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REVIEW ARTICLE

Differences of TF-CBT treatment effects using various outcome measures: 
a meta-analysis
Bianca Schreyer , Jonathan Felix Benjamin Thielemann , Barbara Kasparik and Rita Rosner 

Department of Psychology, Catholic University of Eichstätt-Ingolstadt, Eichstätt, Germany

ABSTRACT
Background: Diagnostic criteria of posttraumatic stress disorder in children and adolescents 
and corresponding instruments have undergone significant changes over time. However, 
the impact of different outcome measures on treatment effects in the context of 
posttraumatic stress symptoms (PTSS) has not yet been explored.
Objective: TF-CBT is a well-researched first-line treatment for PTSS among children and 
adolescents and thus, an ideal candidate to examine the potential influence of different 
outcome measures by meta-analysis.
Method: A comprehensive literature search was conducted in December 2023 using seven 
databases. Studies included RCTs as well as non-controlled studies examining the effects of 
TF-CBT on pediatric PTSS. We extracted treatment effects and investigated whether there 
were systematic differences in the effects based on the outcome measures and their 
underlying DSM version.
Results: In total, 76 studies (35 RCTS) met the eligibility criteria. Hedges g effect sizes with 95% 
confidence intervals (CI) were computed and high-risk of bias studies were excluded. No 
significant difference was observed between DSM-IV and DSM-5 based instruments. 
Individual outcome measures were found to be comparable overall, with some appearing 
somewhat more sensitive to change. Although a small but significant difference in true 
effect sizes for individual outcome measures was found, this only concerned the UCLA PTSD 
(g = 1.06) and the CPSS (g = 1.61) with the effect most likely being due to chance or 
confounding variables. TF-CBT showed large effect sizes on PTSS in within-study comparison 
(g = 1.32) and medium between-studies effect sizes (g = .57).
Conclusions: While we could not establish equivalence, there seems to be no difference 
regarding the measurement of treatment effects based on outcome measure and 
underlying DSM version. The updated TF-CBT effect size confirmed it as an effective 
treatment for PTSS and secondary outcomes in children and adolescents.

Diferencias en los efectos del tratamiento con Terapia Cognitivo 
Conductual Centrada en el Trauma (TCC-CT) utilizando diversas 
medidas de resultados: un metaanálisis  
Antecedentes: Los criterios diagnósticos del trastorno de estrés postraumático en niños y 
adolescentes y los instrumentos correspondientes han sufrido cambios significativos a través 
del tiempo. Sin embargo, aún no se ha explorado el impacto de las diferentes medidas de 
resultado en los efectos del tratamiento en el contexto de los síntomas de estrés 
postraumático (TEPT).
Objetivo: La Terapia Cognitivo Conductual Centrada en el Trauma (TCC-CT) es un tratamiento 
de primera línea con investigaciones para el TEPT entre niños y adolescentes y, por lo tanto, un 
candidato ideal para examinar la posible influencia de diferentes medidas de resultado 
mediante un metaanálisis.
Método: Se realizó una búsqueda bibliográfica exhaustiva en diciembre de 2023 utilizando 
siete bases de datos. Los estudios incluyeron Ensayos Controlados Aleatorizados (ECA) y 
estudios no controlados que examinaron los efectos de la TCC-CT en el TEPT pediátrico. Se 
extrajeron los efectos del tratamiento y se investigó si había diferencias sistemáticas en los 
efectos en función de las medidas de resultado y la versión subyacente del DSM.
Resultados: En total, 76 estudios (35 ECA) cumplieron los criterios de elegibilidad. Se calculó la 
medida del tamaño del efecto con la g de Hedges con un intervalo de confianza del 95% (IC 
95%) y se excluyeron los estudios con alto riesgo de sesgo. No se observó ninguna 
diferencia significativa entre los instrumentos basados en el DSM-IV y el DSM-5. Se encontró 
que las medidas de resultado individuales eran comparables en general, mientras que 
algunas parecían más sensibles al cambio. No obstante, se encontró una diferencia pequeña 
pero significativa en los tamaños de efecto reales para las medidas de resultado 
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individuales, esto solo afectó al cuestionario UCLA PTSD (g = 1,06) y al cuestionario CPSS (g =  
1,61); y el efecto probablemente se debió al azar o a variables de confusión. La TCC-CT mostró 
grandes tamaños de efecto sobre el TEPT en la comparación dentro del estudio (g = 1,32) y 
tamaños de efecto medianos entre estudios (g = 0,57).
Conclusiones: Si bien no pudimos establecer equivalencia, parece que no existe diferencia con 
respecto a la medición de los efectos del tratamiento según la medida de resultado y la versión 
subyacente del DSM. El tamaño del efecto actualizado de la TCC-CT confirmó esta psicoterapia 
como un tratamiento eficaz para el TEPT y los resultados secundarios en niños y adolescentes.

1. Introduction

The diagnosis of posttraumatic stress disorder (PTSD) 
for children and adolescents is considered to be difficult, 
as the criteria are often considered as too strict and many 
cases are misclassified even when symptomatic and 
impaired (e.g. Scheeringa et al., 2012). Furthermore, 
the diagnostic criteria have undergone substantial 
changes over time. The updated DSM-5 PTSD-diagnosis 
introduced an additional symptom cluster, which made 
the diagnostic criteria stricter than those of the previous 
three-cluster model of DSM-IV. In a sample of Danzi 
and La Greca (2016), the authors reported that only 
half of the children with a DSM-IV PTSD diagnosis 
were also identified according to DSM-5 criteria. In 
accordance with the changes to the diagnostic criteria, 
screening, and diagnostic instruments have evolved 
over time. Additionally, some older instruments use a 
dichotomous scale, while newer ones use a dimensional 
scale. Consequently, studies and practitioners employ a 
variety of instruments to assess symptoms, which are fre
quently based on different criteria in accordance with the 
corresponding ICD or DSM version. This may produce 
different evidence regarding the effectiveness of a specific 
treatment. This may bias clinical decision-making by 
causing misclassification of patients and influencing 
treatment choices. Moreover, meta-analyses rely on the 
assumption that all instruments are equally adequate to 
measure symptoms, which may be challenged by the 
changes made over time.

1.1. Instruments

The gold standard for assessing PTSD among children 
and adolescents is the Clinician-Administered PTSD 
Scale for DSM-5 – Child/Adolescent Version (CAPS- 
CA-5; Pynoos et al., 2015). It is a clinical interview 
using Likert-Scale and carefully examines each PTSD 
symptom according to DSM-5. However, another 
widely used instrument is the Schedule for Affective 
Disorders and Schizophrenia for School-Age Children 
Present and Lifetime Version (K-SADS-PL; Kaufman 
et al., 1997). This instrument is an interview with the 
interviewer rating each item categorically (yes, no, no 
information). Other commonly used self-report instru
ments for assessing posttraumatic stress symptoms 
(PTSS) in children and adolescents include the Child 
PTSD Symptom Scale DSM-5 (CPSS-5; Foa et al., 

2018), the UCLA Child/Adolescent PTSD Reaction 
Index for DSM-5 (UCLA PTSD-RI; Pynoos & Stein
berg, 2014) and the Child and Adolescent Trauma 
Screen (CATS; Sachser et al., 2017). Some of these 
instruments can be used as interview or questionnaire 
(e.g. CPSS, UCLA), while others are intended to be 
used only as interview (CAPS-CA, K-SADS) or only 
as questionnaire (CATS).

1.2. Trauma-focused Cognitive Behavioural 
Therapy

Trauma-focused Cognitive Behavioural Therapy (TF- 
CBT) is considered to be the first-line treatment for 
PTSD in children and adolescents in various guide
lines (Forbes et al., 2020; National Institute for Health 
and Care Excellence, 2018; Phoenix Australia Centre 
for Posttraumatic Mental Health, 2020; Schäfer et al., 
2019; overview Steil et al., 2021). Its effectiveness 
and treatment superiority has been widely studied 
and supported by various meta-analyses, comprising 
almost 30 RCTs: in a subgroup analysis of 18 studies, 
Gutermann et al. (2016) reported large pre–post effect 
sizes for PTSS. A network meta-analysis by Mavrane
zouli et al. (2020) comparing 29 studies and 63 study 
arms suggested TF-CBT according to the manual of 
Cohen et al. (2006, 2017) to be one of the most effec
tive therapies for reducing PTSS in children and ado
lescents. Moreover the meta-analyses by Thielemann 
et al. (2022, 2023) showed a medium controlled 
effect size for PTSS and small controlled effect sizes 
for depression, anxiety and grief including waitlist, 
treatment-as-usual and active conditions. There are 
several moderators in treatment response of children 
and adolescents with PTSD symptoms include gender, 
age, ethnicity, domicile, parent/caregiver involvement, 
treatment dose and trauma type. However, the 
findings concerning these moderating factors are 
highly heterogeneous (Danzi & La Greca, 2021). 
Other potential moderator may be treatment modality 
(individual vs. group) or type of measurement (self- 
report vs. interview). TF-CBT has been rated with 
the highest certainty of evidence by the German 
Guidelines (Schäfer et al., 2019). While TF-CBT is 
used to refer to the specific treatment manual by 
Cohen et al. (2006, 2017), it also is used as an umbrella 
term for trauma-focused cognitive behavioural 
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therapies created by other researchers. For the remain
der of this paper, we will use TF-CBT to refer only to 
the Cohen et al. protocol. TF-CBT according to the 
manual of Cohen et al. (2006, 2017) consists of nine 
components, represented by the acronym PRACTICE: 
Psychoeducation and Parenting skills (P), affective 
regulation (A), cognitive coping (C), trauma narrative 
(T), in vivo exposure (I), conjoint parent–child ses
sions (C) and enhancing future safety and develop
ment (E).

Although the effectiveness of TF-CBT is well 
described, none of the meta-analyses described 
above examined the diagnostic criteria and instru
ments used to quantify treatment effects. Since con
siderable heterogeneity was observed in these meta- 
analyses, this meta-analysis will examine whether the 
heterogeneity can be explained by the use of different 
outcome measures.

1.3. Current study

In meta-analyses, the different outcome measures used 
in individual studies to quantify treatment effects are 
often combined and considered to be equally strict. 
This could substantially influence effect sizes, especially 
when adjustments in construct definitions occur over 
time, as is the case with the regular updates of the Inter
national Classification of Diseases (ICD) and the Diag
nostic and Statistical Manual of Mental Disorders 
(DSM). These revisions have resulted in the refinement 
of diagnostic criteria and the development of new 
instruments or revisions of existing ones. As TF-CBT 
has remained mostly unchanged over time, it can be 
assumed similarly effective. In addition, a great number 
of studies on TF-CBT using various outcome measures 
has been published over the years, making it an ideal 
candidate to examine their effect. To minimise hetero
geneity due to different treatment interventions we lim
ited the analysis to this specific protocol. And to reduce 
bias due to different control groups, we only used 
within group effect sizes and included uncontrolled 
studies to maximise power. Therefore, the aim of this 
meta-analysis is to evaluate the comparability of TF- 
CBT treatment effects measured by (1) individual out
come measures as well as (2) outcome measures 
grouped by their corresponding DSM version. More
over, this meta-analysis updates the pooled within 
and between group effect sizes of TF-CBT on PTSS, 
depression, anxiety and grief of our previous analysis 
(Thielemann et al., 2022, 2023).

2. Method

2.1. Search and selection of studies

This study used the datasets from a previous publi
cation (Thielemann et al., 2022), but we conducted 

follow-up research of studies that were published 
since then. This previous meta-analysis was pre-regis
tered in the International Prospective Register of Sys
tematic Reviews (PROSPERO), registration number: 
CRD42020139403.

The same search terms (see Table 1) and databases 
as in the previous study were used. The databases 
included PsychInfo, MEDLINE, Cochrane Library, 
PTSDPubs, PubMed and Web of Science as well as 
OpenGrey. The existing dataset included studies 
between Jan 1st, 1990, to Aug 19th, 2021. Thus, the 
added data included additional studies published 
between Aug 19th 2021 and Dec 04th 2023. Addition
ally, we manually searched the references of relevant 
articles. Two independent raters screened all titles 
and abstracts using Covidence (Veritas Health Inno
vation, 2014). Conflicts were resolved by reviewing 
the abstracts and discussing them with the co-authors. 
The first or second author reviewed all full texts for the 
remaining studies after title and abstract screening and 
assessed whether they met the inclusion or exclusion 
criteria. Any uncertainties were resolved by contacting 
the authors of the relevant publications and consulting 
with co-authors.

2.2. Inclusion and exclusion criteria

To coincide with the existing database, we used the 
same inclusion and exclusion criteria as the previous 
meta-analyses (Thielemann et al., 2022, 2023). Specifi
cally, these are: (1) patients age between 3 and 21 
years, which (2) experienced at least one traumatic 
event and (3) had at least 8 sessions of TF-CBT 
according to Cohen et al. manual (2006, 2017) or 
one of its earlier versions (Cohen & Mannarino, 
1993; Deblinger & Heflin, 1996). Furthermore, (4) 
results had to be on a quantitative PTSS measure 
applied before and after treatment and based on self- 

Table 1. Pre-defined search terms.
Search 
categories Search terms

Diagnosis Trauma* or posttrauma* or post-trauma* or PTSD or 
PTSS or grief or griev*

Trauma-related Abuse* or assault* or abduct* or accident* or kidnapp* 
or life-threat* or maltreat* or mistreat* or neglect* or 
refugee or shooting or terroris* or victim* or violence 
or war or hurricane or tsunami or earthquake or flood 
or ‘natural disaster’ or bereave* or loss

Youth Adolescen* or child* or youth or kid or juvenile or infant 
or minor or teenager or young*

TF-CBT ‘Trauma focused cognitive behavioral treatment’ or 
‘trauma-focused cognitive behavioral treatment’ or 
‘trauma focused cognitive behavioral therapy’ or 
‘trauma-focused cognitive behavioral therapy’ or 
‘trauma focused cognitive behavior*’ or ‘trauma- 
focused cognitive behavior*’ or ‘trauma focused cog*’ 
or ‘trauma-focused cog*’ or ‘trauma focused’ or 
trauma-focused or TF-CBT or grief-focused or ‘grief 
focused’

Note. Combination for searching the databases: (Diagnosis or Trauma- 
related) and Youth and TF-CBT.

EUROPEAN JOURNAL OF PSYCHOTRAUMATOLOGY 3



report or a clinical interview. (5) We only included 
original research and excluded case reports, reviews, 
and meta-analyses.

For studies in group settings, there were slightly 
different criteria. As many group interventions are 
designed with fewer sessions, there was no require
ment for a minimum number of sessions or the 
implementation of all components of the TF-CBT 
manual. Instead, only psychoeducation, coping strat
egies, exposure, cognitive processing/restructuring of 
trauma-related thoughts and beliefs, and some refer
ence to the manual or one of its earlier versions 
were mandatory. Studies were excluded if (1) not chil
dren themselves were recipients of treatment, (2) 
studies did not report pre–post PTSS or (3) the data 
could not be obtained by contacting the authors. 
There were no restrictions in language.

2.3. Outcome and data extraction

To ensure accuracy, all outcome data was extracted by 
two individuals. Inconsistencies were resolved 
through discussion. We extracted outcome data on 
PTSS, depression, anxiety, and grief noting the diag
nostic instruments and criteria used. We prioritised 
data from clinical interviews and if unavailable used 
those from self-reports. If only subscales of PTSD clus
ters were reported, we merged them using the formula 
presented in the Cochrane Handbook for Systematic 
Reviews of Interventions (Higgins et al., 2022). If 
studies did not present suitable data, we contacted 
the authors for missing information and excluded 
studies without pre  – and post-treatment data.

2.4. Risk of bias assessment

Two assessors rated the risk of bias of all included 
studies using the Risk of Bias assessment tool (RoB 
2.0; Sterne et al., 2019) and the Risk of Bias In Non- 
randomized Studies – of Interventions (ROBINS-I; 
Sterne et al., 2016) assessment tool. The RoB 2.0 tool 
utilises five domains to rate studies for bias: randomis
ation process, deviations from intended interventions, 
missing outcome data, measurement of the outcome, 
and selection of the reported result. These domains 
are used to determine whether a study has a ‘low 
risk’, ‘some concerns’, or a ‘high risk’ of bias by an 
algorithm. The ROBINS-I tool initially uses seven 
domains, but since three were already covered by 
our inclusion criteria (confounding, selection bias, 
bias in classification of intervention) we only assessed 
the remaining four domains, which can be matched to 
the Domains two to five of the RoB tool. To compare 
both tools, we translated the categories of ROBINS-I 
in the categories of RoB combining ‘severe’ and ‘criti
cal’ as ‘high risk’.

2.5. Statistical analysis

Comprehensive Meta-Analysis, version 4 (Borenstein 
et al., 2022) was used for computing effect sizes and 
subgroup analyses. All eligible studies were analysed 
using effect size Hedges’ g and 95% confidence inter
vals (CI) for PTSS, depression, anxiety, and grief. 
According to Cohen’s (1992) classification for Hedges’ 
g, an effect size of 0.20–0.50 indicates a small effect, 
0.50–0.80 indicates a medium effect, and ≥0.80 indi
cates a large effect. Effect sizes were computed for 
comparisons of pre–post data for within group 
effects and intervention/control data for between 
group effects for the outcomes of PTSS, depression, 
anxiety and grief. Intention-to-treat data were used 
when available. If the pre–post correlation required 
for calculating the pre–post effect size was not avail
able, it was estimated using the overall mean of 
included studies that had available correlations for 
the respective outcome. A random-effects model was 
assumed due to heterogeneity in the samples (Hedges 
& Vevea, 1998), which was verified by Q statistic. In 
cases where the Q statistic was not statistically signifi
cant, a fixed-effects model was stated, and effect sizes 
were reported accordingly. Heterogeneity was esti
mated using I2 (Higgins et al., 2003).

To minimise bias due to different control groups we 
calculated subgroup analyses by instrument and DSM 
version only in the pre-/post-data. We computed no 
subgroup analysis by outcome measures in the exper
imental/control group data, since control groups differ 
across the studies causing even more heterogeneity 
(AT, TAU, waitlist). A further subgroup analysis was 
conducted in the pre-/post-data by study design to 
assess whether non-controlled and controlled trials 
differed in effect size. We also calculated a subgroup 
analysis by control group (treatment as usual 
(TAU)/active treatment (AT); waitlist) in the exper
imental/control group data. When multiple control 
conditions were reported, we always used the stricter 
control group, with the preference being AT over 
TAU and TAU over waitlist. If there is a significant 
difference between effect sizes in subgroups, a sensi
tivity analysis was performed to identify potential 
moderators that may contribute to this difference 
such as age, gender, number of sessions, treatment 
modality (individual vs. group) and study design (con
trolled vs. uncontrolled). Subgroup analyses were only 
performed when at least three TF-CBT conditions or 
three post-treatment comparisons were available.

For all subgroup analyses, we assumed a common 
among-study variance component across all sub
groups and therefore, pool within-group estimates of 
tau-squared for all studies.

We further used the Trim and Fill Method (Duval 
& Tweedie, 2000) to control for publication bias. If 
necessary, we imputed studies missing to the left of 
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the mean and corrected the effect size estimate. Publi
cation bias was assessed for all outcomes and sub
groups if at least 10 independent data points were 
provided (Sterne et al., 2011).

To provide a tabular overview of the quality of evi
dence regarding TF-CBT for children and adolescents, 
we additionally produced a summary of findings table 
according to the GRADE working group (see Sup
plement S1) using GRADEpro (GRADEpro GDT, 
2024; Schünemann et al., 2013).

3. Results

3.1. Study selection

In total, 76 studies met the eligibility criteria. Of those, 
35 were RCT designs. An overview of the study selec
tion is shown in Figure 1. An overview of included 

studies can be found in Supplement S2. The search 
revealed no additional studies reporting grief as a sec
ondary outcome. We therefore were not able to update 
the effect sizes on grief and refer to the previous meta- 
analysis.

Most studies used an individual treatment (n = 61, 
of which 25 were RCTs) and some were group settings 
(n = 15, of which 10 were RCTs). In seven RCTs, the 
control condition was waitlist, while 22 RCTs were 
controlled using a TAU/AT condition. The control 
conditions of the remaining six RCTs either were a 
second TF-CBT condition and thus, included as an 
additional treatment condition or were excluded for 
other reasons. A variety of outcome measures for 
PTSS was used: Most commonly the UCLA PTSDI- 
RI (n = 34) and the CPSS (n = 14) were used. The K- 
SADS (n = 8), CATS (n = 6), CAPS-CA (n = 5), 
TSCC-PTS (n = 4; Briere, 1996) were also used 

Figure 1. PRISMA flow diagram of study selection.
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multiple times. NSESS (Kilpatrick et al., 2013), CITES 
II – PTSD (Wolfe, 2002), CROPS (Greenwald, 1999), 
ADIS (Silverman & Albano, 1996), CANS-TSS 
(Lyons, 2004) were each used once.

A wider range of measures was used for the second
ary outcomes (see Supplement S2). A total of 15 
different outcome measures was used for depression. 
The most used measures were the Children’s 
Depression Inventory (CDI; n = 24) and the Mood 
and Feelings Questionnaire (MFQ, n = 4) or its short 
version (SMFQ; n = 8), while the remaining measures 
were each used once or twice. Similarly, twelve differ
ent outcome measures were used for anxiety, where 
the most common measures were the Screen for 
Child Anxiety Related Emotional Disorders (SCARED; 
n = 13) and the State-Trait Anxiety Inventory for Chil
dren (STAIC; n = 4). The outcome grief was hardly 
reported and measured with three different outcome 
measures: The Inventory of Complicated Grief (ICG; 
n = 4), the Extended Grief Inventory-Traumatic Grief 
subscale (EGI-TG; n = 3) and the Grief Screening 
Scale (GSS; n = 1). Accordingly, no subgroup analysis 
by instrument was conducted for this outcome.

Not all these studies met the quality criteria. We 
identified five RCTs and 25 uncontrolled studies that 
were considered to have a high risk of bias and there
fore excluded from further analysis. If not stated 
otherwise, all reported effect sizes below refer to the 
analyses excluding high risk of bias studies. The risk 
of bias rating results and decisions for each domain 
are provided in Supplement S3.

Accordingly, five instruments (CAPS-CA, CATS, 
CPSS, K-SADS, UCLA PTSD-RI) and two different 
underlying DSM versions (DSM-IV, DSM-5) were 
included into subgroup-analysis. No publication 
biases were found in the overall results or in any 
subgroups.

3.2. Outcome analyses

Subgroup analysis by outcome measure is shown in 
Table 2 and subgroup analysis by underlying DSM cri
teria is shown in Table 3. In terms of outcome 
measures for PTSS subgroup analysis, a significant 
difference in effect sizes (Q = 10.92, p < .05) was 
found. The effect sizes of different outcome measures 
vary between g = 1.06 and g = 1.69. Among these, the 
effect sizes measured with CAPS-CA (g = 1.30) and 
K-SADS (g = 1.32) were comparable to the overall 
within-group effect size (g = 1.32), while those 
measured with UCLA (g = 1.06) were lower and 
those with CATS (g = 1.69) and CPSS (g = 1.61) were 
higher than the overall effect size. For the most part, 
the confidence intervals for each subgroup overlap, 
except for two outcome measures. The confidence 
intervals of UCLA PTSD-RI (g = 1.06, 95%-CI .83– 
1.29) and CPSS (g = 1.61, 95%-CI 1.30–1.93) are 
close but do not overlap, indicating a difference in 
the true effect size measured by the two instruments. 
A sensitivity analysis (provided in Supplement S4) 
comparing studies using the CPSS with studies using 
the UCLA PTSD-RI showed no differences in mean 
age and gender of the participants as well as mean 
number of sessions, treatment modality (group/indi
vidual) and study design (controlled/non-controlled). 
There was no significant subgroup analysis by out
come measure for other outcomes. The subgroup 
analysis for diagnostic criteria comparing treatment 
effects measured with DSM-IV vs. DSM-5 criteria 
showed no significant difference (Q = .20, p = .65) 
indicating a common true effect size of both 
subgroups.

Regarding the secondary outcomes, the variety of 
different outcome measures was too heterogeneous 
to enable comparison of those, respectively.

Table 2. Pre-post within-group effect sizes for PTSS, depression, and anxiety by instrument.
Outcome Instrument N g 95% CI SE z Q I2 Duval and Tweedie

PTSS All instruments 55 1.32 1.15–1.49 .09 15.44*** 617.41*** 91.25 0
CAPS-CA 4 1.30 a 1.08–1.52 .11 11.39*** 11.34 73.54 –
CATS 6 1.69 1.23–2.14 .23 7.22*** 58.99*** 91.52 –
CPSS 13 1.61 1.30–1.93 .16 10.09*** 78.43*** 84.70 0
K-SADS 8 1.32 .91–1.73 .21 6.24*** 122.58*** 94.29 –
UCLA 23 1.06 .83–1.29 .12 8.92*** 113.74*** 80.66 0
Total between 10.92*

Depression All instruments 35 .77 .60–.92 .08 9.33*** 209.20*** 83.75 0
CDI 19 .60 .41–.78 .09 6.37*** 81.82*** 78.00 0
MFQ 4 .81 .41–1.21 .20 3.91*** 20.54*** 85.40 –
SMFQ 4 .75 .35–1.15 .21 3.66*** 15.80** 81.01 –
Total between 1.14

Anxiety All instruments 23 .66 .46–.86 .10 6.421*** 120.00*** 81.67 0
SCARED 11 .60a .49–.70 .05 11.18*** 10.66 6.22 0
STAIC 4 .44 .22–.65 .11 3.97*** 8.42* 64.36 –
Total between 1.56

Note. High risk of bias studies are excluded; n: number of included TF-CBT conditions; PTSS: Posttraumatic Stress Symptoms; CAPS-CA: Clinician-Adminis
tered PTSD Scale for Children and Adolescents; CPSS: Child PTSD Symptom Scale; K-SADS: Schedule for Affective Disorders and Schizophrenia for School- 
Age Children; UCLA: UCLA Posttraumatic Stress Disorder-Reaction Index; CDI: Children’s Depression Inventory; (S)MFQ: Mood and Feelings Questionnaire, 
(Short Version); SCARED: Screen for Child Anxiety Related Emotional Disorders; STAIC-T: State-Trait Anxiety Inventory for Children, Trait subscale; *p < .05; 
**p < .01; ***p < .001. 

aFixed model assumed due to non-significant Q-value.
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3.3. Effect sizes of TF-CBT on primary and 
secondary outcomes

Across all included TF-CBT conditions, the mean 
pre–post within-group effect sizes was large for PTSS 
(g =1.32, 95%-CI 1.15–1.49) and medium for depression 
(g = .77, 95%-CI .60–.92) and anxiety (g = .66, 95%-CI 
.46–.86). The meta-analysis showed similar results 
for RCTs only (PTSS: g = 1.36, 95%-CI 1.12–1.60; 
depression: g = .74, 95%-CI .53–.96; anxiety: g = .58, 
95%-CI .37–.79). Heterogeneity for all outcomes 
was high (I2 = 81.67–91.18). An overview of within- 
group effect sizes and heterogeneity is shown in Table 4.

Comparing TF-CBT conditions to any control con
dition, effect sizes favouring TF-CBT were medium 
for PTSS (g = .57, 95%-CI .34–.80) and depression 
(g = .50, 95%-CI .19–.80) and low for anxiety (g  
= .22, 95%-CI .03-.41). Compared to TAU or AT con
ditions, effect sizes are small but significantly favour
ing TF-CBT as treatment for PTSS (g = .42, 95%-CI 
.17–.67) and depression (g = .50, 95%-CI .15–.84), 
but not for anxiety (g = .16, 95%-CI −.03–.34). Hetero
geneity for all outcomes but anxiety was high 
(I2 = 79.54–86.78; anxiety I2 = 42.35). An overview of 
between-group effect sizes and heterogeneity is 
shown in Table 5.

4. Discussion

This meta-analysis evaluated the differences of TF-CBT 
treatment effects using various outcome measures, as 
well as the treatment effects of TF-CBT on PTSS as 
the primary outcome and depression and anxiety as 
secondary outcomes. In total, 76 studies were included 
in this analysis. We found no difference in effect sizes 
between studies measuring PTSS with instruments 
based on DSM-IV versus DSM-5 criteria. Regarding 
individual outcome measures, we also found almost 
no differences in effect sizes. Yet, there was a small sig
nificant difference specifically for CPSS and UCLA 
PTSD-RI. However, this difference is best explained 
by chance or confounding factors. No significant differ
ences in outcome measures were found for the other 
outcomes. In addition, the studies provide strong evi
dence for the effectiveness of TF-CBT for all outcomes. 
TF-CBT is superior to both waitlist control conditions 
and AT/TAU conditions.

To the best of our knowledge, this is the first meta- 
analysis that has specifically compared outcome 
measures in a consistent set of treatment conditions 
using the same manual. As TF-CBT has been exten
sively researched, we can draw conclusions regarding 

Table 3. Pre-post within-group effect sizes for PTSS, depression, and anxiety by DSM criteria.
Outcome DSM n g 95% CI SE z Q I2 Duval and Tweedie

PTSS DSM-IV 37 1.28 1.07–1.49 .11 12.11*** 308.78*** 88.34 0
DSM-5 16 1.36 1.05–1.68 .16 8.56*** 281.00*** 94.66 0

Note. High risk of bias studies are excluded; n: number of included comparisons; PTSS: Posttraumatic Stress Symptoms; *p < .05; **p < .01; ***p < .001.

Table 4. Pre-post within-group effect sizes for PTSS, depression, and anxiety.
Outcome Control group n g 95% CI SE z Q I2 Duval and Tweedie

PTSS All studies 55 1.32 1.15–1.49 .09 15.44*** 617.41*** 91.25 0
RCTs only 38 1.36 1.12–1.60 .12 11.22*** 412.80*** 91.04 0

Depression All studies 35 .77 .60–.92 .08 9.33*** 209.20*** 83.75 0
RCTs only 26 .74 .53–.96 .11 6.90*** 175.02*** 85.72 0

Anxiety All studies 23 .66 .46–.86 .10 6.421*** 120.00*** 81.67 0
RCTs only 20 .58 .37–.79 .11 5.45*** 102.81*** 81.52 0

Note. High risk of bias studies are excluded; n: number of included comparisons; PTSS: Posttraumatic Stress Symptoms; *p < .05; **p < .01; ***p < .001.

Table 5. Post-treatment between-group effect sizes for PTSS, depression, and anxiety.
Outcome Control Group n g 95% CI SE z Q I2 Duval and Tweedie

PTSS Any control 29 .57 .34–.80 .12 4.89*** 211.86*** 86.78 0
TAU/AT 23 .42 .17–.67 .13 3.34** 152.09*** 85.54 0
WL 6 1.16 .66–1.66 .26 4.52*** 41.25*** 87.88 –
Total between 6.72*

Depression Any control 20 .50 .19–.80 .16 3.18*** 143.73*** 86.78 0
TAU/AT 16 .50 .15–.84 .18 2.83** 142.61*** 89.48 0
WL 4 .51a .29–.74 .12 4.43*** 1.10 0 –
Total between 0.00

Anxiety Any control 16 .22 .03–.41 .10 2.30* 26.02* 42.35 0
TAU/AT 12 .16 -.03–.34 .09 1.69 21.73* 49.38 0
WL 4 .38a .15–.60 .38 3.30*** 2.76 0 –
Total between 1.28

Note. High risk of bias studies are excluded; n: number of included comparisons; PTSS: Posttraumatic Stress Symptoms; TAU/AT: Treatment as usual/active 
treatment control conditions; WL: Wait-list control conditions. *p < .05; **p < .01; ***p < .001. 

aFixed model assumed due to non-significant Q-value.
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outcome measures. The gold standard measure CAPS- 
CA (Pynoos et al., 2015) was unfortunately not used as 
much as the other measures. Nevertheless, treatment 
measured with CAPS-CA could be considered as 
being less biased by diagnostic instrument. This 
meta-analysis identified instruments that are more 
(CPSS, CATS) and less (UCLA PTSD-RI) sensitive 
to change than the CAPS-CA. Especially the difference 
between UCLA and CPSS was notable. However, there 
is no obvious reason for this difference as both instru
ments have similar characteristics regarding assess
ment mode, response format, number of items and 
reference period of symptoms (one month) and both 
correspond to the same DSM version. The included 
samples were also similar regarding other potential 
influences such as age, gender, number of sessions, 
treatment modality and research design. Conse
quently, this finding may be attributed to chance, as 
the CIs are closely aligned, and the inclusion of a 
single additional data point could potentially alter 
the outcome. If there is indeed a true difference, it 
might be explained by an insufficient concordance 
between self-report and interview. On the other 
hand, it is hardly possible to draw a clear dividing 
line in research with children and young people, as 
self-report measures are often conducted as a semi- 
structured interview if the children are too young to 
answer the questionnaire themselves. Other factors 
that might be helpful to explain this finding are the 
number of traumatic events and the treatment dosages 
in the respective samples. Unfortunately, this data was 
not sufficiently reported for analysis. Yet another poss
ible explanation might be that some items in the 
UCLA lack face validity, despite being assigned to 
specific symptoms (e.g. ‘I have thoughts like I am 
bad’, D2). Thus, the lower effect size may also be 
explained by these rather broadly defined items. 
More data is needed to examine the different instru
ments in depth. Although no difference was found 
between the other outcome measures for depression, 
and anxiety, drawing definite conclusions is difficult 
due to the limited number of available studies.

There had been no previous meta-analysis for chil
dren and adolescents comparing DSM versions of 
PTSD. Danzi and La Greca (2016) found that the 
DSM-5 generally identified lower rates of PTSD than 
the DSM-IV. Only about half of the children with a 
DSM-IV PTSD diagnosis were also identified according 
to DSM-5. However, the children identified with the 
DSM-5 could, for the most part, also be identified 
with the criteria of the DSM-IV. This can be explained 
with the additional symptom cluster (negative altera
tions in cognition/mood) in DSM-5 compared to the 
three-cluster model of DSM-IV. Our meta-analysis 
indicates that there is no significant difference in the 
treatment effects measured based on DSM-5 versus 
DSM-IV, which suggests that this issue therefore is 

not as relevant in meta-analyses comparing treatment 
effects. However, if the diagnosis is an inclusion cri
terion, the sample composition may differ because 
not all participants with a DSM-IV PTSD diagnosis 
might also be diagnosed according to DSM-5 instru
ments. This might also be true for ICD-10 and ICD- 
11 with varying concordance rates with the DSM IV 
and DSM 5 (Danzi & La Greca, 2016; Eilers et al., 
2020). Thus, this issue should be considered when pool
ing studies using different diagnostic inclusion criteria.

Regarding TF-CBT treatment effects on PTSS, the 
newly added studies did not substantially change 
effect sizes found in our previous analysis (Thiele
mann et al., 2022), and effects are in line with other 
meta-analysis showing very large effect sizes for TF- 
CBT compared to waitlist conditions and medium 
effect size for AT (Gutermann et al., 2016; Mavrane
zouli et al., 2020; Morina et al., 2016). Regarding 
depression and anxiety, TF-CBT was shown to be 
superior to control conditions, consistent with pre
vious findings reporting medium effect sizes (Guter
mann et al., 2016). This underlines TF-CBT as a 
first-line treatment for PTSS among children and ado
lescents. An in-depth discussion of treatment effects 
can be found in our previous meta-analysis.

4.1. Limitations

While the assumption of TF-CBT being similarly 
effective in all studies is a prerequisite for the pre
sented analyses on outcome measures, it needs to be 
reviewed with some caution. We minimised bias by 
excluding high risk of bias studies and were able to 
include enough studies allowing conclusions on out
come measures. However, there still was substantial 
heterogeneity within all subgroups and therefore, the 
assumption that therapy would be similar effective is 
somewhat vulnerable as other confounders may be 
influencing the effect sizes. The measures for example 
were used in interview or self-report formats. Self- 
perception and interviewer ratings may not coincide 
causing more heterogeneity. The number of traumatic 
events, treatment dosage, therapist training and thera
pists’ supervision frequency might also influence treat
ment effects but were oftentimes not reported. Not 
accounting for these variables that might influence 
the effects of the intervention could bias the subgroup 
analyses. Another limiting factor is the simple search 
strategy used. As only keywords and not MeSH 
terms were used, it is possible that the strategy is lack
ing synonyms. Therefore, some studies may have been 
overlooked. MeSH terms could also narrow down the 
search string and potentially make it easier to replicate 
the procedure. One statistical limitation of the analysis 
was that it did not allow for the establishment of 
equivalence of effects, but only for the identification 
of differences. More research is needed to determine 
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if the outcome measures are indeed equivalent. Fur
thermore, since we only looked at it in the specific 
context of TF-CBT, generalizability is limited. Con
clusions on outcome measures of secondary outcomes 
were not possible due to limited number of studies. 
For the limitations concerning TF-CBT effectiveness, 
the reader is referred to our previous analysis (Thiele
mann et al., 2022, 2023).

4.2. Conclusion and Implications

This meta-analysis found no differences in measuring 
treatment effects on PTSS according to DSM-IV and 
DSM-5 based instruments. Although the changes 
from DSM-IV to DSM-5 and their comparability 
were critically discussed, the effect sizes for outcomes 
measures based on the different version were very simi
lar. Thus, it seems unproblematic to combine data from 
both in further meta-analyses. On the level of outcome 
measures, there may be some variance in the sensitivity 
to change of diagnostic and screening instruments, but 
the overall results are satisfactory for combining them 
in meta-analysis. The significant difference between 
the UCLA and CPSS is probably best explained by 
chance or potential unknown moderators. More data 
is needed to draw definite conclusions. From a clinical 
perspective, all the presented outcome measures are 
good and reliable options to assess PTSS. The choice 
of outcome measure may be based on the sensitivity 
needed in a given setting. In terms of diagnosis, the 
CAPS-CA is known as gold standard for pediatric 
PTSD and should be used accordingly. In line with 
the literature and our previous meta-analysis, this 
meta-analysis also confirms TF-CBT as a treatment of 
first choice for PTSS in children and adolescents as it 
is superior in reducing PTSD, depression, and anxiety 
compared to control conditions.

Future research should be aware of the issue of 
different outcome measures and control for different 
measures used, as they may be able to explain some 
variance in data. Moreover, in future publications, it 
would be beneficial to report information such as 
the number of traumatic events, the treatment dose, 
and other relevant variables more often as these vari
ables may serve as moderators. Furthermore, the 
results of this meta-analysis should be replicated 
with other therapy formats and outcomes. A similar 
analysis in adult PTSD would also be desirable. 
Finally, it should be emphasised that there is still a 
gap in research regarding the effects of TF-CBT on 
grief symptoms, as no additional studies have been 
conducted in the last two years.
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