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Introduction 

In 2009 the Substance Abuse and Mental Health Services Administration 

(SAMHSA) provided grant funding to the Allegheny General Hospital Center for 

Traumatic Stress in Children and Adolescents to continue to serve as a Treatment 

Services and Development (Category II) Center in the National Child Traumatic 

Stress Network (www.nctsn.org). Among the goals of this project were to consult 

to Community Treatment (Category III) Centers in the NCTSN in order to develop 

appropriate applications of Trauma-Focused Cognitive Behavioral Therapy (TF-

CBT, Cohen, Mannarino & Deblinger, 2006; www.musc.edu/tfcbt) for 

implementation in Residential Treatment Facilities (RTF). During the three years 

of the original grant funding (October 2009-September 2012), the following 

NCTSN programs participated in the project: 

1) SCAN-Inc., Laredo, TX 

2) Jewish Board of Family and Children Services, New York, NY 

3) Dartmouth College, Lebanon, NH 

4) Ambit Center, Minneapolis, MN 

5) University of Kentucky, Lexington, KY 

Additionally, we greatly benefitted from three concurrent projects that focused on 

implementing TF-CBT in RTF settings.  These were sponsored by the: 

1) New York State Office of Mental Health 

2) Pennsylvania Department of Mental Health 

3) National Institute of Mental Health, funded project R01MH95209, TF-CBT 

for Adjudicated Youth in Residential Treatment 

We gratefully thank everyone who participated in these projects for all of their 

valuable contributions to this manual. An earlier version of the information 

http://www.nctsn.org/
http://www.musc.edu/tfcbt
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contained in this manual was published previously (Cohen, Mannarino & Navarro, 

2012). 
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PRINCIPLES OF IMPLEMENTING TF-CBT IN RTF 

Unique Features of Residential Treatment Facilities 

 

More than one hundred thousand children in the U.S. currently receive 

mental health treatment in residential settings. These children (“residents”) 

typically spend from 4 months to 2 years in residential treatment facilities (RTF). 

This manual focuses on implementing TF-CBT in RTF but these applications may 

also apply to children receiving treatment in group homes, or long term inpatient 

treatment programs. 

Two distinguishing features of RTF require that TF-CBT is implemented 

somewhat differently in RTF settings: 

1) The primary reason that children are placed in RTF settings is to address 

severe problems that cannot be stabilized in less restrictive environment; and 

2) RTF direct care milieu staff members rather than parents are responsible 

for managing children’s problems in the RTF milieu setting. 

Residential treatment facilities exist for children with serious externalizing 

and/or internalizing   problems that have not responded to interventions in less 

restrictive settings. Although RTF programs are increasingly recognizing that 

trauma contributes to these problems, trauma-focused treatment will likely only be 

viewed positively in RTF to the extent that it contributes to observable 

improvement in the serious problems for which the child was admitted (e.g., 

improvement in externalizing behaviors), shorter length of stay, or other RTF-

relevant outcomes. Thus, in order to be successfully accepted and implemented in 

RTF settings, TF-CBT treatment must not only resolve trauma symptoms but first 

and foremost, contribute to resolution of the behavioral or other observable 

problems for which the child was sent to RTF. Therapists must therefore make 

clear to RTF staff, administrators, residents and parents how TF-CBT treatment 
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will contribute to residents’ behavioral or emotional regulation in addition to how 

it will address the resident’s other trauma problems. 

Parental involvement is highly variable for children in RTF. Some have 

intact, supportive families and their parents participate regularly in RTF treatment.  

More often chaotic family living situations, maladaptive or abusive parenting 

contributed to the child’s reasons for needing RTF care.  Family disruptions also 

occur during RTF stays, including termination of parental rights; parents relocating 

out of state; caregiver relationships ending with the child losing a longstanding 

relationship with the parent’s significant other; or foster parents terminating 

fostering during RTF treatment. Any of these events may escalate residents’ 

behavioral or emotional regulation problems in the milieu. Since direct milieu staff 

members’ task is to manage residents’ problems in the RTF milieu, these staff 

members must understand how trauma impacts children in RTF settings, how to 

minimize trauma reenactment in the milieu, and how to optimally support TF-CBT 

implementation. This implementation manual focuses specifically on direct milieu 

staff, but similar considerations apply to other RTF staff members (e.g., teachers) 

who have regular interactions with residents in the RTF milieu. 

 

Trauma reenactment frequently occurs in RTF settings. Trauma informed 

care and TF-CBT aim to prevent trauma reenactment.  Trauma reminders or 

triggers (cues that remind a child of one or more past traumatic experience and 

then recreate negative aspects of the child’s emotional, behavioral or physical 

responses to the original trauma) are numerous in the RTF milieu. For example, 

other residents fighting or crying, a parent calling or failing to call, or a staff 

member redirecting a resident in a loud voice may serve as trauma reminders. 

Since many residents in the RTF milieu have trauma histories, multiple residents 

may be “triggered” simultaneously and lead to one or more traumatized resident 

losing behavioral and/or emotional control. When staff members acknowledge and 

validate how upset a child is and encourage the child to use TF-CBT coping skills 
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the child is more likely to gain affective and behavioral regulation. However, when 

staff members intervene in a manner that the child perceives as a further trauma 

reminder (e.g., if a staff member uses a loud tone of voice or an intrusive or 

forceful physical manner) this will likely escalate rather than deescalate the child’s 

trauma-related behavior. This response from staff members may trigger other 

residents in the milieu, potentially leading to poor affective and/or behavioral 

regulation among several residents or an out-of-control situation in the milieu. The 

following clinical example illustrates a scenario in which direct milieu staff 

members failed to recognize trauma reenactment with negative consequences for 

the milieu. Information sheets for direct milieu staff about how to support 

implementation of TF-CBT skills in the RTF milieu are included at the end of this 

implementation manual. 

Clinical example Joe’s mother didn’t call when she promised she would.  

Joe got increasingly angry as it became clear that she would not call. He kicked 

over a chair, yelling, “I hate my f---ing mother”. A staff member yelled, “Joe! No 

swearing here! Now pick up that chair!” Two residents said, “Hey, he can be 

pissed off” and “You don’t know what it’s like”, respectively. The staff member 

who had yelled and one other staff member approached the boys and the staff 

member who had yelled at Joe said in a loud, threatening manner, “You all just lost 

your levels.” Joe picked up the chair and threw it at the staff member. The two 

staff members then put Joe into a therapeutic hold. Two other residents who were 

watching the scene became angry and tried to pull the staff members off of Joe, 

leading to them also being restrained. Three additional residents then tried to 

defend those who were being restrained. Five residents and Joe were restrained 

during this incident.  The staff members present recalled this incident as “bad kids 

acting badly” while all of the residents said that the staff members “disrespected 

us” and “didn’t care how we felt”. Joe later told his therapist that when the incident 

started he was thinking about all the times his parents had abused him and let him 

down. Not calling was “just one more time she disappointed me”. Recognizing 
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trauma impact and how to implement TF-CBT coping skills may have prevented 

this scenario from getting out of control. 

Direct care milieu staff members are often young, have had little or no 

professional education about child psychopathology, and have little prior 

experience working with troubled children. These individuals receive annual 

mandated training in techniques for conflict resolution and management of 

problem behaviors but since they are often spat on, called names, kicked and/or 

punched by residents, they may take this personally, viewing themselves as victims 

of abuse by the children in the RTF rather than seeing these children as reenacting 

trauma that they themselves have experienced. In the absence of a trauma-

informed understanding of trauma triggers, traumatic reenactment and specific, 

behavioral training and practice in how to intervene early in these situations, direct 

milieu staff members often experience negative emotions towards residents in the 

milieu. To their credit, RTF programs are increasingly seeking trauma-informed 

care training for staff. One example is the Sanctuary® Model 

(www.sanctuaryweb.com), an organizational approach to providing care for 

traumatized individuals. Using a trauma informed care model such as Sanctuary in 

conjunction with TF-CBT likely provides an ideal approach for traumatized 

children in RTF settings. 

Since many RTF programs cannot afford comprehensive trauma-informed 

training in a model such as Sanctuary®, we developed a one-day integrated 

curriculum to train RTF direct care staff in both trauma-informed care and how to 

support the implementation of TF-CBT skills. This curriculum is included as 

Appendix 1 to this implementation manual. The training described in this 

curriculum is to be provided only by approved TF-CBT trainers or supervisors. 

(Note: since the original production this manual, the National Child Traumatic 

Stress Network (NCTSN) has developed a similar curriculum, Think Trauma 

(available at https://www.nctsn.org/resources/think-trauma-training-staff-juvenile-

justice-residential-settings).  

http://www.sanctuaryweb.com/
https://www.nctsn.org/resources/think-trauma-training-staff-juvenile-justice-residential-settings
https://www.nctsn.org/resources/think-trauma-training-staff-juvenile-justice-residential-settings
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RTF TF-CBT IMPLEMENTATION FOR THERAPISTS 

Unique TF-CBT Assessment Strategies in RTF 

Many RTF programs now include questions about trauma exposure and trauma 

symptoms as part of their formal initial evaluation. However, this is not universally 

the case.  RTF programs are required to conduct and document intake assessments 

in order to receive reimbursement and to meet a variety of regulations (e.g., state, 

county, Child Welfare, Juvenile Justice, etc.). In some cases the assessment may be 

conducted by a psychiatrist or psychologist instead of the therapist, and for a 

variety of reasons the RTF assessment protocol may not include a formal 

assessment of trauma exposure or symptoms. In this case, the first challenge may 

be how to incorporate information about trauma exposure and symptoms into the 

assessment and treatment plan. In our experience most RTF programs want to 

consider this information but do not have a mechanism for how to incorporate it 

into the formal assessment protocol due to lack of time, manpower, assessment 

instruments, and/or other resources. In these situations the therapist can clinically 

interview the child and if feasible, the parent or caregiver, and administer the Child 

PTSD Symptom Scale (CPSS), a freely available instrument, with regard to the 

resident’s trauma symptoms to determine whether this is a relevant focus of 

treatment. This information can then be incorporated with the initial evaluation at 

subsequent team meetings in order to update the diagnosis and treatment plan. A 

therapist who can conduct a trauma-informed assessment and provide TF-CBT 

integrated with other appropriate treatment as agreed upon by the treatment team 

will be a valuable addition to any RTF program. 

Clinical example: Mary was a 13 year old admitted to RTF for participating 

in gang-related violence. She denied drug or alcohol use and urine toxicology 

screens were negative. Soon after admission Mary was seen by staff apparently 

responding to auditory hallucinations. She initially refused to divulge the content 

of these voices, but eventually Mary stated that the voices were coming from 

around the unit and the TV, and the voices kept saying that she was bad and should 
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kill herself. She was isolative on the milieu and talked to herself. Mary often slept 

less than 2 hours each night and when peers approached her she became violent. 

Her initial diagnosis was schizophrenia, R/O atypical bipolar disorder and Mary 

was started on antipsychotic medication. When conducting a thorough assessment 

for PTSD, her therapist found that Mary had a long history of domestic and 

community violence, had been sexually abused by her stepfather from ages 3-10 , 

and had more recently experienced a series of gang-related rapes.  As the therapist 

spoke more with Mary about these experiences it became clear that Mary was 

frightened by the older males on the unit who reminded her of the perpetrators of 

the recent gang rapes. Mary said that she couldn’t sleep because she had recurrent 

fears of being raped in the RTF. The therapist asked whether the voices started 

before or after these rapes. Mary said, “The voices are they all who did this to me 

telling me I’m no good. It’s me saying I deserved what they all did to me (i.e. to be 

raped) so I should just kill myself and leave this life.”  After more questioning the 

therapist clarified that the “voices” were dissociative and reexperiencing 

phenomena rather than psychotic symptoms. The therapist explained these 

symptoms to Mary and changed the diagnosis to PTSD and Major Depression. TF-

CBT was started, focusing on safety on the milieu.  The antipsychotic medication 

was discontinued over a period of time. 

The most significant challenge in assessing trauma impact in RTF settings 

is often determining whether or not a resident’s severe emotional and behavior 

problems are related to past traumatic experiences. Individuals with PTSD may 

have aggressive behaviors with little or no provocation (APA, 2013, p 275) and 

residents’ aggression may be part of a PTSD picture. Often residents have 

experienced long histories of multiple traumas and losses such as placements in 

and out of multiple foster homes, chronic experiences of physical, sexual or 

emotional abuse and/or domestic violence, and when a thorough trauma 

assessment is performed, residents and/or their caregivers endorse multiple trauma 

symptoms. The therapist is often able to discern connections between the child’s 
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behavioral problems and the past trauma(s) the child experienced (e.g., sexual 

offending in a youth who experienced sexual abuse; physical assaultive behavior in 

a youth who experienced physical abuse or witnessed domestic violence, etc.), or 

that the behaviors are sometimes prompted by traumatic reminders (e.g., the youth 

started a fight when called the same name that his abusive father used to call him). 

These connections might be formulated as trauma reenactment), and justify the use 

of TF-CBT for the youth’s severe behavioral problems. 

Clinical example: CJ was a 14 year old admitted to RTF for gang activity. 

His gang behavior included violence in school and toward multiple foster parents, 

bullying at school, and property destruction. CJ had a long history of witnessing 

extreme domestic violence including the murder of his mother by father, and 

having been bullied by his father and older brothers and at school. Father regularly 

and severely beat CJ’s mother and was rumored to have killed a man. CJ’s older 

brothers were extremely emotionally and possibly physically abusive to CJ; father 

encouraged this behavior calling CJ a “sissy” and “mamma’s boy”. When CJ was 

9 years old mother and he ran away from father. Father came after them and shot 

mother dead in front of CJ. Father was jailed but because CJ’s oldest brother was 

an adult, he was given custody of CJ and the abuse of CJ continued. When he was 

11 years old CJ joined a gang “to protect me from my brothers”. He ran away 

again at 12 years old and was placed in a series of foster homes but was forced to 

visit with his brother. During the trauma assessment CJ scored 10 (low) on the 

CPSS but the therapist observed that CJ was extremely avoidant about talking 

about trauma experiences or symptoms during the clinical interview and she 

believed that CJ was minimizing these symptoms. The therapist began TF-CBT 

and after 3 sessions she repeated the CPSS. At that time his score on the CPSS was 

35 and he acknowledged severe physical abuse by brothers. 

While recognition of the central role of trauma reenactment in severely 

traumatized youth is crucial, it is also important that therapists not automatically 

attribute all behavior problems to trauma.  Some youth only experienced trauma in 
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the distant past, do not have any apparent trauma symptoms other than severe 

behavior problems, and there is no apparent connection between the current 

behavior problems and the past trauma. Unless more information becomes 

available to suggest trauma etiology the therapist should not assume that the 

current behavior problems are related to or will be resolved by engaging in trauma 

narrative and processing work. 

Clinical example: Tom was a 16 year old living with a single mother and 

two younger brothers, who was admitted to RTF specializing in sexual offending 

after he raped his neighbor. He had also raped several other girls (acquaintances) 

but due to his gang activity they had been afraid to disclose this. Tom was also 

displaying threatening behavior towards his mother.  He had a history of being in a 

car accident as a young child and having witnessed community violence. His score 

on the RI was 13 but his primary trauma symptoms were irritability, gang-related 

hypervigilance and angry outbursts. The therapist did not believe TF-CBT was 

appropriate. 
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TF-CBT Engagement Strategies in RTF 

Engaging families in TF-CBT while their children are in RTF may require 

unique strategies for several reasons. The child’s severe emotional and/or 

behavioral problems may have exhausted parents leading the parents to feel both 

relieved and guilty about agreeing to residential placement for the child. The 

family may not understand why trauma should be a treatment focus for severe 

behaviors; if the family is chaotic or a parent experienced and/or perpetrated 

multiple generational trauma the parent may feel blamed or defensive about the 

idea of trauma-focused treatment (e.g., the parent may say, “I went through this 

when I was a kid and I never acted up like this.”). The RTF may be far from the 

child’s home, making it difficult for the family to participate in therapy in person. 

Engagement strategies for these situations are described below. 

Experiencing a child’s severe behavior problems or having to place a child 

in a residential setting brings parents heartache and the feeling that they have failed 

as parents. Therapists must first communicate that they do not negatively judge the 

parents based on the child’s negative behaviors or the family’s history. Providing 

TF-CBT is based on the premise that past traumatic experiences provide at least a 

partial explanation for the child’s problematic behaviors. This “no shame and no 

blame” approach can be helpful for parents who feel that they have been 

ineffective or “bad” parents in not being able to control the child’s problematic 

behaviors. 

It is important to validate and acknowledge that the child’s behavior has 

caused the parents significant distress. By relieving the parent’s immediate burden 

of managing these behaviors, RTF admission may contribute to parental 

engagement over time. Psychoeducation about trauma impact may diminish child 

blame. Using the analogy of members of the military with violent outbursts after 

returning from the wars in Iraq and Afghanistan may be helpful to explain the 

behavioral impact of PTSD to parents who have never heard of this trauma 

manifestation. Pointing out that PTSD is both a response to trauma and a brain 
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disorder (i.e., trauma causes biological changes that maintains behavioral and 

emotional changes) may help parents to better understand their child’s behaviors. 

For parents with a personal trauma history who say “I didn’t act up this way”, it 

may be helpful to first validate the parent’s resilience, drawing the parallel to the 

fact that most members of the military have not developed PTSD. Then point out 

ways in which children respond differently to benign experiences such as starting 

kindergarten (i.e., some do well, others have problems). 

TF-CBT has been provided via phone or Skype to families that lived too far 

to attend sessions regularly. Newer technology is making it easier for RTF 

programs to engage parents who live far away from the RTF program. For 

example, Skype and similar freely downloadable programs allow any family with a 

home computer to access the RTF therapist via computer at the appointed therapy 

hour. Therapists can now schedule sessions remotely via computer with parents 

and conduct TF-CBT parent sessions in which the therapist can “see” the parent 

and during conjoint sessions, the parent and child can “see” each other. Although 

not exactly the same experience as face-to-face therapy, for families who wish to 

participate in their children’s TF-CBT treatment, this is a feasible alternative, and 

many families are happy to have choices through which to learn parenting and 

other skills during the therapy hour. 

Engaging youth in trauma-focused treatment requires addressing issues of 

trust. Many youth in RTF have complex trauma and as such have experienced 

injury, loss and betrayal of trust by caregivers or other important attachment 

figures. The concept of gradual exposure to trauma triggers is relevant in that the 

therapeutic relationship itself may serve as a trauma reminder. In this context the 

therapist may be tested by the youth, often repeatedly, because the youth has come 

to expect betrayal in close relationships. Strategies for engaging youth and 

implementing TF-CBT for these youth are described in detail in Appendix 2. 
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Unique TF-CBT Applications in RTF 

Unique considerations for applying TF-CBT in RTF settings include when 

to begin TF-CBT; how to combine TF-CBT with other RTF treatment modalities; 

how to include RTF direct milieu staff in TF-CBT; and how to optimally apply 

TF-CBT for children and youth in RTF settings. 

When to start TF-CBT: TF-CBT is typically started in RTF once 1) the 

child has undergone an initial adjustment to and understands the milieu’s level 

system and other basic rules; 2) the therapist or another clinician has completed the 

assessment and ascertained that trauma is relevant to treatment; and 3) stabilization 

of acute psychosis, suicidality, self-injury or other acute conditions has occurred. 

In a very short-term RTF program (e.g., 4 months) there may be insufficient time 

to completely stabilize the child before starting TF-CBT. In this situation, the 

pacing of integration, assessment, and stabilization occurs much faster than in 

longer term RTF settings. Such programs can be extremely successful at providing 

TF-CBT if trauma treatment is well integrated into the structure of the program 

and if a concerted effort is made to involve family members in treatment. For 

example, a four month RTF program for severely multiply traumatized Latino 

teens with comorbid substance abuse disorders in Laredo, TX has successfully 

implemented TF-CBT with more than 50 youth with significant improvement in 

trauma and substance abuse problems among these youth.  This suggests that youth 

can tolerate trauma-focused treatment quite early in treatment and increasingly in 

RTF programs where therapists initiate TF-CBT soon after admission, youth are 

responding well to this approach. 

Integrating TF-CBT with other RTF treatment modalities: Multiple mental 

health interventions are provided in RTF. Optimal methods and timing for 

integrating TF-CBT with existing RTF interventions are now being examined and 

developed. For example, one method for integrating TF-CBT into the RTF milieu 

or level program (developed and pilot tested in collaboration with RTF milieu staff 

and therapists) is through the use of TF-CBT Coping Cards (Figure 1). 
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Direct care staff members receive training and education about TF-CBT 

skills and how to support their implementation prior to using these cards. This 

ideally occurs through participation in trauma-informed curricula such as 

Sanctuary® or the full day integrated curriculum training in trauma-informed care 

and TF-CBT implementation. This training includes providing direct care staff 

with handouts about how to support the implementation of the TF-CBT trauma 

psychoeducation (Appendix 3) and TF-CBT relaxation, affect modulation and 

cognitive coping (Appendices 4-6). 

The therapist fills in the Coping Card with children as they learn and 

practice new TF-CBT skills in treatment, and instructs children to carry the card 

with them whenever they are on the milieu. When a child shows signs of 

regulation problems any staff member asks the child for their Coping Card, 

identifies a TF-CBT coping skill the child is currently using, and encourages the 

child to use one or more skill. The child then earns points in the milieu system for 

successfully implementing any skill on the card to regain regulation. (The child 

loses points for not having the card with them.) This is also a good method through 

which to emphasize in an ongoing manner to residents, staff, parents, and other 

stakeholders the connection between implementing TF-CBT and improving 

children’s behavioral problems. 

Figure 1: TF-CBT Coping Card 

My Name: ________ 

Coping Skills I’m using: 

Relaxing: 

Managing feelings: 

Managing behaviors: 

Managing thoughts: 

 

Many RTF programs that are implementing TF-CBT already use a group 

trauma format. A typical approach is to delay starting TF-CBT until youth 

complete the trauma group. This decision is based on the premise that providing 

both individual and group trauma-focused treatment concurrently is likely to be 
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redundant; and also on concerns that youth may become overwhelmed by talking 

so much about trauma issues. These RTF programs do not provide evidence-based 

group trauma treatments, but rather a variety of different untested approaches, and 

in our experience youth often continue to have high levels of trauma symptoms 

after the end of trauma groups, suggesting that starting with individual TF-CBT 

may be a more effective approach 

In contrast, many other RTF interventions are optimally provided 

concurrently with TF-CBT. For example, many programs provide targeted 

treatment for juvenile sexual offenders who also have significant trauma 

symptoms, and some are implementing TF-CBT concurrently with treatment for 

offending behaviors. Therapists in these programs report that providing TF-CBT in 

conjunction with treatment that addresses the sexual offending behavior is optimal 

for these youth because it helps them to understand and feel understood regarding 

the connection between their personal traumatic experiences and their subsequent 

offending. 

Clinical example: John was a 14 year-old adjudicated to RTF due to sexual 

assault of a 13 year-old cousin during a weekend visit with his aunt and uncle. This 

was his first sexual offense. During the initial assessment John acknowledged 

domestic violence and “other” traumas but would not disclose what this was. His 

CPSS score was 38, in the very severe range. He eventually disclosed severe 

chronic sexual abuse by father and older brothers. This was witnessed by mother 

on many occasions, but mother never intervened. John received TF-CBT in 

conjunction with treatment for sexual offending. During the trauma narrative he 

said, “The worst part of all was that my mother let my dad and brothers do that to 

me and she never lifted a finger to help me. That made me into nothing. I don’t 

know why no one ever loved me in that house.” Through this concurrent treatment 

John was able to understand his own abuse, feel compassion from his therapist and 

other staff for these painful experiences, and also understand the process through 

which he abused his cousin and take responsibility for this abuse. This allowed 
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him to make the connection between his own pain as a victim and what his cousin 

must have felt. He wrote a letter to his aunt, uncle and cousin telling them about 

his previous abuse and asking them if they could ever understand and if there was 

a way he could somehow make amends. 

Including direct care staff in TF-CBT when parents are not involved:  Although 

TF-CBT significantly improves children’s symptoms when provided only to the 

child (Deblinger et al, 1996; Weiner et al, 2009) children derive additional benefits 

from a caring adult participating in TF-CBT with them. For example, including 

parents in TF-CBT treatment significantly improves child depression and behavior 

problems (Deblinger et al, 1996); and increased parental support is a strong 

predictor of improvement in children’s trauma-related symptoms (Cohen & 

Mannarino, 1998; 2000). Despite ongoing efforts to engage parents, about half of 

the children in RTF do not have ongoing parental involvement in treatment. For 

these children including direct care milieu staff in TF-CBT treatment may be 

beneficial if the child and direct care staff member are both agreeable. In situations 

in which there is no parent participating in treatment, the therapist can ask the child 

whether s/he would like to select a specific milieu staff member to participate in 

treatment with him/her. Usually but not always in RTF programs in which a 

primary milieu staff member is assigned to each child, the child will select his or 

her primary staff member to participate in treatment. The therapist should explain 

the guidelines for participation to the staff member and the child.  Specifically, the 

child and milieu worker must agree that the milieu staff member will not break 

confidences shared during therapy; and will still enforce the rules on the milieu 

fairly and impartially. During treatment sessions with the milieu staff member the 

therapist works in a somewhat parallel manner as with a parent, i.e., they identify 

the child’s trauma triggers and plan how the staff worker might implement TF-

CBT skills on the milieu. Milieu staff may need extra preparation and support for 

hearing children’s trauma narratives before participating in conjoint sessions since 

they may not have previously heard these in such detail. However, many direct 
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milieu staff report a new level of understanding and compassion for RTF patients 

after participating in TF-CBT treatment. 

Clinical example:  Michael was an 11 year old admitted due to violent acts 

(bullying, property damage, theft) at school. His foster parents gave notice that 

they were terminating foster care shortly after he came to RTF. He had 

experienced early exposure to domestic violence, severe neglect, physical abuse 

and parental substance abuse prior to going to live with his great-grandmother 

when he was 6 years old. She became his legal guardian and adopted him the 

following year but became too ill to care for him when he was 9 years-old. 

Michael entered a series of foster homes where he experienced violence and school 

bullying. His great grandmother died two months ago, prompting serious behavior 

problems. During the trauma assessment, he identified this death as his worst 

trauma. He scored in the moderate range (20) on the CPSS but his therapist 

believed that he was minimizing some symptoms. Since no caregivers were 

available to participate and loss was a significant issue for Michael, the therapist 

asked him if he would like one of the milieu staff members to participate in 

treatment with him. Michael chose his primary milieu staff member, Joanne, a 

woman who like him was African American, to participate in TF-CBT with him. 

Joanne was a little nervous but very pleased that Michael wanted her to do this. 

During the first session with the therapist she expressed the concern that Michael 

had asked her to participate so that he could “play” her on the milieu unit. As 

Joanne gained increasing insight about Michael’s trauma history and triggers and 

how to use the TF-CBT skills to help him manage these she looked back on that 

comment ruefully, saying, “I can’t believe how little I understood him.” Over time 

Joanne came up with her own ideas about how to help Michael on the milieu. For 

example, she became particularly adept at recognizing early signs that he was 

being triggered by other kids or situations on the milieu and developing inventive 

techniques to distract him before he lost control. For example, she would sing his 

favorite rap songs to get his attention, then change the words (e.g., to “use your 
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skills, baby, start to breathe.”) This usually made Michael laugh. Joanne was 

shocked at hearing Michael’s early experiences when the therapist read the trauma 

narrative to her. At first she didn’t think she could do a conjoint session because 

she was “too angry at his parents to even be civil”. She also told the therapist that 

it triggered her own issues of loss (her aunt had cancer and was dying). However, 

she insisted that “if that little boy lived through all this, I can listen to it.” Joanne 

also talked to other staff members about how to recognize when Michael was 

having trauma reminders and how to help him settle himself down. This in turn 

helped Michael feel more supported and safe on the milieu. At the end of therapy, 

Michael thanked Joanne for being there for him, telling her she reminded him of 

his grandma (great-grandmother) because he knew “you’re always here for me”. 

Joanne said that doing TF-CBT with Michael “helped me understand what these 

kids have been through, and how to help them better”. 

TF-CBT for youth with extreme family trauma: Many children in RTF have 

experienced long histories of extreme family trauma which contributes to serious 

impairments in establishing trust, safety, and/or attachments. RTF staff members 

frequently express the belief that due to long experience with betrayal from adults 

such children will not be ready to directly address traumatic experiences until they 

have spent considerable time establishing trust with the RTF staff. However, there 

is no evidence to suggest that talking about traumatic experiences impedes the 

development of trust.  To the contrary, Sanctuary’s research 

(www.sanctuaryweb.com) documents that a trauma-informed RTF environment 

where discussion about trauma is actively encouraged enhances the development 

of trust and a sense of safety among children and staff. It stands to reason that 

children whose traumas have included extreme invalidation would benefit from 

direct acknowledgement that their experiences occurred and that their thoughts and 

feelings have a reality basis. This suggests that introducing TF-CBT early in RTF 

treatment for such children may be helpful. Since these children are also extremely 

reactive to trauma reminders, and even talking about what these reminders are may 

http://www.sanctuaryweb.com/
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trigger extreme responses, therapists may find it very helpful to decrease these 

children’s hyperarousal by changing the order in which they introduce TF-CBT 

components for these children. For example, introducing and helping children 

master relaxation (without gradual exposure at first) before introducing 

psychoeducation may be very helpful for some of these children. Once children 

have mastered relaxation and possibly affective regulation skills without gradual 

exposure and are able to “turn down the volume” of their anxiety, they may be 

better able to tolerate discussion of trauma topics. Therapists can then revisit these 

skills components with the addition of GE. 

Clinical example:  Jane’s mother locked her in an attic closet for the first 5 

years of her life. When mother was out her boyfriend would come to the closet 

with a knife and sexually abuse Jane, telling her that if she made a sound he would 

kill her. When she cried mother would burn Jane with a hot iron.  When discovered 

at 5 years old Jane weighed 20 pounds and was covered in feces. She was placed in 

foster care where she had severe aggression but was relatively stable for 2 years 

until foster mother died of a heart attack. In her next foster placement Jane was 

extremely aggressive and was physically abused by the foster mother in an attempt 

to get her to listen. Jane was placed in a series of foster homes where sexual and 

physical abuse occurred. At 11 years-old her behavior was out of control leading to 

RTF placement. On admission Jane endorsed physical abuse and said the worst 

thing that happened was her mother dying. She scored 54 on the CPSS (in the very 

severe range). The therapist and many staff members doubted that TF-CBT was 

appropriate since “her whole life has been trauma”.  Jane was aggressive and 

isolative on the milieu. After a month of non-directive therapy the therapist found 

that Jane liked coming to therapy and decided to try some relaxation to address 

Jane’s agitation and aggression. Jane was able to use relaxation during the therapy 

sessions, but she would not look at the therapist for more than several seconds 

before lowering her gaze.  The therapist worked with Jane’s primary milieu staff, 

Carlos, who also tried hard to engage Jane in milieu activities and encouraged her 
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to use relaxation strategies on the milieu. Carlos was a muscular man whom all the 

residents looked up to. He dedicated himself to engaging Jane. Despite her 

aggression and persistent isolation Carlos believed Jane was trying to use the 

relaxation strategies.  The therapist noticed after 2-3 sessions of using relaxation 

Jane seemed to be a bit more engaged in therapy. She decided to start TF-CBT at 

that point but to do so slowly. The therapist asked Jane whether she would like to 

include one of the direct milieu staff in therapy, and Jane chose Carlos. The 

therapist, Jane and Carlos agreed that Carlos would participate in Jane’s therapy in 

this way: Jane would decide what she wanted to share with Carlos and the therapist 

and Jane would then meet with Carlos. If Jane gave permission, the therapist could 

also meet alone with Carlos to talk about what Jane was doing in therapy. The 

therapist started psychoeducation by introducing the What Do You Know Game 

using only some of the safety cards and providing Jane with a piece of candy 

whenever she answered a question. Jane and the therapist talked about safety and 

Jane said that she did not feel safe before coming to RTF. The therapist said, “It’s 

hard to feel safe when the grownups who are supposed to take care of you don’t 

keep you safe or even hurt you. But you are safe here.” Jane became very anxious 

at this point but with the therapist’s guidance was able to soothe herself using her 

relaxation skills. Jane then picked up one of the safety cards about “not okay” 

touches. Jane said, “I know all about that.” The therapist asked Jane what she 

meant and Jane said “first Leroy (mother’s boyfriend) hurt me then my mom 

burned me. They took turns.” Jane briefly described the sexual abuse by mother’s 

boyfriend and mother’s physical abuse. The therapist told Jane how brave she was 

to talk about this and reassured her that she was safe in the RTF. The therapist was 

ready to end the session when Jane asked, “Aren’t we going to tell Carlos?” The 

therapist asked Jane what she wanted to tell Carlos, and Jane said that she wanted 

to tell Carlos about the abuse she had just disclosed to the therapist. Carlos told 

Jane how brave she was and that he was really proud of her for sharing this. He 

also told her that he and the other staff would keep her safe in the RTF. Jane 
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continued to make slow but steady progress in TF-CBT and on the milieu. 

However, Jane was not able to tolerate placement in a foster home (presumably 

due to her early extreme traumatic experiences in nuclear family settings) and was 

eventually placed in a long-term group home setting where she did very well. 

Unpredictable discharges: In RTF discharges may occur unpredictably based on 

child protection, family, and/or insurance decisions, leading to poor or no 

discharge planning. Specific to TF-CBT, the therapist may have no opportunity to 

end treatment in an optimal fashion or to arrange for treatment transfer. If the child 

is in the middle of the trauma narrative this would be the least optimal 

circumstance for ending treatment and in such cases the therapist should try to 

have 1-2 final sessions in order to bring TF-CBT treatment to some sort of closure 

before the child leaves the RTF program. If this is not feasible, the therapist might 

be able to arrange for these meetings via phone or Skype after discharge. 
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Conclusion 

Youth in RTF settings have very high rates of trauma exposure, but RTF 

therapists have only recently recognized the potential influence of trauma on the 

development and escalation of behavioral, emotional and substance difficulties 

among these residents.   Surprisingly, many youngsters who have had numerous 

outpatient and inpatient experiences report TF-CBT as the first therapy experience 

during which childhood traumas were acknowledged and directly and openly 

discussed.   Despite their seeming fragility, many youth in RTF respond positively 

to addressing traumatic childhood experiences with the objective of helping them 

understand the relationship of these experiences to current difficulties, processing 

distressing trauma-related thoughts and feelings and developing coping skills to 

manage everyday stressors as well as trauma reminders. Ideally TF-CBT would be 

offered not only in the RTF setting but would continue at least briefly after 

discharge to outpatient care. This would be particularly important if caregivers had 

not been able or willing to actively participate in TF-CBT treatment with the youth 

during the RTF stay.  This implementation manual has attempted to address the 

challenges and benefits of implementing TF-CBT in RTF settings, and to provide 

resources for mental health professionals hoping to implement TF-CBT in these 

settings. 
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Introduction 

Purpose of the curriculum 

This integrated trauma training curriculum is designed to quickly and efficiently 

prepare direct care staff, administrators, teachers, and other non-mental health 

therapists who interact directly with child and youth residents in residential 

treatment facilities (RTF), schools, group homes or other settings to support the 

implementation of an evidence-based treatment for traumatized youth and their 

parents, Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) in these 

settings. 

Under ideal circumstances staff members at programs that are ready to 

implement TF-CBT will already understand the impact of trauma and have 

received training about providing trauma-informed care. However due to high cost 

or other reasons many programs will not have received such training when they 

begin to provide TF-CBT. The Integrated Trauma Training Curriculum is designed 

to provide abbreviated trauma informed training to staff members who have not 

previously received such training in a way that is directly applicable to supporting 

TF-CBT skills in these settings. Programs that have received trauma informed care 

training have not learned how to apply it specifically in support of the TF-CBT 

treatment model. This curriculum can also be used to apply previous trauma 

informed training to support TF-CBT implementation. In both cases the curriculum 

will prepare staff to better understand and support TF-CBT implementation. 
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Curriculum Logistical Considerations 

The Integrated Trauma Training Curriculum is provided during a full (eight hours) 

day to accommodate the challenging schedules of RTF or other direct care settings. 

Training in this curriculum requires detailed knowledge about trauma-informed 

care and about the TF-CBT treatment model as well as how it is implemented in 

specific settings. For these reasons training should be provided by an individual 

with expertise in the TF-CBT model (e.g., a TF-CBT developer, TF-CBT trainer or 

supervisor). If questions arise in this regard please contact the authors of this 

curriculum manual. 

 

Curriculum Format 

The Curriculum consists of six modules, each of which includes learning goals as 

well as knowledge, skills and attitude objectives for participants to gain upon 

completion of that module. Each module consists of several parts such as didactic 

information, role plays, group problem solving exercises, and/or other interactive 

activities. The six modules are interrelated and progressive (i.e. each builds on 

information and skills gained in previous modules) and are based on adult active 

learning principles. They build mastery in three areas: trauma informed care; 

supporting TF-CBT implementation; and self-care (awareness of and prevention of 

secondary traumatic stress or vicarious trauma). 

 

Active Learning Components of the Curriculum 

Active engagement is especially critical in a brief curriculum. Each of the six 

modules includes a didactic component, in which the trainer provides information 

through slides, lecture and handouts. However most of each module involves 

active learning during which staff members engage in problem solving exercises, 

role plays and/or other interactive activities to transform the material from theory 

to “real life”. Specific examples for these activities are included in this curriculum; 

however depending on the needs of individual program, the details of these 
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activities (e.g., the types of client problems or staff vicarious trauma issues that are 

addressed in role plays or problem solving scenarios) may be modified during a 

particular training. 

A critical component of actively engaging staff is modeling the use of trauma 

informed care principles and TF-CBT skills during the training. When the trainer 

respectfully listens, thoughtfully understands and tolerates different views from his 

or her own without interrupting to help attendees to feel valued, respected and 

heard, this demonstrates how to create a more trauma informed program. The 

trainer can often take advantage of natural opportunities during the training to 

illustrate how he or she is personally using TF-CBT coping skills (e.g., positive 

self-talk, correcting maladaptive cognitions, relaxation strategies, etc.) to maintain 

self-regulation and connection with others. Through these strategies, attendees 

actively experience how trauma informed strategies and the TF-CBT coping skills 

can make an immediate difference for each of them in their working environment. 

Prior to each training, the trainer should obtain information about the type 

of program (e.g., size, ages, gender and nature of problems of children served as 

well as types of traumas typically experienced by children in this setting and 

average length of stay) as well as whether the facility has received prior trauma-

informed training. This will help the trainer to best match the training to the 

facility. At the start of the training, the trainer should ask participants to introduce 

themselves with 1-2 sentences about previous training or knowledge about trauma 

informed care or TF-CBT. This will help to engage participants and also to further 

match the training to participants’ current experience levels. 
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Module 1: Trauma Impact and Reminders 

Goals: At the conclusion of this module participants will be able to: 

1) Identify common types of traumas youth have experienced, including 

complex traumas 

2) Describe and recognize the “ABCS” domains of trauma impact in youth in 

this setting 

3) Understand trauma reminders that can “trigger” these types of trauma 

responses among youth in this setting 

 

Knowledge Objective: 

1) Increase participants’ knowledge about trauma impact and trauma reminders 

 

Skills Objectives: 

1) Increase participants’ skills in recognizing trauma impacts among children in 

this setting 

2) Increase participants’ skills in identifying trauma reminders in this setting 

 

Attitude Objective: 

1) Increase participants’ understanding and compassion toward traumatized youth 

 

Didactic Presentation 

The didactic portion of Module 1 describes different types of trauma experiences 

children and youth have commonly experienced; the “ABCS” domains of trauma 

impact; and the concept of trauma reminders. In order to help participants connect 

this information to children they work with, clinical examples of youth typically 

seen in the specific setting should be woven into each domain when describing 

these domains during the presentation. 

Affective (“A”), or emotional, responses to trauma may include sadness or anxiety, 

but the types of affective responses typically seen that are important for staff to 
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understand in relation to trauma are irritability, anger, flat affect, and emotional 

dysregulation (“going from zero to sixty”—when kids seem calm then are 

suddenly enraged by seemingly minor things and cannot calm themselves again). 

Behavioral (“B”) responses to trauma may include trauma avoidance (not talking 

about, saying they don’t remember anything about, or otherwise avoiding things 

that remind them about traumatic experiences or things that remind them of these 

experiences); as well as behaviors that resemble the original trauma the youth 

experienced (e.g., a youth who experienced bullying may bully others; a youth 

who was sexually abused can exhibit sexually aggressive behaviors; a youth who 

experienced domestic violence can exhibit controlling or violent behavior towards 

others, etc). Other trauma-related behaviors may include aggression and other 

behavioral dysregulation, using drugs or alcohol or other dangerous behaviors 

(e.g., unprotected or sex or having multiple sexual partners) or self injury. 

Biological (“B”) responses to trauma may include headaches, stomachaches, 

dizziness, menstrual cramps, aches and pains in different body parts, appetite and 

sleep problems and other somatic symptoms. 

Cognitive (“C)”) responses to trauma may include changes in how youth see 

themselves (e.g., damaged, unlovable, undeserving of good treatment or good 

things happening); others (e.g., expecting that others will hurt them, betray or 

cheat them, or will never care about them); and/or the world in general (e.g., I will 

not live a long life; justice will never be done; no one can be trusted; everyone 

hates black/Latino/ white people; the world is a terrible place; children are better 

off dead). 

Social (“S”) responses to trauma may include changes in youths’ attachments or 

connections to others (e.g., diminished or loss of trust in family or peers; feeling 

that no one can understand them; sense of isolation) leading to shifting affiliation 

(e.g., affiliate with more deviant peers; reject relationships with siblings or parents, 

etc) 
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School (“S”) responses to trauma may include decreased concentration, decline in 

grades, poor school attendance, school drop out, and responding to trauma 

reminders in school settings. 

A trauma reminder is anything such as a person, place, thing, situation or condition 

(e.g., an internal physiological state) that reminds the youth of a previous trauma 

they experienced. Understanding and recognizing potential trauma reminders are 

critical to understanding child behaviors in the setting because many of the above 

trauma responses may be easily confused with common child behavior problems. 

Trauma responses may seem to occur suddenly, unpredictably or in ways that are 

frightening or feel threatening to staff, but in fact are occurring in response to 

unrecognized trauma reminders. This module begins the process of connecting 

trauma-related responses to trauma reminders. 

 

Role Plays 

 

The purpose of these role plays is to demonstrate three different scenarios in which 

children have what appear to be “typical” behavior problems (i.e., an 

“unpredictable” episode of aggression, angry outburst, or withdrawal, respectively 

in each of the three role plays). In each role play, the trainer plays the role of the 

youth and a participant plays the role of a staff member. Before the role play the 

trainer privately asks each respective staff member playing in the role play to not 

make any effort to react differently in the setting than he or she believes his or her 

peers normally would react in such a scenario. The goal in these early role plays in 

NOT to encourage staff to act in trauma informed manners, but to recognize that 

youth who are having “typical” behavior or emotional problems seen, may in fact 

be responding to trauma reminders that no one is recognizing. 
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NOTE: Throughout the curriculum, the trainer makes adjustments to role plays as 

appropriate to optimally illustrate the types of behavioral and emotional problems 

seen in the setting. 

 

Role Play #1: 

Trainer takes the role of a 15 year old male. The trainer enlists a participant 

to play the role of a staff member and instructs the individual to sit in a chair in the 

hall. The role play proceeds as follows: The staff member is sitting in a chair in 

hall. The trainer unexpectedly punches wall and says, “I hate that bitch!” If the 

staff member does anything but validate the trainer’s anger, the trainer gets 

increasingly verbally aggressive. 

 

 

Role Play #2 

The trainer takes the role of a 12 year old male and asks another participant to take 

the role of a staff member who is supervising at mealtime. The trainer explains to 

participants that at the start of the role play he is eating breakfast with other kids, 

nothing special going on. At the beginning of the role play, the trainer suddenly 

gets angry, jumps up from table, and starts to run from the breakfast room. If the 

staff member does anything but validate the boy’s anger, the trainer tells her to 

“shut up”. 

 

Role Play #2 

The trainer takes the role of a 14 year old girl and asks another participant 

to take the role of a staff member on the milieu. The trainer sits on floor 

withdrawn, and won’t talk to the staff member no matter what, remaining sullen 

and non-verbal. If the staff member tries to do anything but validate the girl’s 

feelings, she becomes more withdrawn, sullen, non-responsive, even scared. 
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Interactive Activity 

 

The trainer initiates the interactive activity by explaining that the above role plays 

are all from traumatized youth who shared their experiences about being 

“triggered” by trauma reminders while in the setting. Encourage participants to 

think about and discuss what kinds of trauma reminders might have occurred to 

prompt these scenes. The interactive discussion is more important than coming to 

the “right” answers. The trainer leads the activity encouraging the participants to 

consider the following: 

1) What are typical kinds of traumas the youth in your setting have 

experienced (e.g., encourage participants to consider the impact of 

complex/chronic trauma, emotional abuse, neglect)? 

2) What are some typical types of reminders of these trauma experiences that 

might occur while they are in your setting? For example, if a youth 

experienced sexual abuse, what might be a reminder? Encourage 

participants to consider trauma reminders for complex trauma (parental 

neglect or emotional abuse, betrayal by parents, multiple losses, etc) 

3) How might these reminders be manifested in your setting? 

 

Resources 

 

Cohen, JA & Mannarino, AP (2010). Implementing TF-CBT in RTF: General 

information for RTF milieu staff. Available at http://www.learn.nctsn.org 

 

Picone, F (2008). Creating safe and respectful environments. University of 

Medicine and Dentistry of New Jersey University Behavioral HealthCare-Violence 

Institute of New Jersey. Available at 

http://vinst.umdnj.edu/csre2/cd/fin20%jjc%20video_files/Default.htm 

http://www.learn.nctsn.org/
http://vinst.umdnj.edu/csre2/cd/fin20%25jjc%20video_files/Default.htm
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Liberman, A, Deblinger, E & Pelcovitz, D (2006). Trauma’s impact on 

development across childhood. Available at 

http://learn.nctsn.org/mod/resource/view.php?id=760 

 

DeArellano, M (2006). Trauma among Hispanic and Latino populations. Available 

at http://learn.nctsn.org/mod/resource/vie.php?id=768 

 

http://learn.nctsn.org/mod/resource/view.php?id=760
http://learn.nctsn.org/mod/resource/vie.php?id=768
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Module 2: Preventing Trauma Reenactment 

 

Goals: At the conclusion of this module participants will be able to: 

1) Describe trauma reenactment and how it occurs in this setting 

2) Recognize common trauma reminders and two common interactions 

between children and staff that prompt trauma reenactment in this setting 

3) Describe three steps that staff can take to prevent trauma reenactment from 

occurring in this setting 

 

Knowledge Objectives: 

1) Increase participants’ knowledge about how trauma reminders and staff- 

child interactions contribute to trauma reenactment in this setting. 

 

Skill Objectives: 

1) Improve participants’ ability to recognize when trauma reenactment is 

occurring in this setting 

2) Improve participants’ ability to minimize trauma reenactment in this setting 

by recognizing trauma reminders, recognizing behavioral manifestations of 

trauma, and avoiding behavioral interactions that repeat previous traumatic 

patterns 

 

Attitude Objectives: 

1) Increase participants’ desire to minimize trauma reenactment in this setting 

2) Increase participants’ acceptance that when trauma reenactment occurs in 

this setting, this is often due to staff-child interactions 

 

Didactic Presentation 

The didactic presentation during Module 2 provides participants with more 

experiential understanding into the connection between children’s trauma 
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experiences, trauma reminders and behavioral problems that commonly occur in 

this setting. The trainer provides several case descriptions of children and youth 

who experienced chronic, severe, and/or multiple traumas prior to coming to this 

setting (e.g., ongoing sexual and physical abuse by a parent’s paramour while the 

other parent did not protect; severe parental neglect while the parent was abusing 

substances; domestic violence leading to eventual murder of one parent by the 

other and placement in a series of foster homes; removal at an early age and 

placement in serial foster homes due to abuse, neglect or death) and asks 

participants to consider possible trauma reminders or “triggers” when these youth 

come to the setting. The trainer helps participants understand that patterns of 

interacting (e.g., being called names, being spoken to harshly, being 

“disrespected”, etc) often serve as trauma reminders for children and youth who 

have long histories of abuse, neglect, domestic violence and other traumas during 

which these interactional patterns served as trauma cues or triggers. Helping 

participants to recognize when these interactional patterns are contributing to 

trauma reenactment in their settings is critical to preventing such reenactment from 

occurring. 

In order to allow trainers to use their own experiences and to match the needs of 

each program only one case vignette is included here. As a guideline, each vignette 

should include information that will emotionally engage participants as well as 

information about: 

1) Types of trauma the child experienced and under what circumstances (set 

the stage for participants to understand the child’s trauma reminders) 

2) How the child responded to the trauma when it was happening (how the 

child felt, thought, physical responses at the time—help participants 

understand the child’s inner experiences) 

3) How adults responded or didn’t respond to the child and how this shaped 

the child’s expectations and trauma triggers 
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4) Subsequent trauma experiences and how these reinforced the initial trauma 

reminders 

 

 

Sample Case Vignette 

Marquee is a 9 year old girl who was severely sexually and physically abused by 

her mother’s boyfriend from ages 2-6 years old. Mother was addicted to drugs and 

was often present when Marquee was being abused. When Marquee cried or asked 

the perpetrator to stop he would tell her to “shut up” or punch her. Marquee was 

scared that he would kill her; in fact she remembers one time he held his hand over 

her mouth and nose until she thought she would die. He told her “if you don’t shut 

the hell up I’ll shut you up for good.” After that Marquee was always silent during 

the sexual abuse episodes but inside she was thinking that she was going to die and 

why didn’t her mother help her? When she started school her teacher thought 

Marquee was having “anger management” problems due to “unpredictable” 

outbursts of anger (Marquee later reported that boys in class would yell or bump 

into her and that made her mad). The teacher called the home and told mother’s 

boyfriend Marquee was having angry outbursts. He beat Marquee with a belt and 

his fist and burned her with his cigarette. When the teacher saw the burns on 

Marquee’s arm child protection was notified. Marquee has been in a series of 

foster homes since then. In the first of these foster placements she was sexually 

abused by an older teen male who was babysitting for Marquee and a younger 

foster child in the home; this led to Marquee’s removal from that home. Marquee 

has been increasingly out of control, leading to removal from several subsequent 

foster homes. Foster parents report that her behavioral outbursts occur when other 

children yell or play boisterously around Marquee. The foster parents respond to 

her outbursts by trying to set limits. When these don’t work they become stern, and 

then punish her to force her to comply with the house rules. They admit that they 

have increasingly become frustrated and have used some corporal punishment, 
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including hitting her on the butt and arm. Foster mother also tries “shaming” 

Marquee, telling her she will end up like her mother if she continues this behavior. 

 

Discussion points for Sample Case Vignette: 

1) What interactional patterns serve as a trauma reminder for Marquee? (e.g., 

loud fighting, severe discipline, yelling, boisterous interactions) 

2) What are adults doing in her current setting to contribute to trauma 

reenactment? (e.g., foster parents using stern voices or using corporal 

punishment) 

3) How could adults interact with Marquee differently to minimize or prevent 

trauma reenactment? (e.g., validate that they understand what triggers her 

fears; problem solve with her how to reduce her reenactment; develop a 

mutual plan about how to help her use skills without retriggering her) 

 

Role Plays 

During the following role plays, the trainer plays the role of the youth and a 

staff member volunteers to play the role of a staff member. The goal is for the staff 

member to recognize trauma reminders and the beginning signs of the child’s or 

youth’s trauma reenactment. Instead of interacting with the child or youth in a 

manner that contributes to trauma reenactment, the staff member tries to interact 

with the child or youth in a manner that prevents trauma reenactment from 

occurring. The trainer encourages other staff members to offer suggestions for 

ways to prevent trauma reenactment while the role play is occurring. The staff 

member in the role play tries these suggestions during the role play. 

NOTE: The following scenarios can be used as examples of situations that 

led up to the Role Plays described in Module 1 above 

 

Role Play #1: 
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One hour prior to the episode, youth’s mother was supposed to attend a 

family therapy session. She did not arrive at the expected time, or call to explain 

why she was not coming. The boy punches the wall. Mother was involved with a 

man, Mr. Paul, who physically abused the youth and the youth suspects that 

mother is still seeing him. 

 

Role Play #2 

While eating breakfast another child said, “Give me the cereal. What’s 

wrong with you, retard?” When the boy heard the word “retard” and staff didn’t do 

anything he became enraged, starts swearing, throwing things and hitting the child 

who called him a retard. This boy was severely abused and neglected by his 

parents and often called a “retard” and “stupid” by both parents. He was then in a 

number of foster homes where he was called “stupid” and “retard” because he has 

a learning disability. 

 

Role Play # 3 

During a group activity a girl is instructed to uncross her legs to participate 

in a relaxation exercise. She uncrosses her legs but keeps her ankles crossed. A 

female staff member says harshly, “Do as you’re told and do it now or you’ll lose 

your levels.” The girl jumps up and calls the staff member “f—king ho”. This girl 

had a long history of severe physical and emotional abuse and neglect by mother 

and mother’s paramours. 

 

Interactive Activity 

The trainer encourages the participants to discuss how these role plays impacted 

them and how a trauma-informed lens may start to shift some of their assumptions 

about children’s behavioral problems. The trainer encourages interactive 

discussion around topics such as: 



42 

 

1) Are you starting to recognize interactional patterns that contribute to 

trauma reenactment? 

2) Did the challenges of responding to these children remind you of problems 

you have faced in your setting? 

3) Did the problem solving strategies suggested here help you come up with 

ideas for how to avoid trauma reenactment in your setting? 

 

Resources and Handouts 

Cohen, JA & Mannarino, AP (2010) TF-CBT trauma psychoeducation for RTF 

milieu staff. Pittsburgh, PA: Allegheny General Hospital. Unpublished information 

sheet available at http://learn.nctsn.org/mod.forum/view.php?id=3199 

 

Bigfoot, D.(2007). American Indian youth: current and historical trauma. 

Available at http://learn.nctsn.org/mod/resource/view.php?id=443 

 

Flores, L (2007). The traumatic experiences of border and immigrant youth. 

Available at http://learn.nctns.org/mod/resource/view.php?id=442 

 

Schneir, A & Ballin, D (2007). Working with homeless and runaway youth. 

Available at http://learn.nctsn.org/mod/resource/view.php?id=441 

 

Stern-Ellis, H & Killen-Harvey, A (2007). Trauma among gay, lesbian, bisexual 

and transgendered youth. Available at 

http://learn.nctsn.org/mod/resource/view.php?id=439 

 

http://learn.nctsn.org/mod.forum/view.php?id=3199
http://learn.nctsn.org/mod/resource/view.php?id=443
http://learn.nctns.org/mod/resource/view.php?id=442
http://learn.nctsn.org/mod/resource/view.php?id=441
http://learn.nctsn.org/mod/resource/view.php?id=439
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Module 3: Vicarious Trauma 

Goals: At the conclusion of this module participants will be able to: 

1) Describe common difficulties associated with vicarious trauma or 

secondary traumatic stress 

2) Identify four ways that vicarious trauma may be manifested at work in this 

setting 

3) Identify three ways that positive TF-CBT parenting skills may be helpful in 

preventing and responding to vicarious trauma 

 

Knowledge Objectives: 

1) Increase participants’ knowledge about vicarious trauma 

2) Increase participants’ knowledge about how vicarious trauma may impact 

work performance 

3) Increase participants’ knowledge about resources for assistance in their 

settings if vicarious trauma occurs 

4) Increase participants’ knowledge about TF-CBT positive parenting skills 

 

Skills Objectives: 

1) Increase participants’ ability to recognize the presence of vicarious trauma 

in themselves or colleagues 

2) Increase participants’ ability to use TF-CBT positive parenting skills with 

each other and youth 

 

Attitude Objectives: 

1) Increase participants’ recognition that they can personally experience 

vicarious trauma 

2) Increase participants’ compassion for those who experience vicarious 

trauma 
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Didactic Presentation 

The didactic presentation in Module 3 introduces participants to vicarious trauma 

(also sometimes variously referred to as “secondary traumatic stress” or “burn-

out”). The trainer provides information about different ways this can occur to 

individuals who work with traumatized children including: 1) the individual 

having a personal history of trauma as a child or adult, which is then re-triggered 

by hearing about the child’s trauma experiences or through trauma reenactment 

such as has been described in the previous module; 2) the individual is spit on, 

kicked, called names, threatened, beaten, has one’s family threatened, is badly 

frightened, or is otherwise hurt by a child or adolescent in the facility, and is 

traumatized by this violent or threatening experience; 3) the individual is 

constantly exposed to a high volume and/or a high intensity of extremely 

emotional and/or physically demanding work in the setting which leads to burn-

out. 

Common signs and symptoms of vicarious trauma include the following: 

1) Somatic symptoms: unexplained headache, stomachache, dizziness, aches 

and pains, fatigue, worsening of chronic condition (e.g., asthma, diabetes), 

sleep problems, appetite problems, and/or missed days of work 

2) Avoidance: not wanting to think or talk about past trauma (if applicable) or 

of the incident in the workplace; avoiding friends, family, and/or work 

peers; avoiding situations, places or people that remind the individual of 

the trauma (e.g., if sexual abuse, may avoid intimacy with partner/spouse; 

if a fight in the workplace, may avoid any confrontations at work) 

3) Intrusive thoughts: cannot get thoughts about the incident/trauma out of 

one’s head; nightmares, obsessive thoughts about what might have done or 

should have done; these thoughts may be accompanied by somatic 

symptoms 

4) Extreme affect: anger, irritability, outbursts, may lead to relationship 

problems or excessive drug or alcohol use 
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5) At work: inappropriate humor, avoid peers, inappropriate anger at children, 

avoiding reminders/triggers at work, shunning certain types of work 

(leaving for others to do), missing work 

Positive parenting skills used in TF-CBT include looking for, recognizing and 

praising when youth are engaging in positive behaviors (“praise”); overlooking 

minor negative behaviors (e.g., mocking, mimicking, rolling eyes, “disrespectful” 

attitudes, not complying immediately with requests), in favor of praising positive 

ones (“selective attention”); and using active listening and validation to show 

compassion and understanding (e.g., “I know you’re having a really tough day, I’m 

here if you want to talk about anything”). Using these strategies with co-workers 

as well as with youth in the setting can be very effective at preventing vicarious 

trauma. The trainer provides examples of each of these strategies and encourages 

participants to discuss how these might be helpful in stressful situations they 

encounter in their setting. 

 

The trainer adapts this presentation for the specific setting and presents one or 

more case illustrations of situations in which a staff member inappropriately 

manifests vicarious trauma. 

 

Role Play 

During this role play the goals are for participants to recognize that vicarious 

trauma negatively impacts not only the person who is suffering from this 

condition, but also coworkers, supervisors, youth and ultimately the entire 

program. 

 

Role Play #1 

The trainer takes the role of a staff member and asks for two volunteers 

from among the participants. One participant will take the role of a youth on the 

unit and the other will take the role of another staff member. The trainer will 
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instruct the two as follows: The “staff member” will act as he or she usually acts 

on the unit with staff and youth. The “youth” will come up to the “staff members” 

while they are talking and intrude on their conversation, demanding attention in a 

typical way that residents do. The “staff member” will respond to the youth in an 

appropriate way but trainer will do something different. The rest of the participants 

will observe and comment on what is occurring. 

 

The trainer portrays a staff member who is angry about youth on the unit “acting 

up.” This staff member does not believe that the youths’ behavioral problems are 

trauma related because he was abused as a child and he never got in trouble like 

this when he was their age. He thinks all this trauma stuff is an excuse for “letting 

kids get off easy, and not having to follow the rules. The role play starts with the 

trainer complaining about this to the other participant playing a staff member. 

When the youth intrudes on their conversation, the trainer says something 

inappropriate to the youth (e.g., “Quit blaming everyone else and shape up. Thank 

God I have normal kids to go home to.”) 

 

 

 

Interactive Activity 

The trainer encourages the participants to discuss the above role play. How 

would the staff member who was suffering from vicarious trauma feel during this 

scenario? How would the other staff member in this role play feel? How would the 

youth in this role play feel? What actions might each of these individuals have 

subsequently taken (e.g., would the other staff member report to a supervisor; 

would the youth be more likely to become dysregulated?) 

The trainer then encourages each participant to write on a piece of paper 

“what is the hardest thing about working in this setting” Each person silently goes 

around the circle and shares what they have written with each other person. When 
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the exercise is done, the group discusses what they have learned.  What positive 

parenting strategies might be helpful in these situations? 

 

Resources 

 

Cohen, J Rivera, S &. Ross, L, Secondary traumatic stress in professionals treating 

child sexual abuse. Available at 

http://learn.nctsn.org/course/view.php?id=29&topic=3 

 

Whitham, C (1991). Winning the whining wars and other skirmishes: A family 

peace plan; Los Angeles: Perspective Publishing 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://learn.nctsn.org/course/view.php?id=29&topic=3
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Module 4: TF-CBT Coping Skills 

Goals: At the conclusion of this module participants will be able to: 

1) Describe core TF-CBT coping skills summarized by the PRACE acronym 

(Psychoeducation; Relaxation; Affect modulation; Cognitive coping; and 

Enhancing Safety) 

2) Explain how each of these skills helps children with self-regulation in this 

setting 

 

Knowledge Objectives: 

1) Increase participants’ knowledge about the TF-CBT coping skills 

2) Increase participants’ knowledge about how each of these skills increases 

children’s ability to self-regulate behavioral or emotional problems 

 

Skills Objectives: 

1) Increase participants’ ability to recognize each of the TF-CBT coping skills 

when children are using these in this setting 

2) Begin to develop participants’ ability to support children’s use of these 

skills in this setting 

 

 

Attitude Objectives: 

1) Increase participants’ appreciation of the value of using TF-CBT skills to 

decrease behavioral and emotional regulation problems in this setting 

 

 

Didactic Presentation: 

The didactic presentation in Module 4 provides participants with information about 

the TF-CBT coping skills summarized by the PRACE acronym. The trainer 

provides brief information about the TF-CBT coping skills with appropriate 
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examples that relate to the specific setting. The trainer should emphasize that 

therapists in the setting are providing these skills to youth during individual 

treatment sessions; other staff are supporting youth in implementing these skills. 

Thus therapists and other staff will ideally communicate about how each youth is 

learning these skills and work together closely to best support each youth’s use of 

the skills in the setting outside of therapy. 

The trainer should not assume that staff members have any level of familiarity with 

these skills, how therapists provide them, or how to support them. The trainer 

should provide very simple, clear and concrete examples of how therapists provide 

each skill to youth in this setting and how youth might be expected to implement 

each skill in the setting. 

Psychoeducation provides youth with better understanding about the impact of 

trauma on their functioning; helps youth to make connections between their current 

behavioral and emotional problems and past traumatic experiences; validates that 

they are not alone in experiencing these traumatic experiences; and provides hope 

for recovery and living healthy and positive lives in the future. Psychoeducation 

also helps youth identify trauma reminders and understand how these are affecting 

them in the present. Therapists ideally communicate with other staff in the setting 

about these trauma reminders so that the other staff are aware of these. 

 

The trainer can provide as an example that Marquee’s therapist in the above 

example might help her to recognize that a central theme of her past trauma 

experiences was that adults who were supposed to support and protect her had not 

protected her, and sometimes had even been the ones to hurt her. As a result, for 

Marquee, trauma reminders might include both situations such as fighting or harsh 

discipline that reminds her of these adults; but also situations in which she 

perceives that people may abandon her such as when peers do not listen to her. 
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The next step after youth recognize the impact of trauma on youth’s current 

functioning is developing specific coping skills for how to deal with these impacts. 

When all staff members are aware of each youth’s trauma cues, they can best 

support the use of the youth’s coping skills. The trainer then provides information 

about the following specific TF-CBT coping skills. 

 

Relaxation skills provide youth with individualized strategies to “turn down the 

volume” of their biological responses to trauma. Youth often say that they “see 

red”, “explode”, or have somatic symptoms such as not being able to sleep, having 

headaches or stomachaches, etc. Each youth develops individualized relaxation 

strategies with his or her therapist to use when trauma cues or reminders occur. 

Some examples of these strategies include focused breathing; visualization 

exercises (e.g., imagining a “safe place”, the beach, a cloud or other pleasant visual 

or mental image); progressive muscle relaxation; exercise; crafts or journaling, or 

other activities that are relaxing to the individual youth. 

 

The trainer can provide as an example that the therapist might introduce present 

focus activities to Marquee when peers’ loud voices in the milieu gets her agitated. 

 

Affective modulation skills include a variety of activities that youth can engage in 

to modulate upsetting affective states (e.g., anger, sadness, loneliness, “feeling 

nothing”, etc.) Therapists help youth to identify a range of emotional states, 

acknowledge these feelings rather than running from them (e.g., many youth with 

serious behavioral problems only acknowledge feeling angry because other 

negative emotions cause too much vulnerability), and then help them develop 

several strategies for coping with these uncomfortable states. These strategies may 

include seeking social support from staff members; engaging in distraction 

activities (e.g., reading, watching TV; doing something physically strenuous); 
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writing about their feelings; or actively trying to change the feeling to a better one 

through humor, faith, or cognitive coping (described below). 

 

The trainer might use as an example that Marquee’s therapist might help her to 

seek social support from staff when she felt angry that peers on the unit were 

abandoning her by ignoring her. 

 

Cognitive coping skills include recognizing and exploring alternative ways of 

looking at maladaptive thoughts. Maladaptive thoughts may include thoughts that 

are inaccurate (e.g., “my father abusing me was my fault”), or thoughts that may 

be accurate but are unhelpful (i.e., they do not help the youth to feel or to function 

better, e.g., “You can never tell whether a man will become violent in a 

relationship”). Therapists help youth to become more aware of their automatic 

thoughts, recognize when these thoughts are contributing to upsetting feelings or 

negative behaviors, and to explore alternative ways of looking at their assumptions 

about the world, other people, and themselves. Therapists may focus on a time in 

the past week when the youth was upset and ask the youth to “track back” to what 

they were thinking then. In this way the therapist helps the youth to identify 

possible maladaptive cognitions that were contributing to the negative feelings, 

and to address these. 

 

The trainer might use the example that Marquee’s therapist might help her to 

explore the thought, “no one likes me”, by first thinking about whether this thought 

makes her happy (no) and whether there is any other possible way of looking at the 

fact that a girl in the milieu did not respond when Marquee spoke to her. Talking 

with the therapist allowed Marquee to consider that possibly the girl was 

preoccupied with upsetting circumstances of her own and that what happened did 

not have to do with not liking Marquee. 
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Enhancing safety skills include recognizing unsafe situations (e.g., violent and 

abusive situations that the youth can avoid or escape; drug use; unsafe sex; and 

unhealthy romantic relationships) and enhancing the youth’s ability to avoid or 

escape these situations. 

 

The trainer might use the example that Marquee’s therapist might help her to 

develop a plan for feeling safe when confronted with trauma reminders such as 

asking for help from a staff member or going to a quiet corner when loud or 

violent episodes occur in the milieu and using her relaxation skills. 

 

 

Role Plays 

During these role plays the goal is for participants to accurately identify “real life” 

situations in the setting in which the above TF-CBT coping skills would be helpful 

for youth to implement. The trainer should focus during this module on simply 

encouraging participants to accurately identify which coping skill would be helpful 

to use in which situation (multiple coping skills might be appropriate in a given 

scenario). More specific strategies about how staff members can support youth in 

implementing these skills will be provided during the next module. 

 

Role Plays/ Interactive Activity 

 

The trainer encourages participants to develop 2-3 Role Plays in which they enact 

youth who have typical difficulties on the milieu that the participants believe may 

be related to trauma. The trainer explains that he will stop the role plays as the 

participants are enacting them to encourage discussion about what TF-CBT coping 

skill might be useful to use in a given situation. 
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The trainer encourages the participants to discuss their ideas during these role 

plays about what TF-CBT coping skills might be helpful for youth to use in the 

different situations that the participants have chosen to depict in the role plays. 

Presumably these are scenarios that commonly arise in the setting. Through these 

activities the trainer encourages the participants to use each of the TF-CBT coping 

skills as a natural way to respond to typical behavioral and emotional problems 

that youth display in the setting. 

 

Resources 

 

Cohen, JA & Mannarino, AP (2010). TF-CBT Psychoeducation for RTF Direct 

Care Staff. Available at www.nctsn.org 

 

Cohen, JA & Mannarino, AP (2010). TF-CBT Relaxation Skills for RTF Direct 

Care Staff. Available at www.nctsn.org 

 

Cohen, JA & Mannarino, AP (2010). TF-CBT Affective Modulation Skills for 

RTF Direct Care Staff. Available at www.nctsn.org 

 

Cohen, JA & Mannarino, AP (2010). TF-CBT Cognitive Coping Skills for RTF 

Direct Care Staff. Available at www.nctsn.org 

 

Deblinger, E (2006). The cognitive processing component. Available at 

http://learn.nctsn.org/mod/resource/view.php?id=762 

 

 

 

 

 

http://www.nctsn.org/
http://www.nctsn.org/
http://www.nctsn.org/
http://www.nctsn.org/
http://learn.nctsn.org/mod/resource/view.php?id=762
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Module 5: Supporting TF-CBT Coping Skills 

Goals: At the conclusion of this module participants will be able to: 

1) Demonstrate one or more way to support a child’s use of relaxation in this 

setting 

2) Demonstrate one or more way to support a child’s use of affective 

modulation in this setting 

3) Demonstrate one or more way to support a child’s use of cognitive coping 

in this setting 

 

Knowledge Objectives: 

1) Increase participants’ knowledge about how to use TF-CBT Coping Cards 

in this setting 

 

Skills Objectives 

1) Increase participants’ skills in supporting children’s use of relaxation skills 

in this setting 

2) Increase participants’ skills in supporting children’s use of affective 

modulation skills in this setting 

3) Increase participants’ skills in supporting children’s use of cognitive coping 

in this setting 

 

 

Attitude Objective 

1) Increase participants’ enthusiasm about supporting TF-CBT skills in this 

setting 

2) Increase participants’ understanding of the value of supporting TF-CBT 

skills in this setting 
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Didactic Presentation 

Module 5 builds on the information provided in Module 4 by helping 

participants develop practical strategies through which to support youth in 

implementing the TF-CBT coping skills learned during that module. In place of a 

didactic presentation, the trainer encourages participants to develop strategies that 

will work in their setting. 

 

Role Plays /Interactive Activities 

 

The trainer encourages participants to discuss how they might encourage youth to 

implement the TF-CBT coping skills in a variety of scenarios in their setting. The 

trainer has several choices about how to do this, including but not limited to group 

discussion; assigning one skill to each of 5 small groups to come up with 

demonstrations; or through role plays that the entire group discusses together, or 

all three. By the end of the module the goal is for all participants to have actively 

contributed to ways to support the implementation of these skills. The following 

descriptions outline each of these approaches: 

 

1) Group discussion: the trainer asks the entire group to brainstorm in order to 

create several scenarios in which a youth becomes dysregulated and each of 

the TF-CBT coping skills would be useful in helping the youth regain 

regulation. The group may discuss challenges to using these skills in their 

setting and brainstorm about how to address these challenges; or situations 

in which they do not know how to implement a particular skill. The trainer 

facilitates problem-solving by the group encouraging everyone in the group 

to take an active role in discovering solutions. 

2) Small group demonstrations: the trainer divides the group into 5 small 

groups (these may consist of as few as 2 participants/group), and assigns 

one TF-CBT coping skill to each group. The groups get 15 minutes to 
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develop a scenario in which a youth is becoming emotionally or 

behaviorally dysregulated in the milieu and a staff member recognizes that 

if the youth implemented their assigned coping skill, this might help the 

youth to regain affective or behavioral regulation. The group demonstrates 

the scenario and how the staff member supports the youth in using the 

assigned coping skill, and through this how the youth regains regulation. 

The group may also choose to demonstrate both how a staff member might 

fail to recognize how using their assigned coping skill would be useful and 

what would happen if the youth failed to use the coping skill; and what 

would happen when the staff member DOES recognize that this would be 

helpful and encourages the youth to implement the assigned coping skill. 

3) Role plays: the group may continue the process begun in Module 4, by 

presenting challenging scenarios that arise in the setting and asking the 

trainer to demonstrate how to implement the TF-CBT skills. The trainer 

may demonstrate this several times but the goal is to encourage the 

participants to begin to use these skills in an active way during the training 

rather than to continue to observe. 

 

Resources: 

TF-CBTConsult: www.musc.edu/tfcbtconsult includes many questions about 

managing difficult behaviors using TF-CBT skills in residential settings. 

 

 

 

 

 

 

 

 

http://www.musc.edu/tfcbtconsult
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Module 6: TF-CBT Skills and Self-Care 

Goals: At the conclusion of this module participants will be able to: 

1) Recognize situations in which TF-CBT coping skills are appropriate for 

personal use 

2) Use TF-CBT coping skills to enhance self-care 

3) Use TF-CBT to prevent vicarious trauma 

4) Apply personal understanding about the benefits of using TF-CBT coping 

skills to support children in using these skills in their setting 

 

Knowledge Objectives: 

1) Increase participants’ knowledge about the connection between stress and 

common medical and emotional problems 

2) Increase participants’ recognition of the overlap between TF-CBT coping 

skills and common stress-reduction techniques 

 

Skills Objectives: 

1) Improve participants’ ability to use TF-CBT coping skills for personal 

stress management 

2) Improve participants’ ability to use TF-CBT coping skills to prevent 

vicarious trauma 

3) Improve participants’ ability to support children’s use of TF-CBT coping 

skills 

 

This module continues the process begun in Module 3 in which participants 

began to discuss stress associated with working in their setting. In this module the 

trainer describes that the TF-CBT coping skills are life skills that are beneficial to 

any individuals who experience stress in their daily lives. The trainer is most 

effective in this regard if he or she can provide personal examples in which these 

skills successfully relieved work- or personal stress. The trainer provides other 
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examples that are pertinent to the setting of how skills can be used to minimize 

vicarious trauma. 

 

Role Plays 

The role plays in this module are intended to help participants recognize 

how to use TF-CBT coping skills to reduce their own vicarious stress and to 

continue to encourage youth to use these skills. 

 

Role Play #1 

In this role play the trainer takes the role of a staff member who is interacting with 

a noncompliant youth. The trainer asks a volunteer participant to take the role of 

the youth, and instructs this volunteer to be a bit disrespectful when the trainer tells 

him or her to do something. When the “youth” does so during the role play, the 

trainer says, “How dare this kid treat me so disrespectfully?! Damn it, I’m older 

than him, I deserve to be treated with some respect!” Then the trainer stops the role 

play and asks the participants to consider which coping skill might be helpful in 

this situation (e.g., cognitive coping, what thought might be more helpful or 

accurate in this situation—what about the youth might be contributing to his 

irritability, why is the staff member making it all about himself, etc?) Help them 

come up with a more helpful and accurate thought. 

 

Role Play #2 

In this role play the trainer takes the role of a staff member who is overwhelmed 

with paperwork and someone else has called off. The trainer asks a volunteer to 

take the role of a youth who comes up to her to ask her to play a game and she 

snaps at him, “Not now, I’m busy!” The trainer stops the role play and asks what 

coping skill might be helpful (e.g., relaxation, seeking support, asking for help, 

etc). 
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Role Play #3 

In this role play the trainer asks a volunteer to play the role of a youth who will 

spit on him and call him a name. The trainer is dealing with a dying parent and is 

just stressed out; when this happens he storms off the unit and says, “That’s it, I’m 

sick of these friggin kids!” What coping skill might be helpful? 

 

Interactive Activity 

The group discusses what they have learned about using TF-CBT coping skills to 

prevent or address vicarious trauma and to support traumatized youth in their 

setting. The trainer asks and answers any questions. After this discussion the 

trainer asks each person to write on a piece of paper, “What is the best thing about 

working in this setting?” Each person silently goes around the circle and shares 

what they have written with each other person. The group then discusses what they 

have learned. 

 

The training concludes with slides that share testimonial quotations from youth in 

similar settings who have received TF-CBT treatment. The trainer explains, 

“These are quotations from youth who have received help from people like you. 

You may be asked to participate in TF-CBT treatment someday, not only to 

support TF-CBT skills, but to actually be part of a child’s treatment if their parent 

is not available or not supportive— you may participate with them during some of 

their sessions to hear about their personal trauma experiences to and provide 

support and validation. These kids wanted thank the people who helped them get 

better and to tell you what TF-CBT was like and to. This is what they had to say.” 

 

 

 

 

Resources: 
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Srdanovic, M. Vicarious Traumatization: An occupational hazard for helping 

professionals. Available at http://heretohelp.bc.ca/publications/visions//trauma-

victimization/bck/9 
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APPENDIX 2:TF-CBT FOR YOUTH WITH 

COMPLEX TRAUMA 
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APPENDIX 3: TF-CBT TRAUMA 

PSYCHOEDUCATION FOR RFT DIRECT 

CARE STAFF
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APPENDIX4: TF-CBT RELAXIATION 

SKILLS FOR RTF DIRECT CARE STAFF 
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APPENDIX 5: TF-CBT AFFECT 

REGULATION SKILLS FOR RTF DIRECT 

CARE STAFF
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APPENDIX 6: TF-CBT COGNITIVE 

COPING SKILLS FOR RTF DIRECT CARE 

STAFF



87 

 

 

 


