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Abstract

Objectives There is growing recognition that it is important to involve youth and caregivers in the implementation of
evidence-based treatments (EBTs). This study explored how youth and caregivers who received trauma-focused cognitive-
behavioral therapy (TF-CBT) in a public behavioral health system perceived the concept of EBT, their experience with
treatment, their perceptions of TF-CBT, and whether their perceptions varied as a function of clinical improvement.
Methods Participants were eight youth (aged 10-17) and nine caregivers/legal guardians who received TF-CBT in com-
munity mental health centers. Semi-structured interviews were conducted post-treatment and symptoms were assessed at
pre- and post-treatment. An integrated approach was used to analyze the interview data and the reliable change index was
used to assess whether youth and caregivers’ impressions varied as a function of clinical improvement.

Results Participants rarely had exposure to the term “evidence-based” and often had the misconception that evidence
referred to personal experience. Youth and caregivers found the concept of receiving treatment supported by research
appealing but did not like the specific term “evidence-based” and worried that treatment guided by research alone may not
individualize to their needs. Personal stories were noted as a good way to market TF-CBT and the therapist emerged as an
important advocate for promoting this treatment approach. Clinical improvement was associated with the perception of
therapists as collaborative and with trauma narrative completion.

Conclusions Findings suggest that language and how therapists communicate EBTs to youth and caregivers may be
important for targeted implementation strategies.

Keywords Evidence-based treatment - TF-CBT - Youth and caregiver perceptions * Implementation

Highlights

e This study used mixed methods to explore youth and caregiver perceptions of evidence-based treatments.
e Participants rarely had exposure to the term “evidence-based” and found it unappealing.

e Marketing treatment to youth and caregivers requires careful language and explanation.

o Therapists should be selective in their explanations of treatment to engage youth and caregivers.

The majority of youth in the United States will experience  Saunders 1997). Traumatic events put youth at greater risk
at least one traumatic event (e.g., witnessing violence) by = for impaired physical, emotional, behavioral, social, and
age 17 (Costello et al. 2002; Fairbank 2008; Kilpatrick and  cognitive development (DeCandia et al. 2014; Felitti et al.
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1998; Middlebrooks and Audage 2008). Trauma-focused
cognitive-behavioral therapy (TF-CBT; Cohen et al. 2006)
is an evidence-based treatment (EBT) for youth experien-
cing significant distress following a traumatic event. It
includes psychoeducation, safety planning and skills, and
cognitive processing of traumatic events through the crea-
tion of a trauma narrative (Cohen et al. 2006) and has
evidence of both efficacy and effectiveness for youth who
have experienced trauma (Chaffin and Friedrich 2004).

Despite advances in treatment development, research has
shown that youth often do not receive EBTs in general or
TF-CBT in particular (Beidas et al. 2016; Kazdin and Blase
2011; Sheehan et al. 2007). The uptake of TF-CBT remains
low even after the creation of the National Child Traumatic
Stress Network (NCTSN) to promote the use of trauma-
informed EBTs by Congress, the Substance Abuse and
Mental Health Services Administration (SAMHSA), and
the US Department of Health and Human Services in 2000.
This research-to-practice gap is not idiosyncratic to TF-
CBT and has engendered a domestic and international
research agenda around EBT implementation (McHugh and
Barlow 2010).

Thus far, efforts to increase EBT use have predominantly
targeted therapists (Powell et al. 2015) and organizations
(Glisson and Schoenwald 2005), but have overlooked ser-
vice seekers (i.e., clients) as a way to increase the use of
effective treatments (Gallo et al. 2013; Santucci et al. 2012).
There is growing recognition that clients should be more
involved in the process of implementing EBTs (Flynn 2005;
Hoagwood 2005; Sanders and Kirby 2012), and efforts to
target clients may be particularly promising given evidence
that client demand can affect physician prescribing practices
(Daubreese et al. 2015; Mukherji et al. 2017) and medical
testing (Rockwell 2017). Yet, little empirical work has
focused on client feedback regarding the services received
or on understanding how best to create client demand for
EBTs (Gallo et al. 2015).

Direct-to-consumer (DTC) marketing is one approach
that can inform client targeted implementation strategies.
Marketing strategies may be used to increase demand for
EBTs so that clients can request these treatments (i.e.,
“pull” oriented approach). This contrasts with traditional
implementation efforts focused on increasing the supply of
EBTs in the community by “pushing” treatment to clients
through providers (Becker 2015). DTC marketing aims to
increase client knowledge and mental health literacy as a
tool for clients to effectively advocate for EBTs from their
therapists (Becker 2015; Friedberg 2017; Gallo et al. 2013;
Kreuter and Bernhardt 2009). Examples of DTC marketing
include informational websites (e.g., Help Your Keiki
http://helpyourkeiki.com/; Effective Child Therapy www.
effectivechildtherapy.org) that provide information on EBP
in client-friendly language. Friedberg (2017) recommended

that DTC marketing include clear and concise messages
regarding the benefits of EBTs over usual care, and cam-
paigns that use catchy tag lines for clients to remember.
Furthermore, there has been a call to researchers for clear
and consensus definitions for terms like evidence-based
practice (Codd III 2017), and understanding clients’ pre-
ferences in language is a critical step to successfully
creating consumer-demand for EBTs. Thus, more infor-
mation about clients’ current perceptions of the concept of
“evidence-based” care is needed to better understand how to
message EBTs to clients and use principles of DTC mar-
keting to inform client-focused implementation strategy
development.

To date, only a few studies have examined how health-
care clients perceive the concept of “evidence-based” care
(Becker et al. 2016; Carman et al. 2010; Ringle et al. 2019;
Tanenbaum 2008) and only one of these studies focused
specifically on EBT for youth behavioral health problems.
In a sample of 53 caregivers and adolescents, Becker et al.
2016 found that youth receiving adolescent substance use
treatment defined EBT incorrectly, had misconceptions
about what EBT meant, and viewed the concept negatively.
Common assumptions among youth were that “evidence-
based” referred to evidence based on the patient’s medical
history, legal evidence of substance use problem, or a
therapist’s prior experience (Becker et al. 2016). Youths’
definitions appeared to be influenced by their own history of
treatment, with adolescents who were justice-involved fre-
quently assuming that “evidence-based” referred to legal
evidence. Furthermore, when EBT was defined as a treat-
ment approach supported by research, parents and youth
perceived the approach to be inflexible and not individua-
lized to meet their needs (Becker et al. 2016). Two other
studies of adults in general and allied healthcare found
similar findings (Carman et al. 2010; Tanenbaum 2008).
These studies suggest that misconceptions of the concept
“evidence-based” have persisted despite efforts to increase
clients’ knowledge of EBTs (e.g., Gruttadaro et al. 2007),
although no prior studies have examined perceptions of
EBT among youth and caregivers in behavioral health
settings.

Given the paucity of research in this area, the goal of this
study was to examine youth and caregiver perspectives of
EBT to inform DTC focused marketing strategies for youth
mental health concerns. Based on prior literature suggesting
that therapists’ attitudes are specific to interventions
(Reding et al. 2014), we focused on youth and caregivers
with direct experience receiving a specific EBT. We
focused on youth and caregivers receiving TF-CBT given
the high frequency of and negative sequelae following
traumatic events in youth (Costello et al. 2002; Fairbank
2008; Kilpatrick and Saunders 1997) and therapists’ per-
ceived difficulty with the cognitive and emotional
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processing included within TF-CBT (Allen and Johnson
2012; Cohen et al. 2006). Our first aim was to examine
youth and caregiver perspectives of the term ‘“evidence-
based” and to elicit recommendations for how to market
EBTs. Consistent with prior literature, we hypothesized that
youth and caregivers would have little exposure to the
concept “evidence-based” (Becker et al. 2016). Next, we
explored youth and caregivers’ perspectives of TF-CBT,
including their experience with treatment initiation, treat-
ment components, and satisfaction with treatment outcome,
to better inform targeted implementation strategies specific
to TF-CBT. Finally, we used the reliable change index to
examine whether impressions of the term “evidence-based”
and TF-CBT varied as a function of clinical improvement.
Given the post-hoc and exploratory nature of this last aim,
we did not have specific a priori hypotheses.

Method

The City of Philadelphia’s Department of Behavioral Health
and Intellectual disAbility Services (DBHIDS) was awarded
a SAMHSA NCTSN Initiative Community Treatment and
Service Center grant in 2012. The goal of the Philadelphia
Alliance on Child Trauma Services (PACTS) was to build
an array of trauma-informed care while evaluating the
implementation and impact of these services on behavioral
health clients (Beidas et al. 2016). TF-CBT was selected
based on its established efficacy (Chaffin and Friedrich
2004), applicability to youth with diverse backgrounds
(Sigel et al. 2013), and existing dissemination and imple-
mentation tools (Cohen and Mannarino 2008). Our study
assumed that youth received TF-CBT as prescribed by the
original treatment developer that included a standardized
sequence and set of skills, which focus on increasing
awareness and education of traumatic stress and decreasing
symptoms and impairment from trauma.

Participants

Youth and/or their caregivers having experienced a trau-
matic event (e.g., witnessing a murder, sexually abused) and
receiving TF-CBT through community mental health clinics
participating in PACTS were recruited within a larger pro-
gram evaluation to examine clinical symptom improvement
after participating in TF-CBT (cf. Beidas et al. 2016). In
total, 17 individual semi-structured interviews were con-
ducted with eight youth and nine caregivers, representing 12
distinct youth-caregiver dyads receiving TF-CBT (see Table
1). Semi-structured interviews and quantitative measures
were conducted with youth aged 11 and older, or with
caregivers if youth were aged 10 and younger. Interviews
were conducted with five youth and their caregivers (n = 10
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Table 1 Demographic information and reliable change indices for
individual youth

ID Youth Caregiver Age Sex CPSS PTSD
interviewed interviewed

1 x X 11 F —0.95

2 X X 11 F —4.56*

3 0x X 14 F —1.14

4 x 17 F —1.71

5 X 10 F 095

6 x 19 F —0.19

7 X 10 F -

8 x 13 M -3.04

9 x X 16 F —4.18*

10 x X 14 M 342!

11 X 5 M 0

12 X 15 M 266°

*RCI >1.96 indicate clinically significant change (Jacobson and Truax
1992)

®Indicates significant deterioration of symptoms scores; 7001 RCI not
calculated due to missing data; CPSS = Child PTSD symptom scale
(Foa et al. 2001)

distinct individuals), four caregivers who participated
without their youth, and three youth who participated
without their caregivers. Youth and caregivers in the same
families were interviewed concurrently by interviewers in
separate private rooms. The youth sample was 67% (N = 8)
female and youth on average were aged 13.75 (SD =2.86)
years. Most youth identified their primary race as African
American (n =9, 75%), two (17%) identified as Latino, and
one (8%) youth identified as mixed race. In addition to
semi-structured interviews, youth and caregivers completed
quantitative measures of trauma symptoms at pre-treatment,
every 6 months, and post-treatment or termination. The
semi-structured interviews were conducted at post-treatment
and/or termination.

Procedure

All procedures were approved by the University of Penn-
sylvania and City of Philadelphia’s Institutional Review
Boards. Youth and their caregivers were recruited from a
larger study evaluating the clinical outcomes for youth
receiving TF-CBT, who were evaluated prior to their fourth
session (baseline) and every six months until treatment
termination (post; Beidas et al. 2016). Youth and their
caregivers were contacted before their post-treatment
assessment by study personnel and offered the option to
take part in the semi-structured interview. Those who
agreed were asked for informed consent and assent, and
scheduled for interviews during their post-treatment
assessment. Only a subset of youth and caregivers from



Journal of Child and Family Studies (2020) 29:1712-1722

1715

the larger evaluation study were sampled from November
2015 to June 2016. Sampling ended when data saturation
(i.e., no new themes emerged from interviews) was reached
as determined by post-interview meetings between the two
interviewers (L.S. and a trained clinical research coordi-
nator). Fourteen youth and their caregivers were approached
to participate (n =28), of which 17 (71%) consented to
participate. Twelve of the fourteen dyads approached (86%)
were represented. Interviews were audio recorded, lasted 16
to 66 min (M = 38:16), and were transcribed by trained
research assistants (description below). Participants were
compensated with $50 gift cards for their time.

Measures
Child PTSD symptom scale

(CPSS; Foa et al. 2001). The CPSS is a 24-item measure
that assesses Posttraumatic Stress Disorder (PTSD) symp-
toms within the three clusters of the DSM-IV (i.e., re-
experiencing, avoidance, and arousal), which provides a
PTSD symptom severity score. Items are structured on a
four-point rating scale (ranging from zero “not at all or only
one time” to three “always or almost always”), with higher
scores indicative of greater severity. The CPSS clinical
cutoff score is 11. The CPSS has demonstrated good
internal consistency and reliability (a = 0.89 for the total
score; Foa et al. 2001).

Qualitative interview

The semi-structured interview consisted of open-ended
questions and follow-up probes tailored to participants’
responses. The interview asked participants about their
broad impressions of EBT (e.g., “What would you guess the
term means in your own words?”), their thoughts on stra-
tegies to market specific “evidence-based” approaches (e.g.,
“Where would you prefer to get information about treat-
ment?”), and their impressions of receiving TF-CBT (e.g.,
“Tell me about the treatment you received.”). Our goal was
to elicit information regarding (a) perceptions of the term
“evidence-based,” (b) marketing strategies for EBTs
including language, modality, and to whom and where
youth and caregivers would prefer look for information on
treatment, and (c) impressions of TF-CBT, including their
experience with treatment initiation, treatment components,
and satisfaction with treatment outcome, to better inform
marketing strategies specific to TF-CBT. We adapted pre-
viously developed questions asking youth about their per-
spectives of substance use treatment to guide the
development of our interview questions (Becker et al.
2016). When soliciting impressions of “evidence-based” we

defined an EBT as ““a treatment that has been shown to work
for kids with similar problems in research studies.” This
definition was consistent with prior studies (Becker et al.
2016) and the definition used in educational materials by
national and state associations seeking to describe EBT to
caregivers (e.g., Help Your Keiki http://helpyourkeiki.com/;
Effective Child Therapy www.effectivechildtherapy.org).
Parallel interview guides were developed for youth and
caregivers to reflect developmentally appropriate language
(and are available via R.B. at the University of
Pennsylvania).

Data Analytic Strategy

Data analysis was managed in NVivo QSR 10; an iterative
integrated approach including inductive and deductive rea-
soning was used (Bradley et al. 2007). Four team members
independently coded four (two youth and two parent)
transcripts to identify codes. These codes were discussed in
ongoing meetings and combined with a priori codes (i.e.,
EBT Definition, Impressions, and Marketing) to form a
codebook (Bradley et al. 2007). The codebook evolved over
the course of initial coding and discussions, and included
operational definitions of each code, example quotes, and
guidance in when to not use codes (see Table 2). The
codebook was then applied to four additional transcripts and
refined throughout the data analytic process (Bradley et al.
2007). Two independent raters (K.O. and E.B.H.) coded all
data. Twenty percent of the transcripts were randomly
selected for double coding to determine interrater reliability
(cf. Beidas et al. 2013). The raters met together to discuss,
clarify, and compare codes to ensure consensus. Rater
consensus was calculated using Cohen’s Kappa and
agreement was excellent (x = 0.97; Landis and Koch 1977).
The resulting codes were then independently read by two
raters (K.O. and L.S.) to examine themes, sub-codes, and
in-text examples. Unless specified, themes and examples are
reflective of 50% or more of the youth and caregivers
interviewed.

To assess clinical improvement, means and standard
deviations for the CPSS at baseline and post-treatment were
calculated. Given the small sample size, we calculated a
reliable change index (RCI), which represents a standar-
dized metric of clinical change for each youth (Jacobson
and Truax 1992). The RCI is calculated by dividing the
score difference of two time points by the standard error of
the difference of the measure being administered. RCI
values larger than 1.96 indicate statistically significant
clinical change (Jacobson and Truax 1992). As a post-hoc
analysis, we examined differences in youth and caregivers’
“evidence-based” and TF-CBT impression themes based on
significant clinical improvement.
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Table 2 Qualitative codes, definitions, and examples

Code: definition

Caregiver example

Youth example

Evidence-based treatment (EBT)

“EBT definition: any definition provided
by the participant for “evidence-based”
and familiarity with the definition or term

“EBT impressions: participant
impressions of the term “evidence-based
treatment”

“EBT marketing: strategies to increase the
uptake of EBTs including promotion and
language

TF-CBT

Initiation/referral: related to the process
of starting treatment and specific reasons
and motivation for initiating treatment

Treatment components: specific
components or skills learned during TF-
CBT or other treatment programs

Trauma narrative: any mention of the
trauma narrative within treatment

Outcome: refers to any mention of
outcome of TF-CBT

“You got to gather this evidence so you
know exactly what’s being treated.”
“When I think of evidence is facts, so we’re
going off of what you say versus what we
think.”

“Need to express and not make a parent feel
like ‘they just trying to use my child as a
guinea pig or something like that.”

“Actually, I Google a lot of stuff ... I ask
friends, I ask the school ... I ask for any
help.”

“[Therapist] was letting me know that this
could kind of help and she’s pretty much
explaining how good the process would be
or what it would be or what’s going on...
And I was like if you feel like it would help
her more then I’'m probably all for it .... She
was like I really think this would be a great
thing for her.”

“[I learned to] listen more attentively and,
you know, um, just consider [my child’s]
feelings sometimes.”

“And it really helped me learn, it’s like
certain things, I'm like you’re scared of
that? And he’s like, “well yeah.” Oops never
knew.”

“I didn’t realize she saw as much as she
did.”

“Just hearing her say her part of the story
and seeing her finally like getting out like
I’m free ... that actually helped me a lot ...
just made me feel better and I know she
feels free.”

“Treatment makes you really aware of your
children because now you’re like—now you
really sit and look and are like, hmm, I gotta
remember to write that down.”

“She taught him how to communicate and
me how to be receptive to the
communication because again like I said as
parents we normally just judge our children,
tell them what not to do, how they shouldn’t
feel ...”

“I think it would be talking about your
treatment and um I mean I guess like the
evidence that it happened to you ...”
“Therapy based on what happened in your
life.”

“I would ask about what is the evidence—
what exactly is it that they do?”

“If it can help other people it can probably
help me, so I was like I saw it in a positive
way and I was like it’s probably good
because it helped a lot of other people that
had probably been through the same thing
as me, or something different, or probably
worse.”

“I like the triangle ... I used the triangle
again because I feel that was helpful.
Because I get to see all my thoughts on the
paper. Then I get to see I was reacting, how
I felt.”

“Well the other therapy ... they didn’t do
like, do as, like, as many activities .... They
just want you to sit in a room and talk to
them.”

“I feel like, I felt lighter, like emotionally
lighter.”

“It was like, [mom] got all my feelings, and
how I felt, and, um, she comforted me, and
she encouraged me.”

“I liked it, and felt like it helped me ... And
it opened my eyes to, you know, I think,
outside the box now.”

“I think my level of understanding has
changed for myself and for the people
around me so I think that’s a big
difference.”

“Indicate a priori codes based on Becker et al. (2016)

Results

Perceptions of Evidence-based Treatment

Youth and caregivers were asked about their broad
impressions of the term “evidence-based” and their thoughts

on strategies to market EBTs (examples provided in Table
2). One youth and three -caregivers (23.5% of 17
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interviewees) endorsed prior exposure to the term “evi-
dence-based treatment.” When participants were asked to
define EBT, many caregivers used terms like “facts” and
“research” and were able to express the general concept that
EBTs referred to treatments supported by research. For
example, one parent noted succinctly that EBT means
“there’s research based on things that work. It’s proven to
work.” However, ten participants defined the concept
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incorrectly. A common misperception from three youth and
one caregiver was that the term “evidence” referred to
personal experience. For example, one youth noted that
evidence referred to “what happened in your life” rather
than research. Two youth did not attempt to define EBP.

After hearing our definition of EBT (i.e., a treatment that
has been shown to work for kids with similar problems in
research studies), five participants found the concept
appealing because it indicated that the treatment was proven
to work with other youth. By contrast, five other partici-
pants cautioned against using the term ‘“evidence-based”
due to possible negative reactions, like sounding too
experimental or potentially harmful, or confusion in youth
and caregivers. Instead, caregivers preferred an explanation
of the treatment and how it would be individualized to
their child.

Youth and caregivers also liked the idea of receiving
treatment that worked for others, but worried that a treat-
ment informed by research would not be individualized. As
one caregiver explained:

You can line ten apples up in a row and they can all be
the same color, they’re not gonna all be the same
shape, they’re not gonna all be the same size, so what
makes this one apple stand out or get more treatment
or the specific treatment? If [the treatment]
generally works as a whole, fine. But find something
that works specifically for my child.

Youth and caregivers both expressed their desire to be
shown rather than told a treatment has worked. Six parti-
cipants noted a preference for having youth who received an
EBT share “testimonials” or “their story” with other youth
and caregivers in commercials, brochures, ads, reviews, or
websites. One youth noted that having “an animated video
... [so] people can actually see how it works rather than
trying to process it” would be a good way to market EBTs.
Caregivers stated that they valued information that would
aid in normalizing their child’s concerns. One caregiver
noted that using the term “similar ... or similarities ...
things they’ve been through: symptoms, background, stor-
ies” would help with treatment engagement.

Ten participants reported that they currently receive
treatment referral information from trusted family and
friends, providers (e.g., pediatricians), and by doing their
own informal research on the internet (e.g., Google). One
youth noted that she gets information in school from “my
counselor.” When asked for additional preferred sources of
information, youth and caregivers identified schools,
pediatricians’ offices, hospitals, and churches. Caregivers
noted that they would rely on information provided in
school newsletters, parent focus groups in school, or
reviews of therapists or agencies online. One caregiver

stated, “T go onto the internet because people leave real
reviews.”

Perceptions of TF-CBT

We solicited from youth and caregivers their perceptions of
their experience receiving TF-CBT to inform marketing
strategies specific to TF-CBT. Youth and caregivers noted
(a) external motivation for initiating services, (b) the
importance of the therapeutic relationship, (c) the focus of
skill development in TF-CBT, (d) the significance of the
trauma narrative, and (e) perceived outcomes in both youth
and caregiver following TF-CBT.

Both youth and caregivers noted external motivation for
initiating TF-CBT. Four caregivers indicated that child
service agencies such as the Department of Human Services
or Juvenile Court were involved in decision-making. Four
youth reported that their participation in TF-CBT was their
caregivers’ decision.

Once in treatment, youth and caregivers expressed the
importance of the therapeutic relationship and trusting their
therapist to engage in TF-CBT. For example, one mother
narrated the dialogue she had with her child’s therapist and
noted, “She was like, ‘I really think this would be a great
thing for [your child]’ so I said OK, I trust your judgment.”
Another caregiver stated that “because knowing [therapist]
for so many years ... I knew that she was going to look for
good help for [my child].” Youth and caregivers also valued
knowing that TF-CBT has worked with other kids and
youth appreciated having a choice in treatment participa-
tion. Furthermore, youth appreciated receiving encourage-
ment from their therapist to engage in treatment. One youth
reported that “expressing my feeling to [my therapist], she’s
like ‘you can do this, you can do that’ so me expressing my
feelings ... it built up how confident I could be.”

Youth and caregivers were asked to recall specific
treatment components and skills they learned within TF-
CBT. The most commonly recalled components were:
relaxation (n=14, 82.4%), trauma narrative (n=12,
70.6%), youth psychoeducation (n =38, 47.1%), caregiver
psychoeducation (n =3, 17.6%), self-monitoring (n=3,
17.6%), cognitive restructuring (n = 1, 5.9%), and personal
safety skills (n =1, 5.9%). Youth and caregivers noted their
preference for learning skills in session over talk or play
therapy. One caregiver voiced her displeasure with previous
treatment that focused mostly on playing in session: “the
girl was still going through trauma ... [and] a lot of stress,
and ... she would just go over there to play.” Another
caregiver reported satisfaction when her child learned skills
in session:

Well, with the family [therapy] it was just more so
conversation. With [TF-CBT], it was conversation, it
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was skills, ... it wasn’t just, OK, I'm telling you my
business ... With [TF-CBT], it was skills like, OK,

this is how you feel, alright, this is how you do this to
help you with that.

Eight (66.7%) of the 12 youth had completed the trauma
narrative at the time of the interview. One youth described
the trauma narrative as:

We gotta write out our trauma, ... for an example, if
we were raped ... we would have to write all that out
and ... then our family comes in ... and we would talk
to them and explain to them what happened and just
basically open up.

Both youth and caregivers indicated the importance of
having a caregiver involved in therapy, especially in the
trauma narrative.

Five youth and five caregivers who completed the trauma
narrative often described associated improvements in their
family functioning and communication. For example, the
same youth who described the trauma narrative above also
commented on changes, including insight into their own
behavior:

I liked that ... I got to write out my trauma ... because
it was a release ... I took something off my back ...
And then I opened up to my family, telling them about
it. I mean, it was an option to do that. I decided to do
that because there were some things that I wanted my
family to know and to let them know why the reason
that I act like this. And the reason why I do the things
that I do and the things that I did. And ... it brought
my family relationship a little better with me because I
broke their trust at one point ... they didn’t trust me
... because I was stealing from them and I was doing
... things that weren’t appropriate so they just didn’t
trust me. So, it brought my family closer to me. I
basically just like the trauma narrative part, writing
that out.

Three caregivers also reported gaining a new perspective
into their child’s experience of the traumatic event through
the trauma narrative. Similarly, youth reported that their
caregivers were able to understand their perspective in a
new and helpful way: “It was, like, [my mom] got all my
feelings, and how I felt, and ... she comforted me, and she
encouraged me.” Youth and caregivers also reported a sense
of release after choosing to share or hearing their child’s
narrative. One mother noted that:

Just hearing [my daughter] say her part of the story
and seeing her finally like getting it out like I'm free. ..
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that actually helped me a lot because I thought her
mind had the story like raw, horrifying as it is in my
head and it just—just made me feel better and I know
she feels free.

In addition to improved family functioning and com-
munication, both youth and caregivers reported that youth
were more open and willing to talk about their feelings after
TF-CBT. Caregivers also noted decreases in outbursts,
tantrums, and oppositional behavior through consistency in
rules as well as increased awareness of their child’s per-
spective. Youth reported being more focused on the future
and were able to identify reasons for their oppositional
behaviors after the traumatic event. For example, one youth
noted that “some of the things I wrote on there, I never
really thought about ... I never really thought about that
these reasons were the reasons why I was doing the things
that I was doing.”

TF-CBT Perceptions and Clinical Improvement: Post
Hoc Analysis

We used the RCI to examine whether youth and caregiver
impressions of TF-CBT varied as a function of outcome.
Youth-reported PTSD symptoms on the CPSS averaged
20.9 (SD=11.2; N=12) at baseline and 13.5 (SD = 10.4,
N=11) at post-treatment. At baseline, 92% (N=11) of
youth had a clinically significant CPSS PTSD score, as
compared to 55% (N = 6) of youth at post-treatment. Indi-
vidual change as measured by RCI is presented in Table 1.
Four (33.3%) of the 12 youth evidenced clinically sig-
nificant positive change from baseline to termination eva-
luation. Seven (58.3%) of the 12 youth did not evidence
significant clinical change and one (8.3%) evidenced clini-
cally significant deterioration.

Examination of EBT impressions did not reveal differ-
ences based on clinical change, with youth and caregivers
consistently noting that knowing it has worked for others
was a good way to market EBTs. TF-CBT experience in the
four youth with positive clinical change revealed that all
these youth described creating a trauma narrative and doing
so with therapists guiding them at a comfortable pace.
Specifically, one youth reported that “it was kind of hard for
me because I didn’t want to talk. Well, we would go little
by little, if I didn’t want to do the book [trauma narrative]
today we would do something different.” Additionally, the
youth that experienced significant improvements shared that
they were given a choice in sharing their narrative with
caregivers. One youth noted that her therapist explained to
her, “And now you have two options whether you want to
read it or not ... she was telling me that I have to read it to
[my mother] because that’ll be where it’s complete and I
won’t have to think about it anymore and poof it’s gone.
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When I finally read it to [my mother] and got through it I
felt so relieved.”

Discussion

The current study elucidated the perspectives of youth and
their caregivers receiving TF-CBT in a public behavioral
health system. Our goal was to identify youth and care-
givers’ impressions of the concept of “evidence-based”
treatment and optimal strategies to market EBTs, as well as
their specific experiences with TF-CBT to inform targeted
implementation strategies. First, and consistent with prior
studies (Becker et al. 2016; Carman et al. 2010; Tanenbaum
2008), findings suggest that youth and caregivers are
unfamiliar with the concept of “evidence-based” treatment
and have negative impressions of the approach. Specifi-
cally, caregivers and youth had concerns that treatment
guided by research would adhere to a rigid, one-size-fits-all
approach. These findings suggest that efforts to market
treatments to clients may miss the mark if they focus on
terms emphasizing evidence and research. Second, testi-
monials emerged as a preferred method for marketing
EBTs; suggesting that future implementation strategies
targeting youth and caregivers consider using the lived
experiences of clients who have benefited from treatment.
Third, the role of the therapist as a broker in youth and
caregiver engagement in EBT was paramount. Finally, our
exploratory aim revealed that impressions of EBT did not
vary as a function of clinical change in response to TF-
CBT, suggesting that our findings were robust across youth,
and that clinical improvement in TF-CBT was associated
with receipt of a trauma narrative and perceptions of the
therapist as collaborative, highlighting these treatment ele-
ments as key areas to emphasize in future implementation
efforts.

Consistent with previous studies, youth and caregivers
had no previous exposure to the idea that “evidence-based”
referred to research evidence (Becker et al. 2016). This
finding suggests that youth and caregivers, particularly in
under-resourced settings, are not receiving targeted infor-
mation to increase their knowledge of EBTs. Furthermore,
youth and caregivers expressed confusion and apprehension
toward the term “evidence,” suggesting that researchers
may be taking for granted the clarity and general utility of
the term “evidence-based.” Indeed, the field of psy-
chotherapy has recently been challenged to refine the terms
used to describe the broader principles of evidence-based
practice as an overarching process (Codd III 2017) in order
to more clearly emphasize that research evidence is merely
one facet and should be accompanied by clinical expertise
and consideration of client preferences (American Psycho-
logical Association 2006; Institute of Medicine 2001). Our

results suggest that definitions of EBTs, which historically
have focused solely on evidence of effectiveness and effi-
cacy in research trials (e.g., Help Your Keiki http:/
helpyourkeiki.com/; Effective Child Therapy www.
effectivechildtherapy.org), could benefit from similar mod-
ifications to emphasize the potential for individualization.
Caregivers also cautioned against using the term “research”
to describe the source of evidence as it implied a negative
experimental approach to treatment (e.g., Henrietta Lacks;
Skloot 2011) and a shift away from individualizing treat-
ment to the needs of their children. The former notion may
be particularly salient within our sample, which was pre-
dominantly African American, a population that has
exhibited a mistrust of research (e.g., Kennedy et al. 2007).
These findings can potentially be used to inform the
development of messaging around EBTs and evidence-
based practice, by emphasizing the need for youth and
caregivers to hear how their own preferences and the
therapists’ expertise will inform treatment delivery and
impact the effectiveness of the treatment.

Sharing testimonials and stories of youth with similar
backgrounds and experiences was the most common sug-
gestion for EBT marketing. Consistent with this notion,
youth and caregivers who improved after TF-CBT noted
that hearing from their therapist that TF-CBT had worked
with other kids helped them feel more confident about the
treatment. Specific examples of clinical change after TF-
CBT can help ground youth and caregivers in what to
expect from treatment, and emphasizing that session time
will be spent learning skills rather than talking or playing
may help therapists “sell” TF-CBT to youth and caregivers.
Additionally, youth were referred to services by external
child service agencies, suggesting that one potential mar-
keting strategy may be to target and train child service
agency workers in how to communicate with youth about
TF-CBT. For example, having caseworkers serve as “bro-
kers” for EBTs by promoting and referring youth and their
caregivers to agencies that provide EBTs may be an inter-
mediary step to ensuring youth receive evidence-based care
(Fitzgerald et al. 2015).

Consistent with previous research, the importance of
the therapist in promoting TF-CBT to youth and care-
givers and establishing trust stood out as a clear theme
(Cunningham et al. 2015). Therapists were able to gain
caregivers’ trust by communicating with them regularly
and including them as an integral part of treatment.
Youths’ trust was gained through the therapist providing
choices in treatment to engage in skills, especially skills
that require more time and emotional investment (e.g.,
trauma narrative). This finding is consistent with recent
evidence that a positive therapeutic relationship is espe-
cially important for TF-CBT (Ormhaug et al. 2014).
Increasing therapeutic trust through open communication
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and increasing youth and caregiver knowledge may be
important implementation strategies.

As the mental health field enters an era of considering
how to best market psychosocial treatments to clients, the
role of professionals such as therapists, brokers, and treat-
ment developers must begin to evolve to address the
ongoing barriers to EBT use. Marketing strategies should
foster increasing client knowledge and demand (Becker
2015; Friedberg 2017), but may need to be translated by
therapists who understand and believe in the value of
research evidence and can communicate the benefits to
clients. However, a knowledgeable therapist may not know
the most effective way of communicating the need for
research evidence to clients (Trogen 2017). Targeted
therapist trainings on how to initiate and sell EBTs to clients
will be essential to creating client demand. Several sug-
gestions to market EBTs to youth and caregivers emerged
from our findings, including having trusted online sites for
reviews of therapists and treatments (Ranard et al. 2016).
Another suggestion was to create videos of the therapy
process to provide youth and caregivers an overview of
treatment. These videos could be made specific to each
treatment and used in initial sessions to elicit misconcep-
tions and barriers, and to increase engagement in treatment.
Furthermore, revisiting the goal of marketing EBTs may be
useful, given that findings from this and other studies have
suggested that clients have misconceptions and negative
impressions of the term ‘“evidence-based.” It may be more
beneficial to foster client knowledge of specific interven-
tions (e.g., TF-CBT) rather than “evidence-based” treat-
ments or evidence-based practice (Okamura et al. 2018;
Reding et al. 2014).

Limitations

The findings from the current study should not be taken
without limitations. First, given our small sample size,
generalizability of our findings may be limited. Further-
more, coding was done broadly and did not focus on dis-
tinguishing the difference between youth- and parent-report.
Second, only a subsample of the youth and caregivers
receiving TF-CBT in the larger evaluation study partici-
pated in the qualitative interview, which may have inad-
vertently affected results. However, we heard recurrent
themes throughout the interviews indicating that we had
reached saturation and that new themes were unlikely to
emerge with additional interviews. Future studies may wish
to sample a broad population receiving more than one
specific treatment to further generalize the current study’s
findings. Another artifact of our sample relates to the nature
of referral for youth and caregivers to TF-CBT treatment
and their motivation for seeking treatment. More specifi-
cally, caregivers noted that they were referred to treatment
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by external agencies such as Child Welfare, and youth
noted that they entered treatment based on caregiver deci-
sion. Yet, when asked how they would get trusted infor-
mation regarding treatment, both youth and caregivers
noted family members, friends, trusted providers, and the
internet (e.g., Google). Therefore, future research should
explore how the mechanisms through which clients get
connected with treatment relates to treatment perspectives.
Moreover, it is important to note that only 33% of youth
evidenced clinically significant improvement. This may
have happened for several reasons including the time at
which participants were sampled (i.e., three youth had not
yet completed the trauma narrative) and the overall com-
plexity of community mental health with high attrition rates
and multimorbidity. Therefore, findings related to clinical
improvement should be interpreted with caution. Finally, as
with any cross-sectional study, the findings do not imply
any causal relationships.

Despite these limitations, the current study provided
insight into youth and caregivers’ perceptions of the con-
cept of “evidence-based” treatment and TF-CBT in a sam-
ple of ethnic minority youth. Perhaps the most noteworthy
finding to emerge from our study was the therapist’s role in
encouraging youth and caregivers to initiate EBT. Future
research should continue to investigate the role of the
therapist in promoting EBT utilization by identifying
effective strategies therapists can employ to market EBTs.
One avenue may be having a bank of testimonials or videos
explaining the therapy process. Another method may be to
explore youth and caregivers’ perspectives of treatment
through other dissemination modalities such as peer support
specialists and advocacy groups. An additional issue that
became clear through this investigation is perhaps an
overreliance on the terms “evidence-based” and “research.”
What may be additionally important in conveying to clients
that a treatment has worked is incorporating client char-
acteristics and therapist clinical expertise, which is aligned
with the comprehensive definition of evidence-based prac-
tice employed by leading national organizations (American
Psychological Association 2006; Institute of Medicine
2001). Given the growth of the client-driven healthcare
market (Rockwell 2017), identifying client perspectives will
continue to be a worthwhile endeavor for EBT
implementation.
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