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Abstract: Therapy to address post-traumatic stress disorder (PTSD) symptoms in maltreated youth has re-
ceived increased research attention in recent years. However, little data are available regarding the treat-
ment of youth temporarily housed in shelter care facilities when parents are unavailable or inaccessible. 
The present study examined a brief group therapy protocol for such youth in a county-operated shelter. 
Participants received 1-6 sessions of treatment depending on their length of stay at the shelter. Treatment 
components included psychoeducation, anxiety management, cognitive restructuring and coping skills, 
emotional expression, mindfulness, exposure-based practice, boundary setting, and journaling. Results re-
vealed a significant reduction in PTSD symptoms overall and the number of group therapy sessions medi-
ated pre-treatment and post-treatment scores on various dependent measures. In addition, level of pre-
treatment dissociation predicted reduction in PTSD levels. These preliminary results indicate that brief 
treatment for youth temporarily housed in a shelter care facility can provide some amelioration of PTSD-
related symptoms. 
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INTRODUCTION 
Trauma-focused therapy for maltreated children 
and adolescents has gained increased research 
attention in recent years. Such therapy has typi-
cally focused on symptoms of post-traumatic 
stress disorder (PTSD) in maltreated youth, which 
are often varied and substantial. PTSD rates 
among maltreated children range from 11.1% to 
70.8% [1,2]. Maltreated youth in out-of-home care 
settings often display post-traumatic symptoms as 
well (19.2%) [3]. In particular, PTSD rates are 
considerable among those victimized by sexual 
maltreatment (21-50%; 42-90% in clinical sam-
ples), physical maltreatment (50%), or neglect 
with domestic violence (33-50%) [4]. 

Trauma-focused therapy generally involves cogni-
tive and behavioral components to address emo-
tional regulation and coping skills and includes 
various forms of exposure-based practice. 
Trauma-focused cognitive-behavioral therapy (TF-
CBT) has been developed to treat symptoms  
of post-traumatic stress disorder in youth who 
have been sexually maltreated. TF-CBT involves  
 
*Address corresponding to Christopher A. Kearney, University of 
Nevada, Las Vegas, Department of Psychology, 4505 Maryland 
Parkway, Las Vegas, NV 89154-5030, USA; Tel: 702-895-3305;  
Fax: 702-895-0195. E-mail: chris.kearney@unlv.edu 
#Authors contributed equally to this work. 

psychoeducation, parenting skills, relaxation, 
emotional regulation, cognitive coping, trauma 
narratives, exposure-based practices, and safety 
enhancement [5]. 

TF-CBT was found to be effective in several stud-
ies [6]. The therapy is also effective for 3-6-year-
old children and for youth presenting with continu-
ous traumas [7,8]. In addition, reviews of treat-
ment for PTSD in children generally involve treat-
ment for PTSD symptoms in maltreated youth [9]. 

Deblinger and colleagues stated that alternative 
formats of TF-CBT may be effective but remain 
largely untested [5]. Such testing, however, is im-
portant because many clinicians who utilize the 
therapy typically employ only several and not all of 
the strategies [10]. In addition, cognitive-
behavioral approaches for maltreated youth with 
PTSD symptoms often include parents, but par-
ents are often unavailable or inaccessible when 
youth are placed in shelter care [11]. Evaluations 
of forms of TF-CBT specifically for sheltered youth 
are needed. 

Cohen and colleagues stated that TF-CBT has 
been evaluated in research settings as well as 
community mental health centers and foster care 
placements [12,13]. However, little information  
is available as to whether components of this  
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approach might be useful or effective for mal-
treated youth removed from their homes and 
placed in a county-operated child protection shel-
ter. A key purpose of the current study was to ex-
amine components of TF-CBT in a limited format 
for sheltered youth who were available for inter- 
vention for various and brief periods. In addition, 
treatment was targeted toward youth only, be-
cause parents were unavailable or inaccessible. 

We hypothesized that brief therapy for trauma-
tized children would produce significant reductions 
in PTSD symptoms. In addition, the number of 
group sessions was expected to mediate the rela-
tionship between pre-treatment and post-
treatment PTSD symptoms. Problem-solving and 
seeking social support scores were also expected 
to be significantly different between pre-treatment 
and post-treatment. 

METHOD 
Participants were recruited from a county-
operated child protection shelter that provides 
respite care to maltreated youth. Participants (n = 
54) were aged 12-17 years and were multiracial 
(24.1%), European American (24.1%), African-
American (21.4%), Hispanic (19.0%), Asian 
(6.9%), or other (1.4%). Most (63.8%) were fe-
male and many came from single-parent homes 
(44.8%), lived more than 3 months with a relative 
or in state custody (43.1%), had a family member 
who had been imprisoned (79.7%), and reported 
regular drug/alcohol use in their home (47.5%). 
Youth with significant cognitive impairment (e.g., 
documented intellectual disability) or behavior 
problems (e.g., inability to manage anger or 
physical aggression) were excluded. Youth who 
received psychotropic medication or who failed to 
attend therapy sessions or complete all pre- and 
post-assessment measures were also excluded. 

Four youth assessment measures were em-
ployed. When Bad Things Happen (WBTH) is a 
90-item self-report measure that assesses PTSD 
diagnostic and associated trauma-related symp-
toms in children and adolescents [14]. Associated 
symptoms include anxiety, depression, omens, 
survivor guilt, self-blame, fantasy denial, self-
destructive thoughts and behaviors, dissociation, 
antisocial behavior, risk-taking behaviors, and 

changes in eating habits. The WBTH yields two 
scores for total PTSD symptoms endorsed by the 
child as well as a PTSD severity score. The 
measure has good internal consistency (Cron-
bach's alpha, .92) as well as convergent validity.  

Coping Strategy Inventory (CSI) is a 33-item self-
report measure that assesses how youth cope 
with problems in their lives [15]. Respondents de-
scribe a recent (past 6 months) stressful event 
that required them to make an important decision 
and then endorse specific coping behaviors used 
to manage the stressful decision. Responses are 
summed into 3 subscales: problem solving, seek-
ing social support, and avoidance. The CSI has 
good internal consistency (mean alpha coefficient, 
.89). The scale has also demonstrated concurrent 
validity [15]. 

A Satisfaction Survey was provided to participants 
when they departed the group that included a list 
of therapy components and participants were 
asked to endorse what they liked most and least 
about the therapy sessions. Participants could 
also add their own comments. Each participant 
was also asked if therapy was helpful.  

The Children’s PTSD Inventory (CPTSD-I), a clini-
cian assessment was also conducted [16]. The 
CPTSD-I is a semi-structured interview to assess 
PTSD symptoms for primary and secondary trau-
matic events in youth aged 7-18 years. The 
CPTSD-I assesses exposure to trauma and situ-
ational reactivity, re-experiencing symptoms, 
avoidance and numbing symptoms, increased 
arousal, and significant distress. The CPTSD-I 
also assesses duration of distress for each symp-
tom group. Total symptoms were used for this 
study. The CPTSD-I also requires youth to identify 
their most traumatizing event. The CPTSD-I has 
good internal consistency (Cronbach’s α: .53-.89). 
The CPTSD-I subscales also have good interrater 
(Cohen’s κ: .84-1.00) and test-retest (Cohen’s κ: 
.78-1.00) reliability. The CPTSD-I has displayed 
strong concurrent, convergent, and discriminant 
validity. 

Procedures and measures were approved by a 
university-based institutional review board and a 
county district attorney. Permission to interview 
and informed consent were obtained from the di-
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rector of the county-operated shelter. No parent or 
other collateral data were available due to admin-
istrative constraints. Assent from each participant 
was obtained prior to data collection. Participants 
were assessed and treated at the shelter. Partici-
pants were at the shelter for varying periods of 
time while they awaited foster care or adoption 
placements. Participants ended treatment when 
they left the shelter; participants attended 1 (n = 
7), 2 (n = 5), 3 (n = 5), 4 (n = 10), 5 (n = 8), or 6 (n 
= 19) sessions (M = 3.9, SD = 2.0). 

Therapy was provided in 90-minute consecutive 
weekly sessions, facilitated by the primary investi-
gator and attended by two silent co-therapists. 
The co-therapists provided additional adult super-
vision to ensure protocol adherence. Participants 
were reminded at the start of group therapy that 
other members would hear information they dis-
closed during sessions, so participants were given 
an opportunity to discuss sensitive material pri-
vately with the primary investigator if desired. 
Long-term follow-up was not possible due to each 
youth’s confidential placement.  

Participants were assessed when present and 
available and when researchers were at the shel-
ter. A verbal description of the study was pre-
sented to all youth in the residential cottages. 
Those who volunteered to participate were as-
sessed for the study. Participants with PTSD 
symptoms were invited to engage in up to 6 
weekly group therapy sessions. 

The intervention (Brief Therapy for Traumatized 
Children, or BTTC) was designed to teach youth 
essential coping and anxiety management skills in 
a time-limited format to help them recover from 
traumatic events. Sessions were conducted in a 
group therapy format to maximize service delivery 
and to provide peer support. Treatment compo-
nents consisted of psychoeducation, anxiety 
management, cognitive restructuring and coping 
skills, emotional expression, mindfulness, expo-
sure-based practice, boundary setting, and jour-
naling. These components are briefly described 
here. 

Psychoeducation involved providing a conceptual 
and explanatory framework for youth to under-
stand anxiety and related symptoms experienced 

since the traumatic event. The concept of trau-
matic stress was reviewed and the therapy proc-
ess explained to help youth understand the nature 
and origin of their symptoms, to normalize reac-
tions, and to provide a rationale for the therapy 
components. Anxiety management techniques 
involved helping youth develop skills for self-
soothing and arousal reduction. Participants 
learned to identify anxiety symptoms and used 
deep diaphragmatic breathing, progressive mus-
cle relaxation, and visual imagery to manage the 
symptoms. 

Cognitive restructuring involved identifying distor-
tions related to self-blame, catastrophizing, exag-
gerating the importance of negative events, or 
minimizing personal accomplishments and self-
worth. Youth were taught to replace distortions 
with more adaptive internal verbalizations. Emo-
tional expression involved teaching youth to de-
velop a vocabulary for emotions, practice express-
ing emotions felt currently and when recalling 
traumatic events, and recognize cues from others 
to identify their emotional states. Cognitive re-
structuring was integrated with cognitive coping 
skills training to help youth manage emotions 
such as anger when discussing traumatic events. 

Mindfulness involved helping youth become more 
aware of current emotions and bodily sensations 
and to accept them. This was designed to reduce 
dissociation, boost present-awareness, and pre-
pare youth for exposure-based practice. Exposure-
based practice involved opportunities for youth to 
practice controlling their anxiety and related symp-
toms while recalling traumatic events. The proce-
dure initially involved imaginal exposure (e.g., the 
therapist related an imaginary anxiety-provoking 
story) and later involved group members who 
conveyed their own traumatic experiences while 
practicing other skills.  

Boundary setting involved establishing personal 
boundaries to help participants develop more ef-
fective coping strategies with others, such as be-
ing assertive, setting limits, and practicing self-
protective habits. Journaling was given as home-
work between sessions to help youth identify and 
monitor emotions, thoughts, and behaviors they 
had concerning traumatic events. 
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Structural equation modeling was used in analyz-
ing the collected data because it provided overall 
goodness-of-fit estimates, allowed analysis of mul-
tiple subscales or factors, and minimized meas-
urement error [17]. Structural equation modeling 
gave information about the impact directly from 
one variable to another, as well as the impact of 
mediating variables. Three models were evalu-
ated. The models examined whether number of 
group sessions influenced treatment outcome as 
measured by CPTSD-I, WBTH, and CSI symptom 
scores from pre-treatment to post-treatment. 
Goodness-of-fit indices to test these models in-
cluded the comparative fit index (CFI), Bollen’s 
incremental fit index (IFI), and standardized root 
mean square residuals (SRMR). Acceptable 
goodness-of-fit criteria were defined as CFI and 
IFI values of .90+ and SRMR values of <.10 [18]. 

If a model had good fit, then multistep mediational 
analysis was conducted using structural equation 
modeling [19]. The predictor-outcome path (A→C; 
pre-treatment and post-treatment scores) was first 
examined for adequate fit. If fit was adequate, the 
predictor-mediator-outcome path (mediator, num-
ber of treatment sessions) was examined. If fit oc-
curred, the A→B→C path was examined further 
under two conditions. Condition one was when the 
A→C path was constrained to zero; condition two 
was when the A→C path was not constrained to 
zero. Mediation occurred if the unconstrained 
model did not provide better fit than the con-
strained model. 

RESULTS 
A chi-squared test revealed no significant differ-
ences with respect to response to treatment as a 
function of gender, race, parental status, physical 
or sexual maltreatment, or witnessing domestic 
violence. The first model examined whether the 
number of group sessions attended influenced 
treatment outcome as measured by CPTSD-I 
symptom change scores from pre-treatment to 
post-treatment. Adequate fit was identified for the 
A→C model (CFI = .93, IFI = .94, SRMR = .08) 
and the A→B→C model (CFI = .93, IFI = .94, 
SRMR = .08). Additionally, the constrained 
A→B→C model demonstrated adequate fit (CFI = 
.93, IFI = .93, SRMR = .10) and was not signifi-

cantly different than the unconstrained model. 
Number of group sessions thus mediated the rela-
tionship between CPTSD-I pre-treatment and 
post-treatment scores. Total PTSD symptoms 
post-treatment (M = 16.74, SD = 10.38) were sig-
nificantly lower than total PTSD symptoms pre-
treatment (M = 21.29, SD = 10.16) (t (57) = 6.39, 
p < .001).  

The second model examined whether the number 
of group sessions attended influenced treatment 
outcome as measured by WBTH symptom 
change scores from pre-treatment to post-
treatment. This model did not meet criteria for 
mediation. However, WBTH PTSD symptoms 
post-treatment (M = 39.87, SD = 19.50) were sig-
nificantly lower than WBTH PTSD symptoms pre-
treatment (M = 49.36, SD = 23.86) (t (57) = 4.39, 
p < .001). The third model examined whether the 
number of group sessions attended influenced 
treatment outcome as measured by CSI problem-
solving and seeking social support change scores 
from pre-treatment to post-treatment. Adequate fit 
was identified for the A→C model (CFI = .93, IFI = 
.93, SRMR = .06) and the A→B→C model (CFI = 
.93, IFI = .94, SRMR = .05). Additionally, the con-
strained A→B→C model demonstrated adequate 
fit (CFI = .93, IFI = .94, SRMR = .05) and was not 
significantly different from the unconstrained 
model. The number of group sessions attended 
mediated the relationship between CSI pre-
treatment and post-treatment scores.  

Post hoc analyses were conducted. Stepwise re-
gression regarding CPTSD-I and CSI symptom 
change scores revealed no significant predictors 
of change. However, pre-treatment dissociation 
predicted change in WBTH PTSD scores (F (1, 
52) = 5.32, p < .05), accounting for 9.1% of the 
variance. Satisfaction results revealed that partici-
pants most liked discussing their emotions 
(31.4%) and learning new skills (20.4%). Partici-
pants endorsed the amount of paperwork (14.8%) 
and personal questions (13.0%) as what they 
liked least (55.6% left this blank or specifically 
wrote the word “nothing”). Participants endorsed 
the treatment as helpful (n = 40) or not helpful (n = 
5). 
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DISCUSSION 
This study demonstrated on a preliminary basis 
the effectiveness of a brief trauma-focused group 
treatment therapy for maltreated youth in shelter 
care. Literature is sparse regarding the treatment 
of youth with post-traumatic symptoms in shelter 
care who have been removed from their homes 
due to maltreatment. Results of this study re-
vealed that such youth may benefit from group 
treatment, particularly when they are able to at-
tend up to 6 weekly sessions. A negative devel-
opmental trajectory is common in this population, 
so identifying ways to ameliorate post-traumatic 
symptoms within shelter care settings could also 
be an important approach for tertiary prevention. 

Research concerning traumatized youth indicates 
that a supportive therapeutic environment and an 
opportunity to verbally process traumatic events 
are positively related to PTSD symptom reduction 
[20,21,22]. Group therapy provides an opportunity 
for victims to join with others who may feel iso-
lated and alienated by traumatic experiences. In-
teractions with group members within a safe 
therapeutic environment can provide validation, 
support, connectedness, and strength to help 
members manage the challenging task of proc-
essing traumatic material [23]. In addition, length 
of treatment relates positively to PTSD symptom 
reduction [24,25].  

Another key finding of the study was that pre-
treatment dissociation levels predicted symptom 
change on WBTH PTSD scores. Participants with 
high pre-treatment dissociation reported signifi-
cant symptom reduction post-treatment. These 
data are encouraging because key treatment 
components, particularly proactive coping strate-
gies, were designed to address this symptom. 
Dissociation may be a predictor of PTSD devel-
opment, increased PTSD symptom severity, and 
higher levels of distress, though this remains con-
troversial [26].  

Dissociation can serve a trauma victim in several 
ways, including escape from reality, an analgesic 
effect to reduce pain, and an alteration of the 
sense of self. Putnam stated that the effects of 
dissociation could be characterized as a defense 
mechanism, avoidance of reality, or avoidance of 

the pain associated with overwhelming trauma 
[27]. Additionally, some researchers have postu-
lated that emotional numbing is an element of dis-
sociation. Emotional numbing and dissociation 
have a strong relationship with PTSD, and both 
have been characterized as negative coping 
strategies [28].  

Another key finding of the study was that the 
number of group sessions attended influenced 
problem-solving and seeking social support 
change scores. Previous research has shown that 
cognitive avoidance after traumatic events may 
lead to increased risk of psychological symptoms 
[29]. In addition, avoidant coping may suggest an 
inability to emotionally engage with traumatic 
memory, which can interfere with processes that 
lead to recovery [30].  

Limitations of the present study must be consid-
ered. First, assessment was based on youth self-
report given their special circumstances and  
administrative constraints. Second, other vari-
ables that could have affected the treatment proc-
ess, such as depression and therapeutic alliance, 
were not explicitly measured [31]. Third, the study 
was uncontrolled because all youth at the shelter 
had experienced maltreatment. However, the 
number of treatment sessions as a differentiating 
variable was considered. Fourth, follow-up data 
collection was not possible, which limits our un-
derstanding of whether treatment gains were 
maintained. Finally, sample size was limited but 
was ethnically diverse, and psychometrically-
strong measures and data analytic strategies 
were utilized. 

Despite these limitations, the present study pro-
vided some evidence that adolescents who par-
ticipated in brief therapy experienced a reduction 
in PTSD symptoms. Future controlled research is 
needed to further test this intervention and identify 
its most effective components. Further evaluation 
of optimal number of sessions would also be help-
ful. Such work could provide mental health pro-
fessionals in shelter care facilities with knowledge 
about cost-effective and efficacious strategies to 
thwart post-traumatic symptoms in maltreated 
youth. 
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