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Children with
Developmental Disabilities

CHRrIisTINA A. GROSSO

OVERVIEW OF TF-CBT WITH CHILDREN
WITH DEVELOPMENTAL DISABILITIES

As we look at the emerging demographics in society today, we cannot ignore
the need for specialized treatment for traumatized children with develop-
mental disabilities. Developmental delays impact one in six children in the
United States (Boyle et al.,, 2011}, and these children are up to 10 times
more likely to be malereated than those who are not disabled (Goldson,
2002; Sobsey & Doe, 1991). With the prevalence of trauma in developmen-
tally disabled children and the lack of trained professionals who are able to
provide treatment (Charlton, Kliethermes, Tallant, Taverne, & 1) isherlman,
2004), we are looking at a crisis in our mental health system. We need to
understand how to adapt existing best practice to address the specific needs
of the developmentally disabled.

The applications presented in this chapter are a result of the work
done over the last 6 years implementing trauma-focused cognitive-
behavioral therapy (TF-CBT) in several residential treatment facilities
in New York State with children and adolescents with complex trauma
and psychopathology (Cohen, Mannarino, & Deblinger, 2006). Of these
children, many also suffered from various developmental disabilities,
including but not limited to mild mental retardation, learning disabilities,
receptive and expressive language disorders, and autism spectrum disor-
ders, namely pervasive developmental disorder. As TE-CBT was initiated,
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TABLE 6.1, Areas of Tmpairment in Developmentally Disabled Children
Communication Affect dysregulasion

s Difficulty identifying

Cognition
o May have difficulty with: o Delays in receptive and
= Abstract thinking expressive language emotions in self and others
= Critical thinking » Idiosyncratic speech » Difficulty expressing
» Sequencing cvents s Fcholalia emotion via facial gestures

« Prioritizing s Poor social skills and/for verbal statements
e Task breakdown » Engage in one-sided s Sensory sensitivity
= Ambiguity conversation e Impulsive

Diffculty engaging with Easily agitated

and responding to others  ® More prone to anxiety

» More behavioral issues;
may be quick to hit,
punch, kick when agitated

« Tendency for roie behavior
when anxious

= Difficuley and/or
discomfort with change

s Concrete thought process

¢ Fixations
o Black-and-white thinking = Lack of boundaries,
s Thigk in pictures intrusive behaviors

s Highly focused areas of o Trusting of others
interest and expertise

[ —
Note. Based on Charlton, Kliethermes, Tallant, Taverne, and Tisherlman (2004}

information with great clarity and detail, They may also have domains of
talents and insights in specific areas such

interest and expertise, with special
as math, art, and music as well as spatial and mechanical abilities (Grandin,

20101,

TRAUMA AND DEVELOPMENTAL DISABILITIES

Children with disabilities are at higher risk to experience abuse than
those without disabilities (Ryan, 1994). According to Suilivan and Knut-
son (2000}, they are 3.79 rimes as likely to be victims of physical abuse,
3 14 times more likely to be victims of sexual abuse, and 3,76 times more
likely to be neglected chan their nondisabled cohort. Overall, the litera-
ture points to rates of maltreatment among children with disabilities of
1 to 10 times greater than among children without disabilities {Goldson,
2002; Sobsey & Doe, 1991). Studies indicate thas 22-70% of abused chil-
dren have developmental disabilities {National Research Council, 2001).
Rates of abuse and maltreatment are thought to be much higher than the
statistics just presented as a result of underreporting in this population
because of communication 15sues, reliability of victim reporting, and the
judicial system seeing reports as being of questionable credibility (Charl-
ton & Tallant, 2003}, Children with developmental disabilities are also
more likely to be in out-of-home placement (i, residential treatment,
day programs, and assisted-living facilities where rates of sexual abuse are
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TREATMENT ISSUES AND RECOMMENDATION S

With the prevalence of trauma in developmentally disabled children, it is

probable that clinicians will be finding these children on their caseloads,
However, as a result of underreporting, these children may not receive appro-
priate therapy or may be misdiagnosed (Boyle et al., 2011; Goldson, 2002).
Children may exhibit behavioral disruptions that are in reaction to trauma
exposure but not report the incident of abuse. This behavior may then be
seen as a symprom of the developmenta issue alone, and the trauma may go
unirecognized and untreated. Compounding this issue further is a rwofold

prablem: (1} a lack of trained professionals who are able to assess for trauma

exposure and provide trauma treatment to developmentally disabled chil-
dren and (2) society’s belief that the developmentally disabled do not benefit
from verbal psychotherapy (Chariton et al,, 2004; Reaven, 2009),

Children with developmental delays present some unique challenges to
traditional verbal and cognitive-behavioral therapy ( CBT) (Moree & Davis,
2010; Reaven, 2009). Because of their impairments in cognition, language,
and emotion, adaptations are needed to help them access the concepts and
develop appropriate skiils {Moree & Davis, 2010; Wood et al., 2009
general strategies include those listed in Table 6.2.

Based on some of these unique challenges that chil
mental disabilities present, CBT offers inherent structu
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TABLE 6.2, {continued)

Serategy  Purpose Example reflect this incremental progeess and provide praise for accomplishments in

Use Chitdren with pes Goals _ a specific and ;mmedLate Fnanner.. . . ‘ o

mterests developmental  Ask, discover children’s ¢ 1 ‘ The rema@der of this chapter 15 dedmat@d to the direct applhxﬂcatx‘o‘ﬁ. of

and disabilities often have special interests. echases _ skills and techniques for use with children with developmental disabilities.
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Assessment

As we know, the role of assessment is extremely important in TE-CBT (see
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TABLE 6.3, Why Do We Assess Clients?
Gouals

¢ To assess for trauma, psychiatric disorders, and developmental level in order to
develop case formulation and goals for treatment
* To monitor progress aver course of treatment

Challenges
Children with developmental disabilities have:

® Overlapping symptoms of trauma and developmental delays
* Difficulty understanding language of assessments

® Limited capacity for sequencing and difficulty understanding frequency
® Difficulty engaging and responding to others
Skills
* Shorten sessions—-complete assessment over multiple sessions
* Use visuals to illustrate concepts and aid in communication

Note. Based on Chatlton, Kliethermes, Ta
and Deblinger (2008).

Hant, Taverne, and Tisherlman {2004) and Cohen, Mannarino,

Standardized measures may present an obstacle to children with devel-
opmental issues. They may have difficulty understanding the questions,
organizing their thoughts, and communicating their answers (Avrin, Charl-
ton, & Tallant, 1998) and may require one-on-one verbal administration
to ensure comprehension. As clinicians, we may need to reframe or explain
questions while remaining conscientious in maintaining their integrity.
Using behavioral definitions and visuals to illustrate concepts can be helpful,
For instance, the clinician can present a drawing of a fire, tornado, flood,
or hurricane when asking the child, “Have you ever been in another kind
of disaster, like a fire, tornado, flood, or hurricane?” {Pynoos et al., 1998).
Children with developmental disabilities may also have difficulty complet-
ing an assessment within a standard session. Administering the assessment
in sections may help with pacing, maximizing attention and minimizing agi-
tation. The children may also have trouble responding verbally. The clini-
cian should have paper, crayons, colored pencils, or a dry-erase board in the
office for children to write responses. This can be a fun, interactive activiey
that also promotes engagement. Tllustrations of people or characters nod-
ding their head and saying “Yes” in a talk bubble or shaking their head and

saying “No” can be a useful tool as well.

Completing assessments with intensity ratings and Likert scales, such as
the UCLA PTSD Index for DSM-IV (Pynoos et al., 1998}, may require addi-
tional explanation. Because of issues with sequencing and understanding
frequency, children with developmental disabilities may have difficulty with
this concept and require visual aids and metaphor. The Rain Cloud Likert
Scale, for example (Figure 6.1}, uses rain clouds to illustrate this continuum,
with a response range of 0, or “none,” to 4, or “most” (Grosso, 2011). In
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represented both an ego ideal and reflection of self for Johnny. His fixation
on Goku was a coping strategy because it offered him a relatable figure with

a means for self-protection. We began to use Goku in treatment from this
moment forward.

Baseline Trauma Assessment

During the baseline trauma assessment, Goku’s story served as a founda-
tion for creating narrative. Johnny was able to recite with emotion and
interest stories of Goku’s adventures. However, Johnny had more dif-
ficulty reporting incidents and events from his own day-to-day life with
the same intensity. When I asked him to tell me a story about the baseball
game he attended a few days earlier, he recalled: “1 went to the baseball
game with my staff and some kids. The game was long. I ate a hot dog.
We came home.” When I asked him to tell me more about it and paced
him through the story with encouragement to add thoughts and feelings,
he added, “It was hot.” When asked to tell me a story about his father
and the abuse he suffered, he responded, “My dad is like Godzilla. I
don’t see my dad anymore.” When prompted with similar questions, he
slammed his fist on the table and stated, “I don’t want to talk about it
anymore.”

Afrer this clinical assessment and in combination with his standardized
assessment scores, I realized that Johnny had limited language and cogni-
tion to describe whar happened to him as well as difficulty identifying and
expressing affect. His avoidance of thoughts, feelings, and details related
to the trauma were substantiated by his score of a 43 on the UCLA PTSD
Index for DSM-IV as well as his decreased detail in his baseline trauma nar-
rative. The level of detail in his baseball story and his ability to tell Goku’s
story with emotion revealed his ability to complete a trauma narrative with
a similar fevel of detail. However, he required a great deal of emotional and
cogaitive skill building in order to do so.

Many of the existing skills and activities outlined in TF-CBT for PRAC
(Psychoeducation and Parenting, Relaxation, Affect expression and modu-
lation, and Cognitive coping) can be used with children with developmental
disabilities because of their highly interactive and visual nature {Cohen et
al,, 2006}, During the PRAC components, children are developing compe-
tency and moving from a sense of powerlessness to control. Children with
developmental issues are often reliant on caregivers for tasks of daily living
and have a sense of diminished autonomy (Charlton et al., 2004). This, cou-

pled with their tranmatic experience, can leave children feeling even more
dependent and helpless. Therefore, during PRAC it is essential for them to
develop mastery and competence through skill-building activities that they
can learn in session but then practice and use both in school and at home.
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emotional, and behavioral issues presented by their children and a lack
of support to effectively 2ddress them (Hibbard & Desch, 2007). These
developmental issues coupled with the child’s emotional, cognitive, and
behavioral reactions to frauma creates a significantly stressed, over-
whelmed family system, Parents will require creative adaptations to tra-
ditional parenting strategies and a flexible and patient clinician to help
them after failed attempts. Some basic tenets to focus on with children
with developmental disabilities are their need for structure, repetition,
and reinforcement, Many children have multiple caregivers because of
cheir increased need for supervision. Treatment may include not only the
parents but aides, teachers, and other caregivers to establish safety and
increase communication. In essence, the clinician will be working with a
multidisciplinary team of individuals who need to understand the impact
of the trauma on the children and have consistent skills and strategies to
reinforce in their respective roles and environments. It is recommended
that the clinician share the children’s toolkit with all caregivers, with addi-
tional copies made to be keprt at home and school.

Relaxation

As we look at the role of relaxation and grounding in trauma treatment {see
Table 6.6), we recognize the need to regulate physiological responses, such
as increased heart rate, shallow breathing, tension in the body, sweating,
scomachaches, and headaches, This regulation is needed in order to manage
trauma reminders and later tolerate increased esposure during the rauma
narrative. Children with developmental disabilities may have a higher base-
line of anxiety and agitation and encounter difficulties remembering and
utilizing relaxation strategies (Wood et al., 2009). They may require more
repetition of skill with litle to no exposure as they learn and practice. Once
the skill is acquired, it can be gradually paired with exposure to their nega-
tive stimulus hierarchy with support and prompts from both caregivers and
therapist.

In order to determine where stress and tension exist in the body, a doll
or a drawing of a human figure can be used to have chiidren point to areas
of the body that feel activated. The children should be encouraged to use
this as a starting point and identify areas on their own body that become
dysregulated and then asked, “How does your body feel when you think
about scary things?” Relaxation strategies can then be introduced, such as
deep breathing using bubbies. Blowing bubbles provides a concrete, focused
cask for children m that they need to blow the bubble in a slow, steady man-
ner in order to form a full, round hubble that is able to fioat off the wand.
I they blow too hard and fast the bubble will break; and if they blow too
stowly the bubble will not form. The therapist can then extend the relax-
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TABLE 6.6. Wh
-0- y Do We Teach Relaxation § :
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sensory stimuli and to develop a toolkit with items they find soothing and
can use for grounding. Items such as bubble wrap, sandpaper, cOTtoD, felt,
Model Magic, playdough, water, and sand can be explored.

People, places, and things can also be used as grounding strategies.
Very often, Johnny would rely on his milieu counselor, Pat, to help himself
regulate. This worked well when Patr was available but was not an effec-
(ive strategy when Pat was 10 a meeting, was off grounds, or had a day
off. When Johnny experienced a trigger chat was overwhelming, he often
relied on Pat to prompt and model the use of a relaxation and/or grounding
strategy. As Johnny’s autonomy and proficiency in relaxation increased, he
still relied on Pat to be present, even though he could do these skills on his
own. We soon discovered that Pat himself was a grounding strategy and
became part of Johnny’s routine when triggered. We wanted to increase
Johnny’s independence and create a pew routine, which prompted us to cre-
ate a pocket pal, named Pocket Pat. Pocket Pat was a pocket-sized, feit cut-
out of a géngerbread«shaped person. Johony was able to create this during
session and fill in the facial features and clothing to resemble those of Pat.
On the reverse was his “safety.plan”: a list of his relaxation and grounding
strategies. After completing Pocket Pat, he kept it in his pocket for retrieval
whenever he felt triggered or upset to prompt him to use his relaxation strat-
egies. As Johnay used Pocket Pat, his dependence on the real Pat decreased.

Affect Identification and Modulation

As stated earlier, there are many wonderful activities already embedded in
TF-CBT that utilize visual and interactive learning that can be used with
chitdren with developmental disabilities (Gohen et al., 2006}, Affective iden-
tification and modulation skills, such as Feeling Faces, Feelings in My Body,
and emotiona! thermometers arc highly effective tools to use with develop-
mentaily disabled children (see Table 6.7). Additional time may be needed
to teach and practice skills to ensuze comprehension and retention. Favorite
characters, puppets, and cartoons can be used to engage children, and story
lines can be created to elicit feelings through metaphor. How would Wally
the Whale feel if someone ate his lunch? How would Goku feel if his friend
iicked him? Visual aids are also ascful to reinforce these concepts. Children
can draw their favorite characters with various facial expressions, Of images
can be downloaded from the Internet on which feelings can be labeled.
During this phase of treatment, Johnny had great difficulty identifying
emotion in factal features, a common issue with children with developmen-
tal delays. During one session, he became interested in my camera. We pro-
ceeded to take many pictures of both him and me making faces. We printed
the pictures and {abeled them with the corresponding fecling, making a deck
of personalized photo feelings cards. As we reviewed the pictures, he would
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TABLE 6.7. Why Do We Teach Feeling Identification and Regulation to
Children Who Have Experienced Trauma?

Goals

¢ To help children identify, regulate, and express feelings more effectively
» Decrease avoidance strategies

Challenges
Children with developmental disabilities have:
o Difficulty idendfying emotions in self and others
» Difficulty expressing emotion via facial gestures andfor verbal statements
® Sensory sensitivity
s Impulsivity
o Agitation and greater proneness to anxiety
e More behavioral issues; may be quick to hit, punch, kick when agitated
Skills
® Provide repetition and reinforcement
= Repeat skills and concepts in session
= Assign homework to practice skills taught in session

» Use consistent praise and rewards as reinforcement of positive behavior
¢ Photo feeling cards

Note. Based on Charlton, Kliethermes, Tallant, Taverne, and Tisherlman (2004} and Cohen, Mannarino,
and Deblinger E. {2006).

compare his picture with his image in the mirror, name his feeling, shift his
gesture, and then rename it with a new feeling. He continued to practice
various gestures and then asked me to copy him. Through this activity, he
was able to identify and express feelings through both visual and verbal

modalities, These cards were also shared with staff and teachers to reinforce
with Johnny in the milieu setting,

Cognitive Coping

This component (see Table 6.8) presents one of the most challenging issues
in working with developmentally disabled children, namely recognizing and
acknowledging internal thoughts (Reaven, 2009). As we begin to teach chil-
dren how to acknowledge a thought, we need to teach them what a thought
is. Very simply, thinking can be described as “talking to ourselves.” We
can ask, “What do yvou say to vourself when you make a mistake?™ This
self-talk will begin to highlight some of their thought processes and provide
the foundation for the intersection among thoughts, feelings, and behaviors
(l.e., the cognitive triangle).

Children with developmental disabilities are visual thinkers and require
moverment and activation to remain focused. In teaching Johnny the cogni-
tive triangle, he and I played “baseball.” I taped a triangle on the floor in my
office and labeled each point “thought,” “feeling,” or “behavior.” We then

e 65
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TABLE 6.8. Why Do We Teach Cognitive Coping Skills

to Trawmatized Children?
Goals N _ .
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Cba({i;ﬁgf:n with developmental disabilities may have difficulty with:

s Abstract thinking

o Critical thinking

e Sequencing events

e Prioritizing

e Task breakdown

o Ambiguity
Skills
s Cognitive triangie baseball
e Bubbic People
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Trauma Narrative and Cognitive Processing

Trauma Narrative

Developing the trauma narrative with developmentally disabled children i

a process that requires pacing, structure, and visual storytelling (see 1" §)llS
6.9). Chfldren have cognitive limitations {see Table 6.8) that will pr -
challenges in creating the narrative in addition to their general Srae o
symptoms (avoidance and increased arousal in reaction to higher lev ;im?
exposure), Which are to be expected at this point in treatmént Itisi apor

tant that clinicians be aware of their increased need to rnc)ve. siow:?poz
hgve shorter session times because they may be more reactive to ne zn

stimufus than their nondisabled cohort (Reaven, 2009), They ma ﬁeedga o
port and prompts to use their grounding and relaxation skills asythe Biu}?h
to talk about more distressing events, As they discuss details of the t)rfau .
events may be fragmented and nonsequential, The clinician shduld beginm}j};

TABLE 6.9. Why Do We Help Traumatized Children Tell Their Story?
Goals ' ‘

. . o .
To unpair thoug%]t&, triggers, and reminders of the trauma from
overwhelming negative emotion

0 ?3 integrate thoughts and feelings into narrative

@ 11
[0 unify .’Erf’tgments of trauma memory into integrated whole

¢ To correct inaccurate thoughts

» To process distortions

Challenges
Slzf;izxiﬁ I;i;;ff}eéo;)mentai disabilities may have difficulty with:
e Critical thinking
* Sequencing events
e Prioritizing
* Task breakdown
e Ambiguity
Skills
* Visual narrative
° Storyboarding
e Index card trauma timeline
+ Bibliotherapy
* Please Tell (Ottenweller, 1991}

Note. Based on Charlron, Kliethermes, Tallant Taverne d Tisherlmar 2H €1,
¥ ) i ]
o ne il herlma \2064) d Coh
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writing each of these “fragments™ on index cards. This method of capturing
information will allow the children to tell their story first without becom-
ing frustrated trying to capture detail and chronology simultaneously. The
cards can be reordered and chronologically sequenced later with pacing and
assistance from the therapist.

Another method to assist with the telling of their story is visual nar-
rative. As discussed, children with developmental delays are often visual
thinkers and organize their thoughts in images. The therapist can begin by
asking the children to draw a picture of what happened to them, This can be
done on a single piece of paper orina cartoon/storyboard approach utilizing
multiple frames. This process allows children to capture detail and sequence
visually, a method that is more intrinsic to their thought process, thus reduc-
ing their risk of increasing anxiety and frustration (Reaven, 2009},

We also want to keep in mind children’s responses to the baseline
(rauma narrative completed at the onset of treatment. How did they respond
to the innocuous event narrative? What was their capacity for storytelling?
Did they include detail?> Was it in chronological order? Did they include
thoughts and feelings? How did their innocuous narrative compare with
their baseline trauma narrative? We want to guide our expectations for the
trauma narrative based on the level of detail ascertained during the base-
line narrative of the innocuous event because this highlights their overall
developmental leve! and capacity for storytelling. We cannot expect greater
detail for the trauma narrative because 1t would presumably surpass their
capability.

As we revisit the case of Johnny, we recall that he had limited detail in
his story of the baseball game and with prompting was able to add feelings.
With his account of his abuse he was not able to provide details, thoughts,
or feclings and, moreover, became dysregulated, pounding his Ast on the
table. It was important to remind myself, as I worked with him and encout-
aged his inclusion of details, that this was congruent 1o his original baseline
presentation. Howeves, he made tremendous progress with identifying feel-
ings and thoughts related to his abuse. He was able to reach this level of ver-
hal communication via the use of visual narrative. Johnny began by drawing
a picture of his father, depicted as a fire-breathing Godzilla, With prompting
to tell a story about the picture, he began to describe that his father was
“mean, angry and hurt” hin, just like Godzilla hurt people in the movies.
When asked how often this happened, he pointed to the rain cloud that
indicated “much” {see Figure 6.1). I then asked him what happened when
his father got “mean” and “angry.” He responded by drawing a stick figure
with a large red mark on its face. I asked him again to tell a story about the
picture, and he stated his father would “punch, kick, and push” him. When
asked “What happened next?”, he drew a bed with two stick figures on it.

Again with questioning, Johnny was able to state that after his father physi-
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cally abused him, he would push Johnny on the bed and sexually abuse him,
With further prompting Johnny was able to state that he felt “angry” and
“sad” and that he “never wanred to see Dad again” and was “glad he was
in jail.” He also stated thar he felt “bad” that his family was “gone.”

Cognitive Processing

Children with developmental disabilities may have more cognitive distor-
tions related to feelings of biame, guilt, and fear of recurrence compared
with nondisabled children (Charlton et al., 2004). Feelings of blame may
occur as a result of their limited capacity for critical thinking as well as their
poor social skills and ability to communicate effectively with others. Cogni-
tive processing techniques, such as chailenging distortions, can be especially
difficult because of cognitive and processing delays (Avrin et al., 1998). (See
Table 6.9}
Returning to the case of Johnny, it became clear that some areas of
his narrative needed further exploration and processing. As with all chil-
dren, we want to attend to both explicit and implicit distortions, especially
around issues of shame, blame, and guilt. In terms of implicit or hidden
distortions, Johnny stated that he felt “bad” that his family was gone, indi-
cating possible feelings of blame and guilt. When I asked why he felt this
way, he stated that his family moved away because he was “bad.” This issue
took a good deal of time to discuss because we needed o break down each
feeling and thought one at a time. He had difficuley shifting his thinking,
remaining in a state of black-and-white thinking that if he had nort told
about his abuse his family would still be together. I used a version of the
best friend role play, and instead of using a “best friend,” which he did not
have, I used Goku. Through related story lines focusing on Goku’s separa-
tion from his family, Johnny was abie to begin to shift his thinking and list
other possible reasons for his family leaving. We also discussed that if Goku
stayed in a home where he was being hurt he would never have been able
to become a strong superhero. Johnny was able to develop a list of all the
ways in which he became stronger while in residential treatment, including
what he learned in TF-CBT. In the final chapter of his narrative, he stated

that he wanted to be strong like Goku and help other kids who have been
hurt find a safe place.

In Vive Mastery of Trauma Reminders

Children with developmental disabilities often have a lower threshold for
negative stimuli and require special consideration when formulating hier-
archies (Reaven, 2009; see Table 6.10}. Exposures will need to be paced
and have smaller increments of escalating stimuli, and care should be taken

" C
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TABLE 6.11. Why Do We Have Conjoint Sessions?
Goals

e To increase communication between child and parent
* To increase comfort in talking about trauma

Challenges
= Children with developmental disabilitics may:
* Engage in one-sided conversation
* Have difficulty engaging and responding to others

Skifls

» Conjoint sessions throughout treasment
¢ Involve additional caregivers

Note. Based on Charlton, Kliethermes, Tallant, Taverne, and Tisherlman
{2004} and Cohen, Mannarino, and Deblinger {2006).

Enhancing Future Safety and Development

As we have discussed throughout this chapter, children with disabilities
are at higher risk for experiencing abuse than children without disabilities
because of impairment in cognition, communication, and affect regula-
tion (Avrin et al., 1998; Ryan, 1994). They often have limited information
regarding sexual education, abuse prevention, and personal safeey. Parents
and caregivers often view their children as asexual and feel this information
is unnecessary (Hibbard & Desch, 2007). However, research shows that
sexuat interest among children with developmental disabilities often occurs
at the same developmental stage as for the rest of the population {Tharinger,
1990, as cited in Charlton et al., 2004). In order to increase awareness and
independence and decrease the risk of revictimization in this population,
personal safety skills are crucial (see Table 6.12). The content and extent
of sexual education should always be discussed with the parents. However,
basic safety skills such as recognizing “OK” and “not-OK” touch should be
taught to all children,

Children with developmental disabilities often have a lack of boundar-
ies and intrusive behaviors. Couple these tendencies with exposure to inter-
personal trauma where body limits were violated, and increased confusion
and permeable boundaries emerge. As with the development of PRAC skills
already discussed, rehearsal and repetition of skills are important to enhance
comprehension and retention.

As Johnny approached the end of treatment, it was essential that he
learn practical skills to keep him safe. As with many traumatized and devel-
opmentally disabled children, his personal space was often an issue. At
times he would hug strangers, and at other times he would not be able to be
within talking distance of someone else. Johnny was prompted to ask for a
hug or a handshake when he needed physical comfort and to wait for the
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TABLE 6.12. Why Do We Provide Safety Planning?

Goals _
* To teach personal safety skills
s To decrease risk of revictirnization

“hallenges o
¢ Chilgren with developmental c?isablhtlcss ‘
o May have a lack of boundarics, intrusive beha‘vmés
May be traived and/or compliant with au_thc;rlty ; gl}l}res_ | oeeds
May have increased dependency on caregivers forp 1ys1<::;a bnese
Have impaired communication and/or abitity to disc 1052:1 il <
Have limited access to sexual education and personal safety s

2 8 & @

Skills »
s Repetition and practice
e Experiential learning
s Safety Bubble
» No, Go, Tell :
Note. Based on Chatlton, Kliethermes, Tallant, Taverne, and "?is_i:ae:'lman (2604}; Cohen,
Mannatino, and Deblinger (2006); and Hibbard and Desch (2007},

reply. He was also taught to use the Safety Bubble. In t%..is bqunc}i}axjy exei
cise. children stretch their arms out in front of theml and imagine being S};
rou;ided by an invisible bubble. As they imagine th:is. bul?ble Ee;;ce(;ng:sieﬁ
i i in every direction.
their body, they can outstretch their arms in n, They are (8
imag Wi is bubble. Together with the therapist,
asked to imagine others with this same bubble. cr with the therapis
i i le and maintain the size and shape :
they practice walking up to peop y o hiibesd
i 5 to express how comfor
fety bubble. Children are also encourage |
iieﬁ/ };eel with the distance they are creating be{wezn self and ot}:;r‘;i ;htzllri
l j hey are prompted to move aw
safety bubble becomes invaded, t : 0 move away and 1€,
she i lose. If this person ignores the .
the person that he or she is too ¢ o . >
“No,” nd help, and tell a sa
~hildren are prompted to say “No,” go an J 1 a saf
Ziieuft \lwvhat happened. Children should be encozzragec;i to kaep_tegingdgitcﬂ
istens j his activity and at first required redirec-
someone listens. Johnny enjoyed ¢ at first zeg e e
j i intai dary of his invisible bubble.
n and prompting to maintain the boun ‘ | ubble. Afte
zs;:zze \Eéth stI:Jaff and peers, he made considerable progress maintaining his
| space. . ‘ -
perS(Klfater}?:reatmem, Johnny showed considerable improvement. H}s score
on the UCLA PTSD Index for DSM-IV decreased from 43 to 19, mzll%cab
i ‘ i iteria for positraumatic stress disor-
that he was no longer meeting crigeria for ramm: \
g]egr (Pynoos et al., 1998). His aggressive behaviors dilT}ln;fhedv aIfld 1‘:38 tiviz:i
int ing d positively with peers. Johnny's fan
interacting more frequently and - o A
1 king became a method of interactio 1S,
By o e b ic abil joined hi casionally in game play. He
tued his artistic ability and joined lim occasio 1 :
Zfilot;li:d to have issues when peers had visitation with famity but was now
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able to express his feelings of jealousy and sadness in appropriate ways,
The discharge plan for Johnny was to continue in residential treatment to
address his other mental health needs while case planners investigated a
preadoptive foster care family,

As we conclude our discussion of the application of TF-CBT for devel-
opmentally disabled children, we can review the progress of treatment and
see that our toolbox for both therapist and child is “filling.” Many inter-
ventions and activities have been introduced, and the expectation is that
through future practice this toolbox will continue to expand. There is a
growing need for traumatized children with developmental disabilities to
receive treatment as well as for trained professionals to provide treatment
(Charlton et al., 2004). In an effort to address this problem, we have adapted
TF-CBT to fit the needs of this growing population. Traumatized children
with developmental delays present some unique challenges to traditional
verbal and cognitive-behavioral therapy (Moree & Davis, 201{; Reaven,
2009). Because of their impairments in cognition, language, and emotion,
implementation strategies are needed to help children access concepts and
develop appropriate skills (Moree & Davis, 2010; Wood et al., 2009}, An
mtegrated treatment approach utilizing visuals as resources to accompany
verbal interventions was introduced as well as the use of structure, repeti-
tion, engagement, and activation strategics. As we have seen through the
course of this chapter, these implementation strategies for TF-CBT have
been created to increase the sense of mastery and independence in the lives
of these children as they recover from trauma.
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