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Prevalence of Child Maltreatment (2017)

70%

22%

19%

Physical 
Abuse

Sexual 
Abuse

Neglect

Abuse Type

• U.S. Department of Health & Human Services, Administration for Children and 
Families, Administration on Children, Youth and Families, Children’s Bureau. 
(2018). Child maltreatment 2016. 

• http://www.nationalchildrensalliance.org/cac-statistics/

Child Victims: 9,334
Child Victim Rate (per 1,000): 13.2

Child Fatality Rate (per 100,000): 5.24
Child Fatality Rank (by state): 2
Children Served by CACs: 4,775

*% may be over 
100 due to a child 
experiencing 
multiple abuse 
types

Arkansas

50%

19%

16%

15%

Age of Child Victims

0-5 6-9 10-13 14-17
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Health Risks of Childhood Trauma

As the number of ACEs increases, 
so does the risk for negative 
health outcomes.

As the number of ACEs increases, 
so does the risk for negative 
health outcomes.

Possible Risk Outcomes

Child-Parent 
Psychotherapy (CPP)

Sufna John, Ph.D.
Clinical Psychologist | CPP State Trainer
ARBEST Co-Director
University of Arkansas for Medical Sciences

CPP Population
• Ages 0 through 5
• Experienced at least one 

traumatic event
• Exhibit traumatic stress, 

including behavioral 
problems, attachment 
difficulties, posttraumatic 
stress symptoms, or other 
mental health problems

• Consistent caregiver 
involvement (e.g., foster 
parent, biological parent, 
etc.)

Principles of Early Development

• Memory starts at birth. 
• Young children develop within the 

context of relationships.
• Young children need their parents’ 

help in learning to express and 
regulate strong emotions.

• Conflict between parent and child 
is inevitable, can be repaired, and 
serves a valuable developmental 
function when handled lovingly.
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CPP Basic Overview

• Reflective = encourages caregivers 
to attend to their own internal 
experiences and how their child is 
likely to understand and respond to 
a particular situation 

• Dyadic = sessions include 
caregivers and children together

• Nondirective = does not follow a 
prescribed agenda for each 
session; rather, it utilizes an 
overarching framework 

Impact of Parent’s Trauma

• The parent may have experienced 
traumatic event in childhood and 
developed traumatic expectations 
as a result of those events

• Early trauma becomes a “ghost in 
the nursery” and helps to explain 
the intergenerational transmission 
of trauma (Fraiberg, 1980)

Tapping Into Parent Experiences

• Ghosts and angels impact how 
we parent.

• Holding benevolence for 
children and caregivers allows 
for different dyadic patterns 
and potentially disrupts 
intergenerational trauma 
transmission. 

• Focusing on shifting parent 
perspectives and balancing the 
ways in which dyads navigate 
conflict and dysregulation. 

Therapist in the Supporting Role

• It is the parent who has the rightful place of the child’s guide 
through life and through this trauma. The therapist’s job is to 
facilitate the parent’s confident assumption of that role. 

• Don’t out-parent the parent. 

CPP Works
CPP has been tested in a variety of settings, with 
diverse populations, and has demonstrated 
results in the following areas (with follow-up 
data collected up to three years post-treatment):

• Increasing child cognitive performance. 
• Lowering parental posttraumatic and depressive 

symptoms. 
• Reducing posttraumatic symptoms and behavioral 

problems in children. 

• Increasing healthy mental representations and 
corresponding expectations of children and parents. 

• Enhancing the quality of parent-child attachment.

• Regulating cortisol patterns in infants. 

CPP Phases

Foundational 
Assessment & 
Engagement

Core 
Intervention

Recapitulation & 
Termination

The average course of treatment is 
20-32 weekly sessions.

There are three phases of CPP.
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Goals
• Encourage normal development
• Respond realistically to threats
• Restore typical levels of affective arousal
• Establish trust in bodily sensations
• Achieve reciprocity in intimate relationships
• Normalize the trauma response
• Encourage differentiation between reliving and  

remembering 
• Put traumatic experience in perspective
• Build caregiver reflective capacity 

Ports of Entry
• Specific moments in sessions that serve as avenues for 

creating movement toward goals
• Goals are collaboratively decided upon with caregivers, but 

there is no structured session guide of when to introduce 
specific content. 

• Instead, interventions are done based on what the clinician 
believes will be change-producing in the moment.

• Possible ports of entry
• Child’s or parent’s behavior
• Interactions (e.g., parent-child, child-therapist)
• Representations (e.g., parent’s representation of child)
• Relationships (e.g., parent-therapist relationship)

Interventions
• Use of play, physical contact, & language towards 

developmental goals
• Unstructured developmental guidance
• Modeling protective behavior
• Interpreting feelings and action 
• Providing emotional support and empathic 

communication
• Concrete assistance, case management, crisis 

intervention
• Early focus on emotional and physical safety is critical

Training Process
• 18 months
• Two tracks: trainee and supervisor 
• 8 days of in-person training 

• 4 days of initial training, 2-day follow-up at 4 month 
mark, 2-day follow-up at 12 month mark.

• Case experience
• Use CPP with cases while under consultation 
• Phone consultation with trainer twice per month

• Reflective Supervision
• Access to weekly reflective supervision

Parent-Child Interaction 
Therapy (PCIT)

Glenn Mesman, Ph.D.
Clinical Psychologist | PCIT Level 1 Trainer
University of Arkansas for Medical Sciences

PCIT Population
• Ages 2 through 6
• Behavior problems and/or physical 

abuse
• No sexual abuse perpetrators

• Parent or caregiver must attend
• In-person contact with child at least 3 

days/week
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PCIT Basic Description
• Dyadic
• 16-20 sessions
• Real-time coaching (bug-in-the-ear, 

therapist behind one-way mirror)
• Two phases:

• Child-Directed Interaction (CDI: 
Relationship enhancement)

• Parent-Directed Interaction 
(PDI: Discipline)

• Mastery-based, not time-limited

Research on PCIT
• Developed initially for children with disruptive 

behavior disorders
• Adaptions for Autism Spectrum Disorder, 

selective mutism, internalizing disorders
• Effective for reducing effects of trauma
• PCIT-Toddler for ages 12-24 months
• Results in improved behavior problems in 

children and improved parent-child relationship
• “Well supported” by the California Evidence-

based Clearinghouse – Level 1

CDI Phase
• Basic Rule: Follow the child’s lead
• Don’t:

• Give commands
• Ask questions
• Criticize

• Do:
• Give positive attention to positive (or neutral) behavior

Don’t Skills
• Avoid commands

• Practice being nondirective when you do not need to be directive
• Helps avoid the overuse of unnecessary commands
• Could create negative interaction

• Avoid questions
• Avoid communicating indirectly
• Questions interrupt play and may suggest you are you not listening

• Avoid critical statements
• Avoid using “No,” “Don’t,” “Stop,” “Not,” and “Quit”
• Prevents accidental rewarding of negative behavior

Do Skills: PRIDE
• Show you are pleased with good behavior by praising

• Notice your child’s good behavior
• Praise your child for the specific behavior in which you are pleased

• Show you are listening by reflecting
• Listen to what your child is saying
• Repeat back to your child what you heard

• Show you are interested by imitating
• Play with the same toys as your child and in the same manner

• Show you are paying attention by describing
• If you say out loud what you see your child doing, your child will 

know that you are paying attention
• Show you are having fun with your child through enjoyment

• Increases warmth in play
• Shows you enjoy spending time with your child

CDI Phase
• Avoid giving attention to negative attention-seeking 

behaviors by ignoring
• Prevents accidental rewarding of negative behaviors
• Will only work when attention is given for appropriate behavior
• Turn your head/body away from your child
• Do not talk to your child
• Watch your child from the corner of your eye and return your 

attention when the negative behavior stops
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PDI Phase
• Two basic skills: Effective 

commands and consistent 
discipline

• Specialized, highly consistent form 
of time out

• Time out may need to be “sold” 
to parents

• If done the same way EVERY TIME 
child disobeys, it WILL be effective

Effective Commands
• Direct

• Does not imply a choice 
• Child is responsible for the task, not the parent

• Positively stated
• Tells the child what to do rather than what not to do

• One at a time
• Helps the child remember the whole command
• Helps the parent identify if compliance has occurred

• Specific
• Helps the child know exactly what to do

Effective Commands
• Developmentally appropriate

• Allows the child to understand the command and be 
able to do what told to do

• Polite and respectful
• Teaches child to obey polite and respectful commands
• Avoids child learning to obey only when yelling occurs

• Only when necessary
• Decreases child frustration
• Makes it easier to follow through with praise or 

discipline

Time Out Procedure
• Command (child disobeys)
• Time out warning

• If child obeys, give labeled praise!

• If child disobeys, take child to chair
• 3 minutes + 5 seconds of silence

• If child leaves chair, use backup space

• After time out, child must comply with original command

Training Process
• 18 months
• 8 days of in-person training 

• 4 days for initial training (CDI) + 3 days for follow-up training 
(PDI) +1 day for advanced topics 

• Case experience
• Complete at least 2 cases
• Phone consultation with trainer twice a month

• Skill review
• Real time or video review of 4 sessions for fidelity checks

Trauma-Focused Cognitive 
Behavioral Therapy (TF-CBT)

Jan Church, Ph.D.
Clinical Psychologist | TF-CBT National Trainer
University of Arkansas for Medical Sciences
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Development of TF-CBT
• Judith A. Cohen, M.D.
• Anthony P. Mannarino, Ph.D.

• Allegheny General Hospital, Pittsburgh, PA
• Center for Traumatic Stress in Children and Adolescents

• Esther Deblinger, Ph.D.
• New Jersey Child Abuse Research Education and Services Institute

TF-CBT Manual
Cohen, J.A., Mannarino, A.P., & 
Deblinger, E. (2017). Treating 
trauma and traumatic grief in 
children and adolescents (2nd

Ed.).  New York: Guilford Press.

For Whom is TF-CBT Appropriate?
• Children with known trauma history—single or 

multiple, any type
• Children with prominent trauma symptoms (PTSD, 

depression, anxiety, with or without behavioral 
problems)

• Children with severe behavior problems, who are actively 
suicidal, or who are actively abusing substances may 
need additional or alternative interventions

• If child already functioning well and can discuss trauma 
without basic distress, TF-CBT likely not needed

• Parental/caretaker involvement is optimal
• PTSD symptoms improve even in the absence of 

caretaker involvement, but behavior problems do not

For Whom is TF-CBT Appropriate?
• Treatment settings: clinic, school, residential, 

home, inpatient
• For the following groups:

• Children aged 3 to 18
• Children with PTSD or other trauma symptoms 

including complex trauma
• Children with exposure to chronic trauma
• Children in foster care
• Children of different cultural groups including 

Latino, African-American, and Native-American
• Children with PDD who function at higher level

TF-CBT Treatment Structure
• 8-25 sessions, 1-1½ hour weekly sessions
• Each session is divided into individual child and 

caregiver sessions (roughly 50% each)
• The length of the child and caregiver portions 

may vary by topic
• Similar topics in most caregiver and child sessions
• Same therapist for both child and caregiver(s)
• Combined caregiver-child time in some to many 

sessions

TF-CBT Treatment is Components-Based

• Psychoeducation and Parenting Skills
• Relaxation
• Affective Modulation
• Cognitive Coping
• Trauma Narration and Processing
• In Vivo Mastery of Trauma Reminders
• Conjoint Caregiver-Child Sessions
• Enhancing Future Safety and Development
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• Psychoeducation and Parenting Skills
• Goal is to normalize both the child’s and 

caregiver’s response to the trauma
• Work to enhance the quality of the caregiver-

child relationship and maximize effective 
parenting/behavior management

• Relaxation
• Helpful in reducing the physiological 

manifestations of stress
• Educate about normal responses to trauma
• Teach how to identify stress and tools to use in 

lowering anxiety

Treatment Using TF-CBT Components Treatment Using TF-CBT Components
• Affective Modulation

• Help children identify, express, and manage 
their feelings more effectively

• Introduce thought interruption and positive 
imagery and self-talk

• Cognitive Coping
• Teach connection between thoughts, feelings 

and actions
• Challenge and correct inaccurate or unhelpful 

thoughts

Treatment Using TF-CBT Components
• Trauma Narration and Processing

• Over the course of several sessions, encourage 
child to describe details of what happened 
before, during, and after the trauma as well as 
thoughts and feelings surrounding the event

• Repeated exposure desensitizes the child to 
trauma reminders

• Challenge dysfunctional thoughts
• Share with caregiver(s) over a course of sessions
• BE CREATIVE AND HAVE FUN!!

Treatment Using TF-CBT Components

• In Vivo Mastery of Trauma Reminders
• Helps resolve avoidant behaviors
• Most important outcome is to regain a sense 

of competence and mastery
• Conjoint Child-Caregiver Sessions

• Intended to enhance the child’s comfort in 
talking with caregiver about trauma

• Enhancing Future Safety and Development
• We cannot assure a child they will never be 

hurt again, but we can teach them skills that 
may increase their feelings of self-efficacy.

Critical TF-CBT Treatment Themes
• Order of PRACTICE Components
• Incorporating gradual exposure into the skills-based 

components = process throughout treatment in 
which children and caregivers undergo incremental 
desensitization to trauma reminders, and as a result 
experience relief from emotional and physiological 
distress upon re-exposure.

• TF-CBT is a treatment model which emphasizes 
proportion and balance

• Importance of behavioral interventions with 
caregivers

• Fidelity vs. flexibility

Pscyhoeducation
Relaxation
Affective Modulation
Cognitive Coping

Pscyhoeducation
Relaxation
Affective Modulation
Cognitive Coping

Trauma Narration
and Processing

Trauma Narration
and Processing

In vivo
Conjoint sessions
Enhancing safety

In vivo
Conjoint sessions
Enhancing safety
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TF-CBT Pacing
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TF-CBT Pacing Complex Trauma Presentation Why is it critical to involve caregivers?
• Most children do not present at mental health 

settings because of trauma exposure
• Children have behavior problems and caregiver 

involvement is essential in addressing behavioral 
difficulties

• Changing patterns of avoidance
• Establish caregiver as central therapeutic agent 

for change and the child’s go-to person for help 
in times of trouble

• Working ourselves out of a job

Flexibility vs. Fidelity
• Implement TF-CBT based on therapist’s 

knowledge of child’s skills, talents, and interests
• TF-CBT at every treatment session: Do not let 

COWs (crises of the week) get you off track
• TF-CBT treatment has to be FUN!!
• While sessions are not rigid, the model is 

structured, both with regard to the order of the 
PRACTICE components, and also within each 
session

TF-CBT Treatment Research
• At least 20 RCTs

• Over 50 scientific publications

• 9 RCTs have been completed by the Cohen, Mannarino and 
Deblinger team

• RCTs in the Democratic Republic of Congo, Norway, 
Netherlands, Germany, etc.

• Rated “Best practice” (Kauffman Best Practices Project), “Well-
supported and efficacious” (Saunders, Berliner, & Hanson, 
2004), “Well-established” (California Evidence-based 
Clearinghouse), and “Effective” (National Registry of Evidence-
based and Promising Practices)

• Follow-up data up to 2 years and treatment gains are sustained

Treatment Research
• Studies have been conducted with children exposed 

to sexual abuse, domestic violence, traumatic losses, 
civil war, sex trafficking, natural disasters, and 
multiple traumas

• Improved PTSD, depression, anxiety, shame and 
behavior problems compared to client-centered or 
nondirective therapy

• Brain changes
• Improved caregiver distress, caregiver PTSD, caregiver 

support, and caregiver depression compared to client-
centered or nondirective treatment

TF-CBT Training Sequence

• TF-CBTWeb 2.0 (www.musc.edu/tfcbt2)
• $35 cost
• Upon completion, receive 10 CEs

• Two-day in-person introductory training
• 13 CEs, available FREE through AR BEST
• https://arbest.uams.edu/
• Offered in the Spring in Little Rock and in the Fall 

in another geographic location of the State
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TF-CBT Training Sequence

• TF-CBT consultation calls
• 12 bi-weekly 1-hour calls over 6-7 months, 

facilitated by a local or national TF-CBT expert
• Requires 2 case presentations demonstrating 

implementation of, and fidelity to, the TF-CBT 
model

• Available FREE through ARBEST (must attend 
at least 9 calls; total of 12 CEs available)

TF-CBT Training Sequence
• Mental health professionals can use the ARBEST web 

system to complete FREE trauma assessments of their 
clients—at least one measure is required for case 
presentations on consultation calls

• Child and Adolescent Trauma Screen (CATS)
• Child Report (ages 7-17) and Caregiver Report (ages 3-6 and 7-17) 

in English and Spanish
• Assesses trauma exposure and produces overall traumatic stress 

symptoms score, 4 symptoms scale counts, and functional 
impairment

• TF-CBT workbooks and a treatment resource list are 
also available on the ARBEST website

• TF-CBT trained clinicians are listed on the ARBEST 
clinician directory

TF-CBT Training Sequence

• One-day Advanced Training
• 6 CEs, available FREE through AR BEST
• Generally offered once or twice a year, including 

reviews of the latest TF-CBT research, discussions 
of particular applications for special populations, 
role plays, small group discussions, and meeting 
with other TF-CBT-trained therapists for support

TF-CBT National Certification
• Program began in September 2013
• Website: https://tfcbt.org
• Currently, there are 36 Nationally Certified TF-CBT Therapists 

in Arkansas

TF-CBT National Certification
• Requires at least a Master’s degree in a mental 

health discipline
• Must be professional licensed
• Complete the online training, two-day introductory 

training, and consultation calls
• Complete at least THREE separate TF-CBT cases (at 

least TWO with consistent caregiver involvement)
• Use of standardized instruments to assess 

symptoms in the 3 cases
• Pass the TF-CBT knowledge-based test (80% or 

higher)

TF-CBT National Certification
• $125 application fee for credentials review (not 

refundable)
• $125 to take the knowledge-based test
• Thus, $250 total
• Certification good for 5 years
• To re-certify, watch 3 training videos on Complex 

Trauma, Behavior Problems, and Traumatic Grief; 
no test

• $100 fee; recertification good for 5 years



10/24/2019

10

Cognitive Processing 
Therapy (CPT) for PTSD

Melissa J. Zielinski, Ph.D.
Clinical Psychologist | CPT Provider
University of Arkansas for Medical Sciences

Agenda

• Overview of CPT

• CPT Theory & Rationale

• CPT Key Ingredients: Strategies, Process, Tools

• Case examples

Overview of CPT

• A trauma-focused, cognitive therapy in which 
clients learn to identify and modify trauma-related 
thoughts that are keeping them stuck.

• Time-limited and structured.

• Clients are encouraged to process the natural 
emotions from the trauma, rather than avoid them.

• Endorsed as a best practice by PTSD practice 
guidelines (VA/DOD, APA, ISTSS, NICE)

Overview of CPT
• Originally developed for rape 

survivors (Resick & Schnicke, 1993)

• Manual updated 2016

• Demonstrated effectiveness 
across many trauma types 
including child abuse, combat, 
IPV, and disasters.

• Effective in low-resource and 
conflict settings.

• 20 RCTs between 2002-2018

Overview of CPT

Resick, Monson, & Chard, 2017; CPT Workshop

Overview of CPT

Individual CPT Group CPT
• 12 sessions, 50 minutes each
• 1-2 times per week

• 12 sessions, 90 minutes each
• 1-2 times per week
• 2 clinicians, group size of 8-10

Both include:
Practice assignments following each session.

Patient’s choice to complete written trauma account or not.
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CPT Theory & Rationale
Social Cognitive Theory
• How one responds to trauma is related to pre-trauma 

beliefs regarding:

CPT Theory & Rationale
How do people “get stuck” (i.e., not recover)?
• Changing the facts of the trauma to preserve pre-trauma 

beliefs and/or overgeneralizing the implications of the 
trauma.

• Assuming that the trauma confirms negative pre-trauma 
beliefs.

How do people “get unstuck” (i.e., recover)?
• Integrate the reality of the trauma(s) into one’s beliefs 

without over-correcting.
• Challenging negative pre-trauma beliefs.

CPT Theory & Rationale

Raped by 
father

Integrate rape 
with pre-existing 
core beliefs

Pre-trauma beliefs
Family can 
be trusted.

Family can usually be 
trusted; not everyone is 

my dad.

Healthy post-trauma 
recovery

CPT Theory & Rationale

Raped by 
father

Integrate rape 
with pre-existing 
core beliefs

Pre-trauma beliefs
Family can 
be trusted.

Non-recovery

CPT Theory & Rationale
Assimilation
• Changing the facts of the trauma to fit with pre-trauma 

beliefs and assumptions.

• Modified memory of the trauma doesn’t fit one’s emotions.
• Often various forms of self-blame.

Pre-trauma belief

People get what 
they deserve.

Trauma happens…

*Raped by father*
Assimilation

The rape happened 
because I was a bad 
kid.

CPT Theory & Rationale
Assimilation
• Changing the facts of the trauma to fit with pre-trauma 

beliefs and assumptions.

• Modified memory of the trauma doesn’t fit one’s emotions.
• Often various forms of self-blame.

Pre-trauma belief

I can control what 
happens to me.

Trauma happens…

*Raped by father*
Assimilation

If I didn’t wear that 
dress, he wouldn’t 
have raped me.
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CPT Theory & Rationale
Overaccomodation
• Changing pre-trauma beliefs and assumptions too much, so 

that they are no longer accurate.

• Beliefs set the tone for what the trauma means about 
oneself, others, and the world following the trauma.

Pre-trauma belief

I can protect 
myself.

Trauma happens…

*Raped by father*
Overaccomodation

I cannot protect 
myself at all.

CPT Theory & Rationale

Overaccomodation
• Changing pre-trauma beliefs and assumptions too much, so 

that they are no longer accurate.

• Beliefs set the tone for what the trauma means about 
oneself, others, and the world following the trauma.

Pre-trauma belief

People are good.
Trauma happens…

*Raped by father*
Overaccomodation

People are evil and 
not to be trusted.

CPT Theory & Rationale
Overaccomodation

• Trauma tends to disrupt beliefs about:

• Safety

• Trust

• Power/Control

• Esteem

• Intimacy

CPT Theory & Rationale

Accomodation
• Integrate the reality of the trauma into one’s beliefs 

without over-correcting.

Pre-trauma belief

People are good.
Trauma happens…

*Raped by father*
Accomodation

My father was 
abusive, but not 
all people are the 
same.

CPT Key Ingredients (Strategies)
Socratic Questioning
• Used to transition assimilated and overaccomodated

beliefs from the trauma in to more balanced beliefs.

Assimilated Accomodated Overaccomodated
- I should have prevented 
it.

- It was my fault.

- Because I didn’t tell 
sooner, I deserved it.

- I could not have 
prevented the rape and it 
was not my fault. That 
doesn’t mean I have no 
control over my life now.

- Sometimes bad things 
happen to good people.

- Men can’t be trusted.

- I am powerless.

- I am a terrible person.

CPT Key Ingredients (Strategies)
Socratic Questioning
• Therapist technique used to challenge stuck points

• Ask questions to help client examine the logic 
underlying stuck points and whether it is accurate or 
helpful

• Clarification of the thought
• Critically examining the thought and/or its implications
• Exploring the origin or source of the thought
• Considering alternative interpretations

• Adopt a curious stance
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CPT Key Ingredients (Process)
• Examine the Impact of the Event
• Identify Stuck Points
• Teach tools so that client can be their own therapist!

• Use Socratic Questioning to:
• Identify and resolve assimilated beliefs
• Challenge overaccommodated beliefs and modify to be 

more balanced (accommodated)

• Experience natural emotions related to the trauma(s)

CPT Key Ingredients (Tools)

CPT Key Ingredients (Tools)

Stuck Point Log
1. It happened because I was a bad kid.
2. If I would have just listened better, it would not 

have happened.
3. I’m not safe anywhere.
4. No one can be trusted.
5. You can never know who will harm you.
6. I can’t trust myself.
7. I deserve to be abused.

CPT Key Ingredients (Tools)

CPT Key Ingredients (Tools) CPT Ingredients (Tools)
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CPT Ingredients (Tools)

Session 2-3

CPT Ingredients (Tools)

Session 4

CPT Ingredients (Tools)

Session 5

CPT Ingredients (Tools)

Session 6+

Case Examples
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Training Process

• Initial 2-day training
• 20 weekly consultation calls
• Requires 2 case presentations 

demonstrating implementation of, 
and fidelity to, the CPT model
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Arkansas Building Effective 
Services For Trauma (ARBEST)

Arkansas Building Effective 
Services for Trauma (ARBEST) 
• Established in 2009 after the Arkansas 

General Assembly approved ACT 869

• Maintained through continued support 
from our state legislature

Former Senator Percy Malone & 
Teresa Kramer, Ph.D., 

ARBEST Founder

The ARBEST Team

Non-Clinical Team
Chad Sievers, MSW – Program 
Manager
Anna-Kate Bogaards
David Miles
Gayle Pipkin

Clinical Team
Teresa Kramer, Ph.D. – Founding Director (retired)
Nikki Edge, Ph.D. – Co-Director
Sufna John, Ph.D. – Co-Director
Kelly Hamman, LCSW
Glenn Mesman, Ph.D.
Joy Pemberton, Ph.D.
Emily Robbins, LCSW
Ben Sigel, Ph.D.
Karin Vanderzee, Ph.D.

Arkansas Building Effective 
Services for Trauma (ARBEST) 

Improve outcomes for traumatized children and 
their families in Arkansas through excellence in 

CLINICAL CARE TRAINING ADVOCACY EVALUATION

MISSION

Evidence-Based Treatments

Trauma-Focused Cognitive 
Behavioral Therapy

Evidence-Based Treatments

Counties with TF-CBT 
Trained Therapists

Counties with CPP 
Trained Therapists

Counties with PCIT 
Trained Therapists

Counties with CPT 
Trained Therapists

EBT-trained therapists are now in 66 of Arkansas’ 75 counties
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Find a Clinician Difficulties with Dissemination

• How do clinicians remain open to a different 
way of doing therapy?

• How do clinicians carve out the time to learn a 
new model?

• How do agencies support the uptake of a new 
treatment model?

Building a Trauma-Informed State Future Trainings - Projection
• Applications usually open 3-5 months prior to 

training date.
• All information can be found on the ARBEST 

Facebook page and are announced through our 
monthly newsletter

• Proposed future dates of EBT trainings:
• CPP: July 2020
• PCIT: March 2020 (Applications are now open!)
• TF-CBT: April 2020
• CPT: Spring 2020

Questions?

Contact Us:
http://arbest.uams.edu
https://www.facebook.com/arbestuams


