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To identify core components of parent/caregiver integration into evidence based child
trauma treatment models, specifically those parents/caregivers who have experienced
trauma themselves. The Parent/Caregiver Trauma and Healing Coordinating Group
(PCTHCG) of the National Child Traumatic Stress Network examined existing schol-
arly literature, gathered input from clinical experts and parent partners, and assessed
child trauma treatments. Eleven core components were identified through pooled
sources of the available literature, clinical and parent/caregiver partner expertise, and
information from existing evidence-based child trauma treatment models. Core com-
ponents identified: engagement of parent/caregiver, assessment, parenting, coregula-
tion, attachment, relationship repair, support of parent/caregiver, emotional coaching,
addressing parent/caregiver trauma history and symptoms, and parent/caregiver ap-
praisal and meaning making. To further validate these core components, the PCTHCG
invited child trauma treatment model developers (N � 11) to indicate the presence of
these components in their models and describe how their models attend to parent/
caregiver trauma. Subsequently, a Core Components of Trauma Informed Child Treat-
ment Models Related to Parent/Caregiver Trauma Grid (Core Components Grid) was
developed. Despite general consensus that it is beneficial, few studies thoroughly
explore the impact of parent/caregiver inclusion, specifically those who have experi-

Laurel J. Kiser, Family Informed Trauma Treatment (FITT)
Center, University of Maryland; X Alisa B. Miller, Department
of Psychiatry, Boston Children’s Hospital/Harvard Medical
School, Boston, Massachusetts; Megan A. Mooney, National
Child Traumatic Stress Network, Houston, Texas; Rebecca
Vivrette, FITT Center, University of Maryland; Sara R. Davis,
Center for Child and Family Traumatic Stress, Kennedy Krieger
Institute, Baltimore, Maryland.

The authors are grateful for the contributions of the
National Child Traumatic Stress Network Parent/Caregiver
Trauma and Healing Coordinating Group (PCTHCG) for
their efforts in development of The Core Components of
Trauma Informed Child Treatment Models Related to Par-
ent/Caregiver Trauma. We also appreciate the generous
sharing of information, strategies, techniques and research
from model developers including Margaret Blaustein, Ju-
dith Cohen, Kathryn Collins, Carrie Epstein, Julian Ford,

Sarah Gardner, Abigail Gerwirtz, Chandra Ghosh-Ippen,
Hilary Hahn, Richard Kagan, Kristine Kinniburgh, Laurel
J. Kiser, Alicia Lieberman, Anthony Mannarino, Steven
Marans, Michael Scheeringa, and Frederick H. Strieder.

Sara R. Davis and Megan A. Mooney serves as a stew-
ard for SFCR and received $1,000 annually for her work
supporting the implementation and sustainability of the
model. Laurel J. Kiser is the developer of Strengthening
Family Coping Resources (SFCR) and receives funding
from grants, royalties, and implementation/training con-
tracts related to this intervention.

Correspondence concerning this article should be ad-
dressed to Alisa B. Miller, Department of Psychiatry, Bos-
ton Childrens Hospital, 300 Longwood Avenue, Mail stop
BCH 3199, Boston, MA 02115. E-mail: alisa
.miller@childrens.harvard.edu

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

Practice Innovations
© 2020 American Psychological Association 2020, Vol. 5, No. 1, 65–80
ISSN: 2377-889X http://dx.doi.org/10.1037/pri0000109

65

https://orcid.org/0000-0001-7136-1063
mailto:alisa.miller@childrens.harvard.edu
mailto:alisa.miller@childrens.harvard.edu
http://dx.doi.org/10.1037/pri0000109


enced trauma, in their child’s trauma treatment. There is a significant need for future
studies on the impact and mechanisms of parent/caregiver trauma and the integration
into child trauma treatment. The Core Components Grid is intended to move the field
forward toward a more structured examination of parent/caregivers who have experi-
enced trauma and their inclusion in their child’s trauma treatment.

Clinical Impact Statement
Parents’ own exposures and reactions related to trauma may impact access to and
engagement in care and the clinical outcomes for children who have also experi-
enced trauma. This article presents a framework, the Core Components of Trauma
Informed Child Treatment Models Related to Parent/Caregiver Trauma Grid, iden-
tifying 11 core components of child trauma treatment that consider how parents
who have their own trauma histories should be integrated into their children’s
trauma services. It is intended to illuminate clinical strategies and highlight child
treatment models that attend to a parent/caregiver’s history of trauma.

Keywords: parent trauma, caregiver trauma, child trauma treatment, clinical strategies

Supplemental materials: http://dx.doi.org/10.1037/pri0000109.supp

Family stress models provide a strong theo-
rectical basis and empirical evidence for the
mediational role of parental caregivers’1 reac-
tions to and functioning related to traumatic
experiences on their children’s own responses
to trauma (Cobham & McDermott, 2014; Cross
et al., 2018; Gewirtz, DeGarmo, & Zamir, 2018;
Hiller et al., 2018; Kiser & Black, 2005; Lam-
bert, Holzer, & Hasbun, 2014). These models
describe how exposure to stress and trauma
experienced by parents negatively influences
their well-being, with detrimental impacts on
their parenting capacities and ultimately in-
creases their children’s risk for poor outcomes.
This holds true across culturally and socioeco-
nomically diverse samples of parents and chil-
dren and includes a variety of types of trauma
including medical accidents, natural disasters,
military trauma, abuse, neglect and family and
community violence (Cobham & McDermott,
2014; Cross et al., 2018; Hiller et al., 2018).

Family stress models support the numerous
calls in recent years to include parents in treat-
ment of trauma in children, to have integrated
trauma treatment for both parents and children,
and to develop trauma-focused interventions to
help with parenting skills and strategies (Cohen,
Hien, & Batchelder, 2008; Cross et al., 2018;
Thakar, Coffino, & Lieberman, 2013; Tutus &
Goldbeck, 2016). However, there is minimal
study of the inclusion of, the strategies used,

and potential benefits of parental participation2

in trauma-focused treatment of children and ad-
olescents and particularly when parents have
their own trauma histories. This article seeks to
raise the standard of care for youth who have
been traumatized by elucidating how parents
with their own trauma histories are being in-
cluded in their children’s trauma treatment with
a focus on how these treatments address par-
ents’ response to their child’s trauma and also to
their own trauma experiences including parental
symptoms of distress. Furthermore, this article
examines evidence for integrating parents into
treatment collected by child trauma treatment
model developers, highlighting clinical implica-
tions and outlining directions for future re-
search.

Many studies have demonstrated that par-
ents’ own experiences of trauma impact their
well-being which in turn affects their parent-
ing skills and their perceptions of their chil-

1 Parental caregivers include biological parents, grand-
parents, foster parents, and/or others in a parenting role with
the child (henceforth referred to as “parents” for conve-
nience).

2 For purposes of this article, parental participation in
child trauma treatments refers to more than just attendance.
It encompasses parents’ provision of support for their chil-
dren, understanding how their own experiences of and re-
actions to trauma influence their parenting, and assisting in
their own healing.
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dren. For example, Cross et al. (2018) found
that a maternal history of trauma was posi-
tively associated with potential for child
abuse, parental distress, and reports of having
a difficult child. Similarly, a study by Cohen
et al. (2008) found that cumulative maternal
trauma was a significant predictor of abuse
potential, psychological aggression, and use
of physical discipline. A systemic review of
the impact of parental posttraumatic stress
symptoms (PTSS) on parenting suggested that
there is sufficient evidence of impaired func-
tioning across multiple domains of parenting
(Christie, Hamilton-Giachritsis, Alves-Costa,
Tomlinson, & Halligan, 2019).

Additional research has demonstrated that
parents’ responses to traumatic experiences
may impact their children and family func-
tioning (Cobham & McDermott, 2014; Hiller
et al., 2018; Van Ee, Kleber, & Jongmans,
2016). In a review of studies examining the
influence of parent functioning on child post-
traumatic stress disorder (PTSD), all but one
found a significant association between less
adaptive parent and child functioning follow-
ing trauma exposure (Scheeringa & Zeanah,
2001). Specifically, parental avoidance, rejec-
tion, and induced guilt and anxiety toward the
child were predictive of increased risk for
poor child emotional and behavioral function-
ing. A recent study completed by Thakar et al.
(2013) found that maternal depression and
dysfunctional parent– child interactions were
associated with children’s adaptation (includ-
ing both internalizing and externalizing be-
haviors) in the aftermath of traumatic events.
Cobham and McDermott (2014) found that
children of parents who reported changes in
parenting style after a natural disaster (e.g.,
increased protectiveness and caution, avoid-
ance of talking/thinking about the event)
were at risk for development of PTSD symp-
toms.

Specifically, research suggests that maternal
PTSD is positively associated with a wide range
of psychological difficulties in their children
(Cross et al., 2018; Lambert et al., 2014). Lam-
bert et al. (2014) conducted a meta-analysis of
studies on the correlation between parents’
PTSD symptom severity and children’s psycho-
logical status. Results yielded a moderate over-
all effect size (r � .35). Tutus and Goldbeck
(2016) found that many of the parents in a

clinical sample of children with PTSD had their
own traumatic experiences and related PTSS
and depression. These parents often had dys-
functional thoughts about their child’s traumatic
experiences that the authors hypothesized could
be a barrier to the child’s recovery from PTSD.
Snyder and colleagues (2016) found that for
military-connected parents, PTSD symptoms
may be related to more parental coercive behav-
iors and poor emotion regulation as well as less
positive engagement, which were in turn related
to their children’s internalizing and externaliz-
ing behaviors. Lastly, Hiller, et al. (2018) found
that parents’ negative appraisals or encouraging
avoidant coping behaviors in the aftermath of
accidental or medical traumas were related to
greater PTSS and coping in their children sev-
eral months later. In sum, research suggests that
children may be negatively impacted in a vari-
ety of ways by their parents’ own experiences of
trauma and the subsequent effects on their men-
tal health and parenting practices.

Disrupting the impact of trauma across
generations is a significant long-term advan-
tage of including parents in a child’s trauma
treatment. Family risk models highlight the
role of parental symptoms and distress and
the toll they take on parenting as key media-
tors of intergenerational transmission of
trauma (Smith, Cross, Winkler, Jovanovic, &
Bradley, 2014). “Typically framed as the in-
tergenerational transmission of trauma (Dekel
& Goldblatt, 2008) or secondary traumatiza-
tion (Rosenheck & Nathan, 1985), the under-
lying premise is that trauma-related symp-
toms are passed to children either directly,
through talking about events, or as a conse-
quence of living with a traumatized parent”
(Lambert et al., 2014, p. 9). Kiser (2015)
further explains that traumatic circumstances
create complicated shifts in relationships and
roles affecting the functioning of parenting
subsystems. Clinical implications of these
frameworks point to a need for enhanced par-
ent involvement (i.e., self-regulation, atten-
tion to parental distress/symptoms) in child
trauma treatment in order to break the trans-
actional patterns that support intergenera-
tional trauma. Particularly in the case of child
trauma, services should aim to be intergen-
erational and family focused in their ap-
proach. In addition to enhanced safety and
quality, intergenerational family focused care
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reduces health care costs by streamlining ser-
vices and investing in prevention (Guevara,
Mandell, Danagoulian, Reyner, & Pati,
2013).

Addressing Parental Trauma in Trauma
Treatment Models for Children

Given that parents’ own exposures and reac-
tions in the aftermath of trauma impact access to
and engagement in care and the clinical out-
comes for children who have experienced
trauma, child trauma interventions need to con-
sider specific strategies for addressing parental
concerns. To explore how parents are included
in child trauma treatment models, the Parent/
Caregiver Trauma and Healing Coordinating
Group (PCTHCG)3 examined existing scholarly
literature, gathered input from clinical experts
and parent partners, and assessed evidenced-
based child trauma treatments, resulting in de-
velopment of The Core Components of Trauma
Informed Child Treatment Models Related to
Parent/Caregiver Trauma (subsequently re-
ferred to as the Core Components Grid; see
Table 1). The Core Components Grid includes
11 core components (plus an “other” category
for the inclusion of additional components iden-
tified by a treatment model; see Table 1). To
validate these components, the PCTHCG in-
vited developers of child trauma treatment mod-
els (N � 11) to indicate the presence and de-
scribe how their models attend to parent trauma
(see online supplemental material for name and
brief description of child trauma treatment mod-
els). Finally, small group in person discussions
held by the PCTHCG with model developers,
clinicians, and parent partners at two annual
National Child Traumatic Stress Network
(NCTSN) conferences focused on the impor-
tance of attending to parent trauma, therapeutic
strategies for addressing parent trauma, and im-
plementation/model fidelity issues.

To further define how child trauma treatment
models attend to parents’ experience of trauma,
model developers submitted information outlin-
ing at least two strategies included in their mod-
els across all 11 identified core components.4

Table 1 summarizes the themes/strategies iden-
tified for each core component. Of note, the
inclusion of parents in child trauma treatment
varies across models. At least one strategy for
each core component was identified by a ma-

jority of models (64%, 7 out of 11 models).
Developers indicated when a core component
was not addressed or prescribed within their
model; six components (assessment, attach-
ment, relationship repair, addressing parent
trauma history, addressing parent symptoms,
parental appraisal and meaning making) were
not included in all models. Two model devel-
opers reported that their models (ADAPT and
PPT) do not include the core component “ad-
dressing parent symptoms.” Although these two
models do not directly attend to parent symp-
toms, ADAPT suggests that parents learn skills
such as emotion regulation that help parents to
work more actively on their own symptoms and
PPT stated that parental symptoms can be ad-
dressed in parent only sessions on a case-by-
case basis. Four developers indicated an “other”
core component addressed by their model: post-
traumatic growth (SFCR and TARGET), united
parenting (ADAPT) and enhancing caregiver-
child interactive cycles (RLH).

Effectiveness of Addressing Parent Trauma
in Child Trauma Treatment

Although it was promising to discover that
most child trauma treatment models include
strategies to attend to parent trauma, the
PCTHCG also wanted to determine what evi-
dence existed of the effectiveness of this ap-
proach across three different areas: 1) parent
symptoms and levels of distress; 2) parenting
and family functioning; and 3) child outcomes.
Model developers were asked to submit pub-

3 The PCTHCG is an expert group of clinicians, research-
ers, treatment developers, and parent partners within the
National Child Traumatic Stress Network (NCTSN).

4 Names of Treatment Models (in alphabetical order) and
Model Developers who Completed the Core Components
Grid include After Deployment, Adapting Parenting Tools
(ADAPT; Gewirtz); Attachment, Regulation and Compe-
tency (ARC; Blaustein/Kinniburgh); Child and Family
Traumatic Stress Intervention (CFTSI; Marans/Epstein/
Hahn); Child Parent Psychotherapy (CPP; Lieberman/
Ghosh); FamilyLive (Gardner); Preschool PTSD Treatment
Model (PPT; Scheeringa); Real Life Heroes (RLH; Kagan);
Strengthening Families Coping Resources (SFCR; Kiser);
Trauma Adapted Family Connections (TA-FC; Collins/
Strieder); Trauma Affect Regulation: Guide for Education
and Therapy (TARGET; Ford); Trauma Focused Cognitive
Behavioral Therapy (TF-CBT; Mannarino/Cohen).
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lished research and unpublished data exploring
the effects of inclusion.5

Parent Symptoms and Levels of Distress

Parents who participate in child trauma treat-
ment often present with a variety of clinical
problems including emotional distress related to
their child’s trauma experience(s) or their own
history of trauma, depressive symptoms, and
PTSD. Of the 11 models, eight developers re-
sponded to the query regarding strategies and
seven of those provided data related to change
in parental symptoms of distress when parents
participated in their child’s treatment. Across
models there is emerging evidence of the posi-
tive impact of parent participation as prescribed
in each model on parental symptoms of PTSD,
depression, and general indicators of emotional
distress. A study of ADAPT (Gewirtz), a parent
training model for military families, demon-
strated reductions in mothers’ PTSD symptoms.
These symptom reductions occurred over 24
months’ time (DeGarmo & Gewirtz, 2018).

A recent study of CFTSI (Marans/Epstein)
examined reduction in trauma symptoms for
parents whose children were referred following
sexual or physical abuse and received CFTSI
(N � 640 caregiver-child dyads; Hahn, Putnam,
Epstein, Marans, & Putnam, 2019). Across 10
community treatment sites an innovative multi-
site metanalytic approach was used to evaluate
pooled and site-specific therapeutic effect sizes
for parents and children. CFTSI was associated
with clinically meaningful improvements in
PTSS for 62% of participating parents who had
started CFTSI with clinical levels of PTSS as
measured by the Post Traumatic Checklist–
Civilian Version (PCL-C). The overall mean
PCL-C change in paired, prepost PCL-C scores
was close to a clinically meaningful change of
10 or higher.

Research on CPP (Lieberman/Ghosh) shows
that maternal symptoms improve significantly
more when the mother is included in the treat-
ment, and this improvement continues to in-
crease after the end of treatment. Specifically,
data from five randomized-controlled trials
(RCT) demonstrate reductions in maternal
symptomatology including symptoms of PTSD
and depression (Ghosh Ippen, Harris, Van
Horn, & Lieberman, 2011), global symptoms
(Lieberman, Ghosh Ippen, & Van Horn, 2006),

and avoidant symptoms (Lieberman, Van Horn,
& Ippen, 2005). Data from effectiveness studies
also suggest that CPP results in changes for
parents. An effectiveness study including 199
families found significant reductions in parent
PTSD of a magnitude greater than .5 SD (Hagan
et al., 2017).

In a study of PPT (Scheeringa), symptoms of
maternal major depressive disorder (MDD) and
PTSD were assessed with a diagnostic interview
(Scheeringa, personal communication of unpub-
lished data). The number of maternal MDD
symptoms significantly decreased from a mean
of 4.3 symptoms pretreatment to 2.4 symptoms
posttreatment (p � .05). The number of mater-
nal PTSD symptoms were 9.3 pretreatment and
8.3 posttreatment, but this was not a statistically
significant change.

Recently collected data on parents who par-
ticipated in SFCR (Kiser) multifamily groups
(SFCR MFG; N � 56) demonstrate significant
reductions in self-reported symptoms of PTSD
and psychological symptoms. Results of paired
t tests for prepost assessment indicated statisti-
cally significant reductions in PTSD symptoms
on the PCL-5 Total Scale (t � �3.39; df � 52;
p � .01; ES � �0.47) and overall parent psy-
chological symptoms as measured by the Brief
Symptom Inventory-18 Total Scale (t � �3.74;
df � 55; p � .001; ES � �0.50), and on
subscales of anxiety (t � �3.48; df � 54; p �
.001; ES � �0.47), depression (t � �3.32;
df � 55; p � .01; ES � �0.44), and somatiza-
tion (t � �2.93; df � 55; p � .005; ES �
�0.39) (Feldman, Trauben, Medoff, & Kiser,
2018).

In a study of TA-FC (Collins/Strieder), par-
ents reported significant prepost reductions for
trauma symptomatology and depressive symp-
toms. Trauma symptoms fell to below the clin-
ical cutoff while depression remained above the
cutoff score. Significant positive changes were
noted on subscales of the RAND caregiver self-
report measure including physical functioning,
role limitations due to physical health, social
functioning, emotional well-being, pain, and,
general health (Collins, Freeman, Strieder,
Reinicker, & Baldwin, 2015).

5 Published research is summarized while unpublished
results are presented in detail.
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Parents participating in TF-CBT (Mannarino/
Cohen) with their child typically make signifi-
cant improvement in clinical domains. For ex-
ample, in a TF-CBT RCT with preschool
children, parents had significant reductions in
their emotional distress related to their child’s
sexual abuse and this outcome was maintained
at 6- and 12-month follow-up (Cohen & Man-
narino, 1996; Cohen & Mannarino, 1996a).
Moreover, reductions in parental distress and
increases in parental support correlated signifi-
cantly with clinical improvements in their chil-
dren. In treatment outcome studies with older
children (ages 7–14), it has been consistently
demonstrated that parents who participate in
treatment with their children experience signif-
icant reductions in depressive and PTSD symp-
toms and that these gains are maintained for at
least one year (Cohen & Mannarino, 1998; Co-
hen, Deblinger, Mannarino, & Steer, 2004; De-
blinger, Mannarino, Cohen, & Steer, 2006;
Mannarino, Cohen, Deblinger, & Steer, 2007).
Other studies have demonstrated that parents’
own symptoms of depression as well as their
emotional reactions to their child’s trauma de-
crease over the course of TF-CBT provided to
them and their children (Holt, Jensen, & Went-
zel-Larsen, 2014; Tutus, Keller, Sachser, Pfe-
iffer, & Goldbeck, 2017).

Parenting (Stress, Efficacy, Parent-Child
Relations) and Family Functioning

Multiple models emphasize parent support as
a key component in trauma-focused treatment.
Through these support strategies, child trauma
treatment models intend to reduce parenting
stress and four models reported data demon-
strating such effects. Several ARC (Blaustein &
Kinneburgh) implementation projects showed
significant changes in parenting stress on the
part of both mothers and fathers from pre- to
posttreatment and at a 6-month follow up
(Hodgdon, Blaustein, Kinniburgh, Peterson, &
Spinazzola, 2016). Significant reductions were
observed in mother reported total stress, mother
reported parent distress, mother reported par-
ent–child dysfunction, father reported percep-
tion of difficult child, and mother reported per-
ception of difficult child. Additionally, RCT
data show that CPP results in reductions of
maternal stress related to the child (Toth,
Sturge-Apple, Rogosch, & Cicchetti, 2015). In

studies of SFCR, parents’ participation in mul-
tifamily group sessions resulted in parents re-
porting significant reductions in their children’s
behavior problems and significantly decreased
parenting stress (Kiser et al., 2015). Decreases
in observed parenting stress have also been
found for TA-FC; data indicate significant de-
creases in total parenting stress, parental dis-
tress, and perceptions of difficult child (Collins,
personal communication of unpublished data).

Two models reported positive shifts in paren-
tal sense of efficacy following treatment.
ADAPT improves parenting efficacy (6
months) which results in reductions in parental
PTSD, depression, and suicidality at 12 months
(Gewirtz, DeGarmo, & Zamir, 2018). Addition-
ally, ADAPT improved mothers’ emotion
coaching, but not fathers’, at 6 months post
baseline (Zhang et al., under review). Similarly,
TA-FC parents showed significant increases be-
tween intake and closing in parenting efficacy
(Collins, personal communication of unpub-
lished data).

Child trauma treatment models often use con-
joint child and parent sessions or family ses-
sions with the primary objective of strengthen-
ing or repairing the parent–child relationship.
CPP RCT data show improvements in the moth-
er-child relationship and in the way children
perceive mothers, including improved attach-
ment security (Cicchetti, Toth, & Rogosch,
1999; Stronach, Toth, Rogosch, & Cicchetti,
2013; Toth, Rogosch, Manly, & Cicchetti,
2006), fewer maladaptive child maternal repre-
sentations (Toth, Maughan, Manly, Spagnola,
& Cicchetti, 2002), and greater observed part-
nership between mothers and children (Lieber-
man, Weston, & Pawl, 1991). Data also sug-
gests that mutual attributions and perceptions
become more empathic. In a TA-FC study a
significant decrease in the number of items in-
dicating need for intervention was reported
based on responses to the Caregiver-Child In-
teraction Scale from the Family Assessment
Form (Collins et al., 2015). In the RCT of
TF-CBT with preschoolers, mentioned above,
there were significant increases in parental sup-
port of their child and these gains were main-
tained at follow-up (Cohen & Mannarino, 1996;
Cohen & Mannarino, 1996a).

Four models reported on studies demonstrat-
ing improvements in family functioning. In a
RCT comparing families in two alternative in-
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tervention groups, ARC intervention families
demonstrated significant gains on three mea-
sures of family functioning: lower levels of
family conflict over 12 months, reduced reports
of daily family stress, and lower reports of daily
problems. All three groups demonstrated reduc-
tions in reported child victimization from base-
line. Improvement in adjustment was particu-
larly demonstrated in ARC families with higher
combined child and adult adverse childhood
experiences (Kinniburgh, Blaustein, Blodgett,
& Schibel, 2012). In another study of ARC
GROW, an adaptation of ARC, results indicated
that the average score for providers’ perception
of Families’ Functioning and Resiliency was
significantly higher (better) at follow-up com-
pared to baseline. This study also found signif-
icantly higher scores at follow-up compared to
baseline on a subscale of Nurturing and Attach-
ment (Bodian et al., 2017). Data from SFCR
MFG prepost studies demonstrated significant
increases in the mobilization of family re-
sources on the Family Crisis Oriented Personal
Evaluation Scales (N � 141; t � 2.43; p � .05)
and significantly healthier family functioning
on prepost measures (Feldman et al., 2018;
Kiser et al., 2015). Significant increases have
also been observed for perceived family re-
sources for families participating in TA-FC
(Collins et al., 2015). TARGET, delivered as an
in-home child and parent (individual and con-
joint) therapy, has been evaluated in two ran-
domized effectiveness studies with foster and
adoptive families. Anecdotally, parents, chil-
dren and providers described TARGET as pro-
viding skills that helped reduce family conflicts
(Ford, personal communiction).

Child Outcomes

Three models have data demonstrating that
parental participation in their children’s treat-
ment is linked with positive child outcomes.
Studies of ADAPT demonstrate improvements
in observed parenting at 12 months, which are
associated with reductions in child internalizing
and externalizing using parent, child, and
teacher reports and also predict reductions in
youth substance use at 24 months (Gewirtz et
al., in prep; Gewirtz et al., 2018). Additionally,
improvements in parenting efficacy led to im-
proved children’s social skills at 12 months
(Piehler, Ausherbauer, Gewirtz, & Gliske,

2018). Data from CPP effectiveness studies
suggest that reductions in parent symptoms are
associated with reductions in child avoidance
and hyperarousal (Hagan et al., 2017). TF-CBT
data indicate that including parents results in
decreased behavioral problems and depressive
symptoms in children (Deblinger, Lippmann, &
Steer, 1996; Yasinski et al., 2016). Yasinski et
al. (2016) found that children showed decreased
internalizing and externalizing behaviors when
their parent was able to approach trauma-related
material, make constructive meaning of the
trauma, and shift their own perspectives and
emotional responses during the trauma narrative
phase of TF-CBT.

Clinical Implications

The presence and wellbeing of parents could
be considered imperative to children’s ability to
respond with resilience in the face of traumatic
exposures (Herbers, Cutuli, Monn, Narayan, &
Masten, 2014). Recognizing the critical role
that parents can play in helping their children
heal from traumatic exposures and adapt to dif-
ficult conditions, it is important to identify in-
tervention methods that provide parents with
multiple opportunities to fulfill this role. The
Core Components Grid provides a tool for un-
packing the therapeutic strategies needed by
providers.

Across all 11 child trauma treatment models
included in the grid, engagement of the parent
was identified as an essential component of
treatment. Parents who struggle with their own
trauma and who may have had previous nega-
tive experiences with mental health or other
service systems must be engaged and partnered
with in order to establish the buy-in required for
progress in their children’s trauma treatment
(Madsen, 2009). Strengths based engagement
strategies may help parents understand the im-
pact trauma has on parenting, marking a shift
away from the perception that there is some-
thing wrong with them or their parenting, to the
recognition that trauma can disrupt adaptive
parenting and self-regulation (Gopalan et al.,
2010). From this standpoint, parents will likely
be more invested in treatment, creating greater
potential to improve child, parent, and family
functioning.

Effective inclusion of parents in trauma-
focused treatment models for children would
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necessitate not only assessing the child’s symp-
toms of PTSS but also those of the parent as
well as family dynamics and functioning. Most
of the treatment models in the Core Compo-
nents Grid include an assessment of parent
trauma histories, PTSD symptoms, and/or fam-
ily functioning. However, the model developers
also noted that they did not necessarily attend to
parent symptoms as a component of treatment,
rather they described monitoring and addressing
parent symptoms only if they appear to be in-
terfering with treatment. Furthermore, many of
the models have shown reductions in reported
levels of parental distress even when this is not
a specific treatment goal. Multiple models dem-
onstrate improvements in measures of family
functioning and parenting stress which may or
may not be directly addressed within the treat-
ment itself.

Developmental, attachment theory and fam-
ily systems theories highlight the critical role
that parents play in a child’s survival, develop-
ment, his or her overall social, emotional well-
being as well as providing consistency and
structure to the family. Parents also have the
role of responding to and taking actions to cope
with crises faced by the child and family. These
roles may be compromised by a parent’s own
experience of trauma and/or PTSS symptom-
atology creating psychological barriers to con-
structive parental involvement in child trauma
treatment including: poor adult self-regulation,
unstable interpersonal relationships, disorgani-
zation in daily life and family patterns, negative
parental attributions toward the child, lack of
confidence in ability to positively affect child’s
behavior and lack of capacity to form and sus-
tain a recovery-oriented narrative (Collins et al.,
2011). Use of the strategies suggested in the
Core Components Grid may provide the needed
resources and supports for parents and providers
to address these barriers. This may happen by
helping parents take better care of themselves as
well as develop more accurate and helpful cog-
nitions about the meaning of intergenerational
trauma. Parents may develop positive behavior
management, self-regulation strategies and co-
regulation skills. In addition, they may learn to
interpret their children’s behavior and emotions
differently and be able to have overt discussions
about trauma and process the impact of trauma
on their parenting and parent–child relation-
ships. Addressing parental trauma may bolster

parents’ capacities to provide stability, predict-
ability and structure allowing treatment to move
away from crisis-oriented and episodic services.

Directions for Future Research

Despite the known benefits, there remains a
critical need for additional research on moder-
ators of child trauma treatment response, in-
cluding parent involvement. Findings to date
have been mixed, and the necessity for parental
involvement in child trauma treatment contin-
ues to be debated (e.g., Leenarts, Diehle,
Doreleijers, Jansma, & Lindauer, 2013). This
article delineated an innovative approach for
unpacking and understanding the field of prac-
tice and research on parent involvement.

Although the studies described in this article
comprise an important first step to understand-
ing the impact of parent inclusion in child
trauma treatment, the models that participated
in the Grid project were primarily designed to
address child trauma, and similarly, investiga-
tions on model efficacy and effectiveness fo-
cused principally on improvement in child
symptoms and functioning. When included,
parent symptoms and functioning were often
conceptualized as secondary outcomes or ex-
ploratory analyses (e.g., DeGarmo & Gewirtz,
2018; Hahn et al., under review; Holt, Jensen, &
Wentzel-Larsen, 2014; Tutus et al., 2017). A
notable exception to this was studies of TF-CBT
in which changes in parental functioning were a
primary outcome (Cohen & Mannarino, 1996;
Cohen & Mannarino, 1996a; Cohen & Manna-
rino, 1998; Cohen et al., 2004; Deblinger et al.,
2006; Mannarino et al., 2007). Thus, many of
the studies were limited by small sample sizes,
simplistic data analysis models, or other meth-
odological flaws. There are numerous implica-
tions of these limitations for future research on
attending to parent trauma in child treatment
models.

Many of the clinical implications of parent
integration into child trauma treatment can be
addressed empirically, yet there is a dearth of
evidence-based information on the impact of
parent involvement on child trauma treatment
outcome trajectories. For example, the field
knows little about the differential impact of
parent integration into child trauma treatment
across child and parent characteristics. A recent
review of child trauma treatment models iden-
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tified several “at risk” groups that may be par-
ticularly amenable to the benefits of parental
involvement: very young children; children
with externalizing problems; parents with sig-
nificant mental health concerns or unhelpful
trauma-related beliefs; and parents who perpe-
trated (see Dorsey et al., 2017). Due to meth-
odological limitations noted earlier, existing
studies have not been able to adequately shed
light on these questions.

Issues such as whether child trauma interven-
tions extend invitations for parent participation
or incorporate specific core components ad-
dressing parental trauma history and symptoms
in their manualized approach also need to be
explored. This is pertinent to a number of ques-
tions related to dose-response and timing of
parental involvement in treatment (e.g., during
skill building phases of treatment vs. during
trauma processing or narrative exposure). For
example, is there a minimal and an optimal
level of parent participation in treatment that
leads to symptom reduction for parents and
improvements in their ability to actively support
their child’s recovery? Do these levels of par-
ticipation result in differential response to treat-
ment among children? Future investigations
should use more robust samples to conduct
moderator and mediator analyses.

As reported in a recent review by Dorsey et
al. (2017), there are few studies that have ex-
plored whether benefits to parent integration
into treatment may be related to either: (a) re-
duction in parent mental health symptoms,
and/or (b) improvements in parent cognitions,
attitudes, and response to the child’s trauma
exposure(s), and findings have been mixed
across different childhood psychiatric disorders
and syndromes. Understanding the mechanisms
by which parent involvement might impact
child response to treatment is critical to evi-
dence-based intervention delivery and cross-
systems collaboration. While reducing parent
symptoms might lend itself to referral and co-
ordination with adult-serving systems and treat-
ment providers, altering parent cognitions, atti-
tudes, and response to child trauma would likely
be better addressed through integrated, child-
focused trauma treatment. Future directions for
research should focus on determining what sort
of specific therapeutic activities of child trauma
treatments result in the significant reductions
noted in parental stress and PTSS and to

whether there are specific components critical to
achieving positive child outcomes.

In conclusion many of the studies of parent
involvement in child trauma treatment have
been limited by small sample sizes or other
methodological issues that complicate what is
known about the benefits of parental involve-
ment, for whom, and for which treatment mo-
dalities. Nevertheless, the level of evidence
points to the inclusion of parents in treatment as
empirically supported and should be the goal for
child trauma treatment providers serving fami-
lies with intergenerational trauma histories, and
these services should be coordinated and inte-
grated across systems to more holistically serve
families in ways that reduce burden and maxi-
mize benefit.
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