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ABSTRACT 

A DEVELOPMENTAL LOOK AT THE IMPACT OF CHILDHOOD TRAUMA IN 

TREATMENT-SEEKING SAMPLES 

Caitlin A. Williams, Ph.D.  

George Mason University, 2020 

 Dissertation Director: Dr. Christianne Esposito-Smythers 

 

Child maltreatment is a serious problem in the United States. The vast majority of the 

perpetrators of maltreatment for young children (ages 2-6) are parents/caregivers. If left 

untreated, early childhood maltreatment is a strong predictor of later maltreatment 

exposure throughout childhood and into adolescence (i.e., chronic trauma). Moreover, 

youth who experience chronic trauma are at heightened risk for an array of negative 

outcomes, including developing post-traumatic stress disorder (PTSD) (Kilpatrick et al., 

2003). Thus, it is critical to study maltreatment exposure and related symptoms across the 

developmental spectrum. The proposed papers will examine unique risk and protective 

factors among treatment seeking samples of maltreatment-exposed young children and 

adolescents in Arkansas. Specifically, in the first paper, we will examine the associations 

between caregiver-reported stress and therapist-observed positive and negative caregiving 

behaviors in a treatment-seeking sample of young children and their caregiver. We will 
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also examine whether child- and caregiver-factors associated with the trauma impact the 

nature of these associations. In the second paper, we will examine the link between 

lifetime and current trauma exposure and post-traumatic stress symptoms (PTSS) in a 

treatment-seeking sample of children presenting to child advocacy centers across 

Arkansas. First, we examine caregiver-child concordance of trauma exposures and PTSS; 

next, we explore how social factors enhance or attenuate the relation between trauma 

exposure and PTSS. Research with these vulnerable populations is sorely needed and 

holds the potential to inform and enhance clinical practice with these at-risk children and 

youth. 
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A DEVELOPMENTAL LOOK AT THE IMPACT OF CHILDHOOD TRAUMA 

IN TREATMENT-SEEKING SAMPLES  

 Definitions of child maltreatment vary by state but are based on federal 

standards. The majority of states recognize four major types of maltreatment: neglect, 

physical abuse, psychological maltreatment and sexual abuse (Administration for 

Children and Families, 2020). Neglect is defined as the “failure…to provide needed food, 

clothing, shelter, medical care, or supervision to the degree that the child’s health, safety, 

and well-being are threatened with harm” (Child Welfare Information Gateway, 2020, p. 

2). Physical abuse definitions can vary by state, particularly for corporal punishment; 

however, most states agree that physical abuse occurs “when a parent or caregiver 

commits an act that results in physical injury to a child, even if the injury was 

unintentional” (The National Child Traumatic Stress Network [NCTSN], 2009a, p. 1). 

The term psychological maltreatment captures both emotional abuse and emotional 

neglect and is defined as “a pattern of behaviors, including excessive punishment, threats, 

or demands, that conveys to children that they are unloved, unwanted, isolated, or 

endangered” (NCTSN, 2015, p. 2). Sexual abuse is defined as “any interaction between a 

child and an adult (or another child) in which the child is used for the sexual stimulation 

of the perpetrator or an observer. Sexual abuse can include both touching and non-

touching behaviors” (NCTSN, 2009b, p. 1). These papers use “child maltreatment” as an 

umbrella term to capture these four types of abuse and neglect.  
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Child maltreatment is a serious problem in the United States. In 2018, there were 

9.2 victims of child maltreatment per 1,000 children in the U.S.; this number is 2.7% 

higher than it was in 2013 (Children’s Bureau, 2020). Across the age range, most 

children are poly-victims, meaning they are exposed to more than one type of 

maltreatment. Neglect (60.8%) is the most common maltreatment type, followed by 

physical (10.7%) and sexual abuse (7.0%) (Children’s Bureau, 2020). Young children are 

at greater risk compared to their older peers because the vast majority of the perpetrators 

of maltreatment for children are parents/caregivers, and young children spend much of 

their time with these caregivers. These data point to the critical need for additional 

examination of the significant role caregivers play in child maltreatment, particularly 

related to caregiver stress and caregiving practices, in an effort to prevent the short- and 

long-term deleterious effects of maltreatment (NCTSN, 2010).  

If left untreated, early childhood maltreatment is a strong predictor of later 

maltreatment exposure throughout childhood and into adolescence, known as chronic 

trauma exposure. Moreover, youth who experience chronic trauma are at heightened risk 

for the development of post-traumatic stress disorder (PTSD) and associated symptoms 

(PTSS) (Kilpatrick et al., 2003). These youths are also at greater risk for other deleterious 

consequences, such as social difficulties, perhaps as a result of impairment from their 

PTSS. There is a dearth of literature on how different types of lifetime trauma events 

impact PTSS among youth, and how social factors may influence this association, among 

treatment-seeking youth.  
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Clearly, it is critical to study maltreatment exposure and related symptoms across 

the developmental spectrum. The proposed papers will examine unique risk and 

protective factors among treatment seeking samples of maltreatment-exposed young 

children and adolescents in Arkansas, a state that struggles mightily with child 

maltreatment and its harmful effects. Specifically, the first paper will examine the 

associations between caregiver-reported stress and therapist-observed positive and 

negative caregiving behaviors in a treatment-seeking sample of young children and their 

caregiver. It will also examine whether factors associated with childhood trauma impact 

the nature of these associations. The second paper will examine the link between lifetime 

and current trauma exposure and PTSD symptoms (PTSS) in youth, as well social 

moderators that may enhance or attenuate this association in a treatment-seeking sample 

presenting to a Child Advocacy Center (CAC) for a recent trauma exposure. This paper 

will also examine concordance rates between caregiver and child report of trauma 

exposures, PTSS, and prosocial behaviors and peer difficulties, to address potential 

differences in reporting tendencies. Research with these vulnerable populations is sorely 

needed and holds the potential to inform and enhance clinical practice with these at-risk 

children and youth.  

Data for these papers were obtained from two parent studies conducted through 

the Arkansas Building Effective Services for Trauma (ARBEST) program at the 

University of Arkansas for Medical Sciences (UAMS). ARBEST was established in 2009 

as a statewide initiative to fund and enhance access to evidence-based services for 

children who have experienced maltreatment. Arkansas is a state that experiences higher 
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than average rates of child maltreatment. During 2018, there were 12.1 victims of child 

maltreatment per 1,000 children (Children’s Bureau, 2020). Sex differences and 

breakdowns across maltreatment types are similar to the rest of the U.S. For single 

maltreatment type cases, the majority were neglect (including medical neglect – 49.6%), 

followed by physical abuse (18.7%), sexual abuse (17.3%), multiple maltreatment types 

(i.e., poly-victimization; 13.8%), and psychological maltreatment (0.6%) (Children’s 

Bureau, 2020). Furthermore, young children in Arkansas are at greater risk compared to 

their peers in other states. Indeed, children ages 2-6 in Arkansas experience higher rates 

of maltreatment than the national average (11.88 per 1,000 children; 1.68% higher) 

(Children’s Bureau, 2020). Multiracial children had the highest rate of maltreatment 

(24.3%), followed by White children (12.9%) and Black children (11.9%) in Arkansas 

(Children’s Bureau, 2020). Relatively higher rates of maltreatment reporting for children 

of color largely stems from longstanding social inequities that lead to significant health 

inequities.  

Research has shown that observed health inequities (e.g., disparities across 

maltreatment reporting) are rooted in social inequities (e.g., classism and racism) that are 

structural in nature and have compounding deleterious impacts over generations (Gee & 

Ford, 2011). For example, researchers and policy makers concur that maltreatment, 

particularly neglect, is deeply rooted in issues related to living in poverty (e.g., lack of 

financial resources to support needs related to food, shelter, and medical care; lack of 

resources to support education and enrichment; lack of youth supervision due to 

caregivers working multiple jobs to cover costs associated with child-rearing, etc.) (Dale, 
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2014; Drake & Pandey, 1996). Furthermore, research shows that children living in 

counties with lower socioeconomic status, higher poverty, and greater income inequality 

are more likely to be maltreated (Eckenrode et al., 2014). Arkansas is ranked 6th in the 

U.S. for families living in poverty, 49th for median household income, and 18th for 

income inequality (World Population Review, 2020), suggesting that children in 

Arkansas are indeed exposed to strong systemic risk factors for maltreatment. Other 

health inequities rooted in structural racism and classism that play a significant role in 

disparities in maltreatment reporting include the well-documented differences in mental 

health treatment-seeking, the availability of mental health services, and the lower quality 

of received services among families of color relative to white families (see McGuire & 

Miranda, 2008 for a review). These social and health inequities can lead to a range of 

deleterious mental health outcomes as well as non-representative research samples, which 

is a concern in the present papers that will be discussed in the study limitations.  
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Impact of Child Trauma on Caregiver Stress and Behaviors in a Treatment-

Involved Sample 

Child maltreatment is a grave problem in United States. According to the 

Children’s Bureau (2020), there were 9.2 victims of child maltreatment per 1,000 

children in the U.S., with approximately 85% experiencing a single type of maltreatment 

type and 15.5% who were poly-victims (i.e., experienced two or more types of 

maltreatment). The vast majority (91.7%) of child maltreatment reports identify the 

perpetrator as a parent/caregiver(s) (Children’s Bureau, 2020). Numerous risk factors 

have shown to increase risk for maltreatment perpetration among caregivers, including 

alcohol/other drug use, financial difficulties, housing insecurity, and caregiver domestic 

violence (Children’s Bureau, 2020). These risk factors can contribute to, or stem from, 

high levels of caregiving stress, also referred to as parenting stress, one of the strongest 

risk factors for caregiver-perpetrated child maltreatment. Indeed, results from a meta-

analysis of 155 studies conducted between 1969-2003 found moderate to large effect 

sizes for the link between caregiver stress and child physical abuse and child neglect 

(Stith et al., 2009). Given this strong association, efforts are needed to improve 

understanding of the link between caregiver stress and behavior to best intervene in this 

cycle. The purpose of the present study is to examine the association between caregiving 

stress and different forms of caregiving behavior, as well as potential moderators of this 

relation in a high-need, treatment-seeking sample. 
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Caregiving stress is defined as “the aversive psychological reaction to the 

demands of being a [caregiver]” (Deater-Deckard, 1998, p. 315). It is multifaceted and 

includes perceived stress related to the demands of caregiving, the caregiver’s 

psychological wellbeing and adjustment, qualities of the caregiver-child relationship, and 

the child’s psychological adjustment (Deater-Deckard, 1998). Caregiving stress is 

experienced as negative feelings toward the self, the child, or the relationship, and is 

usually felt more intensely for caregivers who have less knowledge, less perceived 

competence, fewer emotional and instrumental supports, and stronger views of the child 

as behaviorally challenging (Mash & Johnston, 1990; Deater-Deckard, 1998).  

Caregiving behaviors in this paper are defined as the skills and the strategies 

caregivers use to reach caregiving goals (O’Connell et al., 2015). Although there is no 

agreement in the literature on the exact behaviors that comprise positive caregiving, these 

behaviors are broadly defined as behaviors that enhance the caregiver-child relationship 

and build attachment (Dyches et al., 2012). Furthermore, these positive caregiving 

behaviors have three main features: a) caregiver support or connection, characterized by 

positive, warm, sensitive, supportive, and predictable interactions between caregivers and 

children; b) behavioral regulation, related to how caregivers set limits, reason, and apply 

consequences; and, c) caregivers’ respect for individuality, including avoiding intrusive, 

exploitive, and manipulative caregiving behaviors (Baumrind, 1966; Dyches et al., 2012). 

Ample literature suggests that these types of caregiving behaviors are related to numerous 

positive outcomes for children across multiple domains of functioning, including 

enhanced prosocial behaviors, empathy, receptive language, and self-regulation skills at 
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home and at school (Dyches et al., 2012). In addition, positive caregiving behaviors are 

predictive of greater compliance with adults’ commands and lower externalizing 

behaviors (Dyches et al., 2012).  

The vast majority of the literature on negative caregiving behaviors focuses on 

two main components of negative caregiving: hostility and psychological control (Morris 

et al., 2002). “Hostility” is defined as overt verbal and physical aggression toward the 

child, whereas “psychological control” is covert aggression and intrusive control in which 

caregivers attempt to manipulate the child’s behavior or identity through the use coercive 

strategies (Morris et al., 2002). These strategies can include excessive criticism, 

contingent affection, guilt induction, restrictive communication, and invalidation of 

feelings (Barber, 2002). These two facets of negative caregiving are linked with 

numerous deleterious outcomes for children (Barber, 2002; Morris et al., 2002), including 

behavior problems, aggression, and internalizing problems in childhood (Morris et al., 

2002), as well as later diagnoses of depression and anxiety in adolescence (Olsen et al., 

2002). Notably, for one form of negative caregiving in particular, corporal punishment, 

results have been found to vary as a function of cultural background. For example, 

spanking, a form of overt physical aggression, a commonly used method of physical 

discipline among African-American and Mexican-American families, is linked to poor 

behavioral and emotional outcomes for children in White American families but not 

African-American (Lansford et al., 2004; see Dodge et al., 2005, for a review) or 

Mexican-American families (Berlin et al., 2009; Slade & Wissow, 2004) families.   
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According to the stress and coping model of child maltreatment (Hillson & 

Kuiper, 1994), the manner in which caregiver stress impacts caregiving behaviors is a 

dynamic process. Caregivers continuously monitor their stress levels across several 

domains, including caregiving, and these perceptions directly impact how they behave 

with their children. Greater stress can cause more negative and less positive parenting 

behaviors. This relation may be further enhanced in the presence of greater caregiving 

challenges, such as managing children who exhibit significant mental health difficulties. 

Consistent with the stress and coping model of child maltreatment (Hillson & Kuiper, 

1994), a fair amount of research suggests that caregiving stress predicts caregiving 

behaviors (Crnic et al., 2005; Crnic & Ross, 2017). Results from a recent daily-diary 

study showed that high caregiving stress was linked to low positive (e.g., 

close/affectionate, open/attentive, tender) and high negative (e.g., irritable, rude) 

caregiving behaviors on the same day (Malinen et al., 2017). Another study showed that 

high levels of caregiving stress predicted low levels of affectionate and bonding (i.e., 

positive) caregiving behaviors for both mothers and fathers (Hu et al., 2019). High levels 

of caregiving stress were also predictive of higher levels of negative caregiving 

behaviors, including less involvement and engagement with the child (McBride & Mills, 

1994) and more harshness and negativity (Belsky et al., 1996; Deater-Deckard & Scarr, 

1996; Rodgers, 1993). By contrast, lower levels of caregiving stress have been linked 

with higher warmth (Hu et al., 2019), more responsiveness to the child (McBride & 

Mills, 1994), and less harshness and criticism (Belsky et al., 1996; Rodgers, 1993). Thus, 

there is a strong theoretical and empirical link between high levels of caregiving stress 
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with low positive and high negative caregiving behaviors. Though the association 

between low caregiver stress and caregiving behaviors has received less attention in the 

literature, it is an equally important area of study. In the present study, both high and low 

levels of caregiver stress and caregiving behaviors will be examined. 

Though the link between caregiving stress and behaviors has been relatively well 

established, it is important to note that most of this literature has employed caregiver self-

report of caregiving behaviors. Research suggests that caregivers may over-report their 

positive behaviors and under-report their negative behaviors (Bögels & van Melick, 

2004). Caregivers also tend to report a more favorable impression about their own 

caregiving practices than their children report and researchers observe (Bögels & van 

Melick, 2004; Schwarz et al., 1985). Results of two recent meta-analyses suggest that 

caregivers’ own psychological adjustment difficulties and social desirability bias could 

serve as two potential sources of caregivers’ reporting bias on self-report measures 

(Williamson et al., 2017; Shah et al., 2016). Consequently, observational assessments of 

caregiving behaviors are considered to be the gold standard in the wider caregiving 

literature. One of these methods is analogue observations, in which caregivers and 

children engage in activities in a lab or clinical setting that are designed to simulate real-

life situations during which targeted behaviors arise (e.g., child compliance, parent praise, 

parent commands/directions; Whitcomb & Merrell, 2012). The present study will address 

this methodological weakness by utilizing an analogue observational method of 

caregiving behaviors in a clinical setting.  
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Effect of Child Maltreatment on Caregiving Stress and Behaviors 

Consistent with the stress and coping model of caregiving (Hillson & Kuiper, 

1994), child-related factors, such as personality characteristics, physical illnesses, and 

mental health symptoms, can strongly impact caregiving stress (see Deater-Deckard, 

1998 for a review). Caregiving stress has been found to be higher for caregivers who 

have children showing early signs of psychopathology (Deater-Deckard, 1998), 

particularly for externalizing behavioral problems (e.g., conduct disorder and attention-

deficit/hyperactivity disorder) (Anastopoulos et al., 1992; Campbell, 1994; Donenberg & 

Baker, 1993). Children who have experienced maltreatment have higher rates of these 

disorders than their non-maltreated peers; they also exhibit higher rates of physical 

aggression, noncompliance, negative affect, and poorer emotion regulation, than their 

non-maltreated peers (see Cicchetti & Toth, 2000; Kolko, 1992 for reviews), all of which 

may impact caregiving stress.  

Qualitative studies that have examined the direct association between child 

maltreatment and caregiving stress have focused almost exclusively on victims of child 

sexual abuse but did find a positive association between child sexual abuse and increased 

caregiving stress (see Williamson et al., 2017 for a review). The few quantitative studies 

that have examined the association between child post-traumatic stress symptoms (PTSS) 

and caregiving stress yielded mixed findings. Some studies show that child PTSS 

predicted higher levels of caregiving stress (Hickman et al., 2013; Salloum et al., 2015), 

whereas others failed to find this association after controlling for child depression 

symptoms (Song et al., 2012). However, Hickman et al. (2013) found that caregiving 
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stress was higher for caregivers of children exposed to multiple maltreatment types. 

These findings suggest that child poly-victimization, sometimes called chronic trauma 

exposure, may be more stressful for caregivers than single incidents of maltreatment. 

Additional research is needed to clarify this link.  

Relative to caregiving stress, less research has examined the impact of child 

maltreatment on caregiving behaviors. Clinically, children who have experienced 

maltreatment can be more difficult to care for (O’Connell et al., 2015). However, in a 

recent meta-analysis, Williamson and colleagues (2017) conclude that the specific 

aspects of child maltreatment that affect caregiving behavior remains unclear and 

recommend exploration of the manner in which particular types of trauma influence the 

caregiving-child PTSS relationship (Williamson et al., 2017). Consistent with this 

recommendation, the present study examines the degree to which various factors related 

to the child maltreatment affects the association between caregiving stress and behavior.  

Present Study 

As is evident, there is a well-established positive association between caregiving 

stress and negative caregiving behaviors. Less research has examined the link between 

caregiving stress and positive caregiving behaviors. Further, only a handful of studies 

have examined whether child-related factors associated with trauma, such as child PTSS, 

impact caregiving stress or behavior and findings are mixed. To our knowledge, no 

studies have examined such factors as moderators of the link between caregiving stress 

and behavior. Moreover, methodological weaknesses such as reliance on caregiver report 

of caregiving behavior, limit conclusions that can be drawn. The present study will 
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address the aforementioned gaps by: examining the link between caregiving stress and 

negative as well as positive caregiving behaviors; exploring child PTSS and cumulative 

trauma exposure as potential moderators of the caregiving stress and behavior 

relationship; and employing a standardized observational measure of caregiving 

behaviors. Additionally, these questions will be explored in a treatment seeking sample of 

youth (ages 2-6) and their caregivers, a subsample shown to have relatively higher levels 

of caregiving stress (Theule et al., 2012; Vaughan et al., 2012) and child internalizing and 

externalizing behaviors (Costa et al., 2006). More specifically, children and their 

caregivers in the present study were receiving services in the context of a widely used 

and culturally-sensitive evidence-based parenting intervention, Parent-Child Interaction 

Therapy (PCIT) (see Eyberg et al., 2008 for a review).  

PCIT is a manualized caregiver-training therapy that is appropriate for children 

ages 2-7 who have a history of maltreatment and their caregivers (Eyberg et al., 2008). It 

was developed to reduce child disruptive behavior problems, improve the quality of the 

caregiver-child relationship, and decrease caregiving stress levels (Eyberg et al., 2001; 

Schuhmann et al., 1998; Cooley et al., 2014), and is appropriate for use with children 

who have a history of maltreatment and their caregivers (Eyberg et al., 2008), including 

offending caregivers (i.e., caregivers who perpetrated maltreatment; Borrego et al., 2004), 

with the exception of caregivers who perpetrated “sexual or sadistic physical abuse” 

(Child Welfare Information Gateway, 2013, p. 5). PCIT has been shown to be effective 

across multiple racial groups and languages, including Spanish-speaking, Puerto Rican 

families (Matos et al., 2006), Mexican American families (McCabe & Yeh, 2009), and 
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Chinese families (Leung et al., 2009), as well as Native American and Alaskan Native 

families (Bigfoot & Funderburk, 2011) with some modifications. Treatment equivalence 

has also been demonstrated across Black and White families in the U.S. (Capage et al., 

2001; Fernandez et al., 2011). PCIT has been associated with reductions in child PTSS, 

child maltreatment recurrence, caregiving stress, and child behavior problems (Timmer et 

al., 2005; for a review, see Batzer et al., 2018; for a meta-analysis, see Kennedy et al., 

2016). Positive and negative caregiving behaviors are live-coded by the therapist in the 

context of the first PCIT session, which is an observational session of caregiver-child 

interactions in the context of standardized situations. Specifically, the present study will 

focus on positive [i.e., (Labeled) Praise, Reflections, Imitation, (Behavior) Descriptions, 

and Enjoyment] and negative [i.e., commands (direct and indirect), questions, and 

negative/critical talk] caregiving behaviors in the context of Child-Led Play (i.e., 

caregivers are instructed to allow their child to play with whatever they want and to 

follow their child’s lead) and Caregiver-Led Clean-Up (i.e., caregivers are instructed to 

have their child to clean up the toys without assistance) situations.   

Based on extant literature, the following study hypotheses are offered: 1) Greater 

caregiving stress will be associated with higher levels of negative caregiving and lower 

levels of positive caregiving behaviors during the caregiver-led “clean-up” situation. 2) 

Greater caregiving stress will be associated with lower levels of positive caregiving and 

higher levels of negative caregiving behaviors during the “child-led play” situation. 3) 

The hypothesized positive relation between caregiving stress and negative caregiving 

behaviors (during “clean-up” and “child-led play”) will be greater for children presenting 
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with greater (versus fewer) PTSS and more cumulative maltreatment exposure. 4) The 

hypothesized negative relation between caregiving stress and positive caregiving 

behaviors (during “child-led play” and “clean-up”) will be greater for children presenting 

with greater (versus fewer) PTSS and more cumulative maltreatment exposure. 

Moreover, as research suggests that caregiver involvement in youth trauma may impact 

the severity of youth PTSS and influence treatment outcomes (see Yasinski et al., 2016), 

and because offending caregivers can participate in PCIT treatment (with the exception of 

those who engage in sexual or sadistic physical abuse), the impact of “offending 

caregiver status” on these hypothesized associations will also be explored. An offending 

caregiver is broadly defined as someone who participated in their child’s maltreatment in 

some way – either as perpetrator (e.g., physically abused the child), bystander (e.g., 

witnessed abuse of the child), or shared recipient (e.g., domestic violence from one 

caregiver to another caregiver and the child). As there is little available literature to guide 

a hypothesis in this area, this is an exploratory aim in the present study. 

Method 

Participants 

Participants included maltreated children (Mage = 4.12 years, SD = 0.83 years, 

range = 3-6 years) and their caregiver (N = 86) receiving PCIT at one of three community 

mental health centers across Arkansas from a larger study (see Mesman et al., in 

preparation, for more information about demographics of the full sample). Children were 

primarily male (68.6%), White (79.1%), and non-Hispanic/Latinx (81.4%). The majority 

of caregivers involved were biological mothers (54.7%), followed by “other” caregivers 
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(14.0%), including adoptive parents and step-parents. Inclusion criteria included: 1) child 

between 2-6 years old; 2) child Externalizing Behavior score above the clinically 

significant level, and/or the caregiver states that the primary concern is child behavior 

problems; 3) caregiver/legal guardian consent; and 4) child living with caregiver or at 

least three weekly visits between caregiver and child. Exclusion criteria included: 1) 

substantially limited cognitive capacity (i.e., cannot understand consenting process or 

assessments) of either caregiver or child; 2) child language development competency 

below age 2; and 3) child not living with a caregiver.  

Recruitment, Screening, and Assessment  

Families were referred for the parent study by child welfare professionals, early 

childhood educators, military partners, primary care physicians, and/or child advocates at 

Child Advocacy Centers (CACs). Subsequent to referral, a phone screener was 

administered by a research assistant to ensure inclusion/exclusion criteria were met, and 

the family was then scheduled for an intake appointment with a clinician. On the same 

day, or shortly after the intake appointment, a research assistant conducted in-person 

interviews with each client/caregiver and administered paper-and-pencil questionnaires, 

which represented baseline information for the family. Information gathered from the 

referral source, intake clinician, and research assistant was used to determine 

appropriateness of treatment. Caregivers completed a baseline assessment that included 

self- and caregiver-report measures for which they received gift cards as compensation. 

They also participated in a therapist live-coded baseline assessment of caregiving 

behaviors (i.e., the DPICS) within the context of the first PCIT session. 



17 

 

Measures  

Parenting Stress Index, Fourth Edition, Short Form (PSI-4-SF; Abidin, 2012).  

The PSI-4-SF was used to assess for problem areas in the caregiver-child 

relationship and caregiving stress levels. It contains 36 items capturing 3 domains (12 

items each): parental distress, parent-child dysfunctional interaction, and difficult child; 

these items can be summed to create a Total Stress score. The Parental Distress subscale 

assesses factors that may affect an individual’s caregiving practices, such as limited 

social support, depression, or conflict with a partner (Abidin, 2012). The Parent–Child 

Dysfunctional Interaction subscale measures the perception that the child does not meet 

the caregiver’s expectations (Abidin, 2012). The Difficult Child subscale is designed to 

capture caregiving challenges related to a child’s self-regulation or behavioral difficulties 

(Abidin, 2012). Higher raw scores indicate greater caregiving stress. The PSI-SF has 

been well-validated and used in numerous studies of caregiving stress and practices (see 

Haskett et al., 2006). 

Dyadic Parent-Child Interaction Coding System (DPICS; Eyberg et al., 2014).  

The DPICS is an analogue behavioral coding system that measures the quality of 

caregiver-child interactions across three, 5-minute situations: child-led free play, 

caregiver-led free play, and caregiver-led clean-up. During the first situation, Child-Led 

Play (CLP), caregivers are instructed to allow their child to play with whatever they want 

and to follow their child’s lead. During the second situation, Parent-Led Play (PLP), 

caregivers are directed to choose an activity and to have their child follow the caregiver’s 

rules. During the final situation, Clean-Up (CU), caregivers are instructed to have their 
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child to clean up the toys without assistance from the caregiver. Therapists are trained to 

code for the CDI “DO” and “DON’T” skills. Therapists also ask caregivers how typical 

each of the situations were to how they would normally go at home. The present study 

focuses on the CLP and CU situations because these are the two situations that create the 

opportunity for the highest frequency of positive and negative caregiving behaviors, 

respectively.  

The DPICS observation is an effective system for assessing caregiver-child 

interactions for families referred for disruptive behaviors and maltreatment histories (see 

Eyberg et al., 2014 for review of these studies). It discriminates between treatment-

referred and non-referred families for both caregiving and child behaviors (Bessmer, 

1996; Foote, 1999). The DPICS is treatment-sensitive, meaning that outcomes (e.g., child 

compliance, caregiver affection, positive attending, and negative physical/verbal 

behaviors) have been shown to change in expected directions after completing PCIT 

(Schuhmann et al., 1998; Bagner & Eyberg, 2007; Eisenstadt et al., 1993; Eyberg et al., 

2014). 

Traumatic Events Screening Inventory-Parent Report Revised (TESI-PRR; Ghosh-

Ippen et al., 2002).  

The TESI-PRR is a 24-item Yes/No inventory of maltreatment exposure for 

children ages 0-7. Follow-up questions assess the child’s age at exposure, threat to their 

physical/emotional integrity, and their posttraumatic stress reactions. It was used at 

baseline to assess child maltreatment exposure history for all children in the sample. The 
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TESI-PRR has reasonable test-retest reliability and demonstrates good validity (Strand et 

al., 2005).  

Trauma Symptom Checklist for Young Children (TSCYC; Briere, 1996).  

The 90-item TSCYC assesses the frequency of acute and chronic posttraumatic 

stress symptoms in children ages 3-12 on a 4-point Likert scale. It includes 8 clinical 

scales (Anxiety, Depression, Anger/Aggression, Posttraumatic Stress-Intrusion, 

Posttraumatic Stress-Avoidance, Posttraumatic Stress-Arousal, Dissociation, and Sexual 

Concerns) and a PTSS summary scale. This measure was used to assess PTSS related to 

the most upsetting maltreatment event (assessed by the TESI-PRR and chosen by the 

caregiver) for children. A T-score between 65-69 represents borderline-clinical PTSS, 

and a T-score 70 or above indicates clinically significant PTSS. The TSCYC has good 

psychometric characteristics and correlates as expected with multiple types of 

maltreatment exposure with minimal demographic differences noted (Briere et al., 2005).  

Eyberg Child Behavior Inventory (ECBI; Eyeberg & Pincus, 1999).  

The 36-item ECBI assesses for frequency and caregiver-perceived difficulty of 

child disruptive behaviors for children ages 2-16. The ECBI lists behaviors commonly 

associated with disruptive behavior disorders (e.g., dawdling, arguing or fighting with 

siblings, sassiness). Caregivers rate the frequency of these behaviors along a 7-point 

Likert scale (1 = never to 7 = all the time) and whether they perceive the behavior as a 

problem (Yes/No). Resulting scales reflect the Intensity and Number of Problems. 

Greater scores indicate greater intensity of externalizing difficulties, and greater problems 

related to them; raw scores of 131 or above are considered clinically significant 
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Externalizing Intensity. The reliability and validity of the ECBI is well established across 

numerous studies (Boggs et al., 1990; see Eyberg & Pincus, 1999, for a description of the 

validation studies). 

Data Analytic Plan 

Preliminary Analyses 

All analyses were conducted in SPSS version 19 (IBM Corp., 2010). Data were 

spot-checked for data entry errors prior to cleaning data. Data were examined for 

missingness and distributional characteristics. Missing data analyses are discussed below. 

Study variables showed skew and kurtosis levels within acceptable ranges, so no log 

transformations were conducted. Next, data were examined for outliers, influential cases, 

and fulfillment of model assumptions. No transformations of variables or adjustments of 

cases were needed. Model assumptions for regression analyses were met across all 

models.  

Data were then summarized using frequencies and descriptive statistics, including 

examining relevant clinical information for the dyads. To address the fact that PCIT 

allows for the inclusion of offending caregivers, except in the case of sexual or sadistic 

physical abuse, analyses were run to examine how many offending caregivers were 

included in the present sample. For each trauma assessment item, the caregiver would 

also indicate who offended or was involved in the event. For example, for the TESI item, 

“Has someone ever directly threatened your child with serious physical harm,” 

respondents indicate the relationship to the child of the person who threatened the child 

with physical harm. For each dyad and for each traumatic event, the relationship to the 
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child of the caregiver involved in treatment was compared to the relationship to the child 

of the person who offended. If the child had at least one traumatic event for which the 

caregiver attending treatment was involved, that caregiver was designated as an offending 

caregiver; otherwise, that caregiver was designated as a non-offending caregiver. Next, 

chi-square analyses and independent samples t-tests were run to examine for differences 

across the offending and non-offending caregiver groups on study variables.  

Bivariate correlations were used to examine the associations among all study 

variables. Only variables that were significantly correlated with outcome variables were 

controlled for in the moderation analyses. Age was controlled for when CLP DO and 

DON’T skills were the outcomes. Gender was controlled for when CLP DO and CU 

DON’T skills were the outcomes. Child externalizing behaviors were controlled for when 

CU DON’T skills were the outcome. No variables were controlled for when CU DO 

skills was the outcome as there were no significant correlations with other variables. 

Results 

Missing Data Analyses 

The original dataset included 153 children and their caregivers. However, only 

145 of those dyads completed the baseline assessment, which included completing 

parent-report measures and participating in an interview about their child’s trauma 

history. Of those 145 dyads, only 86 had complete data across all 4 outcome variables 

(i.e., DO and DON’T skills for CLP and CU). These outcome data were gathered during 

the first therapy session, which is the DPICS assessment session in PCIT. Thus, only 86 

dyads completed all the measures/interview at the baseline assessment, as well as 
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participated in the DPICS assessment from which data for the outcome variables were 

pulled. In order to assess for significant differences across groups of dyads who 

completed only the baseline assessment and those who completed the baseline 

assessment and the DPICS assessment, chi-square analyses and independent samples t-

tests were run to compare means of relevant variables. No significant differences in mean 

scores of the predictor (i.e., caregiving stress), moderators (i.e., cumulative trauma 

exposure, total PTSD symptoms), or demographic (i.e., gender, age) variables emerged 

between groups who did (N = 86) and did not (N = 145) complete the DPICS assessment. 

Thus, only dyads who had complete data across all four outcome variables were retained 

for bi- and multivariate analyses. 

Clinical History 

Children experienced, on average, 4.29 (SD = 2.70) separate categories of 

traumatic events according to caregiver report. The top five most frequently experienced 

traumatic events included separation from a loved one (68.6%), serious illness (38.8%), 

witnessing family violence (38.4%), family member jailed (33.7%) and “other” 

maltreatment (34.1%). Examples of “other” stressful events included multiple foster 

home placements, living with a severely mentally ill family member, and being born 

drug-dependent. On the TSCYC, the mean T-scores of the sample were 71.34 (SD = 

20.65) for Posttraumatic-Total, 64.30 (SD = 23.85) for Posttraumatic Stress-Intrusion, 

66.20 (SD = 22.19) for Posttraumatic Stress-Avoidance scales, and 71.53 (SD = 18.35) 

for Posttraumatic Stress-Arousal. Half of the sample met criteria for clinically significant 

total PTSD symptoms. Participants also had a mean raw score of 166.62 (SD = 30.27) for 
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intensity of Externalizing Behaviors. Thus, 84.9% of participants met criteria for 

clinically significant externalizing behaviors. Caregivers had a mean raw score of 96.69 

(SD = 23.07) for Caregiving Stress. Table 1 includes more information about the 

demographic and clinical makeup of the sample. 

 

Table 1 Participant demographic characteristics and clinical history 

Characteristic Children 

(N = 86) 

Male, N (%) 59 (68.6) 

Age, N (%)  

  3 23 (26.7) 

  4 32 (37.2) 

  5 29 (33.7) 

  6 2 (2.3) 

Race, N (%)  

  White, N (%) 68 (79.1) 

  Black 26 (30.2) 

  Native Hawaiian 1 (1.16) 

Ethnicity, N (%)  

  Non-Hispanic/Latinx 70 (81.4) 

  Hispanic/Latinx 16 (18.6) 

Caregiver Identity, N (%)  

  Biological mother 47 (54.7) 

  Grandmother 12 (14.0) 

  Other 12 (14.0) 

  Foster mother 10 (11.6) 

  Foster father 3 (3.5) 

  Biological father 2 (2.3) 

Child Trauma Exposure, N (%)  

  Separated from a loved one 59 (68.6) 

  Had a serious illness 33 (38.8) 

  Witnessed family violence 33 (38.4) 

  Family member jailed 28 (33.7) 

  Other 28 (34.1) 

  Neglect 22 (26.2) 

  Someone close injured or sick 22 (25.9) 

  Someone close died 20 (23.3) 

  Seen family member threatened 20 (23.3) 

  Physically assaulted 19 (22.4) 

  Emotional maltreatment 17 (20.2) 

  In a serious accident 12 (14.0) 
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  Witnessed a serious accident 10 (11.8) 

  Threatened with physical violence 9 (10.7) 

  Someone close died by suicide  7 (8.1) 

  Forced sexual activity 7 (8.3) 

  Seen non-family fighting 6 (7.1) 

  Witnessed forced sexual activity 4 (4.8) 

  Natural disaster 4 (4.7) 

  Seen war/terrorism on television 4 (4.8) 

  Been kidnapped 3 (3.5) 

  Attacked by animal 2 (2.4) 

Offending Caregiver Trauma, N (%)  

  Family physical violence 13 (72.2) 

  Threats of physical violence between caregivers 4 (22.2) 

  Arrest 3 (16.7) 

  Psychological maltreatment 3 (16.7) 

  Physical abuse 2 (11.1) 

  Child threatened with physical violence  2 (11.1) 

 

Offending Caregiver Analyses 

Results indicated that 18 of the 86 dyads had an offending caregiver involved in 

treatment. Table 1 includes more information about the types of traumas in which these 

caregivers were involved. The type of trauma most frequently represented was 

“witnessed physical violence in the family” (n = 13), followed by “witnessed threats of 

harm between caregivers” (n = 1), “witnessed arrest of family member” (n = 1), 

“psychological maltreatment” (n = 1), “physical abuse” (n = 1), and the “child being 

threatened with physical harm” (n = 1). Of the 13 dyads in which the child had witnessed 

physical violence, all of them indicated (via write-in response) that the witnessed 

violence was domestic violence between the caregiver and another caregiving figure at 

the time (e.g., biological mother and father, biological mother and boy/girlfriend). 

Though some responses indicated that the violence was perpetrated against the caregiver 

who was participating in treatment (e.g., biological mother was the victim of domestic 
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violence from her partner), these caregivers were included as offending caregivers given 

that witnessed violence between adults, regardless of the initiator, can have a 

traumatizing effect on children (Stiles, 2002). It also allowed for the most conservative 

test of the impact of offender involvement on outcomes. Unfortunately, unlike the rest of 

the items on the TESI, the item asking about neglect (i.e., “lacked appropriate care”) does 

not ask about the relationship of the offending person to the child. Of the 86 dyads, 22 

caregivers reported the presence of neglect. Thus, offender status in the present study 

primarily focuses on offending behavior associated with participation in, or perpetration 

of, acts of emotional or physical violence.  

Results of chi-square analyses and independent samples t-tests examining 

differences across groups on study variables revealed that offending relative to non-

offending caregivers reported significantly more caregiver stress (M = 108.00, SD = 

15.84 vs. M = 93.69, SD = 23.84, t(84) = -2.83, p = .01), child externalizing behavior (M 

= 179.11, SD = 27.48 vs. M = 163.31, SD = 30.29), t(84) = -2.004, p = .05), and child 

cumulative trauma exposure (M = 5.83, SD = 2.98 vs. M = 3.88, SD = 2.50, t(39.86) = -

3.03, p = .004), respectively. For the latter analysis, Levene’s test indicated unequal 

variances across groups (F = 5.48, p = .02), so degrees of freedom were adjusted from 84 

to 39.86. Given the aforementioned differences, offending caregiver status was examined 

as a moderator of the hypothesized relationships in the present study.  

Bivariate Analyses 

As can be seen in Table 2, caregiving stress was significantly positively correlated 

with child cumulative trauma exposure, PTSS, externalizing behaviors, and placement in 
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the offending caregiver group. Caregiving stress was also significantly correlated with 

child gender, such that being a caregiver of a male child (relative to female child) was 

associated with higher levels of caregiving stress. DO skills during CLP were significant 

positively correlated with DO skills during CU, as well as significantly negatively 

correlated with child age. Gender and CLP DO skills were also significantly correlated, 

such that caregivers using more DO skills during CLP was associated with having a 

female child rather than a male child. The CLP DON’T skills were significantly 

positively correlated with the CU DON’T skills, as well as significantly negatively 

correlated with child age. The CU DON’T skills were significantly negatively correlated 

with age and significantly positively correlated with child externalizing behaviors. Child 

cumulative trauma exposure was significantly positively correlated with child PTSS and 

significantly correlated with offending caregiver status, such that placement in the 

offending caregiver group was associated with higher levels of child trauma. Child PTSS 

were significantly positively correlated with child externalizing behaviors. Child 

externalizing behaviors were also significantly correlated with offending caregiver status, 

such that placement in the offending caregiver group was associated with greater child 

externalizing behaviors. 
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Table 2 Bivariate correlations and descriptive statistics for all model variables 

Variable 1 2 3 4 5 6  7 8 9 10 11 

1. Caregiving Stress -- .10 .06 .15 .14 .28** .32** -.24* .09 .34** .25* 

2. CLP DO Skills  -- .04 .38** .01 -.08 -.03 .24* -.28* -.18 .01 

3. CLP DON’T Skills  -- .21 .43** -.14 -.07 .012 -.23* .15 -.17 

4. CU DO Skills   -- .02 .02 .001 -.01 -.19 -.17 .16 

5. CU DON’T Skills     -- -.05 .03 -.18 -.33** .29** -.08 

6. Cumulative Trauma      -- .45** -.06 .13 .11 .30** 

7. PTSS       -- .17 .05 .45** .14 

8. Gender        -- .08 -.10 -.10 

9. Age         -- .002 .03 

10. Externalizing Behaviors^^          -- .21* 

11. Offending Caregiver Status           -- 

M 96.69 3.29 22.05 1.64 29.19 4.29 71.34 + 4.12 166.62 ++ 

SD 23.07 4.07 12.44 2.24 15.65 2.70 20.65 -- .83 30.27 -- 
Note. N = 86; CLP means Child-Led Play and refers to that standardized assessment situation; CU means  

Clean-Up and refers to that parent-led standardized assessment situation. 

^Refers to T-scores of the child’s PTSS, 50.0% of the sample met criteria for clinically  

significant PTSS; ^^Refers to the raw scores of the intensity of the child’s externalizing  

behaviors, 84.9% of the sample met criteria for clinically significant externalizing symptoms. 

+59 males, 27 females; ++18 offending caregivers, 68 non-offending caregivers. 

*p < .05, **p < .01. 
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Moderation Analyses 

Child cumulative trauma exposure and PTSS were examined as moderators of the 

relation between caregiving stress and the DO and DON’T skills during CLP and CU (see 

Tables 3 and 4, Models 3-8). Caregiving stress significantly predicted increases in the 

DO skills during CLP in the multivariate model with PTSD (see Table 3, Model 1) as 

well as cumulative trauma (see Table 3, Model 2). However, neither PTSD symptoms nor 

cumulative trauma exposure moderated the association between caregiving stress and any 

caregiving behavior (DO or DON’T skills) or scenario (CLP or CU) (see Tables 3-4, 

Models 1-8).   
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Table 3 Two-way regression analyses for Child-Led Play 

Variable B (SE) 95% CI t R2 MSE F Interaction R2  

DO Skills 

Model 1    0.20 13.87 4.00** 0.01 

Constant  5.56 (2.28) [2.93, 16.21]  2.87**     

Caregiving Stress  0.05 (0.02) [0.01, 0.09] 2.64**     

PTSS   -0.03 (0.02) [-0.08, 0.01] -1.63     

Stress x PTSS -0.001 (0.001) [-0.003, 0.001] -0.93     

Model 2    0.14 14.48 2.70* 0.01 

Constant  3.77 (2.06) [-.34, 7.87] 1.83t     

Caregiving Stress  0.04 (0.02) [0.003, 0.08]  2.15*     

Cumulative Trauma   -0.07 (0.16) [-0.38, 0.24] -0.47     

Stress x Cumulative Trauma  -0.06 (0.01) [-0.02, 0.01] -0.09     

DON’T Skills 

Model 3        

Constant 37.24 (6.80) [23.72, 50.77] 5.48** 0.06 153.39 1.41 0.01 

Caregiving Stress 0.05 (0.06) [-0.08, 0.18] 0.79     

PTSS -0.03 (0.07) [-0.16, 0.10] -0.38     

Stress x PTSS -0.002 (0.003) [-0.01, 0.004] -0.68     

Model 4        

Constant  32.72 (5.79) [21.21, 44.24] 5.65** 0.07 144.68 1.68 0.01 

Caregiving Stress 0.07 (0.06) [-0.04, 0.18] 1.23     

Cumulative Trauma -0.54 (0.49) [-1.52, -0.45] -1.08     

Stress x Cumulative Trauma -0.01 (0.02) [-0.05, 0.02] -0.80     
Note. N = 86; CI = Confidence interval. 

 tp≤.10, *p≤.05, **p≤.01. 
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Table 4 Two-way regression analyses for Clean-Up 

Variable B (SE) 95% CI t R2 MSE F Interaction R2  

DO Skills 

Model 5    0.02 5.30 0.42 0.00 

Constant 1.69 (0.26) [1.18, 2.20] 6.57**     

Caregiving Stress 0.01 (0.01) [-0.02, 0.04] 1.00     

PTSS -0.03 (0.07) [-0.16, 0.10] -0.38     

Stress x PTSS  0.00 (0.001) [-0.001, 0.001] 0.001     

Model 6    0.02 5.49 0.80 0.01 

Constant 1.55 (0.23) [1.10, 1.99] 6.88**     

Caregiving Stress 0.002 (0.01) [-0.02, 0.02] 0.18     

Cumulative Trauma  0.12 (0.08) [-0.05, 0.27] 1.31     

Stress x Cumulative Trauma  -0.002 (0.003) [-0.01, 0.003] -0.82     

DON’T Skills 

Model 7        

Constant 25.58 (12.91) [-0.10, 51.26] 1.98* 0.22 201.12 4.50** 0.01 

Caregiving Stress 0.04 (0.08) [-0.11, 0.20] 0.54     

PTSS -0.10 (0.08) [-0.26, 0.07] -1.17     

Stress x PTSS 0.003 (0.003) [-0.004, 0.01] 0.87     

Model 8        

Constant  32.23 (11.99) [8.34, 56.07] 2.69** 0.24 215.60 5.30** 0.00 

Caregiving Stress 0.03 (0.07) [-0.11, 0.18] 0.42     

Cumulative Trauma -0.19 (0.60) [-1.39, 1.01] -0.32     

Stress x Cumulative Trauma 0.001 (0.02) [-0.04, 0.04] 0.02     
Note. N = 86; CI = Confidence interval.  

*p≤.05, **p≤.01. 
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Next, we explored whether including an offending caregiver in treatment 

moderated the association between caregiving stress and child PTSS, and between 

caregiving stress and child cumulative trauma, for the DO and DON’T skills during CLP 

and CU. A significant three-way interaction was only present for the DON’T skills during 

CLP; no other significant three-way interaction effects were found (i.e., for the DO skills 

during CLP or CU and for the DON’T skills during CU). During CLP, there was a 

significant positive main effect for caregiving stress on the DON’T skills, such that 

increases in caregiving stress predicted increases in the number of DON’T skills the 

caregiver used (see Table 5, Model 9). The significant three-way interaction between 

caregiving stress, child PTSS, and offending caregiver status (see Table 5, Model 9) 

showed that the association between caregiving stress and child PTSS, for predicting the 

DON’T skills during CLP, was significant for offending caregivers, F(1, 77) = 4.44, p = 

.04, but not significant for non-offending caregivers, F(1, 77) = .52, p = .47. Simple slope 

analyses for the association between caregiving stress and child PTSS, for non-offending 

and offending caregivers, were used to probe this interaction (see Figure 1). For non-

offending caregivers, the relation between caregiving stress and child PTSS did not 

significantly impact the caregivers’ use of the DON’T skills during CLP. However, for 

offending caregivers, the relation between caregiving stress and child PTSS on DON’T 

skills during CLP was significant at low (B = -1.04, p = .01) and average (B = -.52, p = 

.02) levels of child PTSS, but not at high levels (B = -.002, p = .99) .
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Table 5 Three-way regression analyses for DON’T skills during Child-Led Play 

Variable B (SE) 95% CI t R2 MSE F Interaction R2  

Model 9    0.20 136.69 2.41* .05* 

Constant 40.96 (6.57) [27.88, 54.04] 6.23**     

Caregiving Stress 0.14 (0.07) [.01, .27] 2.06*     

PTSS  -0.04 (0.07) [-0.19, 0.12] -0.57     

Stress x PTSS  -0.002 (0.003) [-0.01, 0.004] -0.72     

Offending Caregiver -2.05 (3.74) [-9.51, 5.40] -0.55     

Stress x Offending -0.66 (0.23) [-1.12, -0.19] -2.81**     

PTSS x Offending -0.28 (0.21) [-0.69, 0.13] -1.38     

Stress x PTSS x Offending 0.03 (0.01) [0.003, 0.05] 2.22*     

Model 10    0.19 137.73 2.32* 0.05* 

Constant 40.28 (6.65) [27.04, 53.53] 6.05**     

Caregiving Stress 0.12(0.06) [-0.001, 0.25] 1.98*     

Cumulative Trauma  -0.23 (0.60) [-1.43, 0.97] -0.38     

Stress x Cumulative Trauma  -0.01 (0.02) [-0.05, 0.03] -0.71     

Offending Caregiver -0.31 (3.85) [-7.97, 7.36] -0.08     

Stress x Offending -0.73 (0.30) [-1.31, -0.15] -2.52**     

Trauma x Offending -1.84 (1.52) [-4.87, 1.19] -1.21     

Stress x Trauma x Offending 0.13 (0.06) [0.01, 0.26] 2.11*     
Note. N = 86; CI = Confidence interval.  

*p≤.05, **p≤.01. 
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Figure 1 Offending caregiver status moderates the relation between child PTSS and caregiving stress for predicting caregivers use of DON’T skills during 

Child-Led Play. 

Note. N = 86.
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Within the next model, also during CLP, there was a significant positive main 

effect for caregiving stress on the DON’T skills, such that increases in caregiving stress 

predicted increases in the number of DON’T skills the caregiver used (see Table 5, 

Model 10). There were no significant main effects for either child cumulative trauma or 

offending caregiver status. There was also a significant three-way interaction between 

caregiving stress, child cumulative trauma, and offending caregiver status (see Table 5, 

Model 10), such that the association between caregiving stress and child cumulative 

trauma, for predicting the DON’T skills during CLP, was significant for offending 

caregivers, F(1, 77) = 3.93, p = .05), but not significant for non-offending caregivers, 

F(1, 77) = .51, p = .47). Simple slope analyses for the association between caregiving 

stress and child cumulative trauma, for non-offending and offending caregivers, were 

used to probe this interaction (see Figure 2). For non-offending caregivers, the relation 

between caregiving stress and child cumulative trauma did not significantly impact the 

caregivers’ use of the DON’T skills during CLP. However, for offending caregivers, the 

relation between caregiving stress and child cumulative trauma on DON’T skills during 

CLP was significant at low (B = -.93, p = .03) and average (B = -.61, p = .04) levels of 

child cumulative trauma, but not at high levels (B = -.29, p = .19).
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Figure 2 Offending caregiver status moderates the relation between child cumulative trauma and caregiving stress for predicting caregivers use of DON’T 

skills during Child-Led Play. 

Note. N = 86.
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Discussion 

The present study examined the link between caregiving stress and both positive 

and negative caregiving behaviors in a PCIT-involved sample of traumatized children 

and their caregivers. To improve upon methodological limitations of prior research, we 

employed a gold standard live-coded observational assessment of caregiving behaviors. 

We also examined whether child maltreatment factors (i.e., cumulative maltreatment 

exposure and PTSS) moderated these associations. This study was the first to our 

knowledge to examine child PTSS and cumulative maltreatment exposure as moderators 

of the relation between caregiving stress and both positive and negative caregiving 

behaviors. Further, as PCIT allows for the involvement of offending caregivers in 

treatment (except in the case of sexual or sadistic physical abuse), we examined whether 

offending caregiver status impacted these associations. We explored these questions in a 

maltreated and treatment-involved sample of children and their caregivers, a group 

known to have relatively higher levels of caregiving stress (Theule et al., 2012; Vaughan 

et al., 2012) and child internalizing and externalizing behaviors (Costa et al., 2006). 

Generally, results suggest that child maltreatment factors moderated the associations 

between caregiving stress and negative caregiving behaviors, but only among offending 

caregivers, relative to non-offending caregivers. 

Consistent with prior research (Belsky et al., 1996; Deater-Deckard & Scarr, 

1996; Malinen et al., 2017; Rodgers, 1993), there was a significant positive main effect of 

caregiving stress on caregiving behavior in multivariate models, but only for negative 

caregiving behavior (not positive caregiving behavior) during the child-led play situation 
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(not the caregiver-led clean-up situation). In the context of this PCIT-involved sample, 

negative caregiving behaviors were defined as negative or critical talk, questions, and 

commands. This finding may suggest that caregiving stress has a negative impact on 

caregiving behavior during times of attachment-oriented interactions that elicit warm and 

positive interactions (child-led play) as opposed to “typical” caregiving tasks (clean up) 

that are not focused on relationship building. It may also be harder for highly-stressed 

caregivers to regulate built-up negative emotionality toward their child during these 

times, which may result in more negative caregiving practices, an effect demonstrated in 

prior literature (Maliken & Katz, 2013; Zahn-Waxler et al., 2002).   

Contrary to what was hypothesized, child maltreatment factors (PTSS and 

cumulative maltreatment exposure) did not moderate the association between caregiving 

stress and behaviors in the sample as a whole. Rather, this association was only present 

for negative behaviors among offending caregivers, relative to non-offending caregivers, 

during child-led play. The impact of caregiver offending status on hypothesized 

relationships was examined as an exploratory aim. It is possible that caregiver offending 

status may have suppressed the hypothesized effects in the two-way model. Interestingly, 

results suggested that caregiving stress levels were only significantly predictive of 

negative caregiving behaviors for offending caregivers (relative to non-offending) of 

children with average and lower PTSS and cumulative maltreatment exposure (relative to 

higher levels). Thus, caregiving stress was not predictive of negative caregiving behavior 

among offending caregivers for children with greater PTSS and cumulative maltreatment 

exposure. It is possible that these caregivers who were involved in the trauma that caused 
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harm to their child and have children who are experiencing significant difficulties related 

to that shared trauma (i.e., greater PTSS and cumulative trauma exposure), experience 

significant guilt for their involvement in that maltreatment. As a result of this guilt, these 

caregivers, even when stressed, may try to refrain from engaging in negative caregiving 

behaviors with their highly symptomatic children. Indeed, this effect was demonstrated in 

a prior study of caregivers who were involved in their child’s domestic violence exposure 

(Peled & Edleson, 1992), the trauma in which the majority of the offending caregivers in 

the present sample were involved.  

In contrast, for children of offending caregivers who exhibited average and lower 

PTSS and maltreatment exposure, an association between caregiving stress and number 

of negative caregiving behaviors was found. Surprisingly, among these children with 

relatively lower and average maltreatment-related difficulties, higher caregiving stress 

was associated with lower negative caregiving behavior. Offending caregivers may 

recognize when their caregiving stress levels are high and make active efforts to avoid 

taking their stress out on their child via negative caregiving behaviors, particularly if they 

experience guilt related to their child’s trauma. It is also possible that offending 

caregivers may experience a dissociative response related to their own trauma exposure 

(in this case, domestic violence) when under high levels of stress. Dissociating could 

result in lower caregiving behaviors altogether, including negative caregiving, because 

these caregivers would be “checked out” and less able to engage in caregiving behavior. 

Furthermore, these caregivers could be triggered by their child’s externalizing behaviors, 

or their child could serve as a trauma reminder of their shared domestic violence 
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exposure, thus leading to a “freeze” response (i.e., fight, flight, or freeze). The association 

between high caregiving stress, a dissociative response, and avoidance of caregiving 

behaviors altogether, has been discussed in prior literature (Lieberman, 2004; Pynoos et 

al., 1999).  

On the other hand, when caregiving stress was reported to be low, high levels of 

negative caregiving behaviors were observed among offending caregivers with lower 

symptomatic youth. In fact, this subgroup was found to have the highest levels of 

negative caregiving behaviors in the sample. Prior research suggests that female victims 

of domestic violence, who made up the majority of the offending caregivers in the 

present sample, may be harsher in their caregiving practices in general compared to non-

trauma exposed caregivers (Osofsky, 2003). Thus, when youth trauma symptoms are 

perceived to be low and offending caregivers are not occupied or influenced by high 

levels of stress, caregiver practices may be harsher.  

Interestingly, child trauma factors did not significantly moderate the association 

between caregiving stress and behavior among non-offending caregivers. These findings 

may suggest that caregiver stress does not significantly impact caregiving behavior for 

these caregivers without a shared trauma history. Indeed, they may be able to better 

manage the greater emotional and behavioral dysregulation associated with the full range 

of child maltreatment-related difficulties as reflected in relatively consistent rates of 

negative caregiving behavior regardless of level of youth trauma symptoms. They may 

not become as dysregulated by their child’s behaviors as caregivers who were involved in 

the trauma. Indeed, many of these non-offending caregivers were foster parents or 
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grandparents who knew of their child’s maltreatment history but were not involved in the 

perpetration of it. Thus, they may not experience significant guilt or a trauma response in 

the face of high stress or high youth trauma symptoms. 

Limitations and Future Research Directions  

Although this study builds upon existing literature in novels ways and holds 

important clinical implications, there are some limitations that deserve discussion. First, 

the three-way interaction analyses were slightly under-powered. Nonetheless, significant 

effects were found, which speaks to the strength of associations between the variables 

under study. Future studies should include larger sample sizes and consider including a 

more even distribution of offending and non-offending caregivers, to offer a more 

powerful test of study associations. Second, data were not available on caregiver 

involvement with child protective services (CPS) in the study database. Prior research 

suggests that caregiving stress levels vary by type of CPS involvement (e.g., differential 

response, removal of children) and child placement (e.g., foster care, kinship placement, 

emergency shelter) (Rodriguez-Jenkins & Marcenko, 2014), and that caregivers involved 

with CPS under-report difficulties to avoid further legal problems Križ et al. (2012). 

Thus, a variable assessing CPS involvement will be important to incorporate into future 

research in this area. Third, we did not have data to report on the socioeconomic status 

for children or caregivers, so we could not determine the representativeness of the present 

sample of the broader population of Arkansas for SES. The generalizability of our 

findings is, therefore, somewhat limited in this way. Future research should aim to recruit 

and retain a nationally representative sample, especially for the race, ethnicity, and 
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socioeconomic status of families. Fourth, though the present study did include a gold 

standard observational assessment of caregiving behavior, assessment of trauma was 

assessed via caregiver self-report. As multi-informant assessment of trauma symptoms 

and history affords a stronger methodological design, it should be incorporated into 

future research (Miller et al, 2013). Notably though, this may be difficult when assessing 

very young children who cannot reliably report on their own symptoms or have 

knowledge of their maltreatment experiences, especially if they experienced maltreatment 

very early in life. Thus, use of information from other adult informants (e.g., other 

caregivers, child welfare caseworkers, daycare or school teachers) may prove helpful. 

Finally, given the aims of this paper, the data presented are cross-sectional. However, use 

of longitudinal data in future research may help extend study findings in meaningful 

ways, such as examining whether degree of youth trauma mediates the caregiver stress-

caregiving behavior relationship over the course of care among subgroups of caregivers 

(e.g., offending and non-offending caregivers). 

Clinical Implications  

To our knowledge, this is the first study to examine child PTSS and cumulative 

maltreatment exposure as moderators of the link between caregiving stress and both 

positive and negative caregiving behaviors. It is also the first study to examine these 

associations among subsamples of offending and non-offending caregivers. Generally, 

our results highlight the importance of considering the heterogeneity of caregivers 

involved in caregiving research and clinical practice with traumatized youth and families. 

Involvement of the caregiver in the youth trauma, may influence the effect of caregiving 
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stress on parenting as well as caregiving behavior in general. Thus, it is important to 

assess for offending caregiver status among caregivers involved in treatment, as well as 

how and to what degree it influences caregiving stress and behavior. Incorporating this 

information into the case conceptualization and treatment planning may lead to better 

outcomes for traumatized youth and families. Treatment planning may involve the need 

for “pre-work” with offending caregivers to assess for and build safety before engaging 

fully in trauma treatment. These principles are in line with several early childhood 

evidence-based trauma treatments, including Child-Parent Psychotherapy, Infant-Parent 

Psychotherapy, Trauma-Focused Cognitive Behavioral Therapy. Offending caregivers 

may also need additional support to successfully participate in their child’s trauma 

treatment (e.g., own referral for trauma treatment) as well as manage highly stressful co-

occurring youth behaviors. In this latter vein, PCIT may serve as an excellent fit for 

families who fit this profile, as it is designed to address significant youth externalizing 

behavior for children with co-occurring trauma exposure.  

More generally, our results highlight the importance of assessing and discussing 

the relation between caregiving stress and behavior with treatment-seeking caregivers. 

Our results suggest that stress may be most likely to negatively impact situations 

designed to promote positive interactions, which in the present study was CLP. These 

types of interactions are incredibly important for relationship building, thus, are the focus 

of the first phase of PCIT. Child-Directed Interaction, one of the first skills taught in 

PCIT, is focused on teaching positive caregiving skills (e.g., labeled praises, reflections, 

imitation, etc.) that can be used throughout the day to promote positive caregiver-child 
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relationships and interactions. Caregivers can also be encouraged to monitor level of 

caregiving stress and discuss how it affects their interactions with their children. These 

types of discussions may improve caregiver awareness and motivation to change as skills 

are taught to improve caregiving behavior over the course of treatment.  

Relatedly, our results reinforce the importance of considering contextual factors 

when building a case conceptualization and treatment plan for a family. To this end, it is 

important to include a thorough assessment of the caregiver’s trauma history and role, if 

any, in their child’s maltreatment experiences. Though barriers exist to comprehensive 

caregiver assessment (e.g., time, billing, clinic policy, expertise, etc.), it may yield 

valuable clinical information to consider when conceptualizing potential reasons for 

various caregiving behaviors, as well as deciding on how to intervene in a manner that 

will optimize treatment outcomes for traumatized youth and their caregivers and help 

families interrupt the intergenerational cycle of trauma. 
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Differential Effects of Trauma Types and Social Factors on Post-Traumatic Stress 

in a Treatment-seeking Sample 

In the adult PTSD literature, trauma is often grouped by shared characteristics in 

an attempt to better understand outcomes associated with various types of trauma (see 

Cougle et al., 2009), such as by assaultive and non-assaultive trauma. Assaultive traumas 

are characterized by threat or injury to one’s body, and can include sexual assault, 

physical abuse, and combat injury. Non-assaultive traumas, like neglect, psychological 

maltreatment, and witnessing violence, do not include direct injury to one’s body. 

Though not yet studied in youth samples, research conducted with adult samples has 

yielded mixed evidence of the effects of assaultive versus non-assaultive trauma on 

PTSD outcomes, including symptoms of post-traumatic stress (PTSS). One goal of the 

present study is to examine this question in a sample of youth who have experienced 

trauma and are presenting for assessment and treatment at child advocacy centers 

(CACs). 

Among the few studies that have grouped trauma exposure by assaultive 

properties, it has been hypothesized that assaultive trauma exposure, relative to non-

assaultive, will result in more severe and chronic PTSD-related outcomes (e.g., symptom 

of post-traumatic stress, diagnoses, chronicity of symptoms) due in part to the more 

physically invasive nature of assaultive trauma. Indeed, some studies with adults have 

shown that experiencing assaultive relative to non-assaultive trauma was associated with 
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higher short- and long-term risk for the development of PTSD and PTSS (Breslau 

et al., 1999; Breslau et al., 2008). Another study with adults found that assaultive 

trauma resulted in a twofold increase in the duration of PTSD symptoms over 

time and a tenfold increase in the risk of developing chronic PTSD (Gill et al., 

2008). There is also some evidence to suggest that prior assaultive trauma 

exposure (i.e., lifetime assaultive trauma history), but not non-assaultive trauma, 

enhances risk for the development of PTSD following new trauma exposure later 

in life (Cougle et al., 2009).  

On the other hand, there are several studies conducted with adults that 

have failed to find more deleterious effects of assaultive relative to non-assaultive 

trauma. For example, one study failed to a significant impact of prior trauma, 

regardless of type, on the development of PTSD symptoms after a new trauma 

exposure (Breslau & Peterson, 2010). Similarly, Sartor and colleagues (2012) 

failed to find support for their hypothesis that assaultive trauma would lead to 

greater PTSS and likelihood of developing PTSD than non-assaultive trauma. The 

authors suggested that degree of saturation of trauma in a given sample (i.e., 

single incident versus chronic trauma) may play a role in discrepant study 

findings in the current literature. Indeed, several of these studies included 

chronically traumatized adult samples which may have diluted any potential 

differential impact by trauma type (e.g., Breslau & Peterson, 2010). In addition, 

they did not control for other types of trauma or have a combined trauma group, 

indicating that the categories may not have been discrete. In the present study, we 
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will examine the differential impact of three discrete categories of lifetime trauma 

exposure on PTSS: non-assaultive trauma only, assaultive trauma only, and both 

assaultive and non-assaultive trauma. Moreover, this will be studied in a youth sample 

with less opportunity to develop more severe chronic trauma histories. Additionally, 

analyses will also be conducted to determine whether results vary as a function of 

examining the “most bothersome trauma” (coded as non-assaultive only or assaultive 

only) to further build upon existing literature that solely examines lifetime or most recent 

trauma on PTSD outcomes. 

Social Risk and Protective Factors 

Equally important to studying the association between types of trauma and PTSS 

in a treatment-seeking youth sample is the examination of factors that may increase and 

decrease risk for PTSS severity. Among youth, socially-based risk factors are particularly 

salient in this regard (Charuvastra & Cloitre, 2008). Strong and supportive peer 

relationships are critically important to healthy social-emotional development during 

adolescence (Brown & Larson, 2009), and this is true for traumatized youth in particular. 

According to the Social Ecology Framework of PTSD (Charuvastra & Cloitre, 2008), 

PTSD risk and recovery are largely influenced by social networks and interactions. They 

describe that the “human social experience has a…central role in the way individuals 

respond to trauma…extending to experiences…at both the dyadic and 

community…level” (Charuvastra & Cloitre, 2008, p. 303). Indeed, they argue that factors 

related to one’s broad social context may attenuate or enhance risk for the development 

of PTSD depending on context. PTSS after trauma is typically associated with “broken or 
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distressed social bonds” because of the trauma itself (e.g., physical abuse), social 

consequences associated with the trauma (e.g., blaming from others after sexual 

assault), or weakened social networks (e.g., placement in foster care) (Charuvastra 

& Cloitre, 2008, p. 318). Thus, the absence of strong social networks, or even 

disruptions in the social network, can heighten the severity of PTSS after trauma, 

which may arise, in part, from avoidant coping, enhanced self-blame, or how one 

responded to the trauma (Keane & Barlow, 2002). Conversely, the presence of 

strong social networks can weaken the association between trauma and PTSS by 

buffering the impact of the trauma via aiding the individual who experienced 

trauma to engage in healthy coping strategies.  

Within the adult literature, a fair amount of research has been conducted to 

examine the role of social risk and protective factors on PTSS after trauma (see 

Charuvastra & Cloitre, 2008, for a review), with some evidence suggesting that 

social risk factors play a more powerful role than protective factors on PTSS 

outcomes (Davis et al., 1991; Filipas & Ullman, 2001; Ullman & Filipas, 2001). 

Furthermore, results tend to be mixed for social protective factors in particular. 

Some studies show no benefit of social protective factors (i.e., no impact on 

number of PTSS or PTSS severity; Davis et al., 1991; Zoellner et al., 1999) 

among those who experienced trauma, while others do show that they serve as a 

protective buffer (e.g., fewer PTSS/less severe PTSS post-trauma; Hyman et al., 

2003; Koenen et al., 2003; Schumm et al., 2006). These results may vary as a 

function of the different types of social protective factors (e.g., perceived social 
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support from a partner, engagement with the community) examined as well as the types 

and/or manner in which trauma was operationalized. A second aim of the present study is 

to examine the degree to which specific social risk (peer problems) and protective 

(prosocial behaviors) factors affects the association between different types of trauma and 

PTSS in a treatment-seeking sample of youth, which has yet to be studied to date. 

Peer Problems. 

Consistent with the Social Ecological Framework of PTSD (Charuvastra & 

Cloitre, 2008), peer relationships are one social factor that may impact the development 

of PTSS after trauma exposure. Unfortunately, trauma-exposed youth are at greater risk 

for peer difficulties than their non-traumatized peers (Levendosky et al., 2002). To our 

knowledge, no studies to date have examined whether quality of peer relationships in 

particular moderate the impact of trauma on the development of PTSS after trauma 

among youth. However, some research has examined the role of social support, a 

construct related to peer relationships, in this regard. A recent meta-analysis of 64 studies 

conducted by Trickey and colleagues (2012) examined broad risk factors for adolescent 

PTSD and found medium-to-large effect sizes for low social support, though their review 

only included four studies that adequately assessed social support (Heptinstall et al., 

2004; Stallard & Smith, 2007; Udwin et al., 2000; Vernberg et al., 1996). One additional 

study also found that low perceived support from peers increased risk for PTSS while 

high perceived support protected against PTSS in a sample of adolescents who had 

recently disclosed sexual abuse (Bal et al., 2005).  
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In similar studies conducted with adults, Wilson and Scarpa (2014) found 

that the impact of social support on the relation between childhood assault (sexual 

or physical abuse) and PTSS varied as a function of the source of support (i.e., 

family, peer, or significant other) and type of childhood trauma examined. In 

particular, greater perceived family and peer support functioned as a protective 

factor against the development of PTSS, but only for physical abuse survivors, not 

sexual abuse survivors. Conversely, perceived support from a significant other 

was a risk factor for PTSS among sexual abuse survivors, but not among physical 

abuse survivors. More relevant to the present study, Zoellner et al. (1999) found 

that interpersonal friction (i.e., overt arguments with peers) strengthened the 

relation between sexual assault that occurred during adulthood and PTSS three 

months later. Some of this friction with peers may stem from misunderstandings 

around what the trauma survivors needed or wanted from others post-trauma, 

particularly when the trauma is associated with stigma or shame, more private in 

nature, and/or undisclosed for a long period of time (Punamäki et al., 2005). The 

present study will build on this literature to examine one specific potential social 

risk factor, peer problems, on the relation between different types of trauma and 

PTSS in a clinical sample of youth. 

Prosocial Behavior. 

Similar to social risk factors, the study of protective factors that may aid in 

healthy recovery from trauma among youth is also important. Along these lines, prosocial 

behavior with peers and others may be particularly promising in this regard. Prosocial 
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behavior refers to “acts undertaken to protect or enhance the welfare of others” 

(Weinstein & Ryan, 2010, p. 222). Engagement in these types of behaviors, and the 

associated strengthening of social relationships that accompany such behaviors, may 

serve as a protective factor for a range of mental health issues. Though not studied with 

regard to PTSD in particular, greater participation in prosocial activities has been shown 

to longitudinally predict fewer mental health symptoms among community-based 

(Monahan et al., 2014) and school-based samples of adolescents recruited from high-risk 

U.S. neighborhoods (Kim et al., 2016). Greater prosocial community involvement has 

also been shown to predict greater PTSD remission among adult veterans (Koenen et al., 

2003). According the Social Ecological Framework of PTSD (Charuvastra & Cloitre, 

2008) described above, prosocial behavior engagement typically requires social 

connection, which may enhance meaning-making following trauma and subsequent 

healing (see Steger & Park, 2012, for a review). Stronger support systems resulting from 

prosocial behavior may also pave the way for more adaptive coping. Indeed, both active 

coping and social support have been shown to serve as buffers against the development of 

PTSD among trauma survivors (Thompson et al., 2018; Pina et al., 2008; Sippel et al., 

2015). Though important, no published studies to date have examined whether prosocial 

behavior buffers the association between trauma and PTSS, which is another aim of the 

present study.  

Present Study 

As is evident, there is a dearth of research that has examined the association 

between trauma type and PTSS, or factors that enhance or attenuate this relation, among 
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traumatized youth in general, and treatment-seeking youth in particular. The 

present study addresses this gap by examining whether three types of lifetime 

trauma exposure, non-assaultive, assaultive, or both non-assaultive and assaultive, 

are differentially associated with the severity of PTSS. This association is 

examined with regard to trauma experienced over one’s lifetime as well the 

current most bothersome trauma (non-assaultive or assaultive). Moreover, to 

improve our understanding of factors that may strengthen or attenuate this 

relationship, we explore whether two social factors, peer problems and prosocial 

behavior, moderate these hypothesized associations. The present study explores 

these associations in a sample of traumatized youth who presented to a CAC with 

a family member for care. CACs serve children and their families who have 

experienced maltreatment and offer a range of services (e.g., forensic interviews, 

medical care, mental health treatment, victim advocacy, and legal assistance). 

Moreover, as caregivers are typically involved in evidence-based assessment and 

treatment of the trauma, and often report results discrepant from those of youth 

(Oransky et al., 2013; Stallard et al., 2001), particularly under-reporting of 

traumas and PTSS (Ceballo et al., 2001; Howard et al., 1999; Stover et al., 2010; 

Thomson et al., 2002) which may impact outcomes, this study will further add to 

the literature by exploring the aforementioned questions separately using 

adolescent and caregiver report data, respectively, as opposed to data from one 

informant which is most commonly done. This includes an examination of 

concordance rates between youth and caregiver report. 
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Based on extant literature and theory, the following hypotheses are offered: 1) 

Both non-assaultive and assaultive trauma exposure will be associated with greater PTSS 

severity relative to assaultive and non-assaultive trauma only, and assaultive trauma 

exposure will be associated with greater PTSS severity than non-assaultive trauma 

exposure. 2) For each group of trauma exposure (i.e., both, assaultive, and non-

assaultive), the hypothesized relation between trauma and PTSS severity will be stronger 

among youth who report greater (versus lesser) peer problems. 3) For each group of 

trauma exposure (i.e., both, assaultive, and non-assaultive), the hypothesized relation 

between trauma and PTSS severity will be weaker among adolescents with higher (versus 

lower) prosocial behavior engagement. To provide a conservative test of study 

hypotheses, analyses will also examine and control for sample characteristics (e.g., age, 

gender, setting) that may potentially impact study outcomes (see Olff et al., 2017 for a 

review).  

Method 

Participants 

Participants included maltreated youths (Mage = 12.54 years, SD = 2.89 years, 

range = 10-17 years) and their caregiver (N =312) pulled from a larger sample of (N = 

1,440) who presented to 14 Child Advocacy Centers (CAC) located throughout Arkansas 

for a recent maltreatment experience. Sample sizes vary slightly based on analyses for 

each hypothesis. Children were primarily female (72.1%), white (79.5%), and non-

Hispanic/Latinx (83.0%). Median household income for the 14 counties from which 

participants were recruited ranges from $32,900-49,900, with a median household 
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income of $45,700 for the overall state in 2019 (U.S. Census Bureau). Inclusion criteria 

included: 1) English- or Spanish-speaking adolescent; 2) child assent; 3) guardian 

consent; 4) completion of trauma exposure and symptom measures. Exclusion criteria 

included: 1) substantially limited cognitive capacity (i.e., cannot understand consenting 

process or assessments) of either caregiver or child; and 2) incomplete trauma exposure 

and symptom measures. 

Recruitment, Screening, and Assessment 

Data collected for a parent study were used for the present paper (see 

Brandt et al., 2018, for more information). CAC directors across the state of 

Arkansas (n =14) were invited and agreed to participate in the parent study. 

Participating CACs were directed to conduct screenings for trauma exposures and 

related symptoms, as well as broad mental health symptoms, with all youth ages 

10-17 and their caregiver who presented for services between November 1, 2016 

and July 1, 2019. Screenings were completed in 64 (85.3%) of Arkansas’s 75 

counties. CAC directors received funding from Arkansas Building Effective 

Services for Trauma (ARBEST), a statewide initiative to fund and enhance access 

to evidence-based services for children who have experienced maltreatment, for 

screening at least 80% of eligible children.  

Family advocates within the CACs provided demographic information after the 

initial meeting with families (both parent and child). These data were then uploaded into 

the ARBEST online portal and families were assigned an identification number. Parents 

and children separately completed measures of lifetime trauma exposure, current PTSD 
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symptoms, and a broadband measure of various mental health symptoms. These measures 

were reviewed, scored, and uploaded into the online portal by a CAC therapist assigned 

to the family. From there, families elected to engage in mental health services through the 

CAC, receive referrals for mental health services outside the CAC, or decline mental 

health services. 

Measures 

Child and Adolescent Trauma Screen (CATS; Sachser et al., 2017).  

The CATS is a short, publicly accessible questionnaire to screen for trauma 

exposure and related symptoms for children ages 7-17 that is based on the DSM-5 criteria 

for PTSD. The first 14 Yes/No items assess exposure to various traumatic events; the 

15th item allows a child/caregiver to write-in any other scary/stressful event that was not 

included in the first 14 items. The child/caregiver then identifies the most stressful, scary, 

or bothersome event the child experienced (called the most “bothersome” event in the 

present study). The last 20 items assess for self- or parent-report of PTSS the child has 

experienced in the last two weeks and are rated on a Likert scale (0 = never to 3 = almost 

always). Symptoms are considered to be clinically significant if endorsed at a 2 (half the 

time) or greater. Four cluster scores are obtained for re-experiencing, avoidance, negative 

mood/cognitions, and arousal as well as a total PTSD symptom severity score (21+ = 

probable PTSD, 16-20 = mild/moderate, and 0-14 = not elevated). Psychosocial 

functioning is assessed using 5 Yes/No items that ask whether the post-traumatic stress 

symptoms interfere with 5 key areas of functioning (e.g., family relationships, school, 

etc.). The CATS has demonstrated good to excellent reliability (α = .88–.94) and good 
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convergent and discriminate validity (Sachser et al., 2017). Caregivers and youths 

were interviewed separately using the CATS.   

Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997).  

The SDQ is a parent- and self-report behavioral screening questionnaire for 

children ages 10-17. There are 25 items that assess 5 subscales related to a range of 

internalizing and externalizing behaviors youth may experience. The Prosocial Behavior 

and Peer Problems subscales were used in the present study. Higher scores indicate more 

prosocial behaviors (e.g., helping peers, volunteering) and greater peer difficulties (e.g., 

loneliness, bullying), respectively. Reliability and validity studies have shown the SDQ to 

have good internal consistency, test–retest reliability, predictive validity, discriminant 

validity, and concurrent validity to discriminate between clinical and nonclinical 

populations (Goodman, 2001; Goodman et al., 1998). The SDQ cut-off identifies youth 

with problems in the top 5%–10% of the population (Goodman et al., 1998). 

Data Analytic Plan 

Preliminary Analyses 

All analyses were conducted in SPSS version 19 (IBM Corp., 2010). Data 

were spot-checked for data entry errors prior to cleaning data. Data were 

examined for distributional characteristics in the separate (N = 236, parent-only; N 

= 271, child-only) and the combined datasets (N = 150). Study variables showed 

skew and kurtosis levels within acceptable ranges, so no log transformations were 

conducted. Next, data were examined for outliers, influential cases, and 

fulfillment of model assumptions. No transformations of variables or adjustments 
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of cases were needed. Model assumptions for regression analyses were met across all 

models. Relevant clinical information was summarized using frequencies and descriptive 

statistics; most of this information was gathered from the parent, but child data were 

included when available.   

Next, the categorical predictor for type of lifetime trauma exposure was made by 

creating three categories of trauma exposures: non-assaultive only, assaultive only, and 

both non-assaultive and non-assaultive. Items from the CATS (Sachser et al., 2017) that 

measured lifetime trauma exposure were categorized into these groups in the same 

fashion as prior literature (see Cougle et al., 2009 for more thorough descriptions). The 

non-assaultive trauma group included those experiencing a serious natural disaster, being 

around war, and witnessing domestic violence, and included only children who had 

experienced at least one non-assaultive but no assaultive traumas. The assaultive trauma 

group included exposures such as sexual assault, serious accident/injury, and physical 

abuse, and included children who had only experienced at least one assaultive but no 

non-assaultive traumas. The combined non- and assaultive trauma group included 

children who had experienced at least one non-assaultive and at least one assaultive 

trauma. For the most bothersome trauma, groups were created in a similar fashion, 

though the trauma was only coded as assaultive or non-assaultive.  

With regard to the CATS symptom score, it was used as a continuous score of 

trauma symptom severity in multivariate analyses in line with best practice guidelines 

(Hayes & Montoya, 2017), as well as a categorical trauma severity score using 

established cutoffs to improve clinical generalizability of findings as clinicians often use 
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the latter when making treatment planning decisions. Specifically, scores between 

0-14 indicate normative PTSS, 15-20 indicate “moderate PTSD,” and 21+ 

indicate “probable PTSD” (Sacher et al., 2017).  

Two datasets were used for analyses, including a “matched” caregiver-child 

dataset (N = 150) as well larger “unmatched” parent-only (N = 236) and child-only (N = 

271) datasets. Descriptive statistics were run on the matched and unmatched datasets and 

concordance analyses were conducted using the matched dataset. To probe for 

differences between parent- and child-report on continuous outcomes in the matched 

dataset, paired t-tests were conducted. Cohen’s kappa (Cohen, 1960) was used to assess 

agreement between caregiver- and child-reports of categorical variables, including 

lifetime trauma type, most bothersome trauma type, and clinical cut-off scores of PTSS. 

Kappa (κ) is a correlational statistic that examines agreement between reporters while 

correcting for chance agreement. K values greater than 0.75 are considered to indicate 

high agreement, 0.40-0.75 indicate moderate agreement, and less than 0.40 indicate poor 

agreement (Mannuzza et al., 1989). Bivariate correlations were also used to examine the 

associations among parent- and child-reported variables in the matched dataset, as well as 

to examine relations among study variables in the unmatched datasets. One-way 

ANOVAs were also used to probe for significant differences in means across categorical 

groups in the matched dataset. Sociodemographic variables found to be associated with 

the outcome variable were then controlled for in multivariate analyses for both parent and 

child models. Of note, for multivariate analyses, the larger unmatched datasets were used 

to increase power for analyses. 
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Multivariate Analyses 

A power analysis was conducted using G*Power (Faul et al., 2009) to determine 

if the present sample size was powerful enough to detect meaningful effects for 

multivariate analyses. To have at least 80% power to detect significant effects for the 

two-way interactions, after specifying an alpha level of 0.05, a two-tailed examination, an 

effect size (Cohen’s d) of 0.2, and the number of predictors for each liner multiple 

regression model, the recommended total sample size was N = 68, which the present 

sample size far exceeds.  

Linear regressions analyses with a categorical predictor using PROCESS version 

3.4.1 (Hayes, 2018) were employed to examine the associations between lifetime trauma 

exposure types (non-assaultive only, assaultive only, both non-assaultive and assaultive) 

and PTSS, as well as whether peer problems and prosocial behaviors moderated these 

associations. An indicator coding scheme (i.e., dummy coded categories, where k-1; see 

Hayes & Montoya, 2017, for full description and rationale) was used to compare the 

mean PTSS scores of the three levels of the categorical predictor, lifetime trauma type. 

Non-assaultive trauma type was first coded as 0, the comparison group, to account for the 

non-assaultive to assaultive trauma comparison and the non-assaultive to both trauma 

types comparison. Next, we reverse-coded the lifetime trauma types variable to have both 

trauma types as the comparison group (BT = 0). Doing so allows for the comparison 

between both trauma types and assaultive trauma, a comparison that is not otherwise 

captured. Thus, eight linear regressions were run, two each for the four different models, 

to examine two-way interaction effects. Simple slope analyses (Preacher et al., 2004) 
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were used to probe significant interactions, as indicated. Age and gender were covaried in 

the child-report models due to significant correlations with PTSS. 

Results 

Clinical History 

The types of trauma histories endorsed by parents and children are 

reported in Table 6. In the parent-only sample, a biological parent was the 

offending caregiver involved in the trauma for which they sought treatment at the 

CAC for the majority of children (23.7%). The next most frequent offenders were 

“another known person” (e.g., coach, teacher) (22.0%) and other relatives (e.g., 

uncle, grandparent) (14.4%). The most frequent timeframe of the primary trauma 

(i.e., the trauma for which they sought treatment) was less than one year ago 

(66.5%), followed by 1-3 years ago (16.1%). On the CATS, just over half (58.1%) 

of the sample met criteria for clinically significant total PTSS, and 14.4% met 

criteria for borderline-clinical PTSS as reported by the caregiver on behalf of the 

child.  

In the child-only sample, “another known person” (e.g., coach, teacher) (26.6%) 

was most commonly denoted as the offending caregiver involved in the trauma for which 

they sought treatment at the CAC. The next most frequent offenders were a biological 

parent (18.1%) and another relative (e.g., uncle, grandparent) (15.1%). The most frequent 

timeframe of the primary trauma (i.e., the trauma for which they sought treatment) was 

less than one year ago (66.8%), followed by 1-3 years ago (17.3%). Importantly, in the 

child-report only sample, over two-thirds (68.6%) of the sample met criteria for clinically 
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significant total PTSS and 13.7% met for borderline-clinical PTSS as reported by the 

child on the CATS. See Table 6 for additional demographic and clinical characteristics 

data by parent- and child-report samples. 

 

 

Table 6 Participant demographic characteristics and clinical history 

Characteristic, N (%) Parent-report 

Only 

(N = 236) 

Child-report  

Only 

(N = 271) 

Female 176 (74.6) 224 (82.7) 

Age*   

  10 14 (5.9) 19 (7.0) 

  11 19 (8.1) 23 (8.5) 

  12 21 (8.9) 33 (12.2) 

  13 31 (13.1) 49 (18.1) 

  14 25 (10.6) 40 (14.8) 

  15 17 (7.2) 38 (14.0) 

  16 20 (8.5) 36 (13.3) 

  17 15 (6.4) 33 (12.2) 

Race   

  White 190 (80.5) 226 (83.4) 

  Black 23 (9.7) 28 (10.3) 

  Asian 2 (0.8) 3 (1.1) 

  American Indian 6 (2.5) 4 (1.5) 

  Other 15 (6.4) 10 (3.7) 

Ethnicity   

  Non-Hispanic/Latinx 200 (84.7) 240 (88.6) 

  Latinx 36 (15.3) 31 (11.4) 

Lifetime Trauma Type^   

  Non-assaultive only 28 (11.9) 20 (7.4) 

  Assaultive only 64 (27.1) 47 (17.3) 

  Both non-assaultive and assaultive 144 (61.0) 204 (75.3) 

Bothersome Trauma Type^   

  Non-assaultive  84 (35.6) 86 (31.7) 

  Assaultive  152 (64.4) 185 (68.3) 

Offender Identity   

  Biological parent 56 (23.7) 49 (18.1) 

  Another known person 52 (22.0) 72 (26.6) 

  Other relative 34 (14.4)  41 (15.1) 
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  Stepparent 27 (11.4) 31 (11.4) 

  Sibling  18 (7.6) 18 (6.6) 

  Parent’s partner 13 (5.5) 7 (2.6) 

  More than one offender 12 (5.1) 16 (5.9) 

  Unknown  9 (3.8) 18 (6.6) 

  Other  8 (3.4) 11 (4.1) 

  Not applicable  7 (3.0) 8 (3.0) 

Timeframe of Primary Trauma   

  Less than 1 year ago 157 (66.5) 181 (66.8) 

  1-3 years ago 38 (16.1) 47 (17.3) 

  3-5 years ago 16 (6.8) 18 (6.6) 

  Unknown 13 (5.5) 10 (3.7) 

  More than 5 years ago 12 (5.1) 15 (5.5) 

Trauma Symptom Clinical Cutoff^   

  Subclinical PTSD symptoms 65 (27.5) 48 (17.7) 

  Moderate PTSD symptoms 34 (14.4) 37 (13.7) 

  Probable PTSD 137 (58.1) 186 (68.6) 
Note. *Incomplete age data available for parent-report; missing = 74.  

 

 

Bivariate Analyses 

Parent-Child Agreement. 

As can be seen in Table 7, in the matched sample, there were significant 

differences between parent and child report of average PTSS, such that children reported 

significantly greater PTSS than their parents. There were no significant differences 

between parent and child report for either peer difficulties or prosocial behavior 

engagement. 
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Table 7 Paired t-tests for matched parent- and child- report of PTSS and social moderators 

Outcome Parent-reported Child-reported Parent-child Comparison 

 Mean SD Mean SD t 95% CI 

CATS Total Score 25.88 12.94 30.25 13.94 -3.41* [-6.91, -1.84] 

SDQ Peer^ 3.17 2.09 3.33 2.06 -0.25 [-0.48, 0.37] 

SDQ Prosocial^^ 7.87 2.11 7.92 1.78 -0.74 [-0.56, 0.25] 
Note. N = 150. 

CATS = Child and Adolescent Trauma Screen. SDQ = Strengths and Difficulties Questionnaire. CI = 

Confidence interval.  

^Higher scores on this subscale indicate greater peer difficulties.  

^^Higher scores on this subscale indicate greater prosocial behavior. 

*p = .001. 

 

 

Cohen’s kappa’s (κ) for parent- and child-report of lifetime and current most 

bothersome trauma types, as well as CATS cut-off scores, in the matched sample are 

presented in Table 8. Child and parent agreement regarding children’s PTSS tied to the 

most bothersome trauma was statistically significant, but “poor”, such that parents 

reported their child’s PTSS to be in lower symptom severity categories (non-clinical and 

moderate PTSD) than their children. Similarly, child and parent agreement for lifetime 

exposure to categories of trauma types was clinically significant, but “poor”. Children’s 

responses fell within the both trauma type (assaultive and non-assaultive) category more 

often than their parents. Finally, child and parent agreement on the current most 

bothersome trauma type was statistically significant and “moderate.” 
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Table 8 Kappas for matched parent- and child-reported trauma variables 

 Outcome Child-report (N)   

 CATS Cut-off 

Score 

Non-

clinical 

Moderate 

PTSD 

Probable 

PTSD 

Total P-R κ  

      .12*  

 Non-clinical 7 6 18 31  

 Moderate PTSD 7 2 16 25  

 Probable PTSD 9 8 77 94  

 Total C-R 23 16 111 150  

 Lifetime  

Trauma Type 

NT AT BT Total P-R κ 

Parent-report      .24**  

(N) NT  4 1 9 14  

 AT  0 10 25 35  

 BT 2 9 85 96  

 Total C-R 6 20 119 145  

 Bothersome 

Trauma Type 

NT AT Total P-R -- κ 

      .45**  

 NT 28 16 44 --  

 AT 19 85 104 --  

 Total C-R 47 101 148 --  
Note. C-R = Child-report; P-R = Parent-report; NT = Non-assaultive trauma only; AT = Assaultive trauma 

only; BT = Both non-assaultive and assaultive trauma. The trauma type groups are discrete. 

*p < .05, **p = .00.  

  

 

Correlations between child and parent report of study variables within the 

matched sample can be found in Table 9. Both lifetime and bothersome trauma types 

were significantly and positively correlated between parent and child report. Parent and 

child report of PTSS, both total score and clinical cut-off scores, were significantly and 

positively correlated. In addition, parent report of child PTSS (continuous and cut-off) 

were positively and significantly related to parent report of peer difficulties, but not 

correlated with parent report of prosocial behavior. Parent report of PTSS (cut-off) was 

also significantly and positively correlated with child report of peer difficulties, and 
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significantly and negatively correlated with child report of prosocial behaviors. Child 

report of PTSS (continuous and cut-off) were positively and significantly related to child 

report of peer difficulties and parent report of prosocial behaviors. Parent report of peer 

problems was significantly and positively correlated with child report of peer problems, 

but significantly and negatively correlated with parent and child report of prosocial 

behavior engagement. Child report of peer difficulties was significantly and negatively 

correlated with child report of prosocial behavior engagement. Parent and child report of 

prosocial behavior were not significantly correlated. 
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Table 9 Bivariate correlations among matched parent- and child-reported variables 

Variable 1 2 3 4 5 6  7 8 9 10 11 12 

1. Parent Lifetime Type^ -- .29** .28** .07 .12 .09 .09 .06 .11 .13 .07 .06 

2. Child Lifetime Type^  -- .12 .08 -.06 .10 -.004 .11 .02 .16 -.02 .09 

3. Parent Bothersome Type^^   -- .44** -.06 .09 -.05 .05 .02 .11 .09 .01 

4. Child Bothersome Type^^    -- .05 .11 .01 .13 .06 .12 .16 .06 

5. Parent CATS Cut-off+     -- .22** .85** .27** .28** .18* -.09 -.17* 

6. Child CATS Cut-off+      -- .26** .79** .06 .31** .27** -.02 

7. Parent CATS Score++       -- .32** .39** .13 -.15 -.10 

8. Child CATS Score++        -- .13 .33** .23** -.01 

9. Parent SDQ Peer Score*        -- .26** -.43** -.18* 

10. Child SDQ Peer Score*         -- .04 -.22** 

11. Parent SDQ Prosocial Score**            -- .10 

12. Child SDQ Prosocial Score**            -- 
Note. N = 150. 

^Refers to discrete groups of 0 = Non-assaultive trauma only, 1 = Assaultive trauma only, 2 = Both non-assaultive and assaultive trauma. 

^^ Refers to discrete groups of 0 = Non-assaultive trauma, 1 = Assaultive trauma. 

+Refers to the clinical cut-off scores of the child’s PTSD symptoms.  

++Refers to the raw scores of child’s PTSD symptoms.  

*Refers to a subscale on which higher scores indicate greater peer problems. 

**Refers to a subscale on which lower scores indicate lesser engagement in prosocial behaviors. 

*p < .05, **p < .01.
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Parent-only. 

As can be seen in Table 10, in the unmatched parent-only dataset, the type of 

trauma that was most bothersome currently was significantly positively correlated with 

lifetime trauma type. Lifetime trauma type and PTSS were significantly positively 

correlated, but bothersome trauma type and PTSS were not significantly correlated. 

Greater peer problems were significantly positively correlated with PTSS, such that 

greater peer problems were associated with more PTSS. Prosocial behaviors and peer 

problems were also significantly negatively correlated, such that greater prosocial 

behaviors were associated with fewer peer difficulties. Race was not significantly 

correlated with any model variables. Age was significantly positively correlated with 

lifetime trauma type and prosocial behaviors, and significantly negatively correlated with 

peer problems, such that being older (relative to younger) was associated with greater 

prosocial behaviors and fewer peer problems. Gender was significantly correlated with 

most bothersome trauma type, but not lifetime trauma type, as well as significantly 

positively correlated with prosocial behaviors, such that being a female (relative to a 

male) was associated with greater prosocial behaviors. No sociodemographic variables 

were significantly correlated with PTSS, so they were not controlled for in multivariate 

analyses.  

Lifetime trauma type was significantly positively correlated with PTSS, so an 

ANOVA was conducted to examine differences among the three trauma types (non-

assaultive only, assaultive only, both assaultive and non-assaultive) on PTSS. There was 

a significant effect of the type of trauma on PTSS, F(2, 233) = 4.56, p = .01. Using a 
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Tukey post hoc test, planned contrasts among the trauma types revealed that 

youth with a history of both assaultive and non-assaultive trauma exposure (M = 

26.03) had significantly more PTSS relative to those who experienced only 

assaultive trauma (M = 19.81), p = .01, [1.29, 11.17]. No significant differences 

emerged between those with both non-assaultive and assaultive trauma and only 

non-assaultive trauma (M = 23.11), p = .46, [-2.84, 8.68]. There was no 

significant difference in PTSS between those who experienced assaultive only (M 

= 19.81) versus non-assaultive only trauma types (M = 23.11), p = .48, [-10.01, 

3.40]. 

 

 

Table 10 Bivariate correlations for all model variables in parent-only models 

Variable 1 2 3 4 5 6 7 8 

1. Lifetime Trauma Type -- .34** .13* .00 .10 .03 .17* .11 

2. Bothersome Type  -- .01 .11 -.01 .02 .12 .18** 

3. PTSD Symptoms^   -- -.11 .37** -.07 .11 .11 

4. Prosocial Behaviors^^   -- -.41** -.07 .26** .16* 

5. Peer Problems+    -- -.002 -.22** .02 

6. Race      -- .09 .07 

7. Age       -- .11 

8. Gender        -- 

         

M -- -- 24.23 7.84 3.05 -- 13.48 ++ 

SD -- -- 13.20 2.05 2.02 -- 2.08 -- 
Note. N = 236, except for age correlations where N = 162. 

^Refers to raw scores of the child’s PTSD symptoms, 58.1% of the sample met criteria for clinically significant 

PTSD symptoms.  

^^Refers to a subscale on which lower scores indicate lesser engagement in prosocial behaviors. 

+Refers to a subscale on which higher scores indicate greater peer problems. 

++176 females, 60 males. 

*p < .05, **p < .01. 
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Youth-only. 

In the unmatched youth-only dataset, Table 11 shows that lifetime trauma 

type was significantly positively correlated with bothersome trauma type. 

Lifetime trauma type and PTSS were significantly positively correlated, as were lifetime 

trauma type and peer difficulties. Greater peer problems were significantly positively 

correlated with PTSS, such that greater peer problems were associated with more PTSS. 

Prosocial behaviors and peer problems were also significantly negatively correlated, such 

that greater prosocial behaviors were associated with fewer peer difficulties. Race was 

not significantly correlated with any model variables. Age was significantly positively 

correlated with bothersome trauma type, PTSS, and prosocial behaviors, such that being 

older (relative to younger) was associated with greater PTSS and more prosocial 

behaviors. Gender was significantly positively correlated with lifetime trauma type, 

bothersome trauma type, and PTSS, such that being female was associated with greater 

PTSS. Gender was also significantly positively correlated with age. Gender and age were 

significantly correlated with PTSS, so they were controlled for in multivariate analyses. 

Lifetime trauma was significantly positively correlated with PTSS, so an ANOVA 

was conducted to examine differences among the three trauma types (non-assaultive only, 

assaultive only, both assaultive and non-assaultive) on PTSS. There was a significant 

effect of the type of trauma on PTSS, F(2, 268) = 11.44, p = .00. Using a Tukey post hoc 

test, planned contrasts among the trauma types revealed that youth with a history of both 

assaultive and non-assaultive trauma exposure (M = 31.12) had significantly more PTSS 

relative to those who experienced only assaultive trauma (M = 23.60), p = .002, [2.34, 
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12.70] and those who experienced only non-assaultive trauma (M = 19.15), p = 

.001, [4.46, 19.47]. There was no significant difference in PTSS between those 

who experienced assaultive only (M = 23.60) versus non-assaultive only trauma 

types (M = 19.15), p = .44, [-4.11, 13.00]. 

 

 

Table 11 Bivariate correlations for all model variables in child-only models 

Variable 1 2 3 4 5 6 7 8 

1. Lifetime Trauma Type -- .19** .28** .01 .15* .08 .12 .13* 

2. Bothering Type  -- .10 .07 .07 .04 .16** .25** 

3. PTSD Symptoms^   -- -.07 .37** .04 .26** .23** 

4. Prosocial Behaviors^^   -- -.24** .01 .14* .09 

5. Peer Problems+    -- -.07 .08 .03 

6. Race      -- -.02 .03 

7. Age       -- .14* 

8. Gender        -- 

         

M -- -- 28.93 8.00 3.18 -- 13.81 ++ 

SD -- -- 14.11 1.78 2.00 -- 2.07 -- 
Note. N = 271. 

^Refers to raw scores of the child’s PTSD symptoms, 68.6% of the sample met criteria for clinically significant 

PTSD symptoms.  

^^Refers to a subscale on which lower scores indicate lesser engagement in prosocial behaviors. 

+Refers to a subscale on which higher scores indicate greater peer problems. 

++224 females, 47 males. 

*p < .05, **p < .01. 

 

 

Moderation Analyses for Peer Problems and Prosocial Behavior 

Parent-only. 

Lifetime Trauma. In the unmatched parent only dataset, as shown in Tables 12 

and 13, Models 1 and 3, respectively, there were no significant main effects of any of the 

lifetime trauma type comparisons (i.e., non-assaultive compared to assaultive; non-
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assaultive compared to both; both compared to assaultive) on PTSS when included in 

multivariate models. Peer problems were significantly positively related to PTSS when 

included in the multivariate model when the both trauma type group was the comparison 

group (in reference to the assaultive trauma group) (see Table 12, Model 1). However, 

prosocial behavior was not significantly associated with PTSS in multivariate models 

(see Table 13, Model 3). Furthermore, there were no significant interaction effects 

between any of the trauma type comparisons and peer problems or prosocial behaviors 

when predicting PTSS (see Tables 12-13, Models 1 and 3). 



71 

 

Table 12 Regression analyses for lifetime trauma types and PTSS moderated by peer problems 

Variable B (SE) 95% CI t R2 MSE F Interaction R2  

 Parent Report Only (N = 236)      

Model 1       

NT as Comparison Group    0.18 145.49 10.29** 0.01 

Constant 19.85 (3.28) [13.39, 26.31] 6.06**     

NT vs AT -3.64 (4.65) [-12.81, 5.52] -0.78     

NT vs BT  -3.17 (3.75) [-10.55, 4.22] -0.84     

Peer Problems 1.23 (0.97) [-0.68, 3.13] 1.27     

NT vs AT x Peer Problems 0.00 (1.37) [-2.70, 2.71] 0.00     

NT vs BT x Peer Problems 1.70 (1.08) [-0.42, 3.83] 1.58     

BT as Comparison Group    0.18 145.49 10.29** 0.01 

Constant 16.69 (1.82) [13.11, 202.6] 9.19**     

BT vs AT -0.48 (3.77) [-7.90, 6.94] -0.13     

BT vs NT 3.17 (3.75) [-4.22, 10.55] 0.84     

Peer Problems 2.93 (0.48) [1.99, 3.87] 6.13**     

BT vs AT x Peer Problems -1.70 (1.08) [-3.84, 0.43] -1.57     

BT vs NT x Peer Problems -1.70 (1.08) [-3.83, 0.42] -1.58     

 Child Report Only (N = 271)      

Model 2        

NT as Comparison Group    0.28 146.74 14.74** 0.02* 

Constant 2.43 (6.27) [-9.91, 14.76] 0.39     

Age 1.17 (0.36) [0.46, 1.89] 3.24**     

Gender 6.80 (1.99) [2.87, 10.72] 3.41**     

NT vs AT -7.49 (5.25) [-17.83, 2.84] -1.43     

NT vs BT  -2.27 (4.37) [-10.87, 6.33] -0.52     

Peer Problems -1.10 (1.20) [-3.45, 1.26] -0.92     

NT vs AT x Peer Problems 3.60 (1.59) [0.48, 6.73] 2.27*     

NT vs BT x Peer Problems 3.74 (1.27) [1.23, 6.24] 2.94**     
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BT as Comparison Group    0.28 146.74 14.74** 0.02* 

Constant 0.16 (5.29) [-10.26, 10.57] 0.03     

Age 1.17 (0.36) [0.46, 1.89] 3.24**     

Gender 6.80 (1.99) [2.87, 10.72] 3.41**     

BT vs AT -5.22 (3.74) [-12.58, 2.14] -1.40     

BT vs NT 2.27 (4.37) [-6.33, 10.87] 0.52     

Peer Problems 2.64 (0.42) [1.80, 3.48] 6.22**     

BT vs AT x Peer Problems -0.13 (1.12) [-2.34, 2.07] -0.12     

BT vs NT x Peer Problems -3.74 (1.27) [-6.24, -1.23] -2.94**     
Note. CI = Confidence interval; vs = versus; NT = Non-assaultive trauma only; AT = Assaultive trauma only; BT = Both non-assaultive and assaultive trauma. 

The three trauma type groups are discrete. 

*p≤.05, **p≤.00. 

 

 

 

 

 

Table 13 Regression analyses for lifetime trauma types and PTSS moderated by prosocial behaviors 

Variable B (SE) 95% CI t R2 MSE F Interaction R2  

 Parent Report Only (N = 236)      

Model 3       

NT as Comparison Group    0.05 169.25 2.39* 0.00 

Constant 22.33 (8.83) [4.93, 39.73] 2.53*     

NT vs AT 6.11 (12.38) [-18.27, 30.50] 0.49     

NT vs BT  8.85 (9.70) [-10.26, 27.96] 0.91     

Prosocial Behaviors 0.10 (1.13) [-2.12, 2.33] 0.09     

NT vs AT x Prosocial Behaviors -1.16 (1.53) [-4.17, 1.86] -0.75     

NT vs BT x Prosocial Behaviors -0.77 (1.23) [-3.20, 1.67] -0.62     
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BT as Comparison Group    0.05 169.25 2.39* 0.00 

Constant 31.18 (4.01) [23.28, 39.08] 7.78**     

BT vs AT -2.74 (9.55) [-21.56, 16.08] -0.29     

BT vs NT -8.85 (9.70) [-27.96, 10.26] -0.91     

Prosocial Behaviors -0.66 (0.50) [-1.64, 0.32] -1.33     

BT vs AT x Prosocial Behaviors -0.39 (1.15) [-2.65, 1.87] -0.34     

BT vs NT x Prosocial Behaviors 0.77 (1.23) [-1.67, 3.20] 0.62     

 Child Report Only (N = 271)      

Model 4       

NT as Comparison Group    0.19 164.78 9.02** 0.02* 

Constant 11.56 (13.55) [-15.11, 38.24] 0.85     

Age 1.43 (0.39) [0.67, 2.19] 3.69**     

Gender 6.88 (2.12) [2.71, 11.06] 3.25**     

NT vs AT -26.07 (15.27) [-56.14, 4.00] -1.71t     

NT vs BT  5.09 (13.21) [-20.93, 31.11] 0.39     

Prosocial Behaviors -1.91 (1.53) [-4.93, 1.10] -1.25     

NT vs AT x Prosocial Behaviors 3.52 (1.87) [-0.16, 7.20] 1.88 t     

NT vs BT x Prosocial Behaviors 0.51 (1.61) [-2.67, 3.68] 0.31     

BT as Comparison Group    0.19 164.78 9.02** 0.02* 

Constant 16.65 (6.50) [3.85, 29.46] 2.56*     

Age 1.43 (0.39) [0.67, 2.19] 3.69**     

Gender 6.88 (2.12) [2.71, 11.06] 3.25**     

BT vs AT -31.16 (9.63) [-50.13, -12.20] -3.24**     

BT vs NT -5.09 (13.21) [-31.11, 20.93] -0.39     

Prosocial Behaviors -1.40 (0.51) [-2.41, -0.40] -2.74*     

BT vs AT x Prosocial Behaviors 3.01 (1.18) [0.69, 5.33] 2.55*     

BT vs NT x Prosocial Behaviors -0.51 (1.61) [-3.68, 2.67] -0.31     
Note. CI = Confidence interval; vs = versus; NT = Non-assaultive trauma only; AT = Assaultive trauma only; BT = Both non-assaultive and assaultive trauma. 

The three trauma type groups are discrete.  

tp≤.10, *p≤.05, **p≤.00.
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Most Bothersome Trauma. For the most bothersome trauma type, there was no 

significant main effect of trauma type (i.e., non-assaultive compared to assaultive) on 

PTSS when included in multivariate models (see Tables 14 and 15, Models 5 and 7, 

respectively). Peer problems were significantly positively related to PTSS in the 

multivariate models (see Table 14, Model 5) but not prosocial behaviors (see Table 15, 

Model 7). Additionally, there were no significant interaction effects between trauma type 

and peer problems or prosocial behaviors when predicting PTSS (see Tables 14-15, 

Models 5 and 7, respectively).
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Table 14 Regression analyses for bothersome trauma types and PTSS moderated by peer problems 

Variable B (SE) 95% CI t R2 MSE F Interaction R2  

 Parent Report Only (N = 236)      

Model 5       

NT as Comparison Group    0.14 152.83 12.57** 0.00 

Constant 17.38 (2.48) [12.50, 22.27] 7.01**     

NT vs AT -0.90 (3.06) [-6.94, 5.13] -0.29     

Peer Problems 2.17 (0.67) [0.84, 3.50] 3.22**     

NT vs AT x Peer Problems 0.42 (0.84) [-1.23, 2.06] 0.50     

 Child Report Only (N = 271)      

Model 6       

NT as Comparison Group    0.22 158.72 14.35** 0.00 

Constant -2.61 (5.52) [-13.48, 8.26] -0.47     

Age 1.38 (0.38) [0.63, 2.13] 3.62**     

Gender 6.87 (2.17) [2.60, 11.13] 3.17**     

NT vs AT -1.54 (3.10) [-7.65, 4.57] -0.50     

Peer Problems 2.14 (0.63) [0.89, 3.39] 3.37**     

NT vs AT x Peer Problems 0.48 (0.80) [-1.10, 2.06] 0.60     
Note. CI = Confidence interval; vs = versus; NT = Non-assaultive trauma only; AT = Assaultive trauma only. 

The two trauma type groups are discrete. 

*p≤.00. 
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Table 15 Regression analyses for bothersome trauma types and PTSS moderated by prosocial behaviors 

Variable B (SE) 95% CI t R2 MSE F Interaction R2  

 Parent Report Only (N = 236)      

Model 7       

NT as Comparison Group    0.02 173.79 1.21 0.00 

Constant 25.86 (5.62) [14.79, 36.93] 4.60**     

NT vs AT 6.26 (7.08) [-7.69, 20.20] 0.88     

Prosocial Behaviors -0.23 (0.72) [-1.65, 1.18] -0.32     

NT vs AT x Prosocial Behaviors -0.74 (0.89) [-2.49, 1.01] -0.84     

 Child Report Only (N = 271)      

Model 8        

NT as Comparison Group    0.11 180.25 6.42** 0.00 

Constant 10.88 (8.42) [-5.70, 27.46] 1.29     

Age 1.62 (0.41) [0.82, 2.43] 3.98**     

Gender 6.99 (2.30) [2.45, 11.53] 3.03**     

NT vs AT -3.80 (8.11) [-19.76, 12.16] -0.47     

Prosocial Behaviors -1.34 (0.84) [-2.99, 0.30] -1.61     

NT vs AT x Prosocial Behaviors 0.57 (1.01) [-1.41, 2.56] 0.57     
Note. CI = Confidence interval; vs = versus; NT = Non-assaultive trauma only; AT = Assaultive trauma only. 

The two trauma type groups are discrete.  

*p≤.00.
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Youth-only. 

Lifetime Trauma. In multivariate models that included peer problems, 

when controlling for age and gender, there were no significant main effects of any 

of the lifetime trauma type comparisons (i.e., non-assaultive compared to 

assaultive; non-assaultive compared to both; both compared to assaultive) on 

PTSS (Table 12, Model 2). Peer problems were significantly positively related to 

PTSS when the both trauma type group was the comparison group (see Table 12, 

Model 2). However, two significant positive interaction effects emerged when the 

non-assaultive trauma type group was the comparison group (relative to the 

assaultive only group and the both trauma type group) but not when the both 

trauma type group was compared to the assaultive only group (see Table 12, 

Model 2). Simple slope analyses were used to probe the interaction between the 

non-assaultive and the assaultive trauma groups and peer problems (see Figure 

3). For high levels of peer problems (B = 11.20, p = .03), but not for average (B = 

3.98, p = .25) or low (B = -3.24, p = .41) levels, the comparison between the non-

assaultive and the assaultive trauma groups was significantly predictive of PTSS. 

In other words, at higher levels of peer problems, youth who only experienced 

assaultive trauma, relative to those who only experienced non-assaultive trauma, 

reported greater PTSS severity. Simple slope analyses were also used to probe the 

interaction between the non-assaultive and the both trauma type groups and peer 

problems (see Figure 3). For high (B = 17.11, p = .00) and average (B = 9.63, p = 

.00) levels of peer problems, but not for low (B = 2.14, p = .53) levels, the 
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comparison between the non-assaultive and the both trauma group was significantly 

predictive of PTSS. In other words, at high and average levels of peer problems, youth 

who experienced both assaultive and non-assaultive trauma, relative to those who only 

experienced non-assaultive trauma, reported greater PTSS severity. At low levels of peer 

problems, the comparisons between the three trauma groups were not significantly 

predictive of PTSS, indicating that the three trauma groups experienced relatively similar 

levels of PTSS at this low level of peer problems.
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Figure 3 Peer problems moderate the relation between trauma type and post-traumatic stress symptoms. 

Note. N = 271.
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In multivariate models that included prosocial behavior, when controlling for age 

and gender, only the comparison between the both trauma group and the assaultive 

trauma group was significantly related to PTSS (see Table 13, Model 4). Prosocial 

behaviors were not significantly related to PTSS when non-assaultive trauma was the 

comparison group, but there was significant negative effect of prosocial behavior 

engagement on PTSS when the both trauma group was the comparison group (see Table 

13, Model 4). There was also a significant positive interaction between the both and 

assaultive trauma groups (in reference to the assaultive only group) and prosocial 

behaviors for predicting PTSS but not when the non-assaultive only group was the 

comparison group (in reference to the assaultive only or both trauma type groups) (see 

Table 13, Model 4). Simple slope analyses were used to probe the interaction between the 

both trauma type and the assaultive only trauma groups and prosocial behaviors (see 

Figure 4). For low (B = -12.44, p = .00) and average (B = -7.08, p = .00) levels of 

prosocial behaviors, but not for high (B = -1.72, p = .56) levels, the comparison between 

the both trauma type and the assaultive only trauma group was significantly predictive of 

PTSS. In other words, at low and average levels of prosocial behavior, youth who 

experienced both assaultive and non-assaultive trauma, relative to those who only 

experienced assaultive trauma, reported greater PTSS severity. At high levels of prosocial 

behavior, this relation did not exist suggesting a potential buffering effect of prosocial 

behavior on the relation between the experience of both assaultive and non-assaultive 

trauma (in reference to assaultive trauma only) on PTSS.
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Figure 4 Prosocial behavior engagement moderates the relation between trauma type and post-traumatic stress symptoms. 

Note. N = 271.
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Most Bothersome Trauma. After controlling for gender and age, there was no 

significant main effect of most bothersome trauma type (i.e., non-assaultive compared to 

assaultive) on PTSS when included in multivariate models (see Tables 14 and 15, Models 

6 and 8, respectively). Peer problems were significantly positively related to PTSS (see 

Table 14, Model 6), but prosocial behaviors were not significantly related to PTSS (see 

Table 15, Model 8). Additionally, there were no significant interaction effects between 

trauma type and peer problems or prosocial behaviors when predicting PTSS (see Tables 

14-15, Models 6 and 8, respectively). 

Discussion 

The present study examined the association between different types of trauma 

exposure and PTSS in a sample of youth and their caregiver presenting to a CAC for 

care, as well as whether social factors, including peer problems and prosocial behavior, 

moderate this association. Building upon prior research conducted with adult samples that 

only compares assaultive and non-assaultive trauma groups, we compared youth who 

experienced lifetime non-assaultive trauma only (e.g., natural disaster), assaultive trauma 

only (e.g., sexual assault), or both non-assaultive and assaultive trauma (e.g., neglect and 

sexual abuse) to account for the poly-victimization that is common in trauma-exposed 

youth samples (Children’s Bureau, 2020). We also explored these associations in 

reference to the “current most bothersome” trauma, though this single trauma was only 

categorized as non-assaultive or assaultive. Examining both lifetime trauma exposure and 

current most bothersome trauma adds to prior literature that has examined one or the 

other (Breslau et al., 1999; Breslau et al., 2008; Breslau & Peterson, 2010; Cougle et al., 



83 

 

2009; Sartor et al., 2012). This is also the first study, to our knowledge, to examine peer 

problems and prosocial behavior as potential social moderators of the link between 

trauma exposure and PTSS. This examination is particularly important given trauma-

exposed youth experience more social difficulties than their non-trauma exposed peers 

(Levendosky et al., 2002). Finally, as parents and youth commonly differ in their report 

of youth mental health symptoms (Oransky et al., 2013; Stallard et al., 2001; Ceballo et 

al., 2001; Howard et al., 1999; Stover et al., 2010; Thompson et al., 2002), we explored 

concordance rates of trauma related information in a matched-pairs sample of parents and 

their children, as well as examined study questions separately based on parent report and 

youth report, respectively. Generally, results suggest that, per youth report but not parent 

report, peer problems and prosocial behavior moderated the association between trauma 

type and PTSS. 

Preliminary Results 

In the matched pairs sample of youth and parents, we found poor 

agreement between parent and youth report of average number and severity of 

PTSS (i.e., non-clinical, moderate, or probable), as well as the type of trauma 

youth experienced during their lifetime. Specifically, parents reported less severe 

PTSS, as well as less trauma (i.e., the experience of both assaultive and non-

assaultive trauma), relative to their children. Notably, when examined in relation 

to the “most bothersome trauma,” parent-child agreement on the presence of 

assaultive and non-assaultive trauma was moderate, which suggests that parents 

have relatively greater awareness of the trauma that brings their child into 
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treatment. Collectively, these results support prior literature (Ceballo et al., 2001; 

Howard et al., 1999; Stover et al., 2010; Thompson et al., 2002), which suggests that 

parents under-report youth PTSS relative to their children’s report. There were no 

significant differences between parent and youth report of peer problems or prosocial 

behavior, which is discrepant from prior research which has shown that parents are less 

aware of their children’s difficulties within the peer domain as children move into 

adolescence (Brown & Larson, 2009).  

When exploring variability in PTSS severity across trauma groups (i.e., non-

assaultive only, assaultive only, both types), per parent report, youth who experienced 

both assaultive and non-assaultive trauma had significantly more severe PTSS than those 

who experienced only assaultive trauma. Per youth report, youth who experienced both 

assaultive and non-assaultive trauma had significantly more severe PTSS than those who 

experienced only assaultive trauma and more severe PTSS than those who experienced 

only non-assaultive trauma. There were no other differences across groups for parent or 

youth report. These results point to discrepancies between parent and youth report of 

trauma and PTSS. In addition, they support some prior research which suggests that those 

who experience both types of trauma report more severe PTSS relative to one trauma 

type, but these studies have been conducted with adults and this pattern has not 

consistently been found (Breslau et al., 2008; Breslau & Peterson, 2010; Sartor et al., 

2012). These results also offer support for examining assaultive only, non-assaultive 

only, and both assaultive and non-assaultive trauma type groups as discrete groups in 
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youth trauma research as opposed to comparing two of these groups without 

controlling for multiple types of trauma youth may have experienced during their 

lifetime 

Multivariate Models 

Contrary to study hypotheses, per parent report, there were no significant 

main effects for any of the comparisons between trauma types on PTSS severity. 

Further, neither peer problems nor prosocial behavior moderated this 

hypothesized association. These results hold for both lifetime and most 

bothersome trauma. As parents under-reported trauma and PTSS relative to their 

children in the present sample, consistent with findings from the broader literature 

(Oransky et al., 2013; Stover et al., 2010), it is possible that there is not enough 

variance in PTSS across trauma groups to yield significant results in multivariate 

models.  

In child-report models, there were significant main effects of trauma type 

comparisons on PTSS when prosocial behavior, but not peer problems, was 

included in multivariate models. Specifically, youth who experienced both 

assaultive and non-assaultive trauma, relative to those who only reported 

assaultive trauma, reported greater severity of PTSS. Further, peer problems 

moderated the association between two trauma type comparisons, non-assaultive 

only to assaultive only and non-assaultive only to both assaultive and non-

assaultive, and PTSS severity. Specifically, at higher levels of peer problems, 

youth with more severe trauma histories (i.e., both assaultive and non-assaultive 
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and assaultive only relative to non-assaultive only) were associated with more severe 

PTSS. Notably, this interaction was also found with regard to the both assaultive and 

non-assaultive group relative to the non-assaultive group comparison at average levels of 

peer problems. These results offer partial support for study hypotheses and are in line 

with prior adult-focused research, which found that social risk factors, such as peer 

problems, enhance risk for PTSS severity (Zoellner et al., 1999). They are also consistent 

with the Social Ecology Framework of PTSD (Charuvastra & Cloitre, 2008), which 

suggests that “broken or distressed social bonds” may enhance risk for PTSS after 

trauma. Moreover, our results suggest that this exacerbating effect of peer problems is 

particularly strong for youth with more severe trauma histories (i.e., experienced both 

assaultive and non-assaultive trauma). Thus, the absence of strong social networks, or 

even disruptions in the social network, regardless of from where it originates (e.g., 

change in living situation, being blamed by others for their trauma, poor peer reaction to 

youth report of trauma, etc.) (Charuvastra & Cloitre, 2008), can be detrimental to youth 

with more severe trauma histories and deserves greater attention in the youth trauma 

literature.  

Similar to peer support, study hypotheses were partially supported when prosocial 

behavior was examined as a moderator of various types of trauma and severity of PTSS.  

Specifically, youth who experienced both assaultive and non-assaultive trauma, relative 

to those who reported only assaultive trauma, reported greater severity of PTSS. Further, 

degree of prosocial behavior moderated the association between various type 

comparisons and PTSS severity. Specifically, at low and average levels of prosocial 
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behavior, youth with both assaultive and non-assaultive trauma, relative to 

assaultive only, experienced more severe PTSS. Notably, no relation was found at 

higher levels of prosocial behavior, suggesting a potential buffering effect as 

hypothesized. Further, no significant interaction effects were found for other 

trauma type comparisons. Though not studied in relation to trauma, results are 

consistent with prior research that found a buffering effect of various prosocial 

behaviors (e.g., volunteering, community and school involvement, etc.) on 

general mental health symptoms (Kim et al., 2016; Monahan et al., 2014). They 

are also consistent with the Social Ecological Framework of PTSD (Charuvastra 

& Cloitre, 2008) which suggests that community involvement, one form of 

prosocial behavior, may facilitate healing via enhancement of social connections 

and meaning-making following trauma (see Steger & Park, 2012, for a review). 

Prosocial behavior may also encourage active and adaptive coping with trauma, 

such as seeking social support in the face of stress. Thus, attention to protective 

social factors among youth who have experienced trauma, particularly those with 

more severe trauma histories, may help protect against as well as support recovery 

from PTSS. Additional research is needed in this area to replicate and expand 

upon these associations.  

Overall, results suggest that it is important to include child report of 

trauma exposures and PTSS symptoms in trauma research in addition to parent 

report. As is evident in the present study, parents tend to under-report, or may not 

have knowledge of, youth trauma symptoms and experiences. Second, it is 
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important to include poly-victimization in youth trauma research either as a group 

deserving of its own consideration, or as an important covariate, as poly-victimization 

may significantly influence or confound study results. Third, focusing on the trauma that 

brings a youth into treatment, or is selected as the most bothersome trauma they have 

experienced, can yield different results than examining lifetime trauma history. Thus, 

both lifetime and most bothersome trauma should be considered when designing future 

studies and when interpreting results of existing studies in the youth trauma literature. 

Finally, study results offer support for extending the study of social risk and protective 

factors beyond social support in future research examining the impact of trauma on youth 

PTSS. 

Limitations and Future Research Directions 

Although this study builds upon existing literature in novel ways and holds 

important clinical implications, there are some limitations that deserve discussion. First, 

our results reflect information gathered at intake at CACs and are cross-sectional in 

nature. However, as youth trauma occurred before they presented for treatment and youth 

and parents were asked to report youth PTSS over the prior two weeks, temporal 

sequence of trauma and symptoms can be established. Nonetheless, future studies should 

aim to replicate our results in a longitudinal dataset, as well examine whether social 

factors mediate the association between trauma and PTSS. Second, we only focused on 

two types of social risk and protective factors in our study. Given the complexity of youth 

social networks, particularly during this developmental period, it is important to examine 

other highly salient social factors (e.g., romantic partner support, quality of best friend 
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relationships, involvement in different types of community involvement, peer selection 

and socialization factors that enhance maladaptive coping) in future research. Third, this 

study only included self- and parent-report of trauma. Thus, trauma exposures were not 

validated by any outside informant of child protective agency. Future research could 

examine trauma types based on chart review as well as parent- and youth-report. Finally, 

as our treatment seeking sample was recruited from rural and metropolitan areas in the 

mid-south and is primarily White and non-Hispanic, generalizability of results to more 

diverse populations and non-treatment seeking samples is limited. In addition, 

socioeconomic data were not collected at participating CACs for the present study. 

Though we do include median household income for the recruitment counties where the 

CACs are located, these data are only an approximation of the socioeconomic status of 

the sample. Future research should include more racially and ethnically diverse youth and 

families, examine study questions in non-treatment seeking samples, and assess 

socioeconomic and health insurance status to enhance generalizability of findings. 

Clinical Implications 

Generally, our results highlight the importance of assessing both parent and youth 

report of trauma exposures, related PTSS, and other relevant mental health symptoms 

when youth present for trauma treatment and throughout the course of care. Multi-

informant assessment of mental health symptoms is considered best practice (Miller et 

al., 2013) and study results suggest that incorporating only parent report in assessment of 

youth trauma may miss critical information needed for comprehensive case 

conceptualization and treatment planning. Study results also emphasize the importance of 
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assessing for and attending to lifetime exposure to trauma, not only the trauma that 

prompted treatment, in treatment planning. Moreover, youth who are poly-victims of 

more than one type of trauma (i.e., both assaultive and non-assaultive) are likely to have 

more severe PTSS than their peers whose trauma exposure was limited to non-assaultive 

or assaultive only. Clinically, these youths may need stabilization work typically done 

toward the end of treatment (e.g., enhancing safety, building social skills) at the start of 

care when using evidence-based trauma treatments, such as Trauma-Focused Cognitive 

Behavioral Therapy (TF-CBT; Cohen et al., 2017). Additionally, assessment of and 

clinical attention to problems within youths’ peer networks and degree of prosocial 

behavior engagement as part of clinical care may improve treatment outcomes. This type 

of attention may include incorporation of social skills training and efforts to increase 

prosocial peer relationships and behavior in the context of current care and future peer 

networks after successful completion of trauma-focused treatment.
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