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• Established by the US Congress in 2000 as part of the 

Children’s Health Act. 

• Over 150 funded and Affiliate NCTSN sites located nationwide 

in university, hospital, and diverse community-based 

organizations, with thousands of national and local partners. 

• Mission of NCTSN:  To raise the standard of care and improve 

access to services for traumatized children, their families and 

communities throughout the United States. 

National Child Traumatic  

Stress Network (NCTSN) 



• To improve identification of trauma and increase trauma-

sensitive care and access to evidence-based trauma-focused 

treatment for at risk and underserved populations in Central 

and Western MA with a priority population of court-involved 

youth. 

• Funded by NCTSN and the Lookout Foundation (2015, for 

expansion of the CRS) 

• Original target population was youth ages 6 to 18; however, we 

have expanded the age range to 0 to 18 for the CRS/LINK-KID  

• Geographic region has been expanded (2015) to include 

Boston and Northern, MA regions, consistent with the DCF 

structure 

• Seeking additional funding to expand to southern MA/Cape & 

Islands 

CTTC’s Mission & Vision 



1) Widespread trauma-informed training and 

screening/assessment across professional groups 

2) Creation of a neutral Centralized Referral System, 

LINK-KID 

3) Dissemination of training in Trauma-Focused 

Cognitive Behavioral Therapy, including additional 

applications for court-involved youth and military 

families 

CTTC’s 3 Major Priorities 



Over the 4-year project period:  

 The CTTC will provide training in trauma-sensitive 

care to 1,800 professionals, impacting 

approximately 20,000 youth with trauma-informed 

approaches and practices during the project period.  

To date, 7,473 professionals have been trained, 

impacting approximately 113,413 youth. 

 Through its network of provider agencies, the CTTC 

will provide trauma-focused treatment to 900 youth 

and their families in 60 cities and towns in Central 

MA and 23 cities and towns in Western MA.  To date, 

about 715 youth have received TF-CBT. 

 

 

 

CTTC’s Target Goals 



History of the CRS/LINK-KID 

• Developed out of a need in our region/state to 

improve access to evidence-based treatment for 

traumatized youth 

• Despite multiple initiatives to train providers in 

trauma-focused EBTs, children wait on exorbitant 

lists 

• Waitlists at major community mental health agencies 

as long as 9 to 12 months for a first appointment, 

with averages ranging from 4 to 9 months for 

outpatient treatment. 



History of the CRS/LINK-KID 

• The sooner traumatized youth receive treatment, the sooner 

healing can begin – data suggest that the earlier we intervene, 

the better.  

• This access issue and innovative solution a major tenet of our 

NCTSN center 

 

 



 

• Creation of a neutral Centralized Referral System that is not 

linked to any one provider agency, but includes a network of 

mental health agencies and practitioners who have been 

trained in evidence-based trauma treatments 

• Two full-time clinical referral coordinators 

• Incorporation of family engagement strategies 

• Database of trained EBT providers 

• Toll-free number 1-855-LINK-KID 

• Referrals to TF-CBT, ARC, CPP and others as appropriate 

Centralized Referral System 



Trauma-Focused  

Cognitive-Behavioral Therapy (TF-CBT) 



Development of TF-CBT 

• Model Developed by Judith Cohen, M.D., Anthony Mannarino, Ph.D. 

& Esther Deblinger, Ph.D. 

 

• An Evidence-Based Practice 

• A SAMHSA Model Program 

• One of Kaufman’s “Best Practices” 



What is TF-CBT? 

A hybrid treatment model that integrates: 

 Trauma-sensitive interventions 

 Cognitive-behavioral principles 

 Attachment theory 

 Developmental Neurobiology 

 Family Therapy 

 Empowerment Therapy 

 Humanistic Therapy 

 



An Evidence-Based Treatment 

• Most rigorously tested treatment for traumatized children 

 

• Over 14 clinical trials demonstrating effectiveness of Tx 

 



TF-CBT Research 

Research findings: 

• TF-CBT show greater benefits to preschool and school age 

children in overcoming PTSD, depression, anxiety, shame, 

abuse-related cognitions, sexual behavior problems and 

other behavior problems (internalizing and externalizing), 

when compared to: 
• Supportive therapy 

• Non-directive therapy 

• Community therapy 

• Passage of time 

 

• Improved parental factors  

 



Which Children are TF-CBT 

Appropriate For? 

• Children with known trauma history-single or multiple, any 
type  

• Children with prominent trauma symptoms (PTSD, depression, 
anxiety, with or without behavioral problems) 

• Parental (caregiver) involvement is optimal 

• Treatment settings: clinic, school, residential, home-based, 
inpatient 

• Group model: CBITS or group formats of TF-CBT 



General Overview 

• PRACTICE: 

– Psychoeducation & Parenting Skills 

– Relaxation and Stress Management 

– Affective Expression and Regulation 

– Cognitive Coping 

– Trauma Narrative Development & Processing 

– In Vivo Gradual Exposure 

– Conjoint Parent-Child Sessions 

– Enhancing Safety and Future Development 



16 

Child-Parent Psychotherapy 

• Developed by Alicia Lieberman, Patricia Van Horn & 

colleagues, at UC- SF 

• Relationship-based dyadic intervention for children 

ages 0 to 6 and their caregivers 

• Manualized --"Don’t Hit My Mommy” published by Zero 

to Three Press 

• Home or office-based          

• Flexible configurations 
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Treatment Overarching Goals 

 

• Restore levels of functioning in development, daily activities, and 
adaptive coping 

 

• Develop a new perspective on the traumatic experience 

 

• Restore a sense of predictability and trust in the parent child 
relationship 
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Key Features of CPP  

• Both parent and child are in the room 

 

• Relationship is the client 

 

• Introduce reason for therapy, in age appropriate terms 

 

• Clinician is talking to both parent and child at all times 

 

• Use multiple lens to understand and intervene with dyad 



Attachment, Self-Regulation, & Competency (ARC)* 

 

 

 

 

ARC Developed By: 

Margaret E. Blaustein, Ph.D.  

Kristine M. Kinniburgh, LICSW 

The Trauma Center at JRI 

 

 

 

• *ARC does not have an RCT to date 
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Who does ARC target? 

• Age range: 3-22 

• Designed to target the needs of children, 

families, and systems impacted by complex 

trauma 

• Core domains translate across children/ 

families/ systems; applications and goals will 

vary 



Process of Making a Referral 

• Call 1-855-LINK-KID 

• Fax  774-455-4111 

• Email  CTTCreferral@umassmed.edu 

• Clinical Referral Coordinator will ask a series of questions 

related to demographics, insurance,  and screen for trauma 

experiences and trauma symptoms in order to make the most 

appropriate referral  

– Will discuss options with caregiver/referral source 

 



CRS provides additional support during 

“waiting time” 

• Provide psychoeducation and safety materials to referral 

source, parents, family 

• Regular check-ins with family between first contact and initial 

treatment appointment/intake 

• Follow-up to ensure child received treatment 

• Provide information about other opportunities for trauma-

focused services in the area (e.g., parent support groups for 

sexual abuse, trauma-sensitive yoga for youth, etc.) 



CRS DATA 

785 Referrals make to LINK KID since 2013 

 

Year 3 Quarter 4 (July 1, 2015 – Sept 30, 2015) 

 

• 181 referrals: 

– TFCBT – 120 

– Child Parent Psychotherapy (CPP) – 13 

– Attachment, Self-Regulation, and Competency (ARC) -  46 

– Not EBT Appropriate – 1 

 

• Of the 181 youth referred for treatment through the CRS 

(referenced above), 101 had Department of Children and 

Family Services,  84 had court involvement (29 of those youth 

reported having both DCF & Court involvement; 80 youth 

reported had no state agency involvement) 

 

 

  



CRS DATA 

• Average time between first phone call and amount of time to 

make a referral to an agency/provider = 1.3 days 

• Average wait time for those who obtain first appointment 

immediately is 25.5 days (within the past 6 months). 

• For those who have not confirmed that they have gotten into 

treatment, average wait time is 68 days*** 

 

 

***Numbers are skewed by missing information, outliers related 

to transient families, referrals we still have since inception of 

program, referral following through, family deciding to hold off on 

treatment for now, etc.  



CRS DATA 

Agencies/Private Practitioners in Clinician Database 

• Barnstable: 3 

• Berkshire: 4 

• Bristol: 11 

• Essex: 11 

• Franklin: 7 

• Hampden: 9 

• Hampshire: 2  

• Middlesex: 15 

• Norfolk: 7 

• Plymouth: 6 

• Suffolk: 11 

• Worcester: 27 

 



Criteria for Clinicians to be part of CRS/LINK-

KID 

• Have completed or are actively involved in a learning 

community, learning collaborative, or other similar format in an 

EBT 

• Private practitioners are welcome 

• Do not require national certification, but do require that they 

met basic training requirements for each EBT 

• Interest from clinicians relocating to Massachusetts  

• Interest outside of state to replicate CRS/LINK-KID 



Barriers & Struggles 

 

• Competing for Resources 

• Agencies skeptical about using referral system 

• High number of children needing trauma focused EBTs 

• Transient population/difficulty reaching families 

• Lack of providers in certain regions for specific populations 

• Clinician turnover and/or clinician promotion 

• Insurance issues – private insurance tends to be more 

problematic 

• Call load is increasing exponentially 

 

 



Discussion 

• Questions? 



Contact Information 

Jessica L. Griffin, Psy.D. 

Assistant Professor of Psychiatry and Pediatrics 

Principal Investigator, Child Trauma Training Center 

University of Massachusetts Medical School 

Department of Psychiatry 

508.856.8829           

jessica.griffin@umassmed.edu 

 

Genevieve Kane-Howse, LMHC 

Project Director, Child Trauma Training Center 

University of Massachusetts Medical School 

Department of Psychiatry 

774.455.4102 

genevieve.kane-howse@umassmed.edu 
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