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Learning Objectives

1. Identify tools to assess tic symptoms and track 
therapy progress

2. Apply principles to choose effective competing 
responses for tics

3. Create function-based intervention plan with 
provide parent-friendly explanations.

4. Recognize client factors that may hinder progress 
and adapt therapy accordingly



Case #1
Assessment and tracking



Maya, a 22-year-old university student in her final year, was 
referred for behavioral treatment due to persistent motor and 
vocal tics that began in childhood. Starting with eye blinking and 
head jerks at age 9, her symptoms progressed to stomach 
tightening, arm extensions, and occasional throat clearing. Stress 
and fatigue worsen her tics, which have become more disruptive 
during her last two years of university.

A neurological evaluation at age eleven confirmed Tourette 
syndrome and Obsessive compulsive disorder. Maya was 
recently diagnosed with Social anxiety disorder by a psychologist 
that she sees privately.

Maya lives with her partner, who is supportive but sometimes 
struggles to understand the impact of her symptoms. She reports 
that tics interfere with studying, social activities, and confidence 
in professional settings.



Pre-Treatment Assessment

• History of tic disorder and past interventions

• Review of comorbid conditions, particularly ADHD & OCD

• Current tic presentation

• Awareness of premonitory urge, suppressibility

• Current distress, motivation for change

• Comfort level in discussing tics

Clinical Interview

• Yale Global Tic Severity Scale (YGTSS) - number, frequency, intensity, complexity, interference

• Premonitory Urge Scale for Tics (PUTS)
• Parent Tic Questionnaire (PTQ) or Adult Tic Questionnaire (ATQ)

Assessment Measures



Yale Global Tic Severity Scale (YGTSS)

• clinician-administered, semi-structured interview used to assess severity and impairment of tics

How to Administer

• Complete symptom checklist of motor and vocal tics with the client and/or caregiver 

• Determine ratings for tics across five dimensions for motor and vocal tics separately: number, frequency, 
intensity, complexity, interference

• Scoring: Each of the ten dimensions (five for motor, five for phonic) is rated on a 6-point scale from 0 (none) 
to 5 (severe).

• Total Scores: The scores from each dimension are summed to produce:

• Total Motor Tic Score (range 0-25).

• Total Phonic Tic Score (range 0-25).

• Combined Total Tic Score (range 0-50).

• The Overall Impairment Rating is completed based on how much tics interfere with daily functioning (range 
0-50).

• Total Tic Score and the Impairment score can be summed to create a Global Severity Score (range 0-100).
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YGTSS Total Tic Severity Score Tic Severity

0-6 Borderline/Normal

7-10 Mild

11-27 Moderate

28-43 Marked

43-46 Severe

47-50 Extreme (inferred)

YGTSS Global Severity Score Tic Severity

0-9 Borderline/Normal

10-25 Mild

25-55 Moderate

56-81 Marked

82-96 Severe

Maya S.
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Premonitory Urge for Tics Scale (PUTS)

• self-report questionnaire

• Developed to measure severity 
of premonitory urges

• used with children 10+ years

• rated on scale 1 – 4, with range 
of 9 - 36 

Maya S.

X

X

X
X

X
X

X

X

X

21

Woods, D. W., Piacentini, J., Himle, M. B., & Chang, S. (2005). Premonitory Urge for Tics Scale (PUTS): Initial psychometric 

findings and clinical correlates in children and adolescents with Tourette syndrome and tic disorders. Journal of 

Developmental & Behavioral Pediatrics, 26(6), 397–403. https://doi.org/10.1097/00004703-200512000-00001



Case #2
Choosing a target tic



Ethan, a 9-year-old boy, is being seen for behavioral treatment due to persistent 
motor and vocal tics that began at age 6. At a psychiatric evaluation several months 
ago, he was diagnosed with Tourette Syndrome, with moderate severity. He also 
met criteria for Oppositional Disorder and ADHD, with symptoms of 
hyperactivityand distractibility affecting his school performance.

Ethan lives with his parents and younger sister. His mother has a history of anxiety, 
and his father has ADHD. While the family is close and supportive, they report 
increased stress due to the impact of Ethan’s tics and behaviour on daily life.



Develop a Tic Hierarchy

• Make a list of current tics (already have YGTSS as guide)

• Ask child first but check-in with parent
oConsider child as expert if something is a tic

oParent as "what things look like from the outside"

o If parent observations are different, add with question mark

• After tics have been listed, get operational definitions

• Finally, go back to each tic and get a distress rating



• Finger stretching
• Mildly noticeable, occurs frequently during idle 

moments
• Minimal social impact

• Occasional throat clearing
• Infrequent, usually when relaxed or distracted
• Slight embarrassment in quiet settings

• "Chirping" sounds
• More frequent, noticeable in classroom and social 

settings
• Causes self-consciousness

• Facial grimacing
• Visible and socially noticeable
• Ethan reports moderate embarrassment

• Shoulder shrugging
• Most frequent and physically effortful
• Highly noticeable, often draws attention from peers







Choosing the First Target Tic

Most important criterion: 
distress

Other 
considerations:

• Responsiveness of tic –
eyes tend to be more 
"stubborn"

• Strength of premonitory 
urge – presence can help 
(McGuire et al., 2015), 
but if too strong, may be 
a challenge



Case #2
Function-based assessment and intervention



Function-Based Assessment and Intervention 

Remind family about 
purposes of function-

based intervention

Conduct Functional 
Assessment Interview

Review functional 
assessment self-report 
data (homework from 

last session)

Review principles or 
"rules of thumb" for 

making environmental 
changes

Collaboratively come 
up with possible 

intervention strategies

Assign these 
interventions as home 

practice 

Purpose: To identify environmental factors exacerbating tics and make 
changes to reduce them 
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Function-
Based 
Assessment 
Interview

Identify Triggers

• ask whether tics seem to be worse for each of 
the listed antecedents (triggers)

• ask whether there are other situations, people 
or places that are associated with higher tics

• obtain a clear picture of each to determine 
what internal/external factors may be involved

Identify Consequences  

• for each of the identified triggers, ask for 
information about what happens during or 
shortly after the tics occur



Ethan W.

Target : Chirping Tic
1. Classroom

o in math ("hard for me")
o waiting in line
o timed tests (nervous)
o when class is too quiet

2. Bedtime

o has trouble winding down – 
struggle to get through 
bedtime routine

o tics increase as soon as he 
lies down and makes it hard 
to fall asleep; parents have 
begun to take turns lying 
down with him and chatting 
about his day

3. Doing homework
o mainly math (boring, "don’t 

understand it")

4. Change room before practice
o worried about skating ok
o trouble getting equipment 

on
o usually rushed because late



1. Classroom
o Math teacher gives a "look"
o Other teachers – suggest a 

visit to office or break in gym
o Tablemates kick chair, say 

"shhh"

2. Bedtime

o Extra snuggle time if having a 
tough time falling asleep

o Mom will make honey and 
water for throat

3. Doing homework
o Dad tries to help but gets 

frustrated quickly, tells Ethan 
to finish on own

o  Ethan finishes but is often 
sobbing at the end

4. Change room before practice
o teammates stare, giggle
o adults ask if ok
o late to get on ice, need to 

skate laps

Woods, D. W., Piacentini, J. C., & Walkup, J. T. (Eds.). (2007). Treating Tourette syndrome and tic disorders: A guide for practitioners. Guilford Press.



Formulation

Antecedents
• Stressful academic tasks

• homework time or timed tests

• Being rushed, feeling "under pressure"
• mornings before school, hockey practice

• Fatigue
• end of the day or late-night sports practice

• Waiting periods
• Standing in line or waiting for instructions

• Social situations
• Being around peers in quiet settings where 

tics feel more noticeable

Consequences
• Parental reassurance or nurturance

• parents often say, “It’s okay”, give extra 
attention and treats, e.g., warm drinks

• Teacher accommodations 
• reduced demands, such as being 

encouraged to have extended breaks

• Peer comments and negative attention
• classmates and teammates stare and giggle, 

which heightens self-consciousness



Principles

Triggers

• Unnecessary situations or settings that make tics 
worse should be avoided

• When a situation can’t be avoided, try to manage 
emotional reactions to the situation (e.g., relaxation 
strategies, coping thoughts)

• Promote the use of habit-reversal strategies just before 
or during triggering situations

Consequences

• In situations where tics are likely, reduce any type of 
attention or consequence (e.g., no commenting, 
comforting, stopping the activity). Strive for a "tic 
neutral" environment where nothing is contingent on 
tics. 

• Minimize the physical and social impact of the tics 
(e.g., neck pillow for pain, teaching others how to 
react, school accommodations)







Case #2

Habit Reversal Training







Tic Competing Response

Head jerk upwards Hold head tilted slightly downwards,
looking forward

Licking lips
Purse lips lightly, rest tongue on roof of 

mouth

Wrist flicking Rest hand on side of leg, press in lightly

Saying words
Close mouth, lips together, controlled 

breathing in and out of nose











Adapting CBIT to individual needs

session timing – more OR less 
frequent (i.e., for kids who 

are overwhelmed, need more 
practice time)

in person vs virtual
increase structure of session 

(visual agenda)
shorter sessions, frequent 

breaks
activity-based (role play, 

gamification)

modified reward schedule 
(e.g., more frequent, 

immediate, meaningful and 
tangible)

increased parent 
involvement, possible focus 

on function-based 
interventions

Increased visual cues (to 
learn and prompt use)

consider ERP first sensory considerations

more explicit training in 
generalizing techniques to 

real world

behaviour challenges – more 
choice in practice, teach 
distress tolerance skills, 

parent training (validation, 
collaborative problem 

solving)

include "ticpulsions" in 
hierarchy


