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Abstract

Objectives: Symptoms of distress and dysfunctional posttraumatic cognitions (PTCs) have been frequently described in

parents of children and adolescents with posttraumatic stress symptoms (PTSS), especially if the parents had experienced

traumatic events themselves. The inclusion of non-offending parents in trauma-focused cognitive-behavioral therapy (TF-

CBT) for children and adolescents may, thus, help parents to cope with the traumatic experience of their child. The aim

of this study is to investigate the effects of TF-CBT on the parents, while taking their own history of traumatic experiences

into account.

Methods: Parents (N = 57, 84.2% mothers) of children and adolescents who received TF-CBT completed the Posttraumatic

Diagnostic Scale, the Beck Depression Inventory, the State-Trait Anxiety Inventory, and the Posttraumatic Cognitions

Inventory. Treatment effects and the sustainability at 6- and 12 months post-treatment were tested via repeated-measures

analysis of variance, following the intention-to-treat approach.

Results: N = 19 (35.2%) of the parents evaluated their child’s trauma as the worst event, 18 (33.3%) rated their own experience

as their worst event, and 17 (31.5%) indicated that their own worst traumatic experience was the same type as their child’s

trauma. Significant improvements ( p < 0.001) emerged for parental PTSS [F(2, 837) = 8.27; d = 0.30], depression [F(3,

284) = 14.73; d = 0.41], anxiety symptoms [F(3, 185) = 17.44; d = 0.64], and dysfunctional PTCs [F(2, 465) = 13.58; d = 0.46].

Sustainability of these treatment gains remained at both follow-up time points ( p < 0.05). There was no interaction between

the time and the reference person of the traumatic index event, reported by parents.

Conclusion: These results indicate parental benefits from participation in TF-CBT delivered to their child, until 1-year

post-treatment and independently from the parental trauma history. The ongoing tendency of improvement might indicate

that TF-CBT furnishes children and their parents with skills to further reduce the impact of their traumatic memories.

ClinicalTrials.gov NCT01516827.

Keywords: dysfunctional posttraumatic cognitions, parents, pediatric PTSD, sustainability of treatment gains, trauma-

focused cognitive-behavioral therapy

Introduction

Overall, 15.9% children and adolescents (later referred to

as children) exposed to any traumatic event develop post-

traumatic stress disorder (PTSD; Alisic et al. 2014). It is also well

known that a traumatic experience affects not only the child but

also the family. Parents of traumatized children can, thus, be af-

fected by the child’s trauma exposure and may develop mental

health problems themselves (Koplewicz et al. 2002), such as

posttraumatic stress symptoms (PTSS), depression, anxiety, or

dysfunctional posttraumatic cognitions (PTCs; Tutus and Gold-

beck 2016).

A significant relationship between parental mental health prob-

lems and the child’s PTSD is a robust finding (Morris et al. 2012)
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and might be partially explained by a shared genetic vulnerability

(Smoller 2016) and bidirectional effect between the symptoms in

both, children and their parents (Koplewicz et al. 2002; Neill et al.

2018). There is evidence that parental symptoms remain stable until

30 months after the trauma exposure, even if the child’s symptoms

decrease (Laor et al. 1997). Nevertheless, parental mental health

posttrauma might increase the risk for the development and

maintenance of PTSD in the child (Trickey et al. 2012) and was

found to mediate PTSS in preschool-age children (Scheeringa et al.

2015). However, the meta-analysis by Trickey et al. (2012) mostly

included cross-sectional and retrospective studies instead of lon-

gitudinal studies, with control conditions that might derive more

temporal relations of variables.

Especially dysfunctional PTCs can play a crucial role in the

development and maintenance of trauma-related mental health

problems in adults (Foa et al. 1999) as well as children (Meiser-

Stedman et al. 2009). Recent research suggests that parental dys-

functional PTCs related to their child’s trauma, such as: ‘‘The

world is a dangerous place’’ are significantly positively associated

with parental trauma-related mental health problems (Tutus and

Goldbeck 2016).

In addition, parental dysfunctional PTCs may negatively model

the child’s appraisals of the traumatic event and thereby contribute

to the maintenance of the child’s PTSS (Hiller et al. 2018). Finally,

parental PTCs are associated with the child’s response to trauma-

focused treatment (Nixon et al. 2012). The change in dysfunctional

PTCs was found to mediate the reduction in PTSS, in the course of

the trauma-focused treatment for adults (Zalta et al. 2014), as well

as in children (Pfeiffer et al. 2017; Jensen et al. 2018). Further, it

has been shown that the change in parental PTCs related to their

child’s trauma, throughout the trauma-focused treatment delivered

to the child, mediated parental perception of their child’s PTSS

post-treatment (Tutus et al. 2018). However, there was no media-

tion in child’s PTSS, if assessed with clinical interview or using the

child’s self-report (Tutus et al. 2018).

Besides being affected by the child’s traumatic experience,

many parents report traumatic events themselves (Tutus and

Goldbeck 2016). Elevated PTSS, depression, and anxiety symp-

toms have been observed in parents, whose children have experi-

enced a traumatic event, which was either the same or similar to a

traumatic event experienced by the parents (Scheeringa and Zeanah

2001). Thus, including parents in the child’s trauma-focused treat-

ment seems to be essential for successfully treating children affected

by traumatic events.

Trauma-focused cognitive-behavioral therapy (TF-CBT), as

manualized by Cohen et al. (2006a), is recommended as a first-line

treatment for children suffering from PTSD (International Society

for Traumatic Stress Studies [ISTSS], 2019) and seems to be

beneficial even for the caregivers’ own distress and symptoms

precipitated by their child’s trauma (Cohen et al. 2004b). TF-CBT

is an evidence-based and well-established treatment (Morina et al.

2016; Dorsey et al. 2017), associated not only with significant re-

ductions in PTSD, but also with a reduction of other trauma-related

psychopathology such as depression and anxiety, behavioral

problems, dysfunctional PTCs, and improvement of psychosocial

functioning (Goldbeck et al. 2016; Morina et al. 2016) in children.

Several studies worldwide have demonstrated the sustainability of

treatment effects for children with PTSD, achieved by TF-CBT,

over 1-year post-treatment (Cohen et al. 2005; Mannarino et al.

2012; Nixon et al. 2017; Jensen et al. 2017; Tutus et al. 2017b).

In contrast to other trauma-focused treatments, the inclusion of a

caregiver plays a crucial role in this treatment. The inclusion of

parents furnishes them with techniques and parenting skills that

may help them not only to manage the problems of their children,

but also to deal with their own symptoms and distress. In addition,

parental participation allows them to optimally encourage their

child in practicing these skills together, between treatment sessions

(Cohen et al. 2006a).

There is a growing body of research on the effects of TF-CBT on

participating parents, suggesting that treatment primarily focused

on children may result in decreased symptom severity in the

caregivers (Martin et al. 2019). In this context, TF-CBT was found

to be associated with enhanced parenting efficacy (Deblinger et al.

1996, 2011; King et al. 2000; Cohen et al. 2004b), parent–child

communication, and familial attachments (Cohen et al. 2006a).

TF-CBT was found to alleviate parental intrusive thoughts,

negative emotional reactions (Deblinger et al. 2001), abuse-specific

distress (Deblinger et al. 2011), PTSD (Deblinger et al. 2001;

Cohen et al. 2004a, 2006b; Nixon et al. 2012), depression (Cohen

et al. 2004a, 2004b, 2007; Deblinger et al. 2011; Nixon et al. 2012;

Holt et al. 2014; Tutus et al. 2017a; Neill et al. 2018), and parental

dysfunctional PTCs (Nixon et al. 2012; Tutus et al. 2018) after the

child’s trauma. Further, one meta-analysis showed that including

parents in the children’s treatments enhanced treatment effects for

anxiety and depression, but it did not enhance the effects for PTSS

or externalizing problems (Silverman and Hinshaw 2008).

A few studies have investigated parental symptoms at 6- and 12-

month follow-ups (MFU). In their dismantling study, Mannarino

et al. (2012) evaluated four different TF-CBT treatment groups

(8 vs. 16 sessions, with vs. without trauma narrative) in a sample of

children who had experienced sexual abuse and their parents. They

found that a reduction in parental depression was sustained until 12

MFU, whereas a change in parental emotional distress continued to

improve during the follow-up periods, for the whole study sample

and without any significant differences between the conditions.

Similarly, Nixon et al. (2017) found, in their sample of children,

who experienced a single-incident trauma and their parents, that

reduction in parental depression, PTSD, and dysfunctional PTCs at

post-treatment was sustainable at 12 MFU, without any significant

difference between the condition with and without exposure. De-

blinger et al. (2006) found that parents of sexually abused children

who participated in TF-CBT continued to report less severe abuse-

specific distress, compared with parents whose children received

child-centered therapy.

Further studies, conducted by independent researchers and within

samples of various trauma types, are needed to extend the knowledge

on the long-term effects of TF-CBT on participating parents. As-

suming that parental own trauma history has an impact on their

response to trauma exposure of their child, parental previous trau-

matic experiences needs to be taken into account while investigating

parental benefit from TF-CBT and its long-term effects.

A recent systematic review on the role of caregiver psycho-

pathology in TF-CBT recommends that future studies should

report on caregiver demographic data, trauma history, and psy-

chopathology, measured by psychometrically sound instru-

ments and at multiple points in time, including mid-treatment

(Martin et al. 2019).

Hence, the first aim of this study is to investigate the effects of

TF-CBT on participating parents, regarding PTSS, depression,

anxiety, and dysfunctional PTCs related to the trauma of the child,

in the course of TF-CBT and until 12 MFU. Based on the literature

described earlier, we expect a significant symptom reduction at

post-treatment and sustainability of the treatment gains at 6 MFU

and 12 MFU. The second aim is to explore whether parental

130 TUTUS ET AL.

D
ow

nl
oa

de
d 

by
 9

1.
1.

11
4.

14
2 

fr
om

 w
w

w
.li

eb
er

tp
ub

.c
om

 a
t 0

1/
10

/2
2.

 F
or

 p
er

so
na

l u
se

 o
nl

y.
 



previous traumatic experiences have an impact on parental benefit

from TF-CBT at both post-treatment and 6 MFU and 12 MFU

regarding PTSS, depression, anxiety, and dysfunctional PTCs.

Parents will, thus, be categorized into three groups based on their

indicated index event: (1) parents, who rated one of their own

experiences as their worst event; (2) parents, who evaluated their

child’s trauma as the worst event; and (3) parents, who indicated

that their own worst traumatic event was the same type as their

child’s trauma.

Methods

Participants and study design

The current study sample consists of the non-offending birth

parents (N = 57) of children randomized to the TF-CBT condition in

a single-blind, parallel-group randomized controlled trial (RCT;

Goldbeck et al. 2016). The sociodemographic characteristics of the

participants are displayed in Table 1. The children were recruited

between February 2012 and January 2015 at three university and

five community clinics for child and adolescent psychiatry and

psychotherapy in Germany.

The children participating in the RCT showed clinically relevant

PTSS and at least one symptom, each of re-experiencing, avoid-

ance, and hypervigilance, assessed with the Clinician Administered

PTSD Scale for Children and Adolescents (CAPS-CA; Nader et al.

2002), version for Diagnostic and Statistical Manual of Mental

Disorders, 4th edition (DSM-IV; American Psychiatric Asso-

ciation 1994, at study admission. Children currently receiving

another form of psychotherapy were not included in the RCT.

During the RCT, all children were living in safe circumstances to

minimize the risk of re-traumatization. All children and their parents

were assessed at baseline, mid-treatment, and post-treatment, 6

MFU and 12 MFU. All children and their parents gave their in-

formed written consent for participation in the study. The RCT

received ethics approval from the Institutional Review Board at

Ulm University and was registered under ClinicalTrials.gov.

Intervention

TF-CBT is a component-based manualized intervention, consist-

ing of 12 weekly sessions, divided into three treatment phases: sta-

bilization and skill building (Sessions 1–4), exposure to and cognitive

processing of the trauma (Sessions 5–8), and fostering safety and

future development (Sessions 9–12) (Cohen et al. 2006a). Each

session, parallel or conjoint with patients and parents, took 90 min-

utes. In sessions with parental participation, the therapists spent about

45 minutes with the child and 45 minutes with the parent. All 26

study therapists read the treatment manual in German (Cohen et al.

2009), completed a certified web-based training program, and

attended a 2-day personal training course in TF-CBT before

starting delivering TF-CBT. During the RCT, they were super-

vised by the senior therapists at their study sites and by either one

of the developers of the intervention or an approved TF-CBT

trainer via biweekly conference calls (Goldbeck et al. 2016).

Treatment completers (n = 46; 80.7%) were defined as children

who had completed at least eight therapy sessions, including psy-

choeducation, relaxation and affective modulation skills, cognitive

restructuring and exposure, the common elements of the evidence-

based trauma-focused interventions (Dorsey et al. 2011). In a

subsample of the treatment completers, therapists spent about 45

minutes with the parents in M = 9.76 (standard deviation = 2.24)

sessions. Altogether, n = 41 (89.1%) children shared the trauma

narrative in a conjoint session with at least one parent. The overall

adherence to the manual, as measured via videos and session

checklists, was confirmed in 96% of the evaluated sessions

(Goldbeck et al. 2016).

Instruments

The Posttraumatic Diagnostic Scale (Foa 1995), German version

(A. Ehlers, R. Steil, H. Winter, E.B. Foa EB, unpublished data) is a

self-report measure of PTSD based on the DSM-IV (American

Psychiatric Association 1994). For this study, we modified the in-

struction. Using the checklist with 12 potentially traumatic events,

we asked the participating parents to indicate those events they and

their child had experienced or witnessed. The parents who reported

more than one event had to choose one event that was subjectively

the worst for them (index event). When combining the parental and

the child’s lifetime trauma exposure, the worst event could be an

event experienced only by the parent, only by the child or the

same/similar traumatic event experienced by both. Afterward, the

respondents were asked to rate how much they were affected by

each of the symptoms when referring to the worst event. A response

scale ranging from 0 (not at all or only one time) to 3 (five or more

Table 1. Sample Description of Participating Parents

and Their Children at Baseline

Parents N = 57

Gender: female n (%) 48 (84.2)
Missing information n (%) 1 (1.8)
Age in years M (SD), min–max 42.38 (7.07), 29–59

Missing information n (%) 2 (3.5)

Educational level n (%)
<9 Years school 1 (1.8)
9–11 Years school 38 (66.7)
‡12 Years school 17 (29.8)

Missing information 1 (1.8)
Current employment n (%) 40 (70.2)

Missing information n (%) 1 (1.8)

Country of origin n (%)
Germany 46 (80.7)
Other countries 10 (17.5)
Missing information 1 (1.8)

Parents: n (%)
Live together 23 (40.4)
Do not live together 33 (57.9)
Missing information 1 (1.8)

Number of experienced traumatic events
M (SD), min–max

2.04 (2.04), 0–7

Children and adolescents
Gender: female n (%) 41 (71.9)
Age in years M (SD), min–max 12.74 (2.90), 6–17
Number of experienced traumatic

events, caregiver-report M (SD),
min–max

1.47 (1.79), 0–11

CAPS-CA index event n (%)
Interpersonal trauma, accidental

trauma
44 (77.2), 13 (22.8)

CAPS-CA M (SD), min–max 60.18 (18.02), 36–109
PTSD diagnosis, based on DSM-IV 43 (75.4)

PTSD, posttraumatic stress disorder; CAPS-CA, Clinician Administered
PTSD Scale for Children and Adolescents, version for DSM-IV; DSM-IV,
Diagnostic and Statistical Manual of Mental Disorders, 4th edition
(American Psychiatric Association 1994); SD, standard deviation.
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times a week/almost always) was applied. Internal consistency

(Cronbach’s a = 0.91) was excellent in our RCT sample (Tutus and

Goldbeck 2016).

The Beck Depression Inventory-Second Edition (BDI-II; Beck

et al. 1996), German version (Kühner et al. 2007), is a self-report

measure of severity of depression based on the DSM-IV (American

Psychiatric Association 1994). The BDI-II comprises 21 items with

four response options, ranging from not present (0) to severe (3).

Cronbach’s a (0.92) was excellent in our sample (Tutus et al. 2017a).

The State-Trait Anxiety Inventory (STAI; Spielberger et al. 1970),

German state version (STAI-G Form X l; Laux et al. 1981) is a self-

report measure of anxiety. The STAI-G Form X l retains the 20-item

format with four response options for each item, ranging from 1 (not

at all) to 4 (very much so). Cronbach’s a for the whole scale (0.66)

was acceptable in our sample (Tutus and Goldbeck 2016).

The Posttraumatic Cognitions Inventory (Foa et al. 1999) is a

self-report measure that assesses dysfunctional PTCs and beliefs in

the following domains: self, world, and self-blame. The items are

rated on a Likert-type scale ranging from 1 (totally disagree) to 7

(totally agree). In this study, we used the original form of the

questionnaire, translated into German, and instructed the parents to

respond with regard to the worst event that their child had been

exposed to. Cronbach’s a for the whole scale (0.95) was excellent in

our sample (Tutus and Goldbeck 2016).

Data analyses

Intention-to-treat analyses were performed to test our hypoth-

eses. We used the expectation–maximization algorithm (Demp-

ster et al. 1977) to impute missing dimensional data (PTSS,

depression, anxiety, and dysfunctional PTCs). Little’s Missing

Completely At Random test indicated that these data were miss-

ing completely at random [PTSS: v2(30) = 26.22, p = 0.664; depres-

sion: v2(22) = 12.94, p = 0.935; anxiety: v2(21) = 19.96, p = 0.524;

PTCs: v2(21) = 9.02, p = 0.989]. To examine changes over the mea-

surement time points (baseline, mid-treatment, post-treatment, 6 MFU

and 12 MFU), repeated-measures analysis of variances (ANOVAs)

were performed for the dimensional outcomes, as dependent vari-

ables. Main effects were compared by using Bonferroni correction

for multiple comparisons. We compared baseline scores with all

other measurement time points. Cohen’s d was used as effect size

estimation for pre-mid-treatment, pre–post-treatment, pre-6 MFU,

and pre-12 MFU (Cohen 1988).

To explore an impact of parental previous traumatic experience on

the treatment outcome, we formed three groups based on the index

event reported by the parent: (1) parents who rated one of their own

experiences as their worst event, (2) parents who evaluated their

child’s trauma as the worst event, and (3) parents who indicated that

their own worst traumatic event was the same type as their child’s

trauma. This reference person (parent, child, or both) served as a

group variable in the ANOVAs in a next step. The significance level

for all statistical tests was set at p < 0.05 (two-tailed). The statistical

analyses were performed by using IBM SPSS Statistics 25.

Results

Repeated-measures ANOVAs indicated statistically significant

improvement for all outcome measures (Table 2). Pairwise com-

parisons revealed significant differences between baseline and

post-treatment ( p = 0.017), 6 MFU ( p = 0.033), and 12 MFU

( p < 0.001) for PTSS. Effect sizes were small for pre–post com-

parisons and increased to medium effect sizes at 12 MFU (Table 2).

Pairwise comparison, regarding depression, suggested significant

differences between baseline and mid-treatment ( p = 0.035), post-

treatment ( p = 0.002), 6 MFU ( p < 0.001), and 12 MFU ( p < 0.001).

Similar to PTSS, the small effect sizes tended to increase with every

further measurement time point and reached medium effect size at 12

MFU. Pairwise comparison in regard to anxiety revealed significant

differences between baseline and post-treatment, 6 MFU and 12 MFU

( p < 0.001), with medium effect sizes at all three measurement time

points. Similar results were found for dysfunctional PTCs while

comparing baseline and post-treatment ( p = 0.012), 6 MFU

( p = 0.001), and 12 MFU ( p < 0.001), with medium effect sizes at

6 MFU and 12 MFU.

Taken together, parents’ own history of traumatic experiences

with their child’s lifetime trauma exposure, 19 (35.2%) parents

evaluated their child’s trauma as the worst event, 18 (33.3%) rated

their own experiences as their worst event, and 17 (31.5%) indi-

cated that their own worst traumatic event was the same type as

their child’s trauma. The remaining three parents did not report on

any traumatic events and were excluded from the further analyses.

There was no significant interaction between time and reference

person of the parental traumatic index event for PTSS, anxiety, and

dysfunctional PTCs, only for depression. However, main effect

comparisons did not reveal any significant group difference

regarding depression (Table 2).

Discussion

The purpose of this study was to investigate the long-term ef-

fects of TF-CBT regarding trauma-related symptoms in non-

offending parents who participated in the treatment delivered to

their child. Our results confirm and extend previous findings re-

garding the parental benefit from participating in TF-CBT. In line

with Mannarino et al. (2012) and Nixon et al. (2017), we found

reductions in parents’ depression at post-treatment and the sus-

tainability of the treatment gains at 6 MFU and 12 MFU. Con-

sistent with Nixon et al. (2017), we found post-treatment reduction

in parental PTSS and dysfunctional PTCs as well as sustainability

of these findings at 12 MFU. This is in accordance with other RCTs

on TF-CBT (Cohen et al. 2005; Mannarino et al. 2012; Nixon et al.

2017; Jensen et al. 2017; Tutus et al. 2017b), suggesting that long-

term effects after receiving TF-CBT are not only typical for

children, but also typical for their participating parents.

The ongoing tendency of improvement might indicate that TF-

CBT furnishes children and their parents with skills to reduce the

impact of their traumatic experiences. Practicing skills during TF-

CBT and ongoing support by parents (Deblinger et al. 1999) may

result in greater self-confidence (Mannarino et al. 2012) and further

consolidation of mental health after treatment. The reduction of

dysfunctional PTCs might be responsible for the long-term effects

of TF-CBT (Foa et al. 1999; Zalta et al. 2014). Scher et al. (2017)

reported from their study with adults that dysfunctional PTCs are

associated with symptoms up to 10 years after cognitive behavioral

treatment for PTSD and proposed their reduction as a potential

mechanism for long-term maintenance of treatment gains. Another

explanation for parental improvement might be a bidirectional effect

between parents and their children, which might result in similar

treatment effects in both, or even the possibility that the child’s

symptom reduction positively impacted their parentś mental health,

rather than vice versa, as speculated by Koplewicz et al. (2002).

Regarding the impact of the parental trauma history on their

improvement, we could not find any group difference, based on the

reference person of the index event, regarding parental PTSS,
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depression, anxiety, and dysfunctional PTCs. Our results suggest

no impact of parental trauma history on parental benefit from

participation in TF-CBT.

Limitations and Future Research

Several limitations of this study need to be addressed. Due to the

lack of a control group, we cannot rule out the possibility that the

effects at 6- and 12 MFU might be attributable to spontaneous

remission or alternative treatments. However, it has been reported

elsewhere that parental symptoms stay stable for up to 30 months,

if left untreated (Laor et al. 1997). Since we assessed parental

variables only via questionnaires, we were not able to provide any

information about parental diagnostic status. Because parents used

the checklist to indicate those potentially traumatic events that they

and their child had experienced or witnessed and based on the same

check list reported on an index event, the ‘‘both’’ category might

refer to the event, both of them experienced at the same time, or the

similar event they experienced independently from each other. In

the second case, it remains unclear whether parents rated their

symptoms regarding both events, experienced independently from

each other, or only one of those. In addition, if parents reported on

more than one traumatic event, considering their own traumatic

events and their child’s lifetime trauma exposure, separating out the

effects of different traumas retrospectively, while rating symptoms,

might be fraught with potential measurement error. As our focus

was on children, we did not ask parents whether they received any

additional psychological treatment during the study participation.

Another limitation was that our study had not included a measure

of actual parenting behavior. A limited sample size, with a pre-

dominance of mothers in the study sample means that our findings

should not be applied in a generalized manner to fathers of children

with PTSS. Finally, our participants were parents of children at the

age 6 years old and older, meaning that our results cannot be

generalized to parents of preschool children.

Future studies should include a control group with an alternative

treatment, assess parental diagnostic status, and include sufficient

sample size with more fathers and parents of preschool children, to

be able to determine an impact of parental trauma history on their

response to TF-CBT. An impact of TF-CBT on participating par-

ents, in the context of their trauma history, should not be investi-

gated only for parental clinical variables. Other variables, such as

parental emotional regulation, parenting efficacy, parent–child

communication, and familial attachments should be taken into

account in future studies. An interplay between parent and child’

symptoms should be further investigated, especially in the context

of the treatment response altogether and the long-term treatment

effects and regarding children with complex PTSD, as proposed for

International Classification of Diseases 11th Revision (Sachser

et al. 2017). Further, a Norwegian study found that TF-CBT for

children is likely to be a cost-effective alternative to treatment as

usual (Aas et al. 2019). Therefore, future studies should investigate

whether parental participation in TF-CBT reduces their own utili-

zation of mental-health services and thereby reduces mental health-

related costs. Finally, future studies should investigate parental

benefit and their impact on a child’s recovery in the context of

another evidence-based trauma-focused treatment for children.

Conclusion

Although TF-CBT is a treatment developed for children, ac-

cording to our results, it has also the potential to decrease symptoms

and distress of parents involved in the child’s therapy, with long-

lasting effects. In line with other studies in the field of trauma-

focused care for children, our results suggest parental benefit from

TF-CBT at post-treatment and sustainability of the treatment gains

until 1-year post-treatment. Parental benefit from TF-CBT seems to

be independent from the parental previous traumatic experiences.

Therefore, it seems feasible to also include parents with their own

trauma history or even the same type of trauma in TF-CBT.

Clinical Significance

The results of this study emphasize the advantage for parents

from participating in TF-CBT delivered to their child. We know

from other studies (e.g., Tutus and Goldbeck 2016) that parents of

traumatized children frequently develop symptoms on their own,

which might, in turn, affect a child’s symptoms and treatment re-

sponse. Therefore, clinicians treating children affected by trauma

should be educated to regularly screen and monitor symptoms in

their parents. Parents with persisting clinically relevant symptoms

should then be referred to appropriate psychological and/or psy-

chopharmacological treatment, if needed. In this case, a collabo-

ration between clinicians treating parents and their children might

essentially enhance the treatment effects in both. However, as-

suming an interplay between a parent’s and a child’s symptoms,

more team work between clinicians treating both, children and their

parents might be beneficial, also in the context of other mental

health problems, and independently from traumatic experiences.
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