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Abstract
The period from birth to age six represents a time of significant risk for exposure to trauma. Following trauma exposure, children
may experience significant negative and lasting psychological, cognitive, and physical effects. Over the last two decades, the
demand for and availability of evidence-based treatments (EBTs) for children under the age of six who have experienced trauma
has dramatically increased. Three of the most well-supported and widely disseminated EBTs for early childhood trauma are
Trauma-Focused Cognitive Behavioral Therapy, Parent-Child Interaction Therapy, and Child-Parent Psychotherapy.
Increasingly, clinicians are receiving training in more than one EBT. This paper provides an overview of each intervention;
presents clinicians with various child, caregiver, and environmental factors to consider when deciding amongst these three EBTs;
and applies these considerations to three composite cases.
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Introduction

Early childhood presents an especially risky period of devel-
opment with respect to exposure to trauma. Annual data from
the National Child Abuse and Neglect Data System consis-
tently indicates that children birth to age six are at the greatest
risk for experiencing child abuse and neglect (U.S.
Department of Health and Human Services 2018) with this
age group accounting for 78.5% of all substantiated cases in
2016, the most recent year for which statistics are available.
Furthermore, children birth to age six account for approxi-
mately 60% of children with direct exposure to domestic vio-
lence (Fantuzzo and Fusco 2007). Children birth to age five
also are disproportionately more likely than children of other
age groups to be hospitalized and die from injuries related to

submersion and drowning, burns, falls, poisoning, suffocation
and choking (Grossman 2000).

There are significant and lasting psychological, cognitive,
and physical outcomes for young children following trauma
exposure. Cross-sectional studies of infants, toddlers, and/or
preschoolers suggest that traumatized children under age six
are at increased risk for developmental delays, lower cognitive
functioning, mental health difficulties, and trauma symptoms
such as high levels of fussiness, increased crying, sleep dis-
turbance, difficulty regulating emotions and behavior,
clinginess and separation anxiety, posttraumatic play, restric-
tive play or environmental exploration, temper tantrums, and
regression from previously acquired developmental skills
(Mongillo et al. 2009; Pears and Fisher 2005; Scheeringa
et al. 2003). These findings are consistent with prospective
studies which find that infants, toddlers, and/or preschool
age children exposed to trauma are at risk for deficits in social
and daily living skills, internalizing and externalizing prob-
lems, cognitive deficits, and symptoms of posttraumatic stress
disorder (PTSD; Enlow et al. 2013; Keiley et al. 2001;
Scarborough and McCrae 2010).

Fortunately, over the last 20 years, the availability of
evidence-based treatments (EBTs) for children under the age
of six who have experienced trauma has surged. Along with
increasing availability, demand has also increased as some
states have recognized the specialized care that is required to
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work with very young children and their families.
Increasingly, states are beginning to consider or implement
infant mental health endorsements, certifications, and/or
higher reimbursement rates for providers who use EBTs to
treat children in this age group (Cohen et al. 2013; Zero To
Three 2016). Three of the most well-supported EBTs for trau-
ma in early childhood are Trauma-Focused Cognitive
Behavioral Therapy (TF-CBT; Cohen et al. 2017), Child-
Parent Psychotherapy (CPP; Lieberman et al. 2015), and
Parent-Child Interaction Therapy (PCIT; Funderburk and
Eyberg 2011). Large-scale dissemination projects have been
undertaken to disseminate TF-CBT (Sigel et al. 2013), PCIT
(Scudder et al. 2017), and CPP (Joy Osofsky, personal com-
munication, April 16, 2018).

Within our small, mostly rural state, we disseminate all
three of these interventions statewide through the Arkansas
Building Effective Services for Trauma (ARBEST), a pro-
gram sponsored by the state legislature to improve outcomes
of traumatized children throughout the state through collabo-
ration among the University of Arkansas for Medical Sciences
Psychiatric Research Institute; Commission on Child Abuse,
Rape and Domestic Violence; and Children’s Advocacy
Centers of Arkansas. ARBEST, initiated in 2009, trains men-
tal health professionals, child advocacy center advocates,
child welfare staff and other stakeholders in evidence-based,
trauma-informed practices including TF-CBT, PCIT, and
CPP; helps coordinate and support mental health services pro-
vided in CACs and in the community for traumatized chil-
dren; and monitors outcomes for traumatized children and
their families. The authors of this manuscript are trainers in
at least one of the EBTs disseminated by ARBEST and par-
ticipate in training therapists throughout our state in TF-CBT,
PCIT and/or CPP through in-person trainings and ongoing
phone consultation throughout the duration of the training
period.

Since 2013, when ARBEST began disseminating more
than one EBT, 79 clinicians within our state have been trained
in two or more EBTs for early childhood trauma, with many
more having been placed on waiting lists to receive training in
an additional EBT. Naturally, clinicians routinely inquire as to
how to decide which trauma treatment to use. Osofsky and
colleagues (Osofsky et al. 2017) have provided guidance for
how clinicians may decide amongst CPP, PCIT and a home-
based intervention called Attachment and Biobehavioral
Catch-up (Dozier et al. 2014), but no such guidance exists
for providers who may find themselves choosing amongst
TF-CBT, CPP, and PCIT. Given that TF-CBT is the most
widely disseminated EBT for childhood trauma with 20 ran-
domized controlled trials completed to date (Cohen et al.
2017), this guidance is necessary. This paper first provides
an overview of the three interventions, then offers consider-
ations for clinicians when selecting amongst them, and then
applies these case considerations to three composite cases. As

such, client names and demographic information have been
altered. We close by offering implications for training.

Trauma-Focused Cognitive Behavioral
Therapy

Trauma-Focused Cognitive Behavioral Therapy (Cohen et al.
2017) is an evidence-based and manualized treatment for chil-
dren ages three to 18 who present with posttraumatic stress
symptoms related to any type of traumatic event they may
have experienced or witnessed. However, it is not necessary
for a child to have a full diagnosis of PTSD to participate in
TF-CBT. TF-CBT is typically delivered in 12 to 16 weekly
sessions. In reviews of research on treatment for children with
posttraumatic stress symptoms (i.e., Chadwick Center for
Children and Families 2004; Chadwick Center for Children
and Families and Child and Adolescent Services Research
Center 2018; Saunders et al. 2004; Silverman et al. 2008),
TF-CBT was the only treatment given the highest rating
(i.e., evidence-based practice) in all of the reviews. Due to
TF-CBT’s positive outcomes in children with a history of
trauma and posttraumatic symptoms, large-scale dissemina-
tion is under way across the country through a variety of
projects with differing funding sources (Sigel et al. 2013).

For children ages three through five, TF-CBT has dem-
onstrated efficacy in reducing child PTSD symptoms, de-
pression, anxiety, and behavior problems (Cohen and
Mannarino 1996; Cohen and Mannarino 1997; Deblinger
et al. 2011; Mannarino et al. 2012; Scheeringa et al. 2011).
For this age range, TF-CBT has also been shown to im-
prove parenting skills and parental support of the child, as
well as reduce parental distress (Deblinger et al. 2011;
Mannarino et al. 2012). The therapeutic components of
TF-CBT include psychoeducation about trauma; parenting
skills; development of relaxation and other coping skills;
feelings identification; understanding the links among
thoughts, feelings and behaviors; narration of the traumat-
ic event(s) which have been witnessed or experienced by
the child and verbally processing associated thoughts, feel-
ings and behaviors; gradual exposure to reminders of the
traumatic event(s) in an effort to teach the youth how to
manage being exposed to such reminder(s); conjoint
caregiver-child work; and enhancing safety/prevention
skills. Most sessions are divided equally between the child
and the caregiver with the therapist conducting a session
with each person alone. However, some sessions are con-
ducted as conjoint sessions in which the child, caregiver,
and therapist are all present. TF-CBT is structured and
directly focuses on the impact of traumatic stress. It is
consistent with the principles of cognitive-behavioral, ex-
posure, and parenting therapies that are widely accepted
by mental health professionals.

Journ Child Adol Trauma (2019) 12:515–528516



Parent-Child Interaction Therapy

Parent-Child Interaction Therapy (Eyberg and Funderburk
2011) is an evidence-based, manualized treatment for children
ages two to seven with disruptive behavior problems, includ-
ing those with trauma histories and/or posttraumatic stress
symptoms, and their caregiver(s). The Chadwick Center for
Children and Families and Child and Adolescent Services
Research Center’s California Evidence-Based Clearinghouse
for Child Welfare ( 2018) rates PCIT as Bwell supported by
research evidence,^ its highest rating.

PCIT has consistently been shown to reduce disruptive
behavior problems in children (Herschell et al. 2002; Ward
et al. 2016). It has also been shown to improve parenting
skills, increase the warmth of the caregiver-child relationship,
and decrease parenting stress (Bjorseth and Wichstrom 2016;
Danko et al. 2016; Timmer et al. 2005). Timmer et al. (2010)
have shown that PCIT decreases both internalizing and exter-
nalizing symptoms in children exposed to trauma, indicating
that PCIT can help reduce trauma reactions beyond disruptive
behavior. Finally, Pearl and colleagues (Pearl et al. 2012)
found that PCIT can reduce trauma-related symptoms without
making any adaptations to the treatment model.

PCIT is conducted in two phases, both of which use direc-
tive therapist coaching to guide the caregiver toward skill
mastery in real-time, play-based situations with the child.
The first phase, Child-Directed Interaction (CDI), focuses on
increasing the caregiver’s positive attention skills and
strengthening the warmth of the caregiver-child relationship.
The second, Parent-Directed Interaction (PDI), focuses on in-
creasing the caregiver’s consistent, appropriate use of disci-
pline, using a specialized form of time-out as the contingency
for child noncompliance. Each phase is mastery-based rather
than time-limited, resulting in varying lengths for PCIT across
families, although a typical estimate is 12 to 16 weekly ses-
sions (McNeil and Hembree-Kigin 2010). Each phase begins
with a caregiver-only didactic session; all other sessions re-
quire both the child and the caregiver(s) to be present, as PCIT
is based entirely on dyadic interactions. In addition, the dyad
is assigned Bhomework^ in the form of a daily, five minute
play time in which the caregiver intensively practices the
PCIT positive attention skills.

Child Parent Psychotherapy

Child Parent Psychotherapy (Lieberman et al. 2015) is a rela-
tionship-based, dyadic intervention that targets emotional and
behavioral concerns in children birth through five years of age
who have experienced trauma. It is listed as an evidence-based
treatment on the Substance Abuse andMental Health Services
Administration National Registry of Evidence-Based
Programs and Practices (2010) and designated as BLevel 2,

supported by research evidence^ on the California Evidence-
Based Clearinghouse for Child Welfare (Chadwick Center for
Children and Families and Child and Adolescent Services
Research Center 2018). CPP has demonstrated efficacy in
improving attachment quality (Lieberman 1991; Toth et al.
2006); child cognitive development (Cicchetti et al. 2000);
child posttraumatic stress symptoms, depressive symptoms,
and behavior problems (Ghosh Ippen et al. 2011; Cicchetti
et al. 2011); child physiological regulation (Lieberman et al.
2005); and caregiver depressive and posttraumatic stress
symptoms (Ghosh Ippen et al. 2011).

CPP is typically delivered in 20–25 weekly sessions, can be
practiced in a variety of settings (e.g., in home, in outpatient
clinics, in school environments), and is divided into three
phases: Foundational Phase – Assessment and Engagement;
Core Intervention Phase; and Recapitulation and Termination
(Lieberman et al. 2015). In the Foundational Phase, the clini-
cian aims to build a collaborative working relationship with
caregivers while simultaneously gathering information about
the reason for treatment referral, demographic information, spe-
cific child and parent symptoms, and risk and protective factors
that exist within the family system (Lieberman et al. 2015). In
addition to gathering information, the therapist collaborates
with the parent to incorporate a trauma-informed perspective
regarding the child’s presenting problems and treatment plan.
The therapist and caregiver introduce CPP to the child in the
first Core Intervention session in order to set the trauma frame
for understanding behavior. They discuss how the trauma ex-
perience(s) and the child’s behavioral and emotional reactions
are connected, and give the child permission to tell or show
how he or she feels (Lieberman et al. 2015). During the remain-
der of the Core Intervention Phase, the clinician uses Bports of
entry^ (Stern 1995) which are naturally occurring moments in
session during which it is appropriate to use strategies to inter-
vene in the parent-child system to promote therapeutic progress
towards treatment goals. The primary goals of CPP include
returning children’s development to a typical trajectory, in-
creasing the capacity of the dyad to realistically respond to
threat, re-establishing trust in bodily sensations, restoring reci-
procity within relationships, normalizing the traumatic re-
sponse, increasing differentiation between reliving trauma and
remembering it, and placing traumatic experiences in perspec-
tive (Lieberman et al. 2015). CPP clinicians rely on several
strategies to realize these goals, including promoting develop-
mental progress through play, physical contact, and language;
offering unstructured reflective developmental guidance;
modeling appropriate protective behavior; interpreting feelings
and actions; providing emotional support and empathic com-
munication; and providing crisis intervention, case manage-
ment, and concrete assistance (Lieberman et al. 2015). The
Termination and Recapitulation Phase involves shifting the fo-
cus from areas of problem to areas that have positively changed
since treatment began, acknowledging that treatment is ending,
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and processing feelings associated with the end of treatment
(Lieberman et al. 2015).

Considerations when Selecting an EBT

Considerations for EBT selection may be grouped into three
main categories: child factors, caregiver factors, and environ-
mental factors. Child factors include the child’s age, develop-
mental level (particularly with regard to speech and language),
size, type of symptoms (trauma, behavioral, emotional, rela-
tional, etc.), timeline of symptoms, stability of symptoms, and
the ability to verbalize aspects of the traumatic event.
Caregiver factors include the availability of a supportive care-
giver to participate in services, the offending status of the
caregiver (i.e., whether the caregiver perpetrated abuse against
the child), primary concern of the caregiver, and parent’s level
of impairment related to traumatic and/or other psychiatric
symptoms. Environmental factors include the stability of the
child’s placement, case plan goal and visitation frequency (for
children engaged in the child welfare system), and the use of
other trauma treatment modalities within the same family. See
Table 1 for a list of sample questions clinicians may ask

themselves when selecting amongst TF-CBT, PCIT, and
CPP. Clinicians should consider all factors (child, caregiver,
and environmental) simultaneously as they relate to a partic-
ular case prior to selecting a treatment. For some cases, differ-
ent factors may become more salient and weighted more
heavily in the decision-making process, as will be illustrated
using the composite case descriptions below. Although a sim-
ple guidance system such as a flow diagram to help clinicians
to select a treatment may initially appear most helpful, our
work with these families has demonstrated that the multiple
factors which must be considered simultaneously are too com-
plex to be represented in this way.

Considerations for Selecting TF-CBT

Child Factors As mentioned previously, TF-CBT is an
evidenced-based treatment for children ages three to 18 who
have experienced any type of potentially traumatic event(s)
and who are currently showing symptoms of posttraumatic
stress, though a full diagnosis of PTSD is not necessary to
proceed with TF-CBT. In order to implement TF-CBT, a child
must have the verbal level of a two-and-a-half year-old child
(Deblinger et al. 2017). TF-CBTmay proceed with children of
any size. Additionally, the child must have a memory of their
traumatic experience(s) and, to some degree, be able to ver-
bally express this memory and its impact (Deblinger et al.
2017).

A child may present with other emotional, behavioral, and/
or social relatedness symptoms in addition to posttraumatic
stress symptoms, as comorbidity is common for children with
posttraumatic stress symptoms. For some children, comorbid
symptoms of anxiety, depression, behavior problems, and/or
social relatedness may have occurred after the traumatic
events, and may be explained by a diagnosis of PTSD or the
failure of the child’s environment or support system following
the traumatic event (i.e., a caregiver becomes so overwhelmed
with his or her child having been sexually abused that he or
she has significant difficulty setting limits so as to not cause
the child further upset which has resulted in behavior prob-
lems). In order to proceed with TF-CBT, posttraumatic stress
symptoms should be causing the greatest impairment and
thus, are the primary treatment need (Cohen et al. 2017).
Comorbid symptoms that occur in response to the trauma
may be reduced when posttraumatic stress symptoms are ef-
fectively addressed with TF-CBT (Cohen and Mannarino
1996; Cohen and Mannarino 1997; Deblinger et al. 2011;
Mannarino et al. 2012; Scheeringa et al. 2011).

Alternatively, if comorbid symptoms preceded the traumat-
ic event(s), a child may continue to experience the comorbid
symptoms after completing TF-CBT, although some improve-
ment is possible. If the child has frequent or impairing comor-
bid symptoms which require immediate focus and prioritiza-
tion, an alternative intervention may be appropriate prior to

Table 1 Sample clinical questions that inform treatment selection

Consideration Question

Child What is the age of the child?

What is the developmental level of
the child’s speech and language functioning?

What is the physical size of the child?

What types of symptoms (e.g., posttraumatic
stress, emotional, behavioral, relationship)
are present? Which are most impairing?

Did the symptoms start before or after
the trauma?

Has the symptom presentation changed
over time? How?

Can the child verbalize memories of the trauma?

Caregiver Is there a supportive caregiver available to
participate in treatment with the child? Who?

Will an offending caregiver participate in treatment?

What is the primary concern of the caregiver(s)?

What is the level of impairment of the caregiver’s
symptoms? Is the caregiver
able to hear the child’s trauma?

Environmental How stable is the child’s placement?

What is the case plan goal?

How often does the child have visits with
his or her biological parent(s)? What are
these visits like? Does the child show
symptoms before, during, and/or after these visits?

What other trauma treatments are being
used in the family?
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initiating TF-CBT (Cohen et al. 2017). For instance, a child
who is showing significant disruptive behavior (e.g., frequent
aggressive behavior, defiance, oppositionality) across settings,
who experiences frequent daycare/school suspensions, and
who is in danger of expulsion may need a treatment that pri-
marily targets disruptive behaviors, such as PCIT, to increase
daycare/school placement stability, and prosocial behaviors.
Although, the parenting component of TF-CBT effectively
reduces disruptive behavior, some children with high levels
of disruptive behaviors may require a specialized treatment to
reduce these symptoms (Cohen et al. 2017). After the disrup-
tive behaviors decrease, the child may benefit from TF-CBT if
impairing symptoms of posttraumatic stress remain.

Caregiver Factors TF-CBT is appropriate for children with
posttraumatic stress symptoms and their non-offending care-
giver(s; Deblinger et al. 2017). A Bcaregiver^ is broadly de-
fined and can include any primary caregiver active in the
child’s life (e.g., biological parent, foster/adoptive parent, ex-
tended family member, etc.). In order to participate, the care-
giver must be generally stable, safe, supportive and available
to help the child apply the skills learned in sessions to other
environments (Deblinger et al. 2017). TF-CBT may be imple-
mented without a caregiver if an appropriate caregiver cannot
be identified (Cohen et al. 2017). However, outcome data
suggest that although children’s posttraumatic stress symp-
toms may reduce, children’s behavior problems may be unaf-
fected if a caregiver is not included in TF-CBT (Deblinger
et al. 1996; Deblinger et al. 1999).

Caregivers who share the child’s trauma history (e.g., do-
mestic violence, traumatic loss, motor vehicle accidents) or
who have unique trauma histories may experience reductions
in their own posttraumatic stress symptoms, emotional dis-
tress, and depression by participating in TF-CBT with their
children (Cohen et al. 2004a, b, 2006; Deblinger et al. 2006).
However, some caregivers may be so impaired by their own
symptoms and/or distress that they find it difficult to focus on
the child’s experience and symptoms. Such caregivers may
require their own individual therapy services to make signifi-
cant reductions in posttraumatic stress symptoms or other
emotional or behavioral difficulties, or make improvements
in safety and stability prior to participating in TF-CBT
(Cohen et al. 2017). In these situations, an alternate caregiver
may participate in TF-CBT until the other caregiver can make
necessary treatment gains in his or her individual services.

Some caregivers may be most concerned about the child’s
posttraumatic stress symptoms, whereas others may be most
concerned about the child’s emotional or behavioral symp-
toms and his or her ability to manage them. Certain compo-
nents within TF-CBT may need to be emphasized to meet the
needs of the family, based on the clinician’s judgment (Cohen
et al. 2017). For instance, parenting work may become a large
focus early and frequently throughout TF-CBT for families

most concerned about problem behaviors. However, when
children present with extremely high levels of emotional or
behavioral symptoms and the caregiver reports high levels of
distress in managing these symptoms, an alternative effective
treatment may be needed prior to initiating TF-CBT (e.g.,
PCIT; Cohen et al. 2017).

TF-CBT is not designed to be used with offending care-
givers except in very rare cases (see Deblinger et al. 2017 for a
detailed review). Therefore, offending caregivers are not typ-
ically included in TF-CBT treatment and never in instances
where the caregiver physically abused, sexually abused, or
neglected the child (Deblinger et al. 2017). In TF-CBT cases
in which the child is in the custody of child welfare, treatment
developers recommend that the child complete TF-CBTwith a
non-offending caregiver such as a foster parent (Deblinger
et al. 2017). According to Deblinger and colleagues
(Deblinger et al. 2017), if, after TF-CBT is complete and re-
unification with the offending caregiver is proceeding, the
child and offending caregiver should be referred to an effec-
tive treatment designed to meet the needs of both the child and
caregiver such as Alternatives For Families Cognitive
Behavioral Therapy (AF-CBT; Kolko 1996), Combined
Parent-Child Cognitive Behavioral Therapy (CPC-CBT;
Runyon and Deblinger 2014), PCIT (Eyberg and
Funderburk 2011), or SafeCare (Gershater-Molko et al.
2002). Additional implementation guidance for using TF-
CBT with children in the custody of child welfare, such as
how to proceed with TF-CBTwhen a child has visitation with
an offending parent or under what circumstances a biological
parent may participate in TF-CBT, is extensively described
elsewhere (e.g., Deblinger et al. 2017).

Environmental Factors In order to proceed with TF-CBT, the
child’s environment should also be fairly safe and stable
(Deblinger et al. 2017). For instance, if a placement change
is imminent, TF-CBT may be delayed until the child is in the
new placement (Deblinger et al. 2017). However, in situations
where a move may be possible but is not imminent, treatment
developers recommend proceeding with TF-CBT because it
may serve to stabilize the placement by giving the child con-
crete skills to manage his or her difficulties, and provide foster
parents with skills for understanding what the child has expe-
rienced and how to manage the child’s problem behavior
(Deblinger et al. 2017).

If the child’s current home, school, or community environ-
ment is unsafe prior to the initiation of TF-CBT, therapists
should consider if and how to proceed with TF-CBT. For
example, if the child is actively experiencing ongoing physical
or sexual abuse prior to the start of TF-CBT, TF-CBT would
be inappropriate to initiate. Clinicians should follow all man-
dated reporting laws and work with the family to increase
safety. If posttraumatic stress symptoms are present after the
traumatic event ends, then TF-CBT may be appropriate.
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There may be occasions when implementing TF-CBT may
be appropriate when there is a risk of further trauma, but abuse
is not actively ongoing. For example, it is possible to imple-
ment TF-CBT in some instances of community or domestic
violence when the threat of violence is present but violence is
not ongoing (e.g., a parent and child have moved away from
the abuser but the abuser has threatened to find them), because
there may never be a time when the threat of violence ends
entirely (Cohen et al. 2011; Murray et al. 2013). In situations
such as this, TF-CBT may help the child and caregiver en-
hance safety, more accurately perceive danger, distinguish be-
tween true danger and generalized trauma reminders, ac-
knowledge traumatic events, and process traumatic events
(Cohen et al. 2011; Murray et al. 2013).

For children in the custody of child welfare, TF-CBT may
proceed with a non-offending caregiver, often a foster parent,
regardless of the case plan goal or visitation frequency
(Deblinger et al. 2017). However, the manner in which TF-
CBT is implemented may change depending on whether vis-
itation is ongoing, the child’s biological caregiver is meeting
requirements of the case plan, and/or reunification is likely.
For instance, the TF-CBT therapist should monitor the impact
of the child’s visits with biological parents on the child’s func-
tioning, help the child apply skills learned in TF-CBT during
visits (as needed), discuss the impact of the visits with the
child in session, and support the caregiver’s ability to help
the child use coping skills prior to, during, and after visits
(Deblinger et al. 2017). As mentioned previously, there are
special considerations for involving a biological parent in
treatment when courts decide that reunification will occur
during the course of TF-CBT (see Deblinger et al. 2017, for
a review).

In situations in whichmultiple children from the same fam-
ily are seeking treatment, it is important that clinicians consid-
er other treatment models that may currently be used, or are
proposed to be used in the family prior to selecting TF-CBT.
For instance, TF-CBT takes a structured approach which di-
rectly addresses the impact of traumatic stress. This is similar
to the structured approach used in PCIT which directly ad-
dresses disruptive behavior. However, this structured and di-
rected approach differs from the non-directive and reflective
approach used in CPP. Switching between these two ap-
proaches may be challenging for caregivers.

Considerations for Selecting PCIT

Child Factors As described by McNeil and Hembree-Kigin
(2010), PCITwas originally developed for children ages three
to five, and is typically appropriate for children ages two to
seven. However, the developmental level of the child, partic-
ularly with regard to speech and language, is a more important
consideration than the child’s chronological age. The skills
taught in CDI, the first phase of PCIT, are appropriate for

use with children beginning in infancy, and variations of
PCIT for infants and toddlers have been developed (e.g.,
Kohlhoff and Morgan 2014). However, to implement PCIT
as described in the manual (Eyberg and Funderburk 2011),
children need the developmental capacity to understand Bif-
then^ commands, which typically develops around 24–
30 months of age (McNeil and Hembree-Kigin 2010).
Therefore, children whose language development is similar
to that of typically-developing two-year-olds are usually con-
sidered appropriate for PCIT.With older children, an addition-
al consideration in PCIT is the size of the child. Because many
children initially refuse to comply with the time-out procedure
in PDI, it is frequently necessary for the parent to carry the
child to the time-out chair or backup area. Therefore, the child
should be small enough for the parent to lift and carry.
Although rarely the case in the five-and-younger age range,
some children may be too large to be transported in this way,
particularly if parents havemobility difficulties. In these cases,
PCIT may be more challenging, and the therapist’s level of
experiencemay be an important consideration. For example, it
may be helpful for the therapist to be sufficiently experienced
to implement PCIT with modifications as described by
McNeil and Hembree-Kigin (e.g., a Bhands-off time-out
procedure^).

In terms of symptoms, PCIT is appropriate when a child
has clinically significant externalizing behavior problems, as
noted above. These behavioral difficulties may have devel-
oped prior to or after the child’s trauma. Also as noted above,
other symptoms, such as anxiety, mood difficulties, or post-
traumatic stress, may also be present. However, PCIT does not
include direct processing of traumatic experiences, so it is not
necessary for the child to remember the trauma or be able to
discuss it verbally. Among children who receive PCIT, the
child’s behavioral difficulties may make other types of treat-
ment excessively difficult until the child’s behavioral symp-
toms reduce. For example, an oppositional child with a trauma
history may refuse to engage in relaxation or other skill prac-
tice in TF-CBTor refuse to play in CPP. In some cases, a child
whose initial behavioral difficulties preclude another form of
treatment may be able to participate in this treatment if it is still
needed after PCIT is complete (Cohen et al. 2017; Gurwitch
et al. 2017). For instance, a child whose disruptive behaviors
required PCIT initially may then benefit from TF-CBT for
continued posttraumatic stress symptoms such as re-
experiencing. Finally, PCIT may be recommended in some
cases in which behavioral problems are milder, but significant
challenges exist within the caregiver-child relationship
(McNeil and Hembree-Kigin 2010). This can include physi-
cally abusive parenting, as described in Chaffin and col-
leagues (Chaffin et al. 2004). It may also include other situa-
tions in which the caregiver is in need of direct, Bhands-on^
positive attention and/or child management skills, such as
when forming relationships with newly adopted children or
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when continuing relationships that have previously been
disrupted (e.g., following custody changes, military deploy-
ments, or other caregiver absences; McNeil and Hembree-
Kigin 2010).

Caregiver Factors As noted above, PCIT requires a caregiver
to participate in every session, typically scheduled once per
week. BCaregiver^ is defined broadly; in general, any adult
who has a regular, long-term caregiving role in the child’s life
may participate in PCIT, including biological parents, foster and
adoptive parents, and extended family members who provide
day-to-day care for the child (e.g., grandparents). PCIT is most
commonly conducted with a caregiver with whom the child
lives full time. However, several other living situations are ap-
propriate for PCIT as well. Examples include an extended fam-
ilymemberwho has care of the childwhile the parent is working
or a non-custodial biological parent with regular visitation (see
below for more details regarding visitation schedules).

PCIT is not recommended for use with sexually offending
caregivers, but can be used with caregivers referred following
physical abuse or neglect. Multiple studies (Chaffin et al.
2004; Kennedy et al. 2016) have found significant reductions
in physical abuse risk factors or recidivism following PCIT. In
addition, intergenerational trauma is not uncommon in fami-
lies seeking treatment, including those receiving PCIT.
Parental experience of trauma certainly does not preclude
PCIT, and parents may derive secondary benefit from the in-
creased stability and self-efficacy promoted by PCIT.
However, because PCIT’s primary focus is on child behavior
management, as opposed to parental symptoms, highly salient
caregiver posttraumatic stress reactions may impede PCIT
progress and/or completion (Ware and Herschell 2010).
Clinicians should consider whether an EBT with greater em-
phasis on caregiver trauma or shared caregiver-child trauma,
such as CPP, may be more appropriate in these cases.

Finally, in situations in which multiple symptoms are pres-
ent, such as both disruptive behavior and anxiety, the care-
giver’s greatest concern should be strongly considered when
choosing a treatment. For example, a therapist may consider a
child’s separation anxiety to bemore clinically significant than
behavior problems, but if the caregiver views the behavioral
difficulties as the greater problem, treatment is likely to be
more effective if those difficulties are addressed first (e.g.,
Weisz et al. 2012). Adaptations of PCIT for comorbid condi-
tions have been developed and are in various stages of dis-
semination (see Carpenter et al. 2014 for a review).
Furthermore, because PCIT focuses on strengthening the
parent-child relationship first, comorbid symptoms may be
partially or fully addressed during the course of PCIT
(Chase and Eyberg 2008).

Environmental Factors Finally, several factors in the child’s
environment are relevant when choosing among PCIT and

other EBTs. The stability of the child’s placement is a very
important factor. Because PCIT focuses on strengthening the
caregiver-child relationship, it should not be conducted in sit-
uations in which the relationship is likely to end (e.g., a foster
placement that is known to be short-term; Gurwitch et al.
2017). Similarly, in situations in which a parent has lost cus-
tody of the child, it would not be appropriate for that parent to
participate in PCIT as it is only appropriate if there is a case
plan goal of reunification (Gurwitch et al. 2017). However, a
different caregiver (e.g., foster parent) may participate with
the child. Even when the goal is reunification with the parent,
the parent must have sufficient contact with the child to con-
duct and practice PCIT. At a minimum, the parent must be
permitted sufficient unsupervised contact with the child so
that weekly therapy appointments are possible (McNeil and
Hembree-Kigin 2010). However, because outside-session
practice is also a vital part of PCIT, Campbell et al. (2014)
recommend that the parent have at least three visits per week
in addition to the therapy session. Ideally, these visits should
take place in the home environment so that the PCITskills can
be practiced in that context.

An additional environmental factor is the presence of sib-
lings in the home who may also have experienced trauma or
may be experiencing their own behavioral and emotional
symptoms. Several factors should be considered when treat-
ment is recommended for multiple siblings in a family. As
delineated by McNeil and Hembree-Kigin (2010), PCIT is
typically conducted with one child in a family at a time, but
parents are directed to use the skills with other children within
or near the two to seven age range who live in the home as
reductions in behavior problems have been shown in siblings
of children treated with PCIT (Brestan et al. 1997). PCIT is
sometimes pursued for these children following completion of
PCIT with the first identified child. In some situations, differ-
ent children within the same family could participate in sepa-
rate treatment models, such as conducting PCITwith one child
while conducting TF-CBTwith another, because the parenting
component in TF-CBT uses similar strategies to those used in
PCIT, and takes a structured approach. However, in most
cases the same caregiver should not participate in both CPP
and PCIT, because the differing styles of parent-child interac-
tion and therapist stance (i.e., directive versus reflective) could
cause confusion.

Considerations for Selecting CPP

Child Factors CPP is evidence-based for children under the
age of six. Due to its ability to treat children starting at birth,
there are no minimum developmental requirements for partic-
ipation. However, developmental considerations are made in
the delivery of the intervention such that different techniques
may be used depending upon the age of the child. CPP is
designed to treat emotional and behavioral symptoms within
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children who have been exposed to trauma, with an additional
treatment goal of returning children’s development to a more
typical trajectory if delays are noted (Lieberman et al. 2015).
A timeline of symptom presentation and associated trauma
exposure is often challenging to establish in young children,
with many children experiencing potential trauma in-utero
(e.g., maternal substance use while pregnant). Therefore, it is
not necessary to establish that current mental health symptoms
emerged subsequent to trauma exposure to pursue CPP. A
fundamental tenet of CPP is that memory starts at birth and
that pre-verbal memories have an impact on child functioning;
therefore, a child does not need to have the ability to verbalize
trauma memories in order to participate in CPP. Instead, care-
givers and children learn to identify and respond to body-
based dysregulation or other impacts of pre-verbal trauma
(Lieberman et al. 2015).

Caregiver Factors CPP is a dyadic intervention which neces-
sitates the involvement of a caregiver within treatment. CPP is
practiced within a relationship-based framework, and as such,
the primary vehicle for change is the parent-child relationship
(Lieberman et al. 2015). Therefore, parents and children typ-
ically participate in treatment sessions together. During the
initial phase of CPP (Foundational Phase: Assessment and
Engagement), the clinician assesses the needs of each
caregiver-child relationship, understanding that child symp-
toms and attachment are relationship-specific. Indeed, a child
often presents with different needs within different caregiver-
child dyads. CPP can be conducted with one caregiver or
multiple caregivers. If multiple caregivers are identified, ini-
tially they each typically participate with the child in separate
dyadic sessions. Triadic work (e.g., sessions involving both
caregivers and the child) may be considered at a later point in
the intervention (Iwaoka-Scott and Lieberman 2015).

The nature of the caregiver who participates in treatment
with the child varies based on the presenting needs and stabil-
ity of placement, and can include biological parents, foster/
adoptive parents, kinship parents, or other adults that provide
a significant caregiving role for the child. The presenting con-
cerns of the caregiver are obtained in the first phase and, when
appropriate, are framed to be understood in the context of the
traumatic event. As previously noted, the clinician establishes
whether a child is able to participate with a specified caregiver
in CPP during the first phase of the intervention, considering
various factors about the child and caregiver (e.g., stability of
caregiver symptoms and associated impairment, ability of the
caregiver to acknowledge the child’s trauma history;
Lieberman et al. 2015). CPP takes care to explicitly query
caregiver trauma history and mental health symptoms, ac-
knowledging the impact of intergenerational trauma on the
current parent-child dyad and associated child functioning. It
is common for caregivers participating in CPP to endorse
significant posttraumatic stress or depressive symptoms in

addition to other high-risk behaviors such as substance abuse
(Ghosh Ippen et al. 2011; Lieberman et al. 2005). Caregivers
who have perpetrated abuse or neglect against their children
(e.g., physical abuse, environmental neglect) may still partic-
ipate in CPP, with the exception of sexual abuse (Lieberman
et al. 2015). Considerations for Boffending^ caregivers may
differ from those of other caregivers, including the degree to
which they acknowledge their role in the child’s trauma expo-
sure and associated symptoms, or the current safety within the
dyad (Lieberman et al. 2015).

CPP may be contraindicated if a caregiver is not agreeable
to the treatment model (e.g., dyadic sessions, the need to ad-
dress the child’s trauma history) or is experiencing unstable
mental health difficulties that pose significant risk to the safety
of the child (e.g., untreated psychosis, inability to present to
sessions sober; Lieberman et al. 2015). If CPP is not deemed
appropriate, alternative treatments or modifications may be
pursued (e.g., starting with caregiver-only sessions to enhance
safety and provide necessary case management, or focusing
CPP on enhancing safety and building the caregiver-child re-
lationship without trauma processing; Lieberman et al. 2015).

Environmental Factors In addition to child and caregiver fac-
tors, aspects of the environment are also considered when
making treatment decisions (including whether to proceed
with CPP). One such environmental factor relates to physical
safety of the child. CPP may be contraindicated if the child is
currently in an unsafe home environment (e.g., the child has
ongoing contact with a violent caregiver who denies that the
child has experienced trauma; Lieberman et al. 2015). The
stability of placement is also a consideration when choosing
a caregiver to participate in the intervention, particularly for
children involved in the child welfare system or custody dis-
putes between caregivers. CPP has successfully been used as
part of the case plan for child welfare-involved families, with
results demonstrating higher rates of parental reunification
and lower rates of placement disruption (Chinitz et al. 2017).
One indicator of placement stability is the case plan for chil-
dren involved in the child welfare system. For example, if the
goal is parental reunification, the CPP clinician may choose to
begin CPP with the biological parent and the child (Chinitz
et al. 2017). If the goal is termination of parental rights, the
CPP clinician may instead choose to begin CPP with the most
stable caregiver (e.g., a foster parent or pre-adoptive parent).
There is no minimum visitation requirement related to a care-
giver’s ability to participate in CPP, though a CPP clinician
recognizes that attachment is built over multiple interactions
between a child and caregiver, and thus may choose to advo-
cate for increased contact between children and caregivers
when safety is not a concern (Chinitz et al. 2017). CPP addi-
tionally recognizes that building secure attachment within a
caregiver-child dyad, even if the relationship is temporary,
enhances a child’s ability to build healthy relationships in
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the future, and thus a permanent caregiver is not required
(Lieberman et al. 2015).

Finally, it is important to consider treatment needs for the
entire family when making intervention decisions. There are
significant differences among all three models discussed in
this paper related to theoretical orientation regarding processes
of change, therapist stance, requirements of treatment, and
choice of strategies to address mental health symptoms that
would likely make it challenging for a caregiver to participate
in multiple interventions at the same time. For example, all
three treatments address child disruptive behavior, but the
therapist takes a structured, directive stance in PCIT and TF-
CBT whereas a therapist takes a primarily non-directive, re-
flective stance in CPP. This may be confusing for a parent,
whose experience of therapeutic intervention would vary vast-
ly between the interventions.With regard to requirements, TF-
CBT requires the presence of trauma memories that a child
can verbalize and CPP does not, and therefore again could be
confusing for a caregiver when providing the trauma frame-
work needed for trauma processing. Finally, specific, in-the-
moment approaches to address mental health symptoms can
vary, in sometimes contradictory ways, between interventions.
For instance, in response to minor, misbehavior, a PCIT ther-
apist may coach a parent to remove his or her attention in order
to avoid reinforcing the misbehavior, thereby reducing the
frequency of the misbehavior. However, a CPP therapist
may approach the same behavior by helping the parent and
child to engage in a discussion about the meaning of the be-
havior and ways to use body-based regulation strategies to
reduce the frequency of the behavior. In this example, the
PCIT approach removes parental attention to the behavior,
whereas the CPP approach would increase parental attention
to the behavior with the purpose of improving regulation. If
caregivers participate in multiple treatment interventions with
their children, it may be difficult for them to discern when to
use these differing in-the-moment approaches to misbehavior.
Inconsistent responses to misbehavior may unintentionally
serve to maintain the occurrence of the misbehavior.

Case Examples

Case 1 Thomas, age four-and-a-half years, was referred for
treatment after he and his eight year-old sister were removed
from their biological parents’ care eight months ago. Removal
occurred after a neighbor called the police when Thomas’
sister asked her for food and disclosed that she had not eaten
in two days. Both children are noticeably small for their age.
The subsequent child welfare investigation found metham-
phetamine and drug paraphernalia in the home, very little
available food, and squalid living conditions including animal
and human feces on the floor. Both children later tested pos-
itive for methamphetamine in a hair follicle test. Upon remov-
al, Thomas and his sister spent the first two weeks together in

a shelter until a foster family could be identified. They have
remained with the same foster family ever since.

Thomas’ foster parents report that Thomas has intense bed-
time crying episodes in which he calls for his biological moth-
er and sister and is very difficult to soothe, wakes frequently in
the night due to nightmares and has difficulty falling back to
sleep, steals food, is irritable and easily upset, has frequent
toileting accidents, has difficulty separating, and tantrums dur-
ing the day. At daycare drop-off, he regularly clings to his
foster mother and says BDon’t leave me.^ His foster parents
indicated they are most concerned about his nighttime crying
episodes and nightmares due to the toll the sleep disruption is
having on everyone in the household, although they note
some improvement since he arrived in their home.
Following supervised visits with his biological parents, his
foster parents report an increase in bedtime tearfulness, night-
mares, and poor sleep. His foster parents are eager to support
Thomas and his older sister and are willing to participate in
treatment with both children. With his foster parents’ support,
Thomas has already begun weekly speech and occupational
therapy to address developmental delays. His language age
equivalents are three years, four months for receptive lan-
guage and three years, two months for expressive language.
Although the child welfare case plan has been designated as
reunification, Thomas’ biological parents have not consistent-
ly attended once weekly supervised visits and have repeatedly
tested positive for alcohol and methamphetamine despite both
having completed inpatient substance abuse treatment. They
have also failed to attend court-ordered family therapy. In the
latest staffing, the team began discussing the possibility of
recommending a change of the case plan goal to termination
of parental rights at the next court hearing.

Case 1: Treatment Selection When considering which treat-
ment to select, we will first consider child factors. At four
years old, Thomas is within the appropriate age range for
CPP, PCIT, and TF-CBT. Although he has speech and lan-
guage delays, both his receptive and expressive language are
greater than that of a two-and-a-half year-old child which
would suggests all three treatments may be possible to select.
Thomas is a small child, so his size would not be an influenc-
ing factor for participating in any treatment. Thomas appears
to be showing posttraumatic stress symptoms and related
emotional and behavioral difficulties which may be directly
treated with CPP or TF-CBT; the greater salience of emotional
as compared to behavioral symptoms indicate that PCIT may
be less appropriate. The mild improvement in his behavioral
symptoms over the course of his current placement also indi-
cates that an intensive focus on behavioral difficulties is not
currently necessary, again suggesting that a treatment focusing
specifically on trauma reactions may be most appropriate (i.e.,
CPP or TF-CBT rather than PCIT). Thomas’s clingy behav-
iors and crying for his mother and sister suggest he is aware of
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the parental separation and is impacted by it, which further
suggests that either TF-CBTor CPP may be appropriate treat-
ment selections. Thomas’ clingy behavior and difficulty
soothing within the caregiving relationship suggest that a dy-
adic treatment such as CPP, that emphasizes strengthening co-
regulatory capacities of the caregiver and child together, in
addition to promoting sensitive and responsive caregiving,
may be a good fit.

With regard to caregiver factors, Thomas has two care-
givers who appear supportive and eager to participate in his
treatment. Furthermore, his biological parents have been un-
willing to participate in his treatment at this time. All three
treatments are appropriate for use with non-offending and
supportive caregivers, which his foster parents are. Thomas’
foster parents identify his posttraumatic stress symptoms, par-
ticularly his nightly crying, difficulty soothing, nightmares
and problems falling back to sleep as most concerning at this
time, which points toward use of a trauma-specific treatment
such as TF-CBT or CPP.

When considering environmental factors, Thomas is cur-
rently in a stable placement, one that he has had for the last
eight months. His foster parents are engaged and have
expressed no desire for the children’s placement to change,
so any of the treatment models would be appropriate to pursue
with their participation in treatment. Although the case plan
goal currently is for reunification with Thomas’ biological
parents, the care team is considering recommending a case
plan goal change to termination of parental rights based on
Thomas’ biological parents’ inconsistent visitation, refusal to
participate in family treatment, and repeated failed drug
screens. Should the case plan goal change to termination of
parental rights, it will be important for the therapist to deter-
mine if the current placement is likely to remain stable or
whether the children may move to a different pre-adoptive
family. If the children will move to another placement in the
near future, it may be best to provide support to the family and
children during the transition, but wait to formally start treat-
ment with his pre-adoptive caregiver(s). Once the children
move to a stable placement with a supportive caregiver, any
of the models may be appropriate depending on the assess-
ment of treatment needs at that time. In this particular case,
Thomas’ foster parents also wish for his older sister to receive
treatment, and her therapist has selected TF-CBT as the best
treatment choice for her. Given the significantly different ap-
proaches to trauma treatment between TF-CBT and CPP, it
may be most helpful to use a single treatment model within
the same family. Therefore, TF-CBT may be the most appro-
priate treatment to select for Thomas.

Case 2Martinique, age three, was referred for treatment by her
pediatrician after she was expelled from daycare for aggression
including punching her teacher in the face, biting peers, and
attempting to choke a peer. When she was 18 months old,

Martinique’s mother and father were in a physical altercation
in which her father pushed her mother who was holding
Martinique. Martinique and her mother both fell to the ground
and her father continued to kick her mother while Martinique
lay crying. Martinique’s mother was bruised but did not sustain
serious or lasting physical injuries. Martinique sustained
bruises but was otherwise unharmed. After this incident,
Martinique and her mother moved in with Martinique’s grand-
mother in another state, and neither she nor her mother have
had further contact with her father. Martinique’s mother report-
ed that initially, Martinique became clingy following the abu-
sive episode, had difficulty separating, had nightly nightmares,
and would say things such as BMama boo boo, Daddy hurt^
when she noticed her mother’s bruises. However, her mother
reported that these symptoms subsided a few weeks after she
and Martinique began living with Martinique’s grandmother.
She noted that she would acknowledge the abusive incident
and reassureMartinique that theywere safe. A current thorough
assessment of posttraumatic stress symptoms yielded no clini-
cally significant symptoms of posttraumatic stress at this time
other than occasional nightmares.Martinique’smother reported
that she experienced posttraumatic stress symptoms initially as
well, but that she had participated in individual therapy which
effectively reduced them. Her mother reported that Martinique
is currently aggressive towards her at home, is non-compliant,
and has daily tantrums that last 30–60 min. These behavioral
symptoms first started after the traumatic event occurred, when
Martinique was two years old. Her mother and pediatrician
believed that she would Boutgrow^ these symptoms as she
grew older and matured, but they have intensified instead.
She is of average size and has no known developmental delays.
Her mother is concerned that she may lose her job because she
has had to repeatedly leave work to care for Martinique when
she has been suspended from daycare. She has had difficulty
identifying another daycare that will accept Martinique due to
her aggression. In addition, she reported feeling frustrated with
herself because she was Balways getting on to her^ about her
behavior.

Case 2: Treatment Selection At age three, Martinique is the
appropriate age for all three treatments. She has no known
speech or language delays and is of average size, so again,
she would be an appropriate candidate for all three treatments.
Although Martinique originally evidenced symptoms associ-
ated with her trauma exposure, those normalized within one
month following the traumatic event other than occasional
nightmares. Her behavioral symptoms first emerged at two
years old and have worsened since that time. Together, this
suggests that PCIT may be most appropriate. Given that the
trauma occurred when Martinique was 18 months-old and she
is not currently showing clinically significant symptoms that
precipitated directly from the traumatic event other than occa-
sional nightmares, TF-CBT or CPP may be less appropriate.
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Martinique’s mother expressed concern that she was Balways
getting on to her^ which suggests that she has concerns about
her responses to her child’s behavior which could be effective-
ly addressed with PCIT.

In regard to caregiver factors, Martinique’s mother, a non-
offending caregiver, is willing and able to participate in
Martinique’s treatment. Her biggest concern relates to
Martinique’s disruptive behavior which is impairing in both
child care and home environments and is threatening to her
mother’s current employment. Her mother has successfully
participated in individual therapy and is not experiencing
impairing posttraumatic stress symptoms at this time. This
information again points to PCITas the most appropriate treat-
ment selection.

Environmental factors are less applicable in this scenario,
asMartinique is currently living in a stable placement with her
biological mother and grandmother with no plans to alter this
living situation. She is not involved in child welfare and has
no siblings. In this instance, child and caregiver factors are the
most salient to her treatment selection, and collectively they
suggest PCIT is the most appropriate treatment to address
Martinique’s behavioral symptoms.

Case 3 Bryson, age five, was referred for therapy by his case-
worker following his removal from his biological mother’s care
due to substantiated physical abuse (i.e., slapping him on the
face and striking him on his bottom with a belt leaving bruises)
that she inflicted after he soiled himself. His one year-old sister
was also removed and was placed in a different foster home
where she has remained. Bryson had previously been removed
from his home briefly at age two after his mother was arrested
and jailed for several days for assaulting a coworker during a
verbal altercation, and his father could not be located. Upon his
mother’s release from jail, Bryson was reunited with her.

Since entering into child welfare custody four months ago,
Bryson has been placed in three separate foster homes. His
first placement lasted six days, and was a temporary emergen-
cy placement until a more permanent placement could be
found. He was removed from his second placement after
two months, due to his foster sister alleging that their foster
father had sexually abused her during the night. Bryson has
not disclosed any sexual abuse to date. He has lived in his
current foster placement for approximately two months, and
the caseworker reports that she does not anticipate any further
placement changes. The case plan goal is reunification with
his mother and younger sister. The caseworker also reported
that his mother has been attending twice weekly supervised
visits consistently, has attended anger management classes, is
currently attending parenting classes, is participating in indi-
vidual therapy, and has held a job for the last two months. At
the most recent court hearing, his mother expressed responsi-
bility and remorse at her actions and was court ordered to
participate in Bryson’s treatment, which she agreed to do.

The caseworker reported that Bryson’s mother, age 23, Bgrew
up in the system^ due to her own mother’s substance abuse,
physical abuse, and failure to protect her children from sexual
predators. Bryson’s mother has a history of substance abuse
and she received substance abuse treatment as an adolescent.

Bryson’s foster mother reports that since he has lived in her
home, he is easily upset and frequently tearful, often asks
when his next visit with his mother is, refuses to talk about
the abuse, has nightmares and difficulty falling asleep, has
frequent toileting accidents, does not show happy feelings, is
irritable, has lost his appetite, and shows aggressive and aban-
donment play themes. His preschool teacher reports that since
his removal from the home, he looks sad frequently, seems
withdrawn, refuses to talk about his foster placement, and is
less interested in learning. She noted that this is a significant
change from his previous presentation. She reported that pre-
viously, he was a bright child who, despite some social skills
deficits, had several friends in the classroom, liked school and
was eager to participate in learning activities.

Case 3: Treatment Selection All of the treatments are appro-
priate for a child who is five years old. No significant devel-
opmental concerns have been raised, and Bryson’s teacher
describes him as a bright child, which suggests he would be
able to participate in all treatments. Bryson is showing post-
traumatic stress symptoms such as intrusion (i.e., nightmares),
avoidance (i.e., refusing to talk about his foster placement or
the abuse), negative alterations in cognition or mood (i.e.,
diminished interest in school activities, social withdrawal, re-
duction in the expression of positive feelings), and hyper-
arousal (i.e., irritability and sleep disturbance) whichmanifest-
ed after the physical abuse and separation from his mother. He
is also showing symptoms of depression and relational prob-
lems with both his mother and foster parent, but no significant
behavioral symptoms. Bryson’s symptoms reportedly began
after the traumatic events which suggests that a trauma treat-
ment such as CPP or TF-CBT may be most appropriate.

With regard to caregiver factors, Bryson’s foster parent has
also expressed a willingness to participate in his treatment, so
it would be possible to choose to complete TF-CBT with the
foster parent. Bryson’s mother has consistently been making
progress towards reunification by meeting the requirements of
her case plan and has expressed responsibility and remorse for
her actions. However, since Bryson’s mother is an offending
caregiver who physically abused Bryson, her participation in
TF-CBT is not appropriate. If TF-CBTwere to be implement-
ed, his foster parent would participate while Bryson’s mother
continued her own individual treatment which would continue
to focus on acknowledging the impact of her physically abu-
sive behavior on Bryson and her own mental health needs
including her own posttraumatic stress symptoms. Her ser-
vices could also focus on processing events that contributed
to her physically abusive behavior as well as learning
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strategies to manage her emotions, increase household safety,
and manage child emotional and behavioral difficulties. By
contrast, CPP may be used in instances when a physically
abusive caregiver is deemed Bsafe enough^ to participate in
treatment sessions with the intention of improving safety and
strengthening the parent-child relationship. Bryson’s mother’s
similar trauma history (e.g., physical abuse, parental separa-
tion, foster care, etc.) suggests that a treatment that under-
scores the importance of breaking the intergenerational cycle
of trauma, such as CPP, may be most appropriate.

When considering environmental factors, Bryson is
currently residing in a stable placement. The goal of
the case plan is reunification, and his mother has been
making adequate progress towards this. Her willingness
to participate suggests that beginning the CPP
Foundational Phase with her may be the best choice
for treatment at this time. Given that Bryson is having
difficulty in his foster home and at school as well, it
would be appropriate for his foster parent also to com-
plete the Foundational Phase of CPP. Such a plan would
support the parent-child relationship while also
supporting Bryson’s current placement. Determining
whether to proceed with the Core Intervention Phase
of CPP and with whom, would be made following the
conclusion of the Foundational Phase.

Training Implications

In their 2011 call to improve the system of care for
maltreated infants, toddlers, and preschoolers, Osofsky
and Lieberman advocate for improved undergraduate and
graduate training curricula in early childhood development
and trauma for mental health practitioners. Graduate
clinicians-in-training also need to be able to access train-
ings for EBTs for early childhood trauma so that upon
graduation they may be appropriately equipped to work
with families to address the effects of trauma in early
childhood. Given their empirical support and widespread
dissemination, clinicians-in-training may have the greatest
access to trainings in TF-CBT, PCIT, and CPP. Therefore,
the child, caregiver, and environmental considerations and
applications of the framework offered above may be used
as teaching tools within graduate programs and continuing
education trainings to provoke discussion and enable cli-
nicians to make informed decisions regarding which treat-
ment to use. It is our hope that these considerations may
also be helpful to use in trainings by TF-CBT, PCIT, and/
or CPP trainers in states that disseminate more than one
EBT to help clinicians make thoughtful, treatment-
informed decisions about EBT selection. Such careful con-
sideration of treatment selection may enable clinicians to
select the treatment that may provide the best care for the
child and family when multiple treatments are available.

Summary

Very young children under the age of six are disproportion-
ately likely to be exposed to traumatic events. Fortunately,
EBTs are available to help alleviate the ill effects of trauma
exposure early in life. The increased availability of training in
EBTs for children following early childhood trauma exposure
has brought to light the need to provide clinicians with guid-
ance regarding the treatment selection process. This paper
highlights child, caregiver, and environmental factors that
are important for clinicians to consider when making treat-
ment selection decisions. The composite case descriptions of-
fered illustrate the application of this decision making frame-
work and may be used in graduate training programs and
trainings for TF-CBT, PCIT and CPP to aid clinicians in mak-
ing treatment selections.
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