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Overview

u Important things to keep in mind (when working with children 
and adolescents exposed to trauma);

u What does the evidence say?
u A useful model of PTSD;
u When to intervene?
u Trauma-focused CBT

u Practical & process issues;
u The core ingredients of TF-CBT

u Some Queensland data



Important things to keep in mind

Children and adolescents: 
v Are typically dependent on adults for presentation
v Are difficult to reach
v Are part of a system

v Therefore, involving parents/caregivers in treatment always needs to be 
considered (but there are reasons why this may not work)

v Have a low rate of agreement with parents/caregivers 
v Are changing at a rapid rate
v May experience symptoms that compromise their capacity to              

participate in therapy



What does the evidence say?

u For a review, see ACPMH Guidelines (2013); Silverman et 
al. (2008), Ruggiero et al. (2001).

u The quick answer is:
u Trauma-focused CBT has the strongest empirical              

evidence for PTSD resulting from any form of trauma       
exposure.

u EMDR & CBITS – promising
u Play-based therapy – all children become better at           

playing
u Psychopharmacologic treatment



A useful 
theoretical 
model: Ehlers & 
Clark (2000)



How does traumatic stress work?

u Traumatic stress (and the potential for PTSD) develops when a 
person makes sense of a traumatic event in a way that leads 
to a sense of serious current threat.

u This sense of threat develops as a result of:
u Excessively negative appraisals/thoughts about the trauma and its consequences;
u A poorly integrated memory of the trauma.

u Changes in the appraisals/thoughts and the trauma memory 
are usually prevented by a series of problematic behavioural 
and cognitive coping strategies.



How does traumatic stress work?

1. Excessively negative thoughts about the trauma and its consequences
u About the trauma 
u About the consequences of the trauma:

u Symptoms of traumatic stress may be interpreted negatively 
u Reactions of other people may be interpreted negatively
u Any other consequences of the traumatic event may be interpreted negatively.

2. The trauma memory
u Is the story of what happened to the person during the course of the traumatic event;
u Is typically more negative and frightening than it needs to be as a result of the 

excessively negative thoughts the person is experiencing.



How does traumatic stress work?

1 + 2          a sense of current threat

(a feeling that the world is a more dangerous 
place; a sense of needing to be on the look out 

for potential threat and danger).



Let’s quickly revisit what is known about 
trauma and the brain

u Take-home message: the conclusions outstrip the science

u 3 important criticisms to keep in mind:
u The way in which brain development in the context of early adversity and 

trauma is represented may be oversimplifying the science;

u Claims regarding the plasticity of the brain and what it might mean for 
therapeutic intervention are not justified by the available science; and

u Therapeutic interventions that are based on these assumptions (e.g., song, 
rhythmic drumming, spinning), although popular, have not yet been subject 
to the systematic evaluation that other trauma-specific therapies have (see 
for instance Bisson & Andrew, 2007).



When to 
intervene

ITS ALL ABOUT DISTRESS 
& IMPAIRMENT IN 
FUNCTIONING



Physiological disturbances

What the child experiences
• Fast  heart beat
• Irregular heart beat
• ‘Fluttery’ chest
• Stomach ‘butterflies’
• Stomach pain
• Dizzy / ‘unreal’ feeling
• Urge to go to toilet
• Muscle tension

What caregivers might notice

• Sleep disturbance

• Complaints of pain



Re-experiencing phenomena

What the child experiences
• Feeling it’s all happening again

• Day-dreaming about the  event

• Flashbacks

• Beyond flashbacks (dissociation)

• Nightmares

What caregivers might notice
• Sleep disturbance

• Sudden, unexplained panic

• “Personality” change

• Inattention 



Phobic avoidance & avoiding life

What the child experiences
• Sometimes nothing!

• Often denies any change.

What caregivers might notice
• Not going out

• Turning down invitations

• Fewer friends visiting
• More time in room

• May become distressed if outing 
or event is suggested



Persistent sadness & lowered mood

What the child experiences
• Sadness

• Anhedonia = loss of the pleasure 
response

• Feel a failure

• Feel pessimistic about future

• May lose appetite, energy, weight

• Suicidal if severe

What caregivers might notice
• Social withdrawal

• Change in appetite, energy, 
weight

• Lowered mood



Trauma-focused 
CBT



Type I and Type II trauma

u The interventions described here are relevant to the treatment of both single and repeated 
trauma; although careful clinical judgement needs to be used in the case of repeated 
trauma.

u Repeated (Type II) trauma is more likely to need

u More time for engagement;

u Slower therapeutic pace;

u Emphasis on arousal management & distress tolerance;

u Attention to management of current crises/stressors before commencing TF-CBT;

u Focus on interpersonal factors

u Relationships/attachments

u Shame

u Safety in relationships.



Practical issues

u Timing – 90 minutes, breaks, allow time for children to 
compose themselves

u Running the session
u Homework
u Reward system
u Keeping in touch with important adults



Process issues

u Prompting children – use all the information you have

u Checking for understanding

u Strengths-based approach – they need to feel 
responsible for gains

u Being respectful of family & community traditions, ideas 
& values

u Children becoming bored – a good thing, unless…



Core ingredients 
of TF-CBT

AFFECT REGULATION

COGNITIVE THERAPY

BEHAVIOURAL THERAPY (IN 
VIVO EXPOSURE & 
BEHAVIOURAL ACTIVATION)

THE TRAUMA NARRATIVE 
(IMAGINAL EXPOSURE)



Affect regulation

PSYCHOEDUCATION ABOUT 
EMOTIONS

STRATEGIES



Different feelings aren’t good or bad; not right or wrong.

Just because you have a feeling, it doesn’t mean that you have to act on it or let it drive your behaviour.

Feelings can be comfortable or easy to have; or they can be uncomfortable or hard to have.

Everyone feels hard feelings like sad, scared, worried and angry sometimes. This is normal.

Different people will often have different feelings in the exact same situation (like if your teacher gets 
cranky with you).

A person can even have two (or even more) feelings at the same time (for example, when you feel both 
excited and scared on a rollercoaster).

Remember the thermometer? Even uncomfortable, hard feelings usually start out little and gradually 
grow bigger.

Feelings can’t hurt you (though sometimes it can see as though they can).

There are things you can do to change your big, uncomfortable feelings – to make them smaller or to 
replace them with different feelings

You can’t get rid of feelings and you wouldn’t want to – they actually have some important jobs to do.

It is normal for feelings to come and go.



Strong feelings are like the waves at the beach. The waves come in and at 

first they might be around your ankles. Then they come up higher, maybe 

up to your knees; maybe all the way up to your stomach if they are really 

strong. In this way, they are just like the strong feelings you feel when you 

remember Cyclone Debbie. The feelings might start off quite small and 

then get bigger and bigger. But what happens to waves? That’s right, 

eventually they go back out to sea. All you have to do is wait them out. It is 

exactly the same with your strong feelings. If you stay calm and remind 

yourself that feelings pass and that they can’t hurt you, they will go away 

on their own, just like the waves at the beach. Don’t try to fight your strong 

feelings or pretend that                                            they are not there. Just 

let them come…                                                       and wait for them to go 

again. 



Affect regulation: Managing hard 
feelings

u Understanding hard feelings
u Notice and label them
u Identify triggers

u Expressing hard feelings
u What’s ok and what’s not

u Managing hard feelings
u Distraction; 
u Opposite action;
u Self-statements;
u Present-awareness exercises;
u Controlled breathing;
u In the longer-term (tolerating distress)

“When I’m
 sad, dancing to my 

favourite
songs m

akes m
e feel 

better”



Self-statements for dealing with anger-
provoking situations

1. PREPARING FOR THE PROVOKING SITUATION
u This is going to upset me, but I know how to deal with it.

2. DURING IMPACT AND CONFRONTATION
u Stay calm.  As long as I keep my cool, I’m in control. I don’t need to prove myself.

3. COPING WITH AROUSAL
u My muscles are starting to feel tight.  Time to relax and slow things down. Getting upset won’t help. 

Take it easy, don’t get pushy.

4. REFLECTING ON THE PROVOCATION
When conflict is unresolved

u Forget about the aggravation. Thinking about it only makes me upset. I’ll get better at this as I get 
more practice. Remember relaxation. It’s a lot better than anger.

When conflict is resolved or coping is successful

u I handled that one pretty well. It worked! It could have been a lot worse.



Controlled breathing

u Get comfortable and close your eyes or leave them 
opened, whatever you feel comfortable with.

u Take a slow deep breath in through your nose with your 
mouth closed. Hold it for 5 seconds and then breathe out 
slowly. As you breathe, say �relax� or �calm� to yourself.

u Pause for five seconds.
u Repeat. 
u Pause for five seconds.
u Repeat.



Cognitive 
Therapy



Cognitive therapy: Key steps

u3 steps:
u What are thoughts & why are they important?
u Identifying unhelpful thoughts
u Challenging unhelpful thoughts



What are thoughts?

“It’s w
hat you hear inside your head when 

you are thinking; you get pictures or ideas in 

your head” 16-yr old Will. “Thoughts are what you think in 

your head” 10-yr old Gabby



Thoughts: Facts or Guesses or a bit of 
both?

The boy has brown eyes

They are having fun
The girl at the back (in the pink jumper) 

is angry

There are 3 children in this 

picture

They are on a tire swing 

They are brother and sisters



Why are thoughts important?
Event/Situation Thought Feelings, physical 

reactions & 
behaviours

Sean walks into the playground at 
school and sees a group of kids 
from his class standing around 
laughing together.

“They’re laughing at 
me”

Worried. Upset. Sad. Feels 
sick in the stomach. Heart 
racing. Turns around and 
walks to the classroom a 
different way.

� � “Maybe someone 
has told a funny 
joke”.

OK. No physical reactions.
Goes up to the group and 
asks what they are laughing 
about.

“                                 “ “They are making 
fun of me”.

Angry. Heart racing. Runs 
up to the group and starts 
pushing kids around.



The importance of thoughts cont…

�What this shows us is that it�s not so 
much what happens to us in our lives 
that makes us feel the way we feel 
and act the way we act – it�s how 
we think about or make sense of 
what happens to us in our lives that is 
important�.



Fact box
Important things to know about thoughts

Fact one: Thoughts are NOT facts. Sometimes they are factual, 
but often they are guesses. Sometimes they are a bit of both.
Fact two: Most thoughts don’t last for very long. 
Fact three: “You can’t tell what will happen after the present. You 
don’t know what is going to happen in the future. You only know 
what is happening right now. So, if you’re thinking about 
something in the future, it’s like making a guess” (10-year old 
Gabby).
Fact four: Thoughts can be helpful - they can make us feel good 
and act in ways that lead to good results for us; or they can be or 
unhelpful – they can make us feel bad and act in ways that lead to 
not so good results for us.



Thought Challenging: Being a  Scientist

u Identify the unhelpful thought
u Your unhelpful thought is a theory 

that needs to be tested to see if it is 
realistic

u Ask yourself the following questions:
u What has happened before in this 

situation?
u Are there any other ways of thinking 

about this situation?
u Is there any other information I should 

take into account?
u What would someone I admire think in 

this same situation?
u What would I tell a friend?
u On the basis of the above evidence, is 

my first thought likely to be true?



A continuum of thinking styles

Negative                     Realistic                  Positive



Negative vs. Realistic vs. Positive
thinking

u James, who is 10, thinks to himself �Wow, what a cool dog. 
There is no way he would bite me. I’m going to pat him�. 

u Sarah, who is 10, thinks to herself, �Dogs bite. I’m going to 
cross the road to get away from that dog�. 

u Will, who is 10, thinks to himself, �I don’t know that dog and he isn’t with anyone. 
He might be an unfriendly dog. I’d better not pat him�. 

u Who is showing a positive thinking style here? Who is showing a realistic thinking 
style? What about a negative thinking style?

u Whose thoughts are the most sensible?



Intruder thoughts

“I also get these pictures that just pop into my head, 
no matter what I do to try and stop them. Like people 
screaming and the flames – so high, it is hard to 
believe. Sometimes when I close my eyes, I see what is 
left of our house and I see the dead horses. I don’t 
want to think about the fires and I don’t want these 
pictures in my head, but it’s as though I can’t stop 
them from coming. Sometimes I think I’m completely 
losing it – going crazy or something.”



Intruder thoughts cont…

The secret to dealing with intruder thoughts is actually 
really simple. All you have to do is: 



Behaviour
Therapy
(acting the 
opposite)

IN VIVO EXPOSURE

BEHAVIOURAL ACTIVATION



Exposure: Underlying mechanisms

u A fundamental principle underlying the process of 
exposure is that of habituation. 
• If you stay with the feared stimulus for long enough, 

the anxiety will reduce. 
• A reliable phenomenon – inevitably, the anxiety 

reduces.

• In vivo or imaginal



Subjective Units of Discomfort

0
10
20
30
40
50
60
70
80
90
100

Totally relaxed

Alert and awake, concentrating well

Tiny amount of tension or anxiety

Mild anxiety: does not interfere with performance

Moderate distress: Feels uncomfortable, concentration is a problem, 
but can continue

Quite unpleasant, interfering with performance

Very uncomfortable: can�t concentrate, wants to escape the situation

Extremely uncomfortable, got to leave the situation

Highest anxiety/distress that you have ever felt

FACT BOX:   Keeping track of your feelings
The most stressed I
could possibly be

Quite stressed,
feeling tense

Completely relaxed

One way to keep track
of your stress is to use what 

is called a  “Feelings 
Thermometer”

It is just an easy way to show how strong your feelings are. Scores are from
0 through to 10. 



Things to keep in mind when doing 
exposure

u Parents must be on board and involved – won’t 
happen otherwise;

u Exposure hierarchies are much harder than they 
look to develop – make sure you check 
hierarchies before having children embark 
upon them!



Example in vivo hierarchy

A child who is not able to sleep in their own bed

•Sleep in my own room. No light.
•Sleep in my own room with the hall light on
•Sleep in my room with a night light on
•Have mum or dad sit with me for 10 minutes and 
have a night light on
•Have mum or dad sit with me till I fall asleep in my 
own bed and have a night light on
•Sleep on a mattress outside mum and dad�s 
bedroom door
•Sleep on a mattress beside mum & dad�s bed 



Behavioural activation

When you stop doing the things you used to like doing
Seven-year old Sarah was in a cyclone too – do you remember? She told us that, after 
the cyclone, she felt sad a lot of the time and like she didn’t want to be around her 
friends. She stopped doing things that she used to like doing – like playing netball, 
playing with her dog, going swimming, and playing with her friends at school. It sounds 
like, after the cyclone, Sarah’s sad feelings really changed the things she was doing 
(her behaviours or actions) until she was doing hardly any of the activities she used to 
enjoy. Sarah told us that not only did she stop doing the things that she used to have 
fun doing; but also that, as she stopped doing more things, her sad feelings just kept 
getting bigger and bigger. In other words, as her activities went down, Sarah’s sad 
feelings went up. 



Behavioural activation: Getting back 
to routines

Another big reason that people’s activities and routines can get messed up after 
a disaster is that family members are busy. Parents maybe because they are 
rebuilding, dealing with insurance companies or helping their friends. Sometimes 
parents are upset and find it hard to think about ‘getting back to normal’.  Kids 
can be busy too – helping in their own house or in friends’ houses. One of the 
problems with this is that, just like for Sarah, 

the less things or activities you do (even if you feel like you don’t want to do 
them), the more sad you feel.



Indoor Activities Outdoor Activities Social Activities Rebuilding 
Activities
(especially relevant 
to the disaster 
context)

Activities and jobs 
I did before 

Reading Going for a bike ride Calling a friend Helping to fix up a park or 
playground

Did my chores for pocket 
money

Drawing/painting Playing a sport Having a play at a friend’s 
house

Do something as a tribute to 
disaster victims

Went to ballet/tennis/ 
swimming lessons

Listening to music Visiting a park Having a friend for a sleep 
over

Helping in a fundraiser Went to footy/soccer/ 
swimming practice

Watching TV Walking a dog Meeting up with a group of 
friends at the park

Helping to repair a community 
building

Went to a particular friend’s 
house each week for a play.

Playing games on the 
computer, DS, Wii, XBox etc

Jumping on the trampoline Emailing, texting, blogging, 
online chat

Had takeaway with my family 
each Friday night after 
Auskick.

Pleasant Activity List – Some examples



The Trauma 
Narrative 
(imaginal 
exposure)



One way to do it

Combining imaginal 
exposure and 

simultaneous cognitive 
reprocessing



Telling the story: A summary

u You are getting the child to tell their story during each session (= exposing them to 
their story in a controlled fashion). 

u The first session is a monologue with the child telling the story. 

u In each session after this, you take on an active role –
• Probing & challenging children’s unhelpful thoughts & attributions. 

• Using key questions to prompt the child to challenge for unhelpful attributions and 
thoughts

• It is essential that you probe for what has changed in the story. 

• Bring changes to children’s attention

• The aim is for children to be bored with telling their story – “over it”.



A good metaphor



Some helpful questions to ask during 
the story telling

u But what actually happened?
u Could you have known what was going to 

happen?
u What did you do that was helpful?
u Are there any other ways of thinking about 

that?
u If we were talking about another person your 

age, what would you expect them to do in 
that situation?



Some data: “My 
story of the flood”.
The Lockyer 
Valley, QLD, 2011



The resource

O Most recently used in the beyondblue Child & Adolescent Bushfire Response 
(Tasmania)

O Parent sessions (2-4): “My Child’s Story of the Fires: What parents need to know to 
help”

O Child sessions (7-8) + booster: “My Story of the Fires”

O Applications to date include PTSD resulting from: various natural disasters; 
accidental injuries; physical assault

O Intended for PTSD resulting from Type I trauma exposure but principles much the 
same for Type II trauma exposure (though with important differences in timing 
and process) 



Methodology

u N = 20 children (7-12 years; 11 girls), 6 adolescents (13-17 
years; 4 girls) & their parents

u All youth met criteria for diagnosis of PTSD 
u Intervention delivered in individual format at schools by 

trained clinicians, who received weekly supervision
u ADIS-IV-C/P  and questionnaires administered at: 

u post-treatment, 
u 6-mth follow-up 
u 12-mth follows up.



ADIS-IV-C/P results
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ADIS-IV-C/P results
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Youth self-report questionnaires
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Some helpful resources

u beyondblue www.beyondblue.org.au
u Reachout http://au.reachout.com
u Ecouch www.ecouch.anu.edu.au
u Trauma & Grief Network 

earlytraumagrief.anu.edu.au
u US Child trauma network www.nctsn.org



Take home messages

u Exposure to a PTE does not necessarily result in posttraumtic mental 
health problems.

u Where problems do develop, PTSD is not the only possibility.
u TF-CBT is the evidence-based treatment of choice for PTSD – both 

in Type I and II presentations.
u TF-CBT has 3 key ingredients:

u Cognitive therapy
u Exposure
u The trauma narrative.



Thank you.

vanessa@psy.uq.edu.au

mailto:vanessa@psy.uq.edu.au

