from domestic violence, and that she would like to 

share some information with Melissa about these women. Melissa warily agreed, 

and the therapist said that most women who experienced domestic violence had left 

and returned to their husbands or partners more than five times. Melissa was 

surprised to hear this. The therapist said, “Did you know that the average number of 

times a battered woman leaves her husband or partner before she leaves 

permanently is six times? You’ve only left twice. Most women have done this three 

times more than you have. And many battered women never leave at all.” Melissa 

said, “I had no idea. No idea at all. I thought I was such a coward. I thought 

everyone would look down on me if they knew I had left and gone back.” The 

therapist said, “Coward? You are very brave! You’re here getting help for your son. 

Most women would never have the courage to come here and help their child talk 

about it and heal. I really admire you for helping your child like this.” Melissa was 

able to see herself in a different light through receiving this praise and 

psychoeducation, and agreed to begin the TF-CBT therapy.

Murray et al. Page 8

Peace Confl. Author manuscript; available in PMC 2019 May 14.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Engagement is also an important strategy for parents who are inadvertently reinforcing their 

youth’s negative behaviors due to the parent’s personal trauma issues. This often occurs in 

situations in which the youth’s trauma-related behavioral or emotional problems serve as 

personal trauma reminders for the parent. Psychoeducation and other TF-CBT coping skills 

are unlikely to be useful for these parents and youth unless therapists have first effectively 

engaged the parent.

Case example: Sonkwe was a 15 year-old Zambian male. His father was suffering 

from AIDS and had a long history of violence toward everyone in the home. He 

also sexually abused the mother and Sonkwe’s younger sister Mary, both of whom 

were now HIV positive. Sonkwe had been sexually abused himself by an uncle, but 

was HIV negative. Sonkwe’s mother did not see her son as a victim. Unlike Mary, 

who was sad and withdrawn, Sonkwe was angry and sullen. Sonkwe’s mother was 

worried that Sonkwe was going to grow up to be “just like his father” and she was 

upset that he acted “without respect” toward her. The therapist initially tried to 

explain that Sonkwe’s anger was a normal response to sexual abuse by his uncle 

and to the ongoing violence in the home. Sonkwe’s mother responded, “I was 

sexually abused and live with violence; the same for my daughter. We do not act 

like Sonkwe. It cannot be because of abuse that he acts like this. It must be that he 

is just his father’s son.” The therapist explained that different people respond 

differently to stress, and asked Sonkwe’s mother how she personally had managed 

to cope so resiliently— however, these techniques were not successful in engaging 

her.

The therapist was stymied in how to connect with this mother. The therapist, along 

with the help of a local supervisor, asked herself, “What would I be most afraid of 

if I were her?” The Zambian therapist thought that if she were the mother, she 

might be afraid that if her son did grow up to be a perpetrator like his father, this 

would shame her family and she would have failed him as a parent. This would be 

an especially potent concern for this mother in light of the fact that she could not 

leave the father given the family’s current situation, and the likelihood that mother 

would die before Sonkwe reached adulthood. The mother could not prevent 

Sonkwe from having ongoing exposure to his father’s “bad influence” and the 

therapist guessed that the mother may feel helpless to keep Sonkwe from following 

in father’s footsteps. By trying to understand this mother’s concerns, the therapist 

gained insight into how to engage the mother.

When the therapist met with Sonkwe’s mother for the second session, rather than 

trying to explain Sonkwe’s anger and disrespect as being due to trauma, she 

validated his mothers’ concerns about Sonkwe’s behaviors and said that she 

understood how concerned she was about these. The therapist asked the mother to 

talk more about her worst worries about what might happen to Sonkwe. The mother 

said that Sonkwe was the only member of their family who did not have HIV; their 

family’s future (including “family name”) rested on him. If Sonkwe someday 

abused his own wife or daughter, their family would be disgraced. The mother was 

tearful as she said this and looked away from the therapist in shame.
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The therapist validated how frightening it was for the mother to see similar 

behaviors in Sonkwe as what she saw in her husband, and said, “I understand your 

concern about Sonkwe and agree with you that it is very important that he not abuse 

another person. I am so glad that you have brought him here for help. Sonkwe does 

not have to grow up to be like his father, and I do not believe he will, because he 

has something so important that his father did not have as a child. Sonkwe has a 

brave mother who is determined to raise him into a kind and respectful husband 

who does not abuse his wife or children. He is very lucky to have you. How lucky 

for your future daughter-in-law and grandchildren that Sonkwe has you to help him 

to grow up to be different from his father and uncle. You are a wonderful mother 

and I will help you help Sonkwe so that he does not do the things his father has 

done. I think he will have a happy future with your help.” This engagement 

approach was much more effective, and the mother was positive about her own 

ability to help her son.

Therapists may find it challenging to avoid blaming or shaming nonoffending parents for 

decisions that may contribute to increased vulnerability for their children. This may be 

especially difficult if a caregiver minimizes or denies the degree of her/his own abusive 

experiences (as in Melissa’s case) or that of the youth. Working with chronic victims of 

interpersonal violence can be very frustrating for therapists because struggling to effectively 

protect oneself and one’s children is a core feature of many such individuals. When youth 

experience abuse, therapists may feel a sense of personal responsibility for failing to 

sufficiently protect them. Therapists may inadvertently (or even intentionally) communicate 

this sense of responsibility to the nonoffending parent. However, if therapists find 

themselves “blaming the victim” instead of the perpetrator, this will threaten effective 

engagement and ultimately interfere with effective treatment. In these situations therapists 

must carefully monitor and address their own maladaptive attributions about themselves 

(e.g., “I should have done something differently;” “It’s partly my fault this youth was 

abused;” “I’m a bad therapist for letting this happen”) or nonoffending parents (e.g., 

“Women like her have no right becoming parents;” “She’s such a terrible mother, no wonder 

her husband gets mad at her”). Therapists who struggle with these should understand that 

this is normal and promptly seek additional supervision in order to develop more accurate 

and helpful cognitions and other coping strategies to effectively address these issues.

Case example: Lynn had just started to provide TF-CBT with Sharon and her 9-

year-old son Terry. Sharon was living with her abusive boyfriend JT but denied this 

until Terry told the therapist. Sharon then defended JT and said that Terry 

exaggerated the severity of the domestic violence. During the second TF-CBT 

session, Terry disclosed that JT had beaten him with a belt and showed Lynn belt 

marks on his back. Lynn reassured Terry and told him that she was going to meet 

with his mother. Lynn met alone with Sharon and told her about Terry’s disclosure 

and that she was required by law to report this. Sharon became angry, denied that 

JT could have done this, and accused Lynn of “putting ideas in Terry’s head”.

Lynn tried to stay calm but inside she was seething. She thought, “What’s wrong 

with her? Why isn’t she upset that her boyfriend beat her son? Why is she mad at 

me?” The calmer she tried to remain the more angry Lynn got. Lynn thought to 
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herself, “This lady is not a good mother. I probably should have seen this coming 

last week and done more then to protect Terry.” Lynn felt protective of Terry and 

angry with Sharon. She had difficulty controlling these emotions. After several 

minutes of trying to explain and engage Sharon, Lynn said that perhaps it would be 

helpful if she got her supervisor, Lori, and they spoke with her together. Sharon 

said that she would rather speak with Lori without Lynn present.

Lori, a personal domestic violence survivor, spoke with Sharon while Lynn called 

Child Protection Services. Lori told Sharon that she understood that Terry had 

made an allegation of physical abuse, and that Sharon did not believe the claim was 

true. Sharon angrily said that she knew it was not true. Lori explained that she and 

Lynn did not know what was true or not, and that they were not making any 

judgment about Sharon, JT, or Terry, or who was telling the truth. Lori relayed that 

when anyone told the therapists that they had experienced violence, the therapists 

had the responsibility to let the authorities determine whether that had happened. In 

this case they would let Child Protection Services figure out what had happened.

Lori then told Sharon that she had been where Sharon was now. Lori said that she 

remembered how frightened she felt, how hard it was for her to hear that her child 

had been abused, and how helpless she felt about having to choose between 

believing her husband, whom she loved and needed, or her child whom she also 

loved and wanted to protect. Lori said “My husband hitting me and my kids never 

got through to me. It took losing my kids for the truth to hit me.”

Lori explained that she and Lynn were there to help her, and Lynn calling Child 

Protection Services was part of helping Sharon to protect Terry when she could not 

do it alone. Child Protection Service’s job was to figure out who was telling the 

truth, so she did not have to make that difficult determination on her own. Sharon 

cried and said that she loved her son, that she wanted help and didn’t want Lori or 

Sharon to think badly of her. Lori told Sharon that Lynn cared deeply about Terry 

and Sharon and that it had upset her to learn about JT abusing Terry, but that Lynn 

knew Sharon was a good mother. Sharon agreed to wait in Lori’s office and to 

speak with Lori and Lynn together.

Lori met with Lynn and asked her to do a cognitive triangle about the thoughts, 

feelings and actions she experienced before she left Sharon and pulled Lori in. Her 

thought was “she is a bad mother” and she was feeling frustrated. Lori then asked 

Lynn to remember when she told her personal history to her. Lori asked Lynn 

whether she believed that Lori had been a terrible parent. Lynn said, “You couldn’t 

protect yourself so you gave your children to your mother. I know how much that 

tore you to pieces.” Lori said, “What about when my kids were being beat up by 

my husband? Was I a bad mother then?” Lynn said, “You couldn’t help what 

happened. You did everything you could.” Lori reminded Lynn that Sharon was in a 

similar situation now. Lori encouraged Lynn to do a new triangle with more helpful 

thoughts about the situation. Lynn apologized and said she was ashamed of not 

handling her own upset feelings more appropriately. Lori asked Lynn to meet with 
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Sharon together with her to discuss what had happened and to reengage her in TF-

CBT.

The three met together and Lynn validated Sharon on how much she knew she 

wanted to keep Terry safe, and how hard it was for Sharon to hear what Terry had 

alleged. Sharon and Lynn processed Sharon’s feelings about Terry’s disclosure by 

talking about thoughts and feeling she had when Lynn first told her. Lynn praised 

Sharon for being a good mother and Sharon became tearful again, asking for 

Lynn’s support to help Terry in therapy and to support them through the Child 

Protection process. They agreed to continue TF-CBT.

TF-CBT Practical Strategy #3: Real Danger Versus Trauma Reminder

Many youth who experience continuing trauma have difficulty distinguishing the difference 

between real and perceived danger because they are in a state of continuous hyperarousal. 

Appropriate vigilance to danger serves an important protective function but hypervigilance 

diminishes protective capabilities. Through creating and processing a personal trauma 

narrative, youth gain the ability to differentiate between overgeneralized reminders and real 

ongoing danger, learning to use different skills to cope with each situation.

Typical goals of the trauma narrative and cognitive processing include: (a) desensitizing 

youth to feared memories of past traumatic experiences and thus, mastering avoidance of 

these memories; (b) identifying and reprocessing maladaptive or unhelpful cognitions 

related to past traumas; (c) contextualizing past trauma into one’s entire life experience; and 

(d) preparing the caregiver to be supportive to the youth in regard to these past traumatic 

experiences. Because youth experiencing ongoing traumas are continually resensitized to 

fear-inducing memories related to these new traumas, therapists have questioned whether 

creating narratives about past traumatic experiences could effectively decrease learned fear 

and avoidance for these youth, and whether creating narratives might even be harmful to 

these youth. TF-CBT therapists and trainers have anecdotally expressed that creating 

narratives are particularly helpful in some ways for youth experiencing ongoing traumas. 

First, hearing youths’ detailed narration of their trauma experience results in many 

caregivers more fully acknowledging the “real danger” situations and how they are 

impacting youths’ current behaviors, emotions, and reactions to triggers. Second, describing 

traumatic experiences within the safety of the therapy session, even if traumatic episodes 

continue to recur, allows youth to engage in some perspective taking, cognitive processing, 

and contextualization. This aids in differentiating real versus perceived or overgeneralized 

danger cues. Finally, youth gain increased ability to distinguish between real danger and 

trauma reminders by including descriptions of both types of situations in their narratives and 

their thoughts and feelings related to this. Each of these is described in more detail below.

Caregivers more fully acknowledging the “real danger” situations—Caregivers 

who are experiencing ongoing personal traumas such as domestic violence often struggle to 

accept the degree to which their children are experiencing and/or impacted by these and 

whether they are real or perceived danger (e.g., Melissa and Sharon in the above examples). 

As the narratives are shared, caregivers hear details about what youth have heard and seen, 

and what they continue to hear and see in the present, which starkly contrasts with what 
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parents are trying to convince themselves is true (e.g., “my child has barely seen anything;” 

“staying together as a family is best for my children”). Hearing the youth describe scenes of 

horrific domestic or community violence in their own words is extremely powerful and often 

successfully breaks through parental minimization about the youth’s experiences. This 

process challenges some of the caregivers’ unhelpful thoughts, allowing the caregiver to 

more appropriately validate the youth’s trauma experiences and perhaps take different 

approaches to safety. This validation is an extremely important step in empowering youth. It 

is also critical to improving parental support and insight into the impact of ongoing trauma 

on youths’ behavior and emotions, and ultimately to improving parents’ own views of 

themselves as good parents.

Case example: Melissa and Ron continued in TF-CBT. Although the therapist 

encouraged Ron to implement new coping skills, he continued to worry about his 

mother and was only moderately successful at remaining in school throughout the 

school day. The therapist believed this was largely due to the mother’s continued 

tendency to minimize the ongoing domestic violence and the degree to which Ron 

was aware of it. Ron did implement his new safety plan, going to his room as soon 

as his father began to yell at his mother (a usual prelude to physical violence). 

Melissa would typically deny that any violence occurred after Ron was in his room.

Ron created a trauma narrative with the therapist’s encouragement, which included 

graphic descriptions of two domestic violence episodes. One had occurred before 

TF-CBT began, and the other occurred during therapy. Although Ron had gone to 

his room, he had watched some of the episodes through a crack in the door and so 

was able to describe what occurred. In both cases Ron described what each parent 

said, his mother’s pleas to his father not to hurt her, and his father’s brutal physical 

abuse. The second narrative included the following: “My mom was lying on the 

floor with her busted nose. There was blood squirting out of her nose and her eyes 

and everywhere. My dad kicked her in the face and the stomach, over and over 

again, saying, ‘die, die.’ I prayed for my mom not to die but I wished my dad 

would. All men treat women so badly.” The therapist worked with Ron to 

differentiate which of these thoughts were indicative of real danger, and which may 

be overgeneralizations.

Previously when Melissa had discussed domestic violence with the therapist she 

had become tearful, saying that the episodes were infrequent, not that serious, and 

that the children were better off living with their father. When the therapist shared 

Ron’s narrative with Melissa including the above graphic details, Melissa was silent 

and ashen-faced. She said, “I never knew he saw that. I thought he—I thought he 

loved his father.” She struggled to accept how angry Ron was at his father. In 

reading his entire description, the enormity of what Ron had witnessed struck her 

and she said, “I’m an idiot. He saw what his father did. This is a ‘real danger.’ Of 

course he hated him. How could I not see that?” Melissa later told the therapist, “It 

was like a light bulb went on in my head. I finally got what it was like for Ron. 

Until I saw it in his own words, I never got that all this time he’s been living 

through this just like me as a real danger.”
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Youth engage in perspective taking, cognitive processing and 
contextualization—Ongoing traumatic experiences provide new opportunities for 

perpetrators or others to reinforce youths’ maladaptive or unhelpful cognitions. For example, 

after a new domestic violence episode the perpetrator might say, “If your mother only did 

what I told her I wouldn’t have to punish her.” After new community violence, a 

nonoffending parent might say, “If you hadn’t been walking on that street you wouldn’t have 

gotten attacked.” Creating trauma narratives can help youth and caregivers become more 

adept at accurately identifying proximal causes of specific traumatic experiences and 

minimizing such maladaptive cognitions. Changing unhelpful thoughts can help a child 

better differentiate real and perceived danger, and improve the youth’s ability to effectively 

implement safety plans.

Case example: There was a report with Child Protection Services that indicated 

physical abuse by JT but he remained at home with Sharon and Terry. Sharon 

remained engaged with Lynn in TF-CBT treatment and she became more assertive 

about protecting Terry, such as not leaving him alone in JT’s care but bringing 

Terry to her sister’s house when she went to work. However, JT was furious about 

having to attend mandated anger management classes and during subsequent 

domestic violence episodes he made comments like, “ask your damn son about my 

anger problem, he’s the one who shot off his mouth about it.” Terry heard these 

comments and Sharon was too intimidated to respond to them.

Terry initially included two trauma episodes in his narrative: the time when JT 

physically abused him (that led to the Child Protection Services report), and a 

recent episode of domestic violence during which JT made comments blaming 

Terry, such as the one above. Terry then included maladaptive cognitions in which 

he blamed himself for the domestic and physical abuse. He dictated the following 

to Lynn: “If I was a good kid and always did what JT wanted, he wouldn’t have 

beat me.” “It’s my fault that he hits my mom. I know because he says so all the 

time.” “He gets mad because I told on him and now he has to go to class and that 

makes him even madder.” “It’s all because of me that he hurts my mom. If I just 

kept my mouth shut about the abuse and everything, maybe everything would just 

be okay and my mom would be happy again.” “If I was never born JT would never 

have hurt my mom and my mom would be better off.” Terry’s self-blame 

underscores the particular vulnerability of youth who experience ongoing traumas 

to continuous reinforcement of maladaptive cognitions.

Lynn encouraged Terry to add another episode of domestic violence to his trauma 

narrative, in which he described the first time he remembered JT abusing his 

mother. Terry was able to describe that this occurred when Terry was much younger 

and Sharon had made a birthday cake for JT. Terry had made JT a birthday card and 

was very excited about the party they were going to have for JT. JT “smelled 

funny” when he came home and he started yelling at Terry’s mother “for no 

reason.” Terry tried to show JT the birthday card but JT threw the cake across the 

table and it landed on the floor. JT then yelled at mother to “clean up the mess she 

made.” By describing the details of this episode Terry was able to identify that he 

and his mother had been doing a lot of very nice things for JT and he still became 
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mean and violent for no reason. Despite this, JT tried to blame it on Sharon. This 

helped Terry to start thinking about other times when JT became violent and 

blamed it on his mother or him. Writing these narrative also helped Terry begin to 

understand the cues for real danger when JT was around (e.g., “smelling funny”).

Lynn shared Terry’s narrative with Sharon during individual parent sessions as 

Terry was writing it. Sharon was stunned to read Terry’s words. His self-blame 

impacted Sharon more than anything in TF-CBT treatment. She said to Lynn, “That 

hit me like a ton of bricks. That he could blame himself—that changed everything 

for me.” Sharon asked to meet with Terry even before Lynn introduced the conjoint 

sessions, so that she could reassure Terry that he was not responsible for any of 

JT’s violence. Lynn agreed to bring them together for this purpose, and Sharon for 

the first time validated Terry’s version of both his and her abusive experiences. She 

then said that what JT did was due to his problems and had nothing to do with 

Terry. Sharon said that she had made a lot of mistakes but that she was going to do 

everything she could to make it up to Terry from then on. This proved to be a 

turning point for the family. Sharon asked for a referral to individual therapy and by 

the end of TF-CBT treatment she and Terry had moved in with her sister.

Youth include descriptions of both types of situations (real and perceived 
danger) in their narratives—Youth who experience ongoing trauma have valid reasons 

to be sensitive to ongoing threats in their environments. However, excessive vigilance to 

trauma reminders that are inherently benign often causes hyper-arousal symptoms that 

impinge on adaptive functioning. It is, therefore, crucial to help these youth differentiate real 

threats from trauma reminders that do not pose a real danger, and to help them use coping 

skills in response to the latter while using safety strategies in response to the former.

Case example: Linn was a 10 year-old girl from Cambodia who experienced several 

episodes of community violence. These were often preceded by angry 

confrontations or loud disruptive activity in the brothel where she was kept. Linn, 

now living in a safe shelter, was very reactive to arguments and raised voices and 

became very frightened when these occurred at the shelter or at school. She had no 

tolerance for anyone using stern voices and when this happened she would scream 

at the housemothers or teachers and run from the room, and sometimes the shelter. 

This had happened on multiple occasions leading to ongoing traumatic exposure to 

community violence and almost being picked up by another brothel. She also had 

an extreme reaction to peers arguing, feeling that she needed to escape and not 

being able to tolerate these situations. Linn had limited success in using coping 

skills when faced with innocuous trauma reminders, such as stern voices of 

teachers or housemothers correcting her, until she created her trauma narrative. The 

adults in Linn’s life were unhappy at her outbursts and frustrated with her running 

away due to the high risk. Many had trouble viewing these as trauma-related 

behaviors. As a result, many staff found themselves continuing to use stern voices 

due to concern for her unsafe behaviors. They would say “the last thing I want is 

for her to end up back in a brothel. I know it was terrible for her—why would she 

put herself back in that situation?”
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With the local counselors’ help, Linn developed a trauma narrative in which she 

described her two scariest episodes of violence. In one of these Linn had witnessed 

the rape and beating of another very young girl while she hid, paralyzed with fear. 

The shelter staff had not previously heard the details of this episode. She also 

described several episodes in which her teachers had used stern or loud voices and 

this had triggered the same fearful feelings as the violent episodes she saw in the 

brothel. Linn’s counselor worked with her to identify differences between the angry 

confrontations she heard before the serious violence and the stern voices she heard 

at the shelter or school. In the narrative, Linn identified differences between what 

happened when dangerous people in certain settings started to become violent 

versus when her housemother or teachers used stern voices to correct behavior, 

including what she thought and how she felt internally and physically. When scary 

people in the community started to speak loudly, it escalated to saying derogatory 

or threatening things, then to pushing, punching, beating, or other forms of physical 

violence including using knives. When these events occurred Linn thought that 

something terrible would happen such as someone dying, maybe even her, her 

friends or family members. This made her muscles tense up and her head hurt, and 

she felt “trapped, like I have to get out but I can’t.”

In contrast, at the shelter or school, when adults used stern voices that made her 

feel like “something terrible might happen,” she was able to recognize that nothing 

terrible ever really happened in these situations. Through her therapy, Linn saw that 

the stern voices were just reminding her of what happened at the brothel. When 

adults raised their voices, no one got hit, beaten up, or physically hurt. Similarly, 

when Linn’s peers argued, they never ended up physically fighting. Linn was then 

able to acknowledge that “kids argue all the time and nothing that bad happens.” 

Linn said that she knew these situations were not dangerous, but it was still really 

hard for her to not feel the “need to get out” feeling at the time they were 

happening.

When the housemother and one other shelter staff heard the details of Linn’s 

traumatic experiences, they gained a different perspective. They now recognized the 

similarity between what Linn had been through at the brothel, and some of what 

was just part of “normal child care.” The therapist validated their desire to assure 

that Linn was a well-behaved and respectful young girl, and that they had simply 

misunderstood what her behaviors meant. Now that Linn had told them her story, 

they could help her even more. They were very eager to help Linn so the counselor 

discussed how staff could start implementing positive parenting strategies, 

including how they could support Linn in recognizing the difference between 

innocuous trauma reminders and real danger.

TF-CBT Practical Strategy #4: Providing Advocacy

Therapists often advocate for youth to receive other needed community services (e.g., 

educational, health, shelter, food, sanitation, etc.) that contribute to their safety and well-

being. This varies in many settings within the United States depending on how many service 

providers are involved with the family. For example, some therapists are able to leave most 
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of the “searching and finalization” of advocating different services to a caseworker or other 

individual with this role. However, at times, the therapist is the only person involved and, 

thus, advocacy might take on a small portion of the session time and would be focused on 

skill building and empowering the youth or family to learn how to gain access to other 

services. For example, a therapist may help a client write a list of all the little steps needed to 

finding a suitable home for her and her child. They may do step 1 together (e.g., making a 

phone call in session and arranging an appointment), and agree which steps the client can do 

on his or her own during the week. In low-resource settings, this advocacy may include 

obtaining, or in some cases creating, a list of organizations that provide different services, 

such as shelter (a community-based organization or church that takes families in for a short 

period of time), or food (a World Food Program site).

Case Example: Elizabeth, her five siblings, and their mother were living in a small 

hut in a compound in Zambia. Elizabeth began TF-CBT after disclosing that an 

older neighbor raped her. Elizabeth’s father had recently passed away after being ill 

for a long time with HIV/AIDS. The family was struggling to survive with limited 

resources, and Elizabeth and two other older siblings had to stop attending school 

to work. It was on her way to work each day that Elizabeth came into continuous 

contact with this older neighbor. From the beginning, the mother explained to the 

counselor that she wanted to be involved, but mostly she wanted to move away 

from the area where they lived, or at least have Elizabeth move away for a time so 

she would not have to see this neighbor every day on the way to work. The mother 

had other goals such as allowing her children to return to school, and selling more 

of the textiles she made. In addition to spending time on a detailed safety plan for 

Elizabeth, the counselor also provided some advocacy for the family. Specifically, 

the counselor was able to give the mother a list of local resources that provided 

different help to families in need. They went through the list together with the 

counselor asking the mother to circle the ones that she felt may be able to help her 

achieve her goals. One of the places on the list was a church sponsored shelter with 

a school at its location. The counselor and mother discussed whether that may be a 

place that Elizabeth could stay at for some time to enhance her safety while we 

completed TF-CBT. The mother was hesitant to ask for help and said she didn’t 

know when she “would get around to doing that.” The counselor helped her come 

up with a list of small steps she would need to do first including: (a) call the shelter 

to arrange a visit, (b) request a visit on a Wednesday since this was the only day her 

auntie could help with the other children, (c) save minibus fare this week to assure 

she had the money to get to the shelter and back, and (d) once she had the date, 

speak to her auntie to watch the other children. The mother said, “ok, this seems 

easier now and I would very much like Elizabeth to be safe, and go to school again. 

She is such a clever child.” The counselor and mother did the first step together, 

and the mother completed the others on her own. The following week, Elizabeth 

was at the shelter and not having to see the neighbor each day. The counselor 

continued her advocacy and helped the mother throughout TF-CBT to find other 

services she needed, and break these tasks down into small steps.
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TF-CBT in Contexts of Continuous Trauma

This article outlined four strategies for applying TF-CBT in cases where there is continuous 

trauma. Our projects, research, and clinical work have found that even in the face of 

continuing trauma, TF-CBT along with such applications can contribute to improvement in 

mental health, resilience, and adaptive functioning. Contrary to concerns about using 

exposure-based treatments for youth experiencing ongoing trauma, with strategies like those 

above, TF-CBT led to significantly greater improvement in anxiety and PTSD symptoms for 

youth experiencing domestic violence in the CRAFT Project (Cohen, Mannarino, & Iyengar, 

2011), multiply traumatized youth across California (CIMH, 2010), and youth experiencing 

domestic violence, sexual abuse, and multiple traumas in the Zambia projects (Murray et al., 

2010).

Data from the CRAFT Project (see details in Cohen, Mannarino, & Iyengar, 2011) offer 

potential explanations for mechanisms through which these strategies may aid in the 

effectiveness of TF-CBT in cases with continuous trauma. Three significant predictors of 

treatment outcome were found in this study (Cohen & Mannarino, 2010; Cohen, 2011). 

Each is discussed here briefly in the context of the strategies that have been described above. 

For all, TF-CBT treatment predicted greater improvement in both the mediator and youth 

outcome, relative to Child-Centered Therapy (Cohen, 2011).

First, improvement in parental depression as measured by the Beck Depression Inventory-II 

significantly predicted improvement in youth anxiety as assessed by the Scale of Children’s 

Anxiety Related Emotional Disorders (p < .01; Cohen & Mannarino, 2010; Cohen, 2011). 

The strong focus in TF-CBT on parental engagement, helping parents to acknowledge and 

support their youth, and on correcting parental maladaptive cognitions, may have 

empowered parents to more effectively validate, protect and support their youth, thus 

decreasing youth anxiety.

Second, improvement in youth’s trauma-related maladaptive cognitions as measured by the 

Children’s Attributions and Perceptions Scale significantly predicted improvement in youth 

depressive symptoms as assessed by the Children’s Depression Inventory (p < .01; Cohen, 

2011; Cohen & Mannarino, 2010). The emphasis during the trauma narrative on addressing 

maladaptive cognitions related to ongoing traumas is likely critical in this regard; but we 

believe that some of the other strategies described above may also have contributed to 

correcting youth’s maladaptive cognitions and, thus, to resolving depressive symptoms. The 

initial focus on safety is often critical in at least starting the process of challenging more 

global or permanent beliefs about danger. The extent to which parental engagement 

contributes to increased parental acknowledgment, validation of the youth’s reality and 

correction of parental maladaptive cognitions, can also critically support more adaptive 

youth cognitions and, thus, diminish youth depression.

Third, improvement in general parental distress as assessed by the Brief Symptom Inventory 

led to significant improvement in youth cognitive functioning as assessed by the Kaufmann 

Brief Intelligence Test (p < .002) and improvement in parents’ use of effective parenting 

strategies as measured by the Parenting Practices Questionnaire (Cohen, 2011; Cohen & 

Mannarino, 2010). These significantly predicted improvement in youth PTSD hyperarousal 
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symptoms as assessed by the Schedule for Affective Disorders and Schizophrenia for 

Children and Adolescents, Present and Lifetime Version (p < .007). These findings reinforce 

the critical role of parents in generally improving youth outcomes. In particular, the strategy 

of attending to effective parental engagement by validating that parents experiencing 

ongoing trauma are also victims, and providing effective safety and coping strategies to 

parents as well as to youth, may all be important in reducing parents’ general distress. The 

exact connection between parental distress and youth cognitive functioning is unclear, but as 

noted above, acute emotional arousal is incompatible with optimal cognitive functioning. 

Youth who are acutely worried or believe they must be hypervigilant due to extreme parental 

distress are unlikely to function well cognitively or to prioritize school-work. When parental 

functioning improves, their children often do better as well. TF-CBT routinely develops 

specific parenting strategies for problematic trauma-related behaviors. For youth with 

ongoing traumas, the additional focus during safety, parental engagement, and the trauma 

narrative components to help parents recognize their youths’ trauma-related behaviors as 

such rather than signs that the youth is a “bad kid” or future perpetrator, may be particularly 

critical to enabling parents (such as Sonkwe’s) to implement appropriate rather than harsh 

parenting strategies and, thus, to decrease youth hyperarousal symptoms.

It is important to note that this article represents a collection of thoughts and perspectives 

from ongoing work of community agencies, therapists, and trainers. Case examples are 

useful to highlight ideas and techniques. Future research may include a scientific evaluation 

of outcomes when particular strategies are used or not incorporated. Qualitative studies done 

within projects or studies focused on populations experiencing continuous trauma would 

provide more formal insight into the therapists and clients’ perspectives on how TF-CBT 

functions with ongoing traumas.

Summary

Through collaborating with local community members, stakeholders, and therapists, TF-

CBT applications specific to continuous trauma cases have been implemented. The 

strategies discussed in this article include: (a) prioritizing safety, (b) enhancing engagement, 

(c) helping to differentiate real danger from trauma reminders, and (d) providing advocacy. 

With the help of these strategies, youth and their families experienced significant 

improvement in mental health symptoms and functioning. Utilizing such techniques allows 

us to maintain safety (and perhaps enhance it) while simultaneously offering efficacious 

treatment to families that find themselves in “stably unstable” situations. As opposed to 

“waiting” for unstable situations to change, therapists and counselors should continue to be 

creative about how to use various applications in continuous trauma cases, while still 

providing an evidence based treatment like TF-CBT that reduces mental health symptoms 

and increases functioning.
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