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1. Describe the benefits of interdisciplinary collaboration between 
psychotherapists and occupational therapists in trauma-/attachment-focused 
mental health services

2. List common clinical indications for including occupational therapy in a child’s 
mental health care.

3.Compare the roles of psychotherapists and occupational therapists during the 
co-treatment process with children and families recovering from trauma.

4. Apply how sensorimotor techniques can be integrated into trauma treatment, 
including the evidenced-based practice of Child-Parent Psychotherapy.

5. Analyze how socioeconomic disparities and environmental adversities impact 
mental health needs and service delivery in underserved communities.

6. Reflect on clinical considerations for providing sensorimotor and relational 
interventions with culturally and linguistically diverse populations.

Learning Objectives 



Introductions

USC University Center for Excellence in Developmental Disabilities at 
Children’s Hospital Los Angeles (USC UCEDD at CHLA)
• Occupational Therapist Christine Turnbull, OTD, OTR/L & Psychologist 

Dr. Amy Curtis, PsyD
• Large outpatient mental health clinic & training program
• Contracted with Los Angeles County Department of Mental Health 

(LACDMH) to provide services to children and families 0-21.

Kedren Community Health Center
• Occupational Therapist Heidi TenPas, OTD, OTR/L & Psychiatric Social 

Worker Vanessa Correa, LCSW
• Community-based outpatient & inpatient mental health non-profit in 

South Los Angeles
• Contracted with Los Angeles County Department of Mental Health to 

provide mental health services to all ages including Specialized Foster 
Care Program in collaboration with the Department of Children and 
Family Services
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LACDMH
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Large State funded mental health program

Medi-Cal/Medicaid insurance

OT embedded into mental health programs: A distinct 
perspective



Trauma & Underserved 
Communities

• Environmental and community risk factors paired 
with adverse childhood experiences

• Racial trauma and discrimination (e.g. African-
American & Latino families)

• Involvement with the Child Welfare system
• Intergenerational trauma
• Immigration trauma
• Significant barriers to accessing quality mental health 

services
• Complex mental health needs = need for holistic

perspectives to address the complexity of mental 
health needs in traumatized family systems with 
additional socioeconomic stressors

(Collins, Conners,  Davis, et al., 2010)
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Interdisciplinary Care 

• Team members complete assessment, treatment, and 
outcome monitoring together.

• Clinical perspectives are considered equally among 
disciplines (no hierarchy exists) 
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(Tekell & Schwab, 2021) 



Co-treatment between OT and 
Psychotherapy 
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• Symptoms & diagnostic formulation 
(DSM-5, DC-05)

• Biopsychosocial assessment to 
determine clinical 
recommendations

• Talk therapy: Exploring past & 
present thoughts, feelings & 
behaviors; labeling emotions & 
finding a greater understanding of 
our stress responses/reactions; 
collaborative process to guide 
options & choices

• Play therapy: The language of 
children

Psychotherapy

• Occupational profile & activity 
analysis of past/present daily 
activities, routines, & roles: 
Breakdowns in regulation and 
participation

• Differentiating between trauma & 
other contributions to functioning

• Sensorimotor assessment and 
intervention

• Environmental & activity 
modifications

• Facilitate meaningful occupations 
to reduce distress & improve 
wellbeing

Mental Health
Occupational Therapy

Safety
Regulation

Relationships
Culture

Narrative
Power of play

Strengths
Family-centered
Restoration of 
functioning/

thriving
Advocacy
Reflective 
practice



Common Clinical 
Indications for 

Mental Health OT Co-treatment

• Biological factors impacting mental health/functioning
– Examples:

• Prenatal substance exposure
• Medical/genetic concerns
• Diagnosed or suspected disability
• Sensory processing differences

• Developmental differences impacting mental health/functioning
• Difficulty regulating arousal, affect, attention, or behavior during daily 

activities
• Disturbances in daily routines

– Distress during sleep, feeding, toileting, etc.
• Challenges with social participation in key relationships (e.g. biological 

family, foster family, day care/school staff, siblings, peers)
– Quality of communication; expressing needs
– Capacity to share enjoyment/affection during play, family time, etc.
– Integration into social activities e.g. play, school, community 

outings, transitions 8



Tools for Success:
A Beautiful Dance

• Reflection
• Basic cross training: Knowing where roles begin 

and end
• Read cues of each person
• Effective communication
• Built in consultation time
• Respect for the other discipline
• An organization/administration that supports 

collaboration
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Case Study 1: OT in collaboration with 
evidenced-based practice; Child-Parent 

Psychotherapy (CPP).



Child-Parent Psychotherapy 
(CPP) Overview

• Dyadic
• Trauma-informed
• Addresses stressful experiences in young children 

and caregivers
• Goal: to strengthen the child-caregiver 

relationship so there is enhanced security and 
safety & a return to a typical developmental 
trajectory

• Directed at the traumatic experience/traumatic 
situation

• Evidenced-based

(Lieberman, Ghosh Ippen, & Van Horn,  2015)
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Introduction to our
therapeutic village

• 5-year-old African American female
• Living with biological mother and extended 

caregiver support (3 other caregivers)
• Mother has an intellectual disability and extensive 

trauma history
• Sought treatment: behavior problems, breaking 

things, not listening, anger, and concerns with 
indiscriminate attachment with mother
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CPP Triangle 
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Situation
Numerous disruptions in primary 
caregivers due to mother’s 
intellectual disability

Symptoms
Anger, tantrums, indiscriminate attachment

Caregivers noting bewildering behavior changes, 
“for no reason”.

Treatment
Works on understanding the stressors, 

strengthening relationships, and 
enhancing security.



Reason for OT Referral 
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Sensory 
Differences 

• “Bewildering”
• Slathering lotion 

on body and hair 
• Oral seeking
• Impacted 

relationship with 
biological 
mother and 
caregivers

• Safety concerns

Developmental 

• Regressions in 
self-care

• Day wetting 
impacted school 
participation 
and attitude of 
school staff 
towards her

Attention/Activity 
Level

• Very active
• Unable to 

participate in 
more structured 
therapy

• Intense 
reactions 
without known 
triggers

• Concerns for 
safety



Overview of Treatment Phases
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Beginning 
Phase

home and 
community based

Goal to support 
collateral village 

and decrease their 
stress

Middle 
Phase

New home
Increased focus on 
CPP narrative with 
child and mother

End Phase 
and 

Discharge
Therapeutic gym 

and clinic

Integration of 
narrative to 

sensori-motor 
application

Co-occupations



Beginning Phase of Treatment

• Overwhelmed village, easily triggered, easily angered, tearful, in a 
lot of pain. Desperate for help for biological mother and client.

• Broaching racial and cultural differences to develop trust/rapport 
and unity towards treatment goals- adapting treatment to meet 
family values and needs.

• Lots of collateral work and psychoeducation to develop a positive 
and realistic perspective of child, mother, and village.
– Reading cues
– Being curious about behaviors 
– Exploring misattributions of client and mother

• Developing concreate coping strategies targeted to each village 
member
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Middle Phase of Treatment

• Enhancement of the story (narrative) in the past, 
present, and future- lots of changes with who the 
primary caregiver was for this child.
– Continued avoidance, although some glimmers of 

interest/participation
– OT strategies to regulate and attend to narrative

• Proprioceptive and deep pressure sensory strategies prior to 
bringing out CPP dolls or narrative items.

• “Kitty calm down corner”

• Co-occupation of art (shared enjoyment)
– Both child and mother felt successful when drawing/creating
– Art itself showed themes of bonding and attachment 

(connected hearts)
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Final Phase of Treatment

• Focus on sensori-motor applications and 
adaptations to the narrative (integrated 
narrative)
– Moving narrative (physical space and verbal narration)

• Physical experience of building a home and physically 
moving

• Kinesthetic learning
– Themes of team-work and actively choosing each 

other to be partners
– Client and mother have their own unique sensory 

needs
• Opportunity to help mom to discriminate her own needs 

versus client in a more mindful way
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“We’re on the same team”
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Experiential Activity

Name one or more ways you think mental 
health OT can be beneficial or 
complementary to evidenced-based CPP 
intervention? 

Go to menti.com
Code: 5651 6669
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Case Study 2: Sensorimotor and relational 
interventions in child welfare-referred mental 

health services



The 5 W’s: The Lopez Family

WHO
● Infant/toddler sibling set 

placed in foster care due 
to parental domestic 
violence 

● Foster mother & biological 
mother as key caregivers

● DCFS social worker 
overseeing placement & 
reunification process

WHAT

● At risk of getting moved to 
another foster home due 
to caregiver stress given 
intensity of 
trauma/attachment-
related symptoms



WHERE

● Foster home
● McDonald’s
● Mother’s apartment via 

telehealth

WHEN

● Weekly sessions 
● Outside support as 

needed



WHY: Clinical Indications for Psychotherapy & Mental 
Health OT Collaboration



Treatment Planning & Interventions
○ Bilingual and multicultural therapy

■ Tailoring psychoeducation and reflections 
■ Exploring interpretations of child symptoms and how 

interventions are received
■ Navigating differences between caregivers 
■ Clinical cultural humility

○ Service delivery in natural environments (e.g. home, 
community)
■ Family is able to find comfort within their natural setting 

to provide a realistic expectation of their capacity to 
create attainable goals

○ Collaboration within multiple entities 
■ Collaboration with DCFS, DMH, outside providers
■ Unexpected changes (e.g. reunification, new DCFS 

worries)



Creativity in Sensorimotor & Relational Interventions
Child-Focused Interventions

● Honoring child’s natural drives to 
regulate and seek relief using space 
& objects in the environment 

● No-cost and donation-based 
environmental modifications to 
minimize exposure to triggers and 
facilitate access to sensory 
comfort/felt safety

● Incorporating supports in 
unconventional spaces (e.g. public 
places for monitored visitations 
with biological parent)

● Attachment figure as ultimate 
sensory regulation tool - support 
affection/soothing

● Opportunities to practice sibling, 
peer, & adult interactions 

Caregiver-Focused Interventions

● Accommodating family preferences, 
strengths, limitations, and 
resources

● Applying regulation supports to 
ease caregiver burden/distress 
experienced by foster parent 

● Exploring biological & foster 
parents’ expectations and triggers

● Witnessing and extending progress 
through embodied experiences of 
relational healing 

● Reflecting and processing foster & 
biological parents’ experiences 
creates room for connection and 
curiosity

● Holding and empowering foster & 
biological parents



Outcomes



Experiential Activity

● Based on the cases presented today and from 
your own unique clinical or personal 
experiences, reflect on the distinct or 
overlapping perspectives of OT and 
psychotherapy in trauma treatment
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OT Psychotherapy



Reflections

● OT co-treatment in mental health cases can be 
critical to supporting healthy attachment and 
symptoms of trauma

● Collaboration with co-therapists is a powerful 
parallel process

● Co-treatment and multiple discipline perspectives 
are beneficial to complex trauma cases

● Reflective processing and adaptation of 
interventions to meet the needs and value of 
each family
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Questions
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