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ABSTRACT

Background: Unaccompanied young refugees (UYRs) are a highly vulnerable population, exhibit-
ing elevated rates of posttraumatic stress disorder (PTSD), depression, and anxiety due to trauma
exposure and post-migration stressors. Despite the established efficacy of Trauma-Focused
Cognitive Behavioral Therapy (TF-CBT) for PTSD, there is limited research on its implementation
and cultural fit for UYRs.

Objective: This study examines psychotherapists’ experiences with implementing TF-CBT in the
treatment of UYRs within a randomized controlled dissemination trial in Germany.

Methods: Data were collected as part of the multicenter “BETTER CARE” trial, involving 20
psychotherapists who treated 57 cases of UYRs with TF-CBT. Fidelity was assessed quantitatively
through self-reports using the TF-CBT Brief Practice Checklist, while implementation experiences
and perceived opportunities were explored through semi-structured interviews. Psychotherapists
completed culturally sensitive TF-CBT training and participated in bi-weekly case consultations.
Results: Treatment fidelity was high, with most core components implemented, except in-vivo
exposure and caregiver-related modules. Psychotherapists frequently applied flexible, needs-
based strategies, such as addressing the “crisis of the week” and adjusting module sequence.
Most UYRs (64.9%) were accompanied by interpreters. Components perceived by psychotherapists
as particularly helpful included trauma narrative, psychoeducation, and cognitive coping, whereas
relaxation and certain stabilization modules were perceived as less essential or challenging to
implement. Psychotherapists reported increased confidence in delivering TF-CBT and willingness
to continue using TF-CBT.

Conclusions: TF-CBT was perceived by psychotherapists as a feasible and acceptable treatment
approach for UYRs in routine care. Flexible, needs-based adaptations were considered to facilitate
its application in routine care, while structural constraints, such as limited caregiver involvement,
may require additional consideration. These findings support the broader dissemination of TF-CBT
in diverse, multilingual refugee settings.

Trial registration: German Clinical Trials Register (http://www.germanctr.de; registration number

DRKS00017453, registration date: December 11, 2019).

Background
According to the United Nations High
Commissioner for Refugees (UNHCR), by

October 2024 37.9 million people worldwide were
refugees (UNHCR, 2024). In 2023, 41,000 unac-
companied minor refugees applied for asylum in
Europe (European Union Agency for Asylum
[EUAA], 2024). Unaccompanied young refugees
(UYRs) are frequently identified as an especially
vulnerable group (Bean et al., 2007; Daniel-
Calveras et al., 2022). It has been demonstrated
that UYRs display elevated rates of post-traumatic

stress symptoms (PTSS), depression, and anxiety,
and that they frequently exhibit more severe symp-
toms than accompanied minors. Miiller et al.
(2019) reported that 64% of UYRs score above the
cutoff value for PTSS compared to accompanied
young refugees (36%). Possible factors besides
a higher trauma events exposure (Jensen et al.,
2019; Miiller et al., 2019), can be post-migration
stressors such as an uncertain residence status, and
a lack of family contact (Hornfeck et al., 2024).
Given the elevated needs and high prevalence of
PTSS and comorbid symptoms among UYRs
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(Daniel-Calveras et al., 2022), gaining insight into
effective treatment approaches is crucial, especially
as this population often faces significant barriers to
accessing adequate mental health services
(Blackmore et al., 2020; Dumke et al., 2024; Oberg
& Sharma, 2023).

As recommended by international guidelines,
the gold standard for treating post traumatic stress
disorder (PTSD) is individual, trauma-focused cog-
nitive behavioral therapy (National Institute for
Health and Care Excellence, 2018). Trauma-
focused cognitive behavioral therapy (TF-CBT),
as developed by Cohen et al. (2006, 2017), is the
most extensively studied approach for children and
adolescents. It follows a three-phase structure: sta-
bilization, trauma processing, and integration
(Cohen & Mannarino, 2015) and typically requires
at least eight sessions (Cohen et al., 2017). TF-CBT
includes nine components, summarized by the
acronym PRACTICE: psychoeducation and par-
enting skills, relaxation, affective modulation, cog-
nitive coping, trauma narrative, in-vivo exposure,
conjoint parent-child sessions, and enhancing
safety and development (Cohen et al., 2017).
Involving caregivers is considered a key element
of the treatment (Brown et al., 2020). So far, 35
randomized controlled trials have confirmed the
superiority of TF-CBT over control conditions
across different settings (Schreyer et al., 2024). TF-
CBT has also been shown to be an effective treat-
ment in reducing symptoms of PTSD, depression
and anxiety in samples of UYRs (Chipalo, 2021;
Morroni et al., 2025).

To the best of our knowledge, a limited number of
studies have examined the implementation and out-
comes of TF-CBT with children and adolescents from
refugee backgrounds in individual settings (Patel
et al, 2024; Schottelkorb et al, 2012
Unterhitzenberger et al., 2019). These studies, how-
ever, two of them uncontrolled, demonstrated that
TF-CBT significantly reduces PTSD symptoms and
that these improvements are maintained at follow-up,
meanwhile some adaptations to the manual have also
been documented. For example, Unterhitzenberger
et al. (2015) reported that there was less caregiver
involvement than indicated in the manual and the
psychoeducational component was augmented with
information regarding the asylum procedure, and,
where relevant, dissociation. In a pilot study

Unterhitzenberger et al. (2019) described that, in
addition to psychoeducation on PTSD and traumatic
events, the psychotherapists also offered psychoedu-
cation on psychotherapy, on working with translators
and on confidentiality in the psychotherapeutic set-
ting. In their study of unaccompanied migrant chil-
dren from Central America, Patel et al. (2024) added
to the psychoeducation component a distinction
between chronic trauma exposure in the country of
origin and acute traumatic events to elicit the patient’s
perspective on stressful and non-stressful events. As
Unterhitzenberger et al. (2019) previously described,
Patel et al. (2024) also provided information on men-
tal health treatments and their intended recipients, in
addition to offering educational material on the US
system regarding law and immigration. Furthermore,
they explored beliefs concerning roles and relation-
ships (e.g. gender, parenting styles). During the
relaxation phase, Patel et al. (2024) made use of the
client’s existing, culturally relevant strategies for
relaxation, whilst also incorporating the spiritual
and religious beliefs of the youth. In general, the
utilization of culturally pertinent metaphors was
observed throughout the treatment. In a qualitative
study with psychotherapists on the implementation
of TF-CBT with UYRs, Unterhitzenberger et al.
(2021) found that additional content to the
PRACTICE components mostly focused on the so-
called “crisis of the week,” resulting in a more exten-
sive discussion on struggles and concerns in daily
lives of the UYRs. Only few obstacles during the
treatment were reported, and little cultural factors
had to be considered. The implementation of the
trauma narrative, in conjunction with the agenda
provided by the manual, was frequently reported as
beneficial (Unterhitzenberger et al., 2021).

However, except for Schottelkorb et al. (2012),
all trials with UYRs mentioned above were con-
ducted with study psychotherapists who received
specific training and supervision within controlled
research settings. Prior studies did not systemati-
cally capture the experiences of psychotherapists
delivering TF-CBT to young refugees in routine
care. As a result, there is a lack of evidence regard-
ing treatment fidelity and the experiences of com-
munity-based practitioners. The current study
addresses this gap by conducting qualitative inter-
views within the framework of an effectiveness and
implementation trial in routine mental health care,
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exploring psychotherapists’ perceptions of TF-CBT
implementation in real-world clinical settings.
Specifically, it investigates treatment fidelity, psy-
chotherapists” experiences with the applicability of
TF-CBT, perceived helpful and challenging com-
ponents, as well as the sustainability and accept-
ability of the training and intervention in routine
care.

Methods
Study context

The data were collected as part of the multicenter,
cluster-randomized controlled implementation trial
“BETTER CARE” (Rosner et al., 2020). It was con-
ducted in accordance with the International Council
for Harmonization Guideline for Good Clinical
Practice and received ethical approval from Ulm
University (No. 243/19) and the Catholic University
of Eichstitt-Ingolstadt (No. 004-19). It was registered
on the December 11, 2019 in the German Clinical
Trials Register (www.germanctr.de; registration num-
ber DRKS00017453). The trial’s primary goal is to
evaluate a stepped-care approach for UYRs combin-
ing the preventive group intervention “My Way”
(Pfeiffer & Goldbeck, 2019) and TF-CBT (Cohen
et al., 2006, 2017), called BETTER CARE condition,
against standard treatment practices. UYRs were
recruited through Child Youth Welfare Service
(CYWS) facilities. Youth inclusion criteria are the
following: age 12-20 years, arrived in Germany as
unaccompanied minors, applied for asylum or intend
to do so, being cared for by a CYWS facility at screen-
ing, written informed consent given by participant
and legal guardian (if <16years at screening), and
reported at least one traumatic event in line with the
DSM-5 A criterion (Rosner et al., 2020). Each adoles-
cent underwent a mental health screening to identify
symptoms of PTSS, depression, and anxiety. Based on
the results, treatment recommendations were pro-
vided: “My Way” for subclinical PTSS and TF-CBT
for clinically significant PTSS. Residential group staft
(i.e. social workers or educators) employed in the
CYWS facilities acted as professional caregivers in
TF-CBT and administered the group intervention
“My Way” under supervision.

The BETTER CARE project trained psy-
chotherapists in culturally sensitive TF-CBT. The

trial had the following inclusion criteria for psy-
chotherapists working in routine care: licensed
child and adolescent psychotherapists or psycho-
logical psychotherapists; willingness and written
informed consent to participate and willingness
to treat up to three UYRs with PTSS. Training
involved the German-language version of TF-CBT
Web, an online training platform (http://tfkvt.ku.
de) supplemented with culturally adapted content.
The German TF-CBT Web has previously demon-
strated both effectiveness and acceptance
(Kasparik et al., 2022). Thereafter, participants
attended a two-day live online workshop con-
ducted by a certified TF-CBT trainer. The work-
shop focused on practical treatment strategies and
specific considerations when working with UYRs.
Topics included the role of cultural sensitivity in
TF-CBT such as adopting a stance of openness
and acknowledging cultural oscillation, alongside
psychoeducation regarding confidentiality, gen-
eral aspects of psychotherapy, and the integration
of interpreters and professional caregivers as liai-
sons within the care setting. Psychotherapists
treating participants were required to join bi-
weekly online case consultations, facilitated by
TF-CBT trainers, in groups of two to six psy-
chotherapists. Once they had completed their
first case, they became eligible for a follow-up
interview. The time between the workshop and
the interview averaged 333.94 days (SD =170.74,
range: 136-650 days, two missings). To participate
in the interview, psychotherapists had to provide
additional written consent.

Sample

All in all, psychotherapists in the project treated N =
57 patients and completed the fidelity rating for their
sessions. The cases treated had a mean age of 16.28
years (SD = 1.61), 87.7% participants were male, the
majority (75.4%) had an insecure residence status,
and 96.5% of the participants were residing in
CYWS facilities, while the remaining two were
accommodated in supervised independent housing.

Of the 87 psychotherapists who received training
within the implementation trial, which included
completion of the web-based program TF-CBT
Web and participation in a live workshop, a total
of N=20 psychotherapists were further
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interviewed for the present study. From these n =
13 were female and n =13 had prior experience
treating UYRs. All participants had been licensed
psychotherapists for at least one year (M =8.70
years, SD =5.96, range: 1-23 years). While n =18
psychotherapists were licensed as psychotherapists
specialized on working with children and adoles-
cents, two were licensed to work with adults and
one of whom also held an additional license to
work with children and adolescents (Table 1). In
Germany, psychotherapists complete an extensive
postgraduate training in psychotherapy after earn-
ing a degree in psychology, and specializing in
treating adults, youth, or both. Seventeen partici-
pants specialized in cognitive-behavioral therapy,
and three in psychodynamic psychotherapy. All
psychotherapists were working in routine care in
their own private practices billing with the statu-
tory health insurance (the most frequent form of
psychotherapeutic care in the German healthcare
system). At the time of the interview, psychothera-
pists had treated at least one case within the
BETTER CARE project, (N =33, n=28 males,
M =16.18years, SD=1.17). The treatments took
place within the context of the German healthcare
system in both urban and rural regions. The costs
of psychotherapeutic treatment were covered by
the statutory health insurance funds, the pertinent
youth welfare offices, or, in instances where con-
ventional funding channels were not available, the
project itself.

Table 1. Interviewed psychotherapists’ characteristics (N = 20).

Procedure

Data were derived from the trial mentioned above
and comprised participants randomized to the
BETTER CARE condition. Furthermore, the data
reported here apply only to participants who were
referred to psychotherapy (TF-CBT) based on their
symptom severity. Each patient underwent a two-
step diagnostic process. Following referral due to
elevated screening scores, psychotherapists con-
ducted a clinical assessment and established
a diagnosis. For every study case, psychotherapists
were asked to complete the TF-CBT Brief-Practice
Checklist, Revised (Deblinger et al., 2014) after
each session as a measure of treatment fidelity.

The interviews took place between
September 2021 and February 2024. Participants
did not receive compensation. The interviews
lasted between 22 and 54 minutes and were
recorded, audio files were subsequently tran-
scribed. To maintain anonymity, any information
in the transcripts that could lead to the identifica-
tion of individuals was removed. The individual
recorded interviews were conducted by BK and
FD via the video platform ZOOM, utilizing end-
to-end encryption. Both interviewers held master’s
degrees in clinical psychology and worked as
research assistants on the project. They were
responsible for recruiting psychotherapists and
coordinating training and case consultations but
did not serve as trainers or supervisors.

Gender  Theoretical background Educational background Experiences since licensure (years) No of UYRs treated in the project
ID dropout  completed  ongoing
T M CBT Psychology, Social Pedagogy 8 2 0 0
T2 F PP Social Pedagogy 23 1 1 0
T3 F CBT Pedagogy 5 1 1 0
T4 M PP Social Work, Social Pedagogy 8 0 3 0
T5 F CBT Psychology 20 1 0 0
T6 M CBT Social Pedagogy 8 2 1 0
T7 M CBT Education 6 0 2 0
T8 F CBT Social Work 6 0 1 1
T9 F CBT Social Work 6 0 1 0
T10 F PP Social Pedagogy, Social Work 18 0 1 1
T M CBT Pedagogy 6 1 0 0
T12 F CBT Social Pedagogy 7 1 0 1
T13 F CBT Social Work 4 1 0 0
T14 F CBT Pedagogy 5 0 1 0
T15 F CBT Social Pedagogy 1 0 1 0
T16 F CBT Social Work 9 0 2 0
T17 M CBT Psychology 4 1 1 0
T18 F CBT Psychology 11 1 0 0
T19 F CBT Psychology 16 1 0 0
T20 M CBT Pedagogy 3 1 0 0

Note. M = male, F = female, CBT: Cognitive Behavior Therapy; PP: Psychodynamic Psychotherapy.



EVIDENCE-BASED PRACTICE IN CHILD AND ADOLESCENT MENTAL HEALTH e 5

Measures

The Brief Practice Checklist, Revised (BPC-R;
Deblinger et al., 2014) was completed following
each treatment session by each of the psychothera-
pists. It is a structured assessment tool designed to
evaluate psychotherapists’ adherence to the core
components and fidelity of TF-CBT sessions, as
well as the extent of caregiver involvement. The
checklist records the session date, participants
(patient, caregiver, interpreter), and includes a 0-
100 visual analog scale to assess the implementa-
tion of each TF-CBT component, followed by
a single-choice selection of the component
addressed today and an open-ended response
field for additional comments on the session. The
checklist was translated into German by project
staff. A study by Cohen et al. (2011) reported
high inter-rater reliability (.92) between psy-
chotherapists” self-ratings of TF-CBT fidelity and
expert ratings of the corresponding audiotaped
sessions.

Interview

The interviews were conducted using a semi-
structured format guided by an interview guideline
specifically developed for this study (see Additional
file 1). The initial interview guide underwent
a review process involving team members, all of
whom were licensed psychotherapists with exper-
tise in treating UYRs, TF-CBT and qualitative
research. Feedback from this review led to adjust-
ments in the guide. The final version was piloted in
a test interview with one psychotherapist and
included questions about prior experiences in
treating traumatized children, youth, and UYRs.
Besides exploring the experiences with the TF-
CBT and its components, it also explored experi-
ences facilitators and challenges in the implemen-
tation. The results of the latter have been published
in another publication (Dietlinger et al., 2025). All
interviews were conducted in German.

Statistical and qualitative analysis

All statistical analyses were conducted with IBM
SPSS Statistics for Windows version 29.0.1.0 and
descriptive statistics were used. For the qualitative

analysis, all interviews were transcribed using the
software “amberscript” (Amberscript, 2026) and
team members proofread and corrected the tran-
scripts. The analysis followed the focused interview
analysis approach by Kuckartz and Radiker (2024).
The coding aimed to capture key themes related to
participants’ experiences regarding the applicabil-
ity of TF-CBT with UYRs, including perceptions of
specific PRACTICE components, experiences with
the intervention, and the sustainability of the TF-
CBT training. The final code system is presented in
Additional File 2. Following an initial review of the
transcript content, the coding process employed
a combination of inductive and deductive methods.
BK and LS created a preliminary codebook based
on four interviews, which was iteratively refined
through further analysis with input from FD.
Consensus on codes was reached after review,
achieving an inter-rater reliability of k=.78.
Discrepancies in coding were resolved through dis-
cussion, resulting in a finalized code list analyzed
using MAXQDA 24. Codes mentioned only once
were grouped under the category “other” and illu-
strated with two examples each. Code frequencies
were calculated using the “Code Frequencies -
Valid Percent” function in MAXQDA 24, examin-
ing the occurrence of specific codes relative to the
total number of valid codes, excluding interviews
that did not address the relevant topics.

Results
Quantitative results: treatment fidelity

The reported data refer to therapists’ session-
wise ratings of TF-CBT component implementa-
tion derived from the BPC-R. Among the N =57
UYRs receiving TF-CBT, n=19 (33.3%) termi-
nated the treatment prematurely, defined as dis-
continuation prior to completion of the trauma
narrative (for details see additional file 2, ADD.-
Table 5). The average number of treatment ses-
sions (50 minutes) was 20.74 (SD = 14.74, range:
1 - 59). Double sessions (two 50-minute ses-
sions) occurred in n =26 cases (45.6%) on aver-
age 1.72 times (SD =3.64, range 1 - 19) during
treatment.

Caregiver participation varied across therapies,
with the highest involvement observed in parenting



6 e F. K. DIETLINGER ET AL.

skills sessions (M = 1.94, SD = 1.67), and consider-
ably lower involvement in cognitive coping ses-
sions (M=0.39, SD=0.78). A total of 37
participants (64.9%) were accompanied by inter-
preters, who were regularly present, especially dur-
ing affective modulation (M =2.23, SD =3.27) and
trauma narrative sessions (M =5.00, SD =5.78).
Table 2 provides an overview of the implemented
TF-CBT modules, including the number of ses-
sions dedicated to each component, as well as the
extent of caregiver and interpreter involvement.
Opverall, fidelity to the TF-CBT manual was high,
with the majority of psychotherapists implement-
ing the core components of the intervention. The
clinical assessment and psychoeducation were
implemented by nearly all psychotherapists (100%
and 96.5%, respectively), as were the trauma

Table 2. Implementation of TF-CBT components.

narrative (97.6%) and the enhancement of safety
and development (97.1%). High implementation
rates were also observed for relaxation (92.5%),
affective modulation (92.2%), and cognitive coping
(93.6%). In contrast, certain components were
applied less frequently, including parenting skills
(58.5%) and conjoint caregiver-youth sessions
(70.6%), while in-vivo exposure was not implemen-
ted by any psychotherapist. In-vivo exposure was
rarely implemented, primarily due to the absence
of clinical indication - specifically, the lack of
avoidance behavior toward anxiety-provoking sti-
muli in daily life following the trauma narrative.
Psychotherapists did not report specific barriers to
in-vivo exposure during interviews. The number of
sessions per module varied substantially (e.g., M =
2.16, SD = 1.72 for parenting skills; M = 4.28, SD =

Cases completing module

Implemented Modules M(SD) Cases in treatment (% of eligible)
Assessment 57 57 (100%)
Number of sessions, 4,09 (3.24)
Number of sessions with caregiver 1.33 (.95)
Number of sessions with interpreter 1.91 (2.59)
Psychoeducation 57 55 (96.49%)
Number of sessions 3.73 (2.48)
Number of sessions with caregiver 1.20 (1.25)
Number of sessions with interpreter 1.89 (2.31)
Parenting Skills 53 31 (58.49%)
Number of sessions 2.16 (1.72)
Number of sessions with caregiver 1.94 (1.67)
Number of sessions with interpreter .81 (1.52)
Relaxation 53 49 (92.45%)
Number of sessions 2.33(1.59)
Number of sessions with caregiver .51 (.98)
Number of sessions with interpreter 1.37 (1.60)
Affective Modulation 51 47 (92.16%)
Number of sessions 4.28 (3.51)
Number of sessions with caregiver 62 (1.28)
Number of sessions with interpreter 2.23 (3.27)
Cognitive Coping 47 44 (93.62%)
Number of sessions 2.55(1.68)
Number of sessions with caregiver .39 (.78)
Number of sessions with interpreter 1.41 (1.59)
Trauma Narrative 41 40 (97.56%)
Number of sessions 8.28 (6.10)
Number of sessions with caregiver .90 (1.88)
Number of sessions with interpreter 5.00 (5.78)
In Vivo Exposure 0 34 0
Number of sessions
Number of sessions with caregiver
Number of sessions with interpreter
Conjoint Caregiver-Youth Session 34 24 (70.59%)
Number of sessions 1.75 (1.65)
Number of sessions with caregiver 1.21 (.98)
Number of sessions with interpreter .75 (1.15)
Enhancing Safety and Development 34 33 (97.06%)
Number of sessions 2.70 (2.2)
Number of sessions with caregiver .30 (.59)
Number of sessions with interpreter 1.36 (1.50)

Note: Due to attrition during the treatment, n varies throughout the modules; % refers to the proportion of cases still being in

treatment that actually received the module.
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3.51 for affective modulation). On average, the
trauma narrative required most sessions (M =
8.28, SD =6.10).

Qualitative results: implementation and treatment
deviations

The reported implementations and treatment
deviations of TF-CBT with UYRs are summarized
in Table 3 (see also Additional file 2).

In total, four psychotherapists reported adhering
strictly to the TF-CBT manual. The majority of
reported experiences related to the “crisis of the
week” (COW), described as follows: “That they
don’t just come with their traumatic experiences
but also have to live with them in everyday life, and
sometimes everyday problems take priority.”
(T04). Three participants reported difficulties in
reacting to those COWs because of “[...] the ques-
tion of how much you can focus on other things
and at what points, because normally in therapy,
I tend to orient myself a bit around the daily events,
which isn’t really what the manual suggests.” (T07).
Two psychotherapists each reported the following
strategies in dealing with COWs. The first strategy
involved dedicating single treatment sessions
exclusively to addressing COWs, with subsequent
sessions returning to the structured PRACTICE
components: “There were occasional crises, which
I responded to. But I still continued as usual in the
next session. So more like brief lapses.” (T03).
The second strategy consisted of allocating
a defined period of time at the beginning of each

session to address COWs: “Actually, we were clear
about it during the day, and when small crises came
up [...] we discussed it in the first ten minutes and
then continued with the context.” (T14). The third
strategy involved establishing a direct link to the
TF-CBT: “Yes, if something else came up, I would
somehow relate it to the trauma symptoms, like
sleep issues or something, and then emphasize the
importance of the narrative, in that way.” (T17).
Lastly, other strategies were reported by two psy-
chotherapists such as for example to “[...] make
cautious attempts to redirect. And if I notice it’s
pointless because it keeps coming back, then I leave
it at that. [...]” (T09).

Another important observation made by the
psychotherapists was the importance of the flexible
use of the manual’s components, which was men-
tioned by ten psychotherapists. This was for exam-
ple necessary.

When the caregivers told me they were worried [patient
prename] might fall into the wrong circles, I decided to
bring up what usually comes at the end, namely, how to
secure her future and how to live safely in Germany,
earlier. I discussed with her that there are older women
who tend to approach young refugee women and that
she should be cautious about that. So, I did switch
things around in this case, but at the end, I came back
toit, [...] (T14).

This is consistent with the notion of adapting compo-
nents to meet the specific needs of patients, which was
mentioned five times, as illustrated in this quote: [...]
I [...] definitely say that I keep the structure of the
manual in mind when implementing TF-CBT, um,

Table 3. Implementations and treatment deviations of TF-CBT with UYRs.

Code Frequency
No modifications described 4 (20.0%)
“Crisis of the Week” (COW) 4 (20.0%)
Difficulties in reacting to COWs 3 (15.0%)
Some sessions dedicated only to COWs 2 (10.0%)
Dedicated period of time to COWs in the beginning of the treatment session 2 (10.0%)
Establish a reference to TF-CBT 2 (10.0%)
Other ways to react to COWs 2 (10.0%)
Flexible use of manual components 10 (50.0%)
Adapting components flexible to patients needs 5 (25.0%)
Broader psychoeducation 2 (10.0%)
Integration of other materials 4 (20.0%)
Stuck point list 2 (10.0%)
Structural modifications
Not sharing trauma narrative with caregiver 4 (20.0%)
No regular (conjoint) caregiver sessions 3 (15.0%)
More time needed 3 (15.0%)
No double sessions 2 (10.0%)
Other 6 (30.0%)

Note. Interviews with code n = 20.
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but I adjust it individually to the patient.” (T06). Two
psychotherapists reported the need to provide a more
extensive psychoeducation, as “[...] we took a step
back. We repeated and explained psychotherapy again,
what psychotherapy is. We also went back to psychoe-
ducation and revisited the accompanying symptoms
like anger, dissatisfaction, and then we went into reor-
ientation a second time. [...] that was the adjustment.”
(T18).

Four psychotherapists also included other mate-
rials, that were not originally part of the manual,
two participants used a stuck point list, a technique
that has been employed in the context of Cognitive
Processing Therapy (Resick et al., 2017), which
they used as follows:

In the narrative, there was [...] a stuck points list, and
I borrowed that whole part a bit. So, first of all, what are
stuck points, and what kind of thoughts and beliefs are
involved in the dysfunctional thoughts about the
trauma? [...] And I find that very helpful. (T03)

Finally, some psychotherapists made structural
modifications. Four psychotherapists reported
that their patients did not share the trauma narra-
tive with a caregiver within the therapeutic setting,
because the patients “[...] didn’t want to share it
with the caregiver.” (T16). Three participants indi-
cated that they were unable to conduct regular
conjoint caregiver sessions. This was because
’[...] the facility couldn’t provide that, and also
because the adolescents didn’t want it. They
didn’t want the caregivers involved with these
issues.” (T14). Additionally, three participants
reported that the allocated number of treatment
sessions was not sufficient, and two noted that
they were unable to conduct double sessions.
Participants described these challenges as follows:
“[...] double session is out of the question for me,
that’s something that’s almost actually not possi-
ble.” (T07) and,

Well, it naturally takes different amounts of time than
one might have initially thought. It definitely took more
time ... If I now think about the fact that I would have
only had half the time, it definitely required much more
time. (T03)

Six psychotherapists reported additional themes,
including for example “[...] a lot of it was about
rebuilding  the  therapeutic  relationship,

establishing commitment, and ensuring compli-
ance.” (T06).

Helpful and challenging TF-CBT components

Several helpful TF-CBT components were identified
(for details see Table 4 as well as Additional file 2,
ADD.-Table 2).

Eight psychotherapists mentioned the trauma
narrative and processing component as a helpful
component, as it “[. ..] actually worked out the best
and most smoothly.” (T07). Four psychotherapists
felt security through the structured manual, as
‘[...] there were already a few options provided as
possibilities.” (T14). Using a life line, a visual time-
line exercise used in therapy to map key positive
and negative life events across the lifespan and
identify major stressors and resources as
a preparation for the trauma narrative was seen as
helpful by three participants, as it helped [...] to
see where the peaks of experiences and burdens are
[...]” (T15). Finally, two pointed out the method of
“[...] writing down stories. I think that’s very help-
ful. “ (T18).

Besides the trauma narrative, psychoeducation
and cognitive coping were seen as the most helpful
components. Four psychotherapists emphasized
the particular importance of psychoeducation:
“[...] when working with refugees, who often
have even less of an understanding of psychother-
apy [...]” (T15). Two psychotherapists pointed out
that metaphors were very helpful, as “[. . .] many of
them have headaches and all those symptoms. And
the metaphor of the disorganized closet, I was able

Table 4. Helpful TF-CBT components.

Life line 3

Code Frequency
All components 2 (11.1%)
Diagnosing 2 (11.1%)
Psychoeducation 4 (22.2%)
Metaphors 2 (11.1%)
Relaxation 1 (5.6%)
Affect Modulation 2 (11.1%)
Cognitive Coping 4 (22.2%)
All Stabilizing Components 2 (11.1%)
Trauma Narrative and Processing 8 (44.4%)
Security through a structured manual 4 (22.2%)
( )
Exposition/Confrontation 2 (11.1%)
Written Form 2 (11.1%)
In-vivo Mastery /
Conjoint Sessions 2 (11.1%)
Enhancing Safety & Future Development /

Note. Interviews with code n=18.
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to work well with that [...]” (T02). Cognitive
Coping was mentioned by four psychotherapists,
as “cognitive restructuring worked incredibly well,
and seeing that was just amazing!” (T03). Finally,
affect modulation was seen as beneficial by two
participants as,

[...] it helped them start to understand a bit better what
therapy is actually about. Before that, you can talk a lot
and explain, but with this, I felt like it sort of clicked.
Like, ‘Aha, this is about how I feel about something,
how something affects me, how I can reduce the strain
and lower my stress level. (T10)

Relaxation was reported by only one psychothera-
pist, who described that “all those relaxation tech-
niques, [...] were really helpful as well.” (T10).
Two participants highlighted that all stabilizing
components (psychoeducation, relaxation, affect
modulation, cognitive coping) were helpful and
that they learned that it is not necessary to prolong
stabilization even for patients exhibiting high levels
of PTSD. One psychotherapist concluded: “What
I also liked, which was often a bit different in
previous trauma training, was that the stabilization
phase wasn’t given as much weight. I mean, yes,
stabilization should happen, of course, but it
doesn’t dominate as much.” (T03).

Two psychotherapists cited conjoint sessions as
a beneficial practice, despite initially expressing
resistance to it. They subsequently expressed their
experience of the effect of these sessions as follows:

I think if it hadn’t been for the manual, I wouldn’t have
done it. [...] But to see the effect it had on the caregiver
and also on the young refugee, what that deeper relief
really meant I was really glad I went along with it. (T09)

Two psychotherapists found all components help-
ful as “[...] it works within the process, in the
sequence. I wouldn’t be able to highlight any one
of them.” (T12).

Challenging TF-CBT components were also
reported (for details see Table 5 as well as
Additional file 2, ADD.-Table 3).

Challenging TF-CBT Components

Relaxation was the component most frequently
identified as challenging. Two psychotherapists
indicated that relaxation represents the least essen-
tial component of the entire manual: “[. . .] it wasn’t

Table 5. Challenging TF-CBT components.

Code Frequency

None 6 (35.3%)

Psychoeducation

Metaphors 1 (5.9%)
Relaxation 2 (11.8%)

Not applied by adolescents 3 (17.6%)

Affect Modulation 1 (5.9%)

Cognitive Coping /

All Stabilizing Components 2 (11.8%)

Trauma Narrative and Processing 1 (5.9%)
In-vivo Mastery /
Conjoint Sessions 1 (5.9%)
Enhancing Safety & Future Development /
Manual Restrictiveness 3 (17.6%)

More sessions necessary 2 (11.8%)

Other 5 (29.4%)

Note. Interviews with code n=18.

necessarily something I needed, but on the other
hand, it doesn’t take up a huge part anyway.” (T11).
Specifically, two psychotherapists noted that ado-
lescents often do not actively engage with this
component: “For example, the relaxation module -
I did it with him, and he dutifully told me, yes, I'm
practicing it, but I'm a thousand percent sure he
didn’t actually do it.” (T17). One participant found
psychoeducation with the use of metaphors to be
less helpful: “The closet metaphor just doesn’t work
for me.” (T18). And one participant mentioned
difficulties in following the manual regarding the
affect modulation component, as,

“[...] the feelings module, we also dutifully col-
lected them [...]. But I think, if I had done it now,
I might have said, [...] we can delve much deeper
into when and where he feels a certain way and try
to get closer to understanding that, so to speak.
[...].” (T14). Two psychotherapists noted overall
that the ‘[. . .] stabilizing measures aren’t really well
received by the adolescents.” (T16). One participant
found that the conjoint sessions were challenging
as, ‘[...] it turned out to be difficult, and it posed
challenges for me.” (T06). Overall, the manualized
procedure was difficult to handle for three psy-
chotherapists, as it ‘[...] was very counterproduc-
tive, um, because it certainly hindered me from
building a good relationship with the patient at
first.” (T20). And two psychotherapists mentioned
that the estimated number of sessions, is not suffi-
cient and “[...] the manual suggested in many
places that it would go faster than it actually did
in real life.” (T07). Five participants mentioned
other challenges such as offering the treatment in
double sessions, which was not possible for one
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participant: “I couldn’t do the last session as
a double session anymore, it just wasn’t possible.”
(T08). Experiences with interpreters were rarely
reported. One participant described the use of an
interpreter during trauma narrative work as chal-
lenging due to the time-intensive nature of transla-
tion and the disruption of therapeutic flow, this
was also the only challenging point being men-
tioned about the trauma narrative module.

Sustainability/acceptability of the TF-CBT training

Ten participants mentioned that they are now
offering more trauma treatment and eight of
them also use TF-CBT more than before participat-
ing in the project (for details see Additional file 2
(ADD.-Table 4). In total many participants would
use TF-CBT further to treat UYRs (n =18) and to
treat traumatized youth in general (n=17).
Furthermore, nine psychotherapists reported that
they gained self-confidence as “[...] this project ...
especially this treatment manual, has contributed
to me feeling more confident.” (T03) and two want
to share the knowledge with their colleagues: “And
I also try to incorporate it into my work at the
clinic, motivating people to at least take this online
course, and try to support them a bit on that
basis.”(T11).

Discussion

This paper evaluated the implementation of TF-
CBT with UYRs within an implementation trial in
routine healthcare and analyzed how psychothera-
pists experienced the treatment process. Summed
up, treatment fidelity was satisfying, and psy-
chotherapists’ experiences were mostly positive.
Overall, psychotherapists viewed TF-CBT as an
acceptable and empowering approach, enhancing
their confidence and capacity to deliver trauma-
focused care for UYRs.

With regards to the fidelity of TF-CBT, the drop-
out rate of 33.3% was lower than the one described
by Patel et al. (2024), who offered TF-CBT to
unaccompanied children in the USA and higher
than average drop-out rates reported in a meta-
analysis with adult trauma patients (Lewis et al.,
2020) and with refugees (Semmlinger & Ehring,
2022). On average, participants received 20.74

sessions, which is comparable to previous TE-
CBT studies with UYRs delivered in double ses-
sions (~90-100 minutes; 8—15 sessions; Patel et al.,
2024; Unterhitzenberger et al., 2019), but above
average compared to a meta-analysis (M =20.74
vs M =16.66) that also included a vast population
such as refugees, foster children etc (Thielemann
et al., 2022). It is possible that for many psy-
chotherapists working in routine outpatient care,
double sessions were difficult to implement, as they
usually have 50 minutes-slots for each patient. In
total, double sessions were conducted in only
45.6% of the cases, with a mean of 1.72 double
sessions. Additional contributing factors may
include the high percentage of interpreter involve-
ment, limited mental health literacy, and different
expectations toward psychotherapy (e.g. Asfaw
et al., 2020) as well as the fact that all psychothera-
pists in this study were treating UYRs with TF-CBT
for the first time and seven had never worked with
UYRs before. This may have contributed both to an
increased number of psychoeducation sessions
(3.73) and to a higher mean number of treatment
sessions overall. This finding highlights the idea,
that aspects of psychoeducation and expectation
management could already be addressed in
advance by staff at CYWS facilities for example
through low-threshold, psychoeducational inter-
ventions, such as the “Tea Garden” program
(Mewes et al., 2021) or the “Tell Your Story” pro-
gram (Nickerson et al., 2020).

In total the findings indicate that the majority
of psychotherapists adhered closely to the TEF-
CBT protocol, with high implementation rates
of the core components. The number of sessions
dedicated to each component was largely in line
with the manual’s recommendations, with the
trauma narrative being the most emphasized ele-
ment. The lacking implementation of in-vivo
exposure may reflect the specific challenges of
applying this component with UYRs, whose
trauma-related triggers are often located in their
countries of origin or along their flight routes
and thus cannot be easily or safely reexperienced
in the current setting (Nickerson et al.,, 2021).
Further deviations primarily concerned the
slightly reduced use of conjoint caregiver sessions
(70.6%), and of parenting skills (58.5%). This
may point to structural barriers within the
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youth welfare system, where consistent involve-
ment of caregivers can be challenging among
others due to limited staff availability and
instable support networks (Dietlinger et al,
2025; McGuire et al., 2024).

The findings regarding the applicability of the TF-
CBT manual are largely positive and align well with
expectations. Psychotherapists frequently reported
flexible use of core components and minor adapta-
tions, such as responding to the “crisis of the week”
(COW), to meet the specific needs of UYRs. These
flexible, needs-based strategies are anticipated in the
manual itself, which explicitly encourages adjusting
the sequence, emphasis, and timing of components
based on the individual case (Cohen et al., 2017).
Furthermore, these adaptations have already been
reported in previous studies (e.g. Unterhitzenberger
et al., 2021), underscoring the practical utility and
teasibility of TF-CBT in routine clinical care.
Overall, the findings indicate that flexible imple-
mentation, including refugee-specific applications,
is both beneficial and actively employed by psy-
chotherapists. Given the diverse post-migration
stressors UYRs are facing (e.g. Hohne et al., 2022),
psychotherapists should be encouraged to imple-
ment enhanced problem management throughout
the treatment for this population. In contrast, struc-
tural modifications, such as not sharing the trauma
narrative with caregivers, the absence of regular
conjoint caregiver — youth sessions, the need for
more time, and the inability to conduct double ses-
sions were the only notable deviations. These chal-
lenges align with the fidelity analysis and largely
reflect the structural and organizational constraints
of youth welfare settings, rather than limitations of
the manual or psychotherapist competence. Overall,
the results suggest that TF-CBT can be successfully
applied with UYRs, but effective implementation
requires flexibility (Atiyeh & Gray, 2022).

In terms of psychotherapists’ experiences, TF-CBT
was perceived as an acceptable and empowering fra-
mework for addressing the complex mental health
needs of UYRs. The trauma narrative was identified
as the most helpful component, aligning with existing
research that identifies narrative trauma exposure and
working on maladaptive posttraumatic cognitions as
key change mechanisms in trauma treatment (e.g.
Kangaslampi & Peltonen, 2019). Psychoeducation is
also considered a critical component, particularly

given the variability in mental health literacy across
different cultural backgrounds, as noted above. Most
psychotherapists did not report substantial difficulties
with TF-CBT, indicating that the manual and its
training approach are feasible and well-suited for
implementation in treating trauma among UYRs in
routine care. However, some clinicians rated manual
restrictiveness and the limited applicability of relaxa-
tion techniques for adolescents challenging. These
results are consistent with previous findings
(Unterhitzenberger et al., 2021). Thus, the relaxation
component might need further applications to fit the
needs of adolescent and young adult refugees. Patel
et al. (2024) suggest the assessing and incorporation of
existing culturally relevant relaxation strategies.
Encouraging psychotherapists to explore and utilize
existing personal resources and relaxation techniques
of young refugees could therefore be helpful. Overall,
findings on either helpful or challenging TF-CBT
components align with those from a previous TF-
CBT pilot study with psychotherapists treating
UYRs (Unterhitzenberger et al., 2021). This is parti-
cularly interesting because the present study is an
implementation and effectiveness study, whereas
Unterhitzenberger et al. (2021) pilot trial was primar-
ily an efficacy trial.

With regard to sustainability, the psychotherapists
participating in this implementation trial have indi-
cated that they now use TF-CBT more often.
Furthermore, due to the support provided, they
were able to increase their self-confidence with regard
to the use of trauma-focused methods. The findings
indicate that the successful implementation of evi-
dence-based treatment approaches, even among mar-
ginalized groups such as UYRs, is achievable through
active training. Active training has been demon-
strated to result in increased knowledge among psy-
chotherapists, as well as heightened satisfaction with
the training (Valenstein-Mah et al., 2020). In this
context, ongoing support is a critical factor, as train-
ing is more likely to result in improved manual
adherence and treatment fidelity when psychothera-
pists receive post-training consultation (Dietlinger
et al., 2025; Frank et al., 2020).

The present study has several strengths, includ-
ing the qualitative and quantitative investigation of
an implementation approach of TF-CBT with
a difficult to reach sample. In addition, interviews
were conducted with 20 psychotherapists from
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a variety of backgrounds, experiences with UYRs,
and regions across Germany. Besides these
strengths, several limitations warrant acknowledg-
ment. First, the sample size of psychotherapists is
relatively small, and the sample might be somewhat
selective as it only included psychotherapists inter-
ested in treating UYRs and applying trauma-
focused treatment. Second, the project funded
treatment, as some UYRs did not yet have health
insurance to cover the costs due to the ongoing
asylum process. All psychotherapists had free
access to German TF-CBT web training and were
compensated for documentation and their partici-
pation in case consultations. This arrangement
may have led to socially desirable responses in the
interviews. Third, applications of the TF-CBT
manual, as reported in previous work (e.g.,
Unterhitzenberger et al., 2021), may have influ-
enced the supervision in this study; this may have
influenced the psychotherapists’ reporting of the
modifications they made to the manual. Fourth,
there is no information on the actual, longer-term
use of TF-CBT in the practice of the psychothera-
pists surveyed. The information on the sustainabil-
ity of the TF-CBT training refers to statements
made immediately after completion of the study.

It is recommended that future research includes
the perspectives not only of psychotherapists, but
also of patients and caregivers. It would be bene-
ficial to gain further insight into how they perceive
the TF-CBT methods and what is helpful to them,
or in what type of application they may benefit
most from cognitive-behavioral techniques. This
may include, for example, the form of psychoedu-
cation or the form of relaxation training. Given the
high rate of treatment dropout, the reasons for
premature termination of treatment should be
explored in more detail and measures derived to
prevent such premature termination. With regard
to future dissemination and implementation of TF-
CBT, further efforts are needed to ensure that as
many young patients with PTSD as possible receive
trauma-focused treatment.

Clinical implications

The present findings provide empirical support for
the implementation of TF-CBT for UYRs in rou-
tine outpatient mental health care. The observed

high level of treatment fidelity, together with favor-
able psychotherapist evaluations, indicates that TF-
CBT can be implemented with a high degree of
adherence and acceptability in this population
when therapists receive structured training and
ongoing clinical supervision. However, these find-
ings should be interpreted in light of the study
context, which included specialized training,
ongoing case consultation, and project-specific
support, all of which may have facilitated successful
treatment delivery.

The results indicate that TF-CBT is a feasible and
acceptable treatment approach for UYRs in routine
clinical care and may be generalized to accompanied
refugee youth and other mental health services work-
ing with refugee populations. Furthermore, the core
principles and intervention components of TF-CBT
are likely applicable to migrant children and adoles-
cents with PTSD who have not experienced forced
displacement. Nevertheless, context-specific adapta-
tions may be necessary to ensure optimal implemen-
tation and effectiveness across different service
settings, depending on available resources, support-
structures, and patient characteristics. In particular,
post-migration stressors, the need for interpreter-
mediated treatment, and caregiver availability or
involvement may substantially influence treatment
process and implementation outcomes.

Addressing current stressors through a flexible
and responsive approach to emerging “crises of the
week” and integrating structured problem-
management strategies may help promote treat-
ment engagement and reduce the risk of premature
dropout among refugee youth. In settings where
patients possess adequate proficiency in the treat-
ment language, treatment may be delivered with-
out the involvement of interpreters. Likewise,
caregiver involvement may be facilitated through
close collaboration with CYWS facilities or, where
available, through the inclusion of biological care-
givers. Tailoring treatment delivery to these con-
textual factors may improve both engagement and
intervention effectiveness while preserving adher-
ence to the core principles of TF-CBT.

Conclusion

This study demonstrates that TF-CBT is a feasible,
acceptable, and empowering treatment approach
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for UYRs within routine healthcare settings. The
high fidelity to core treatment components, the
flexible but structured implementation, and the
overall positive experiences reported by psy-
chotherapists suggest that TF-CBT can be effec-
tively adapted to the specific needs and challenges
of this vulnerable population. While certain struc-
tural constraints, such as limited opportunities for
caregiver involvement, interpreter reliance, and the
inability to conduct double sessions posed chal-
lenges, which were primarily systemic in nature
rather than limitations of the TF-CBT model itself.
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