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and Their Caregivers: A Swedish Multi-Site Study
Anna Norlén a, Charlotte Bäccman a, Agneta Thorén b, and Kjerstin Almqvist a

aDepartment of Social and Psychological Studies, Karlstad University, Karlstad, Sweden; bThe Erica Foundation, The Erica Foundation Sweden, 
Stockholm, Sweden

ABSTRACT
Introduction: Trauma affects a child’s mental health and appears to be associated with challenges 
in caregiver-child dynamics. Nearly half of child trauma victims are under the age of six, yet few 
interventions are designed for this age group. Child-Parent Psychotherapy (CPP) is an attachment- 
based trauma treatment for preschool-aged victims of adversities and their caregivers. This study 
examines the effectiveness of CPP when implemented in a Swedish naturalistic multi-site clinical 
setting. Method: 57 children (age 2–6 years) with potentially traumatic experiences and their 
caregivers participated. They were recruited from 12 mental health services providing child 
treatment. The study has a one-group, pretest-posttest design. Outcome measures covered post-
traumatic stress and general psychological symptoms in children and caregivers and caregivers’ 
perceptions of their relationship with their child. Paired t-tests were used to calculate within-group 
differences. Effect sizes were computed as Cohen’s d and associations between child and caregiver 
outcomes as Pearson’s correlation coefficient (r). A hierarchical regression analysis was tested to 
explore the correlation analysis. Results: Reductions in posttraumatic stress and general psycholo-
gical symptoms with small-to-medium effect sizes were found in children and caregivers. 
Caregivers reported perceived improvements in their relationship with their child, with associa-
tions to findings in child posttraumatic stress reduction. Discussion: Findings support earlier results 
that CPP may be a suitable choice of treatment for preschoolers exposed to potentially traumatic 
events, such as violence. The dyadic treatment model seems to address the association between 
child traumatic stress and caregivers’ perceptions of the caregiving relationship. Further dissemi-
nation testing is suggested.

Introduction

Being subjected or exposed to potential traumatic 
events such as Intimate Partner Violence (IPV), 
child abuse, or other severe stressors in early child-
hood can profoundly affect immediate and long- 
term development and well-being. A presumed 
complex interaction between experiences, environ-
ment and individual differences underpins psycho-
logical development following childhood trauma 
(McCrory et al., 2012). Exposure to childhood 
trauma is associated with several negative psycho-
logical outcomes, including posttraumatic stress 
disorder (PTSD) and other trauma-related symp-
toms such as behavior problems, anxiety, and 
depression (Hunt et al., 2017).

For a child to develop posttraumatic symptoms, 
exposure to a potential traumatic event is necessary 

but not sufficient. Hence, the role of other factors 
explaining the development of symptoms has been 
studied, for example, age. It has been suggested that 
younger children are more vulnerable to traumatic 
exposure and show stronger associations with the 
development of psychopathology compared to 
exposure at an older age (Lippard & Nemeroff,  
2020; Woolgar et al., 2021). However, studies exam-
ining the relationship between trauma exposure and 
subsequent effects on preschool-aged children have 
yielded inconsistent findings. It remains unclear 
whether developmental and age-related factors act 
as risk or protection (Salmon & Bryant, 2002). Poor 
family functioning and parental trauma-related dis-
tress have shown to be risk factors for the develop-
ment of trauma symptoms in children (Fong et al.,  
2019; Trickey et al., 2012). However, research on 
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associations between parenting behavior and child 
posttraumatic stress reactions has presented mixed 
findings. Child symptoms can evoke dysfunctional 
parenting and vice versa (Williamson et al., 2017). 
From the perspective of attachment, studies on 
infants and toddlers have contributed to the under-
standing of how childhood trauma including care-
givers may negatively affect the young child. 
Disorganized attachment is associated with less posi-
tive outcomes in child development, an increased 
risk for behavior problems (Fearon et al., 2010; 
Thompson, 2016), and an increased risk for post-
traumatic symptoms if the child is exposed 
(McDonald et al., 2008). Disorganized attachment 
has been shown to be more frequent in children 
exposed to potential trauma such as IPV, child 
abuse, and neglect (Forslund et al., 2021).

Children in foster care are at increased risk for 
attachment disorders due to common experiences 
of inadequate caregiving and exposure to several 
potentially traumatic events. Their opportunity to 
form a stable attachment to nurturing caregivers 
early in life has been severely limited. Even in foster 
care, children often must cope with unsafety asso-
ciated with placement, such as unpredictability and 
failed visitations with birth parents. A high preva-
lence of mental and physical health concerns has 
been reported in children in foster care, imposing 
serious challenges to foster parents and care stabi-
lity. The importance of detailed attachment- and 
trauma-informed guidance to foster caregivers has 
been stressed (Szilagyi et al., 2015).

There is a lack of research on psychotherapeutic 
interventions for children in foster care. Several 
challenges to conduct high-quality research with 
the target group have been identified, e.g., the com-
plexity of defining well-being of children in foster 
care, practical difficulties in accessing participants 
and gaining consent for participation in research 
from biological parents and/or social workers, 
leading to the fact that these children rarely are 
included in studies (Heptinstall, 2000; Mezey 
et al., 2015). As their needs are characterized by 
heterogeneity, adaptations of psychotherapeutic 
interventions are crucial, e.g., with respect to 
attachment issues due to common changes in pla-
cement and that many children are under the age of 
five (Midgley et al., 2019). It has been proposed that 
therapeutic interventions need to be flexible, 

trauma-specific and incorporate developmental 
needs. Moreover, adaptations with concern to the 
involvement of birth parents and/or foster care-
givers as to possible reunification goals might be 
needed (Weiner et al., 2009).

Parental participation in trauma treatment of 
preschool-aged children has been underscored, 
based on the child’s dependency on caregivers for 
protection and emotional regulation and the 
importance of the relational context following trau-
matic events (Gutermann et al., 2016; Landolt et al.,  
2017).

Trauma-focused psychotherapy for 
preschool-aged children

Nearly half of the maltreatment victims are under 
the age of six, yet mental health providers are rarely 
trained in evidence-based trauma-focused treat-
ment methods for these young children (Smith 
et al., 2020). Maltreated children with insecure 
attachments are at high risk for developing beha-
vior problems (Fearon et al., 2010). Thus, it has 
been stated that interventions for maltreated young 
children should evaluate both attachment and 
behavioral functioning (Stronach et al., 2013). 
Consequently, also foster parents should be closely 
involved in child treatment.

Most trauma-focused treatment methods are 
designed for school-aged children. Effectiveness 
studies of trauma-focused methods lack ample 
data concerning children under the age of five 
and more research on the treatment of younger 
children is recommended, as this population 
seems to benefit less from existing interventions 
(Gutermann et al., 2016). However, some outlines 
for the necessary core components in effective 
treatment for preschoolers have been presented 
(Landolt et al., 2017). Successful treatments target-
ing preschoolers need to be relational, flexible, and 
sensitive to developmental issues. Further, includ-
ing caregivers is central to the understanding of the 
child’s symptoms and the improvement of rela-
tional quality (Gutermann et al., 2016; Toth & 
Manly, 2019). Models to provide parental involve-
ment in trauma-focused child treatment have 
developed from different theoretical platforms. 
Research from an attachment perspective under-
scores that interventions need to target multiple 
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parental and child factors, as well as the relation-
ship (Fong et al., 2019). Joint sessions to process 
traumatic experiences are suggested to restore the 
child’s experiences of relational safety (Chu et al.,  
2021). Helping caregivers develop more sensitive 
parenting strategies, has shown to decrease chil-
dren’s disorganized attachment symptoms 
(Bakermans-Kranenburg et al., 2005; Facompré 
et al., 2018).

Trauma-focused therapy methods for children 
and parents with a cognitive–behavioral (CBT) 
approach typically offer psychoeducation, com-
munication- and stress-management skills, while 
joint child-parent sessions to process traumatic 
experiences are rare (McGuire et al., 2021). The 
efficacy of CBT-oriented methods for preschool- 
aged children is unclear, but available results 
seem to support that treatment mainly decrease 
symptoms of PTSD, and to some extent interna-
lizing and externalizing problems (Cohen & 
Mannarino, 1996; De Roos et al., 2017; 
Deblinger et al., 2001; Eslinger et al., 2014; 
Jouriles et al., 2009; Salloum et al., 2016; 
Scheeringa et al., 2011). Caregiver–child attach-
ment relationship is not focused in these meth-
ods and thus have not been evaluated.

Child – Parent Psychotherapy (CPP; 
A. Lieberman & Van Horn, 2005; A. Lieberman 
et al., 2015) is an attachment-based and trauma- 
focused method that presumes the child–parent 
relationship as an effective vehicle to promote 
healthy development in children affected by poten-
tial trauma and is supported in several randomized 
controlled trials (RCT); (Chu et al., 2021).

Child–parent psychotherapy (CPP)

CPP is one of the few treatment methods developed 
and evaluated for traumatized children below 6 years 
of age. The method is theoretically based on attach-
ment and psychodynamic theory and integrates ele-
ments from developmental psychology, trauma 
theory, cognitive behavioral, and social learning the-
ories. Therapeutic interventions aim to promote 
mutual affect regulation in the child–caregiver rela-
tionship and to change maladjusted behaviors and 
interactions. The treatment targets caregivers’ and 
children’s maladaptive representations of themselves, 
their relationship, and contextual factors.

CPP was originally developed for children 
exposed to IPV and comprised 50 weekly one- 
hour sessions (A. Lieberman & Van Horn, 2005). 
The method has been modified into a flexible 
phase-oriented design tailored to individual 
needs. Sessions ranging from 20 weeks and above 
are suggested; however, treatment can also be 
briefer (A. Lieberman et al., 2015). The average 
number of weekly one-hour sessions in prior stu-
dies were 32.09 (Ghosh Ippen et al., 2011; 
A. F. Lieberman et al., 2005, 2006), 21.56 
(Cicchetti et al., 2006) and 45.24 (Toth et al.,  
2006). The main therapeutic tools are dyadic 
trauma-focused and regulating play activities. For 
a thorough description of this method see 
A. Lieberman et al. (2015).

Recent reviews and meta-analysis found positive 
effects for CPP regarding improved attachment 
security and decreased attachment insecurity and 
disorganization, as well as decrease in PTSD symp-
toms and positive changes in child wellbeing. 
Further research was recommended due to the 
limited number of studies, small numbers of parti-
cipants and lack of long term follow-ups 
(Mavranezouli et al., 2020; Sleed et al., 2023).

A. F. Lieberman et al. (2005), found that children 
receiving CPP showed greater reductions in post-
traumatic stress symptoms than a comparison 
group (d = 0.63) and the proportion of children 
receiving a PTSD diagnosis decreased from 50% 
to 6% at the time for post intervention. 
Significant reductions in general behavior pro-
blems were also found (d = 0.24). The biological 
mothers taking part of the treatment showed sig-
nificant reductions in PTSD avoidance symptoms 
(d = 0.50). A six-month follow-up showed the dur-
ability of reductions in child general behavior pro-
blems (d = 0.41) and mother general distress 
symptoms (d = 0.38, A. F. Lieberman et al., 2006). 
Children exposed to four or more traumatic events 
benefited the most, with significant decreases in 
both PTSD diagnosis (from 60,9% to 0% at post-
intervention, d = 1.79) (Ghosh Ippen et al., 2011).

Cicchetti et al. (2006) conducted a study of mal-
treated children receiving CPP together with their 
biological mothers, showing that the children’s rate 
of secure attachment changed from 3,1% before 
treatment to 60,7% after the intervention. The 
signs of disorganized attachment decreased from 
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85,5% to 32,1%. A one-year follow-up revealed 
sustained attachment improvements in children 
receiving CPP which was not shown for the com-
parison groups (Stronach et al., 2013). A study of 
children with depressed mothers showed signifi-
cant improved attachment security (from 16,7% 
to 67,4% post treatment) and decreased disorga-
nized attachment (from 37,9 to 10,9% post treat-
ment) (Toth et al., 2006).

Dissemination of CPP outside the USA

Challenges associated with organizational and struc-
tural issues arise when adopting therapeutic meth-
ods from one cultural context and disseminating 
them into another. This is especially true for treat-
ments designed for aspects of parenting, as these are 
closely associated with culture, values, and legisla-
tion (Bowen et al., 2009; Hasson et al., 2014). Small 
feasibility studies are recommended before extended 
implementation of methods as adaptation may be 
necessary to maintain their effectiveness (Hasson 
et al., 2014). The dissemination of CPP outside the 
USA is so far sparse, with some feasibility studies 
showing promising results (David & Schiff, 2015; 
Hooker et al., 2019, 2022). In Sweden, a feasibility 
study showed good acceptance of CPP among thera-
pists and caregivers and positive tendencies for chil-
dren’s psychological well-being and functioning 
(Almqvist et al., 2018; Broberg et al., 2015). 
Caregivers reported appreciation of the dyadic 
approach in CPP and experienced positive develop-
ment regarding child well-being, own caregiving 
capacities, and the caregiver–child relationship 
(Norlén et al., 2021). The results revealed no need 
for cultural adaptations and proposed subsequent 
exploration of the effectiveness of CPP in 
a naturalistic clinical practice setting.

When disseminating a treatment method in 
a new context, it is further recommended to 
investigate the sustainability of effectiveness in 
the clinical setting targeted, as it has been argued 
that evidence-based methods often diminish in 
effect when adopted. A potential need to tailor 
interventions to complex clinical settings, where 
patients often represent a heterogeneous sample 
with multiple problems, might be indicated 
(Weisz et al., 2011). A naturalistic design is 

assumed to strengthen the contribution of clin-
ical practice to the development of the method 
(Beidas & Kendall, 2014).

Aim and research questions

The present study aimed to evaluate the effective-
ness of the intervention in a sample of preschool- 
aged children undergoing CPP together with their 
caregiver in naturalistic clinical settings, and 
thereby add to the existing dissemination research 
on CPP in Sweden.

The following research questions were 
addressed:

● What is the effectiveness of CPP on general 
psychological health and posttraumatic stress 
symptoms in children 0–6 years old when CPP 
is implemented in the Swedish naturalistic 
clinical context?

● What is the effectiveness of CPP on general 
psychological health, posttraumatic stress 
symptoms, and perceptions of the relationship 
with their child, among caregivers participat-
ing in the treatment?

Method

Study design

This study is a one-group, pre-post design study in 
a naturalistic multi-site setting. It explores the out-
comes and effectiveness of CPP when provided by 
regular staff in twelve general child and adolescent 
mental health services (CAMHS) and one non- 
governmental organization (NGO) that offer treat-
ment for trauma-exposed children among other 
interventions. The services involved in the study 
followed their ordinary routines for referral and 
assessment of children. The varying local routines 
consistently included anamnestic data, develop-
mental and trauma history, and symptoms inven-
tory. This resulted in a diverse sample of children 
included in the study, referred by caregivers, child 
protection services, child health-care centers, or 
other agencies. Once the initial assessment deter-
mined that CPP treatment was plausible, a detailed 
assessment of trauma exposure and trauma-related 
symptoms was conducted to further clarify the 
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needs of the child (i.e., foundational phase as 
a component of CPP).

Inclusion criteria for the children were: i) ages 
1–6 at the start of therapy; ii) exposure to at least 
one potentially traumatic event (the equivalent of 
Criteria A for posttraumatic stress disorder accord-
ing to Diagnostic Classification of Mental Health 
and Developmental Disorders of Infancy and Early 
Childhood: DC 0–5; Zero to Three, 2016) and 
showing psychiatric symptoms assessed as related 
to these experiences; and iii) being recommended 
specialized psychotherapeutic treatment after the 
clinical assessment. The inclusion criteria for care-
givers, including biological and foster parents, were 
that they were the non-offending parent, responsi-
ble for the daily care of the child, able to participate 
in the treatment, and able to fill in the question-
naires without support from a professional inter-
preter. Exclusion criteria were if the child showed 
no clinical need for trauma-focused treatment or if 
a juridical custodian did not consent to treatment.

Participants

The sample comprised 57 children, of which 46 lived 
with at least one biological parent and 11 in foster 
care. The children (20 girls and 36 boys, one child with 
gender not indicated) were 2–6 years old at the start of 
the CPP-therapy (M = 4.7, SD = 1.2), and the majority 
were 4–5 years old (n = 34), 14 children were 2–3  
years old, and nine children were 6 years old. The 
caregivers (n = 57) comprised 43 biological mothers, 
3 biological fathers, and 11 foster parents (mothers).

Procedure

Services with CPP-certified therapists, or with thera-
pist in ongoing CPP-training, were contacted by the 
researchers and asked to participate in the study. 
A total number of 33 therapists from 12 regular ser-
vices in urban and rural areas of Sweden were 
included. Each therapist collected data from 1 to 3 
CPP-therapies. All treatments were covered by the 
Swedish health and welfare system. Regular CPP- 
fidelity checks were used by the therapist to promote 
adherence to the method. The CPP fidelity check 
packet is a supplement in the treatment manual (A. 
Lieberman et al., 2015). Therapists were instructed to 
complete fidelity forms after each session covering the 

14 CPP treatment objectives, e.g., promote emotional 
reciprocity, and strengthen dyadic affect regulation 
capacities. Evaluations of to what extent each of the 
CPP-objectives had been targeted during the session 
were rated on a four-grade scale (from not at all to 
a high degree). Further, to what degree the dyad 
seemed able to receive the interventions was evaluated 
on a six-grade scale (from not at all to completely). All 
therapists were supervised every second week in 
online method consultations by the CPP-originators 
or certified Swedish CPP trainers.

Due to funding, data were collected in two time 
periods. The first time period (2013–2015) com-
prised data on 20 children and their caregivers. In 
the second time period (2017–2021), data on 37 
children and their caregivers were collected. All 
data was collected by means of questionnaires 
(see Measures below) and assessed by the care-
givers due to the age of the children. Because of 
the two separate time periods of data collection, 
different measures were used for some variables, 
even though similar information was collected. In 
the first period of data collection, only children 
exposed to IPV were included, the Young Child 
PTSD Checklist (YCPC) was used for assessing 
posttraumatic symptoms in children, and the Life 
Incident of Traumatic Event (LITE) was used for 
assessing exposure to potential traumatic events in 
caregivers. For the second period of data collection, 
more extensive instruments were used to collect 
this information. Thus, it was possible to analyze 
YCPC and LITE from both subsamples as the data 
from the more extensive measures in the second 
period could be used to complete these measures.

Referral and assessment

The therapists at the agencies informed and 
asked the eligible caregivers for consent of par-
ticipation. Caregivers were assured that partici-
pation in the study was voluntary and could be 
interrupted at any time without affecting treat-
ment. After oral and written information about 
the study, written consent was obtained from 
the custodians. In cases where the parents were 
separated but had joint custody, both parents 
were informed and asked for consent. For chil-
dren in foster care, the juridical custodians were 
asked for consent for the child to participate, 
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and written consent was obtained from the par-
ticipating foster parent. When possible, the child 
was orally informed of the study and asked for 
oral consent. The caregiver filled in the ques-
tionnaires at the time of therapy start (T1) and 
after 20 dyadic sessions or less if the therapy 
were closed earlier (T2). The session limit for 
T2 was based on the average number of sessions 
in previous CPP-studies and after personal com-
munication with the CPP originators. The num-
ber of dyadic sessions at T2 ranged from 7 to 
20. The treatment was concluded when the 
therapist deemed the child properly treated, in 
alignment with individual clinical needs and 
CPP guidelines.

Attrition and missing data

A maximum of 20% missing items was tolerated, 
either for the item or the respondent (Downey & 
King, 1998). In cases with <20% missing items, 
values at T2 were completed with the previously 
stated value, that is last-observation-carried- 
forward (LOCF). Missing data due to non- 
responses were considered randomly distributed. 
The dropout rate from pre- to post assessment was 
16%. Test analyses were carried out both on com-
pleters and on the intention-to-treat analysis with 
LOCF. No significant differences were found 
between the two types of datasets (p ≤ .05), and 
only analyses based on LOCF are presented to keep 
the sample size and power throughout the study.

Measures

The study employed several instruments to assess 
exposure to potential traumatic events in both the 
child and caregiver (one for the child and two for 
the caregiver), psychological symptoms in both the 
child and caregiver (two for each), and caregiving 
capacities (two).

Exposure to potential traumatic events in children 
and caregivers
The Violence against the Child (VMB) assesses the 
child’s exposure to violence (Almqvist & Broberg,  
2004; Broberg et al., 2015). The questionnaire con-
sists of 14 items regarding physical violence (eight 
items, e.g., hit in the face, kick, push, or constraint), 

psychological violence (four items, e.g., verbal 
threat, offense, or violation), sexual abuse (one 
item) and other violence or violation (one item). 
All items are answered on a 7-point Likert scale 
ranging from 0 (“never happened”) to 6 (“hap-
pened every week”). The VMB generates a total 
score, ranging from 0 to 84.

The Violence within the Family (VIF) screens for 
exposure to IPV and other types of violence between 
adults (Broberg et al., 2015). The questionnaire con-
sists of four items, one screening for exposure to 
physical violence, two on psychological violence, 
and one on a person from earlier relationship still 
causing unsafety. Two items are answered on 
a 4-point Likert scale ranging from 0 (“no, never 
happened”) to 3 (“yes, happened this year”), and two 
items are scored as 0 (yes) or 1(no). High scores 
indicate a more recent occurrence of the violence. 
The VIF generates a total score, ranging from 0 to 7.

The Life Incident of Traumatic Event (LITE), 
a screening instrument for life-time exposure of 
traumatic events, was used for the caregivers 
(Greenwald & Rubin, 1999). The questionnaire 
consists of 16 items screening for various types of 
potentially traumatic scored as occurrence (1) or 
not (0). LITE can be divided into two subscales: 
non-interpersonal events (eight items, e.g., expo-
sure to accidents, fire, natural disasters) and inter-
personal events (seven items, e.g., exposure to hit, 
threat, sexual abuse). One additional item is open 
and asks for “other traumatic events.” The LITE 
generates a total score ranging from 0 to 16.

Psychological symptoms in children and caregivers
The Strength and Difficulties Questionnaire Parent 
(SDQ-P) assesses general psychological problems in 
children and is available for caregivers of children 
aged between 2 and 17 (Goodman, 1997, 2001). The 
SDQ consists of 25 items rated on a 3-point Likert 
scale ranging from 0 (“not true”) to 2 (“certainly 
true”). The items are allocated to four scales asses-
sing emotional symptoms, conduct problems, 
hyperactivity/inattention, and peer problems; as 
well as one scale reflecting prosocial behavior. 
There is also an impact supplement where overall 
distress and impairment in the child’s daily life is 
scored from 0 (“not at all/only a little”) to 2 (“a great 
deal”) generating an impact score ranging from 0 to 
10. Cut-off scores were suggested by Malmberg et al. 
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(2003) and supported by Dahlberg et al. (2019). For 
children aged 3–5 total difficulties score ≥11 and 
impact score of ≥1 was used. Cronbach’s alpha for 
the total scale was .67.

The Hopkins Symptom Check List‐25 (HSCL‐25) 
is a short form of Symptom Checklist-90 
(Derogatis et al., 1974; Reshvanloo & Shamir,  
2016) and assesses current symptoms of anxiety, 
depression, and somatic troubles as assessed by the 
caregivers. The 25 statements are summed up and 
divided into a number of items which results in 
a Global Severity Index (GSI) indicating general 
psychological problems. Swedish norms are avail-
able for GSI, where scores above cutoff ≥0.49, for 
women, and ≥0.32 for men, indicate psychological 
problems (Fridell et al., 2002; Lundin et al., 2015). 
Cronbach’s alpha for the total scale was .95.

Posttraumatic stress symptoms in children and 
caregivers
The Young Child PTSD Checklist (YCPC) is 
a checklist that assesses traumatic exposure and 
PTSD-symptoms in children aged 1–6 years 
(Scheeringa, 2013). Note that YCPC is designed for 
research and assessment during treatment, not for 
clinical PTSD diagnoses. The checklist consists of 
two parts, and for this study, only the second part 
was used in which 30 items measuring PTSD- 
symptoms and their degree of occurrence in young 
children on a 4-point Likert scale ranging from 0 
(“not at all”) to 4 (“every day”). The YCPC produces 
an overall total symptom scale, ranging from 0 to 
120, and three subscales: reexperiencing, avoidance, 
and arousal. There is also a six-item functional 
impairment supplement where the child’s ability to 
function in various areas is scored from 0 (“hardly 
never”) to 4 (“every day”) generating a total score 
ranging from 0 to 24. The scales have two suggested 
cutoffs, one for clinical attention (CA) and one for 
probable PTSD-diagnosis (PTSD). Total score for 
CA is 12 and for PTSD 26. For subscales suggested 
cutoffs are Reexperiencing: CA = 4 and PTSD = 8; 
Avoidance: CA = 2 and PTSD = 4; Arousal: CA = 4 
and PTSD = 10 and for the supplement Functional 
impairment: CA = 2 and PTSD = 4. The Cronbach’s 
alpha for the total scale was 0.89.

The Impact of Event Scale‐Revised (IES‐R) is 
a trauma symptoms inventory assessing subjective 
distress for adults (Creamer et al., 2003; Weiss,  

2004). The 22 items are rated on a 5-point Likert 
scale ranging from 0 to 4. A total score is summed 
ranging from 0 to 88. A mean score is calculated as 
for three subscales: intrusion, avoidance, and 
hyperarousal. While not a diagnostic instrument, 
it is suggested that a mean of ≥1.89 on any subscale 
indicates problems and a mean of ≥1.80 on the 
total score indicates PTSD (Weiss, 2007). 
Analyses are based on mean scores as primary out-
comes and clinical cutoff scores (categorical). 
Cronbach’s alpha for the total scale was 0.95.

Caregivers’ perceptions of their relationship with their 
child
The Caregiving Helplessness Questionnaire (CHQ) is 
a questionnaire to screen for parental caregiving 
disorganization of children 3–11 years (Solomon & 
George, 2011). The questionnaire consists of 25 
statements on experienced helplessness (six items, 
e.g., “I feel that I am a failure as a mother”), fear (six 
items, e.g., “I am frightened of my child”), and 
reversed child-caregiver roles, i.e., child caregiving 
(six items, e.g., “My child is very sensitive to the 
feelings and needs of others”). Answers are given on 
a 5-point Likert scale, ranging from 1 to 5, and 
generate mean scores for the three subscales: mother 
helpless, mother and child frightened, and child 
caregiving, and a total score from 25 to 125. High 
scores indicate disorganized caregiving. Analyses are 
based on mean scores as primary outcomes. 
Cronbach’s alpha for the total scale was 0.38.

The Parental Locus of Control (PLOC) is 
a questionnaire for the assessment of the parental 
locus of control and consists of five subscales 
(Campis et al., 1986). In this study, only the 
Parental Control sub-scale of PLOC was used. It 
consists of 10 items assessing parents’ experienced 
ability to control their child’s behavior. Items are 
scored on a 5-graded Likert scale ranging from 1 (“I 
totally disagree”) to 5 (“I totally agree”). Parents 
experiencing problems with controlling their child 
produce higher ratings on the subscale. Cronbach’s 
alpha for the scale was 0.60.

Statistical analyses

Treatment effects were analyzed by means of 
paired samples t-tests (within-group differences) 
between T1 and T2 (p ≤ .05). Effect sizes were 
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computed as Cohen’s d, specific to paired samples, 
where 0.2 indicates a small effect, 0.5 a medium 
effect, and 0.8 indicates a large effect. To explore 
possible differences between children living with 
biological versus foster caregivers, the non- 
parametric Mann-Whitney U test was used due to 
the small sample size. Pearson’s product-moment 
correlation coefficient (r) tested for possible asso-
ciations between reported changes in child and 
caregiver outcomes, using standardized values 
(z-scores) for the differences from T1 to T2. 
Associations (r) are considered weak at 0.10, mod-
erate at 0.30, and strong at 0.50. A hierarchical 
regression analysis (Backward model) was tested 
to further explore the correlation analysis of differ-
ences. Clinical cutoff scores on the SDQ-P, the 
YCPC, and norm data on the HSCL-25 were used 
for clinical significance. Descriptive statistics were 
used to summarize reported exposure to poten-
tially traumatic events on the VMB, the VIF, and 
the LITE. All statistical calculations were per-
formed using SPSS Statistics 28.0.1.1).

Results

Child exposure to potential traumatic events

Nearly half of the children, 25 children, had been 
subjected to physical violence, and 26 children to 
psychological violence. Most of the children (n = 38) 
had witnessed IPV, and five children had witnessed 
sexual abuse (two of these children were also sub-
jected to sexual abuse). Five children had been sexu-
ally abused, as assessed by VMB (n = 54). No 
significant differences regarding potential traumatic 
exposure were shown between children living with 
biological parents or with foster parents on VMB 
using a Mann-Whitney U test (ns.).

Caregiver exposure to potential traumatic events

The caregiver’s average lifetime incidence of poten-
tially traumatic events was 8.58 (SD = 2.49; n = 53), 
as assessed with the LITE. The average for non- 
interpersonal events was 4.13 (SD = 1.47) and for 
interpersonal events 3.75 (SD = 1.45). Almost half 
of the caregivers had been subjected to physical 
violence (49%) and physical threats (45%). Being 

tied up or locked up had occurred to a lesser degree 
(23%). Close to one-third reported being subjected 
to sexual abuse (28%). Approximately a quarter of 
the caregivers reported being exposed to IPV dur-
ing their childhood (23%). Approximately two- 
thirds of the 56 caregivers reported being subjected 
to physical violence (66%) and psychological vio-
lence (64%) as an adult, as assessed with the VIF.

Outcome of the intervention

Outcomes are presented as differences between 
data reported before the CPP therapy (T1) and 
after ≤20 dyadic therapy sessions (T2).

Psychological symptoms in children

The children’s behavioral and emotional pro-
blems decreased from T1 to T2, as assessed by 
SDQ-P on the Total difficulties score, t(55) =  
4.28, 95% CI (1.67 to 4.61), p < .001, with 
a medium effect size (d = 0.57). The descriptive 
statistics for SDQ-P and its subscales are pre-
sented in Table 1. The improvement seems to be 
due to changes on the subscales emotional 
symptoms, t(55) = 3.23, 95% CI (0.41 to 1.74), 
p =.002; and Conduct problems, t(55) = 3.28, 
95% CI (0.29 to 1.20), p = .002, with effect sizes 
(Cohen’s d) 0.43 and 0.44, respectively. 
Reductions were also shown on the supplement 
Impact score t(55) = 2.47, 95% CI (0.13 to 1.29), 
p = .02, d = 0.33. Almost half of the children 
scores below the clinical cutoff on the scales 
for total difficulties (46%), and impact score 
(48%) was reported at T2. Hence, the propor-
tion of children with a total difficulties score 
over the clinical cutoff was reduced from 71% 
to 54% between T1 and T2. A Mann-Whitney 
U test of the scales indicated no significant 
differences between children living with biologi-
cal parents and foster parents concerning the 
change between T1 and T2 on the SDQ-P (ns.).

Posttraumatic stress symptoms in children

Posttraumatic stress symptoms in YCPC in chil-
dren were reduced, t(55) = 4.48, 95% CI (4.02 to 
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10.55), p < .001, d = 0.60. The descriptive statistics 
for the YCPC and its subscales are presented in 
Table 1. Improvements are reflected in two sub-
scales: Arousal, t(55) = 3.81,95% CI (0.83 to 2.67), 
p < .001, d = 0.51; and Reexperiencing t(55) = 3.35, 
95% CI (0.42 to 1.68), p = .001, d = 0.45; and in the 
supplement Functional Impairment t(54) = 3.81, 
95% CI (0.90 to 2.91), p < .001, d = 0.51. No 
changes were shown on the Avoidance subscale 
(ns.). At T1, symptoms indicating probable PTSD 
were reported for over half of the children (59%). 
At the time of T2, the proportion had decreased to 
approximately one-third (36%). Still, symptoms 
indicating a need for clinical attention were 
reported for about one-third of the children at T1 
(34%, n = 19) and T2 (30%, n = 17). A Mann- 
Whitney U test of YCPC revealed no significant 
differences on PTSD-symptoms between children 
living with biological parents or in foster care (ns.).

Psychological symptoms in caregivers

General psychological symptoms in caregivers 
were reduced, t(53) = 2.15, 95% CI (0.01 to 0.36), 
p < .001, d = 0.29, as assessed with the HSCL-25. At 
T1, caregivers showed a mean score of symptoms 
(M = 1.32, SD = 0.80) above clinical cutoff (0.49). 
As the sample in total was comprised of 54 women 
and 3 men norm data for women was used. Even 
though reductions were shown at T2, the mean 
score of symptoms remained over the clinical cut-
off (M = 1.13, SD = 0.95).

Posttraumatic stress symptoms in caregivers

Caregivers’ posttraumatic symptoms (IES-R) 
decreased from T1 to T2, t(54) = 3.95, 95% CI (4.03 
to 12.37), p < .001, d = 0.52. Reductions were shown 
on all subscales: Intrusion t(54) = 4.05, 95% CI (0.28 
to 0.82), p < .001, d = 0.55, Avoidance t(53) = 3.32, 
95% CI (0.12 to 0.48), p < .001, d = 0.45, and 
Hyperarousal t(54) = 2.46, 95% CI (0.06 to 0.62), 
p = .009, d = 0.33. The descriptive statistics for the 
IES-R and its subscales are presented in Table 2.

Caregivers’ perceptions of their relationship with 
their child

The instrument measuring signs of disorganized 
attachment (CHQ) showed a reduction on the total 
score t(54) = 3.99, 95% CI (2.20 to 6.64), 
p < .001, d = 0.54, from T1 to T2. The descriptive 
statistics for the CHQ and its subscales are presented 
in Table 2. This reduction seems to be due to the 
subscales of Helplessness, t(54) = 4.06, 95% CI (1.31 
to 3.86), p < .001, and Fear t(54) = 4.27, 95% CI (1.12 
to 3.10), p < .001, both showing medium effect sizes 
(d = 0.55) and (d = 0.58), respectively. No reductions 
were shown on the third subscale, Reversed 
Parenting (ns.).

The caregivers’ sense of ability to control their 
child’s behavior improved, t(3.90), 54, 95% CI (0.15 
to 0.48), p < .001, d = 0.53, from T1 to T2. The 
descriptive statistics for the PLOC are presented in 
Table 2.

Table 1. Children’s symptoms on the strengths and difficulties questionnaire 
(SDQ-P) and the young child PTSD checklist (YCPC) at T1 and T2 (n = 56).

T1 T2
Measure M (SD) M (SD) d

SDQ-P
Total difficulties score 16.32 (7.15) 13.18 (6.96) 0.57***
Impact score 2.38 (2.32) 1.66 (2.29) 0.33*
Emotional symptoms 4.86 (2.95) 3.79 (2.653) 0.43*
Conduct problems 3.13 (1.95) 2.38 (1.99) 0.44*
Hyperactivity/inattention 5.09 (2.54) 4.89 (3.11) –
Peer problems 3.50 (2.87) 3.20 (2.78) –
Prosocial behavior 6.89 (2.27) 6.88 (3.18) –

YCPC
Total 29.25 (14.28) 21.96 (16.6) 0.60***
Reexperiencing 4.18 (3.21) 3.13 (3.27) 0.45**
Avoidance 4.98 (4.01) 4.16 (4.17) –
Arousal 6.95 (4.05) 5.20 (4.42) 0.51***
Functional impairment 7.25 (4.70) 5.35 (4.50) 0.51***

*p < .05; **p < .01; ***p < .001.
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Associations in outcomes of psychological 
symptoms and PTSD-symptoms in children and 
caregivers and caregivers’ perceptions of their 
relationship with their child

Correlations (Pearson’s correlation coefficient, r) 
between the children’s symptoms of general psycho-
logical problems and PTSD-symptoms and the care-
giver’s corresponding symptoms and perceptions of 
their relationship with their child are shown in 
Table 3. The strongest associations were shown 
between reduced caregiver perceptions of signs of 
disorganized attachment (CHQ) and reductions in 
child PTSD symptoms (YCPC). Strong associations 
were also shown in reductions between caregiver 
general psychological problems (HSCL-25) and 
child general psychological problems (SDQ-P).

To complement the correlation analysis of dif-
ferences as presented in Table 3, a hierarchical 

regression model (Backward) where children’s 
YCPC at post-treatment as outcome was tested: 
children’s baseline YCPC and SDQ at block one; 
caregivers’ baseline PLOC, CHQ, and SCL at 
block two; and caregivers’ post-treatment 
PLOC, CHQ, and SCL at block three. The 
Model summary showed a significant model fit 
for two models. Model 1 with YCPC at baseline, 
R2 change = .536, F(1, 51) = 60.000, p < .001; and 
Model 2 with YCPC and parents’ CHQ post- 
treatment, R2 change = .088, F(1, 51) = 11.937, p  
< .001. A closer analysis of Model 2 showed that 
both child’s YCPC at baseline, Beta = .721, β  
= .609, t = 6.56, p < .001, 95% CI [.500–.942], 
and the parents’ CHQ post-treatment, Beta  
= .613, β = .321, t = 3.455, p = .001, 95% CI 
[.257–.969] were significant. In other words, the 
effectiveness of the treatment for the child 
depends on their initial level of trauma 

Table 2. Caregivers’ symptoms on the the impact of event scale‐revised (ies‐r) 
and self-rated caregiving capacity on the caregiving helplessness questionnaire 
(chq), and the parental locus of control (PLOC) at T1 and T2 (n = 55).

T1 T2
Measure M (SD) M (SD) d

IES-R
Total 1.77 (0.96) 1.36 (1.01) 0.52***
Intrusion 1.96 (1.04) 1.41 (1.15) 0.55***
Avoidance 1.59 (0.98) 1.29 (1.08) 0.45***
Hyperarousal 1.72 (1.161) 1.38 (1.11) 0.33**

CHQ
Total 43.80 (8.05) 39.38 (8.84) 0.54***
Mother Helpless 12.69 (4.74) 10.11 (4.74) 0.55***
Mother-Child Frightened 11.44 (3.07) 9.33 (2.91) 0.58***
Child Caregiving 19.67 (3.96) 19.95 (5.06) –

PLOC
Parental control 2.43 (0.65) 2.11 (0.58) 0.53***

*p < .05. **p < .01. ***p < .001.

Table 3. Correlations (2-tailed, Pearson’s correlation coefficient, r) of difference scores between T1 and T2 on outcomes in child general 
psychological symptoms (SDQ-P) and PTSD symptoms (YCPC) and caregiver general psychological symptoms (HSCL-25), PTSD 
symptoms (IES-R) and caregivers’ perceptions of their relationship with their child (CHQ and PLOC) using standardized values 
(z-scores) (n = 56 children, n = 55 caregivers).

SDQ – P YCPC

Total
Impact 
score

Emot.- 
Probl.

Conduct 
problems

Hyper- 
activity

Peer 
problems

Prosoc. 
behavior Total Reexp. Avoid. Arous.

Funct. 
impaire

HSCL-25 0.468*** 0.377* 0.230 0.152 0.499*** 0.059 0.008 0.399* 0.251 0.159 0.376* 0.349**
IES-R Tot 0.307* 0.314* 0.100 0.213 0.384* −.047 −.052 0.365* 0.418* 0.130 0.340* 0.193
Intrusion 0.188 0.136 0.052 0.137 0.321* −.030 −.192 0.280* 0.388* 0.071 0.303* 0.132
Avoidance 0.258 0.351** 0.103 0.126 0.153 0.161 0.061 0.213 0.249 0.007 0.117 0.265
Hyperarousal 0.304* 0.298* 0.187 0.060 0.244 0.137 0.047 0.302* 0.329* 0.148 0.308* 0.025
PLOC 0.378* 0.062 0.205 0.245 0.366** −.070 −.041 0.442** 0.080 0.322* 0.344** 0.489***
CHQ Tot 0.444*** 0.185 0.242 0.357* 0.362** −.028 0.219 0.527*** 0.355* 0.274* 0.360* 0.536***
Helpless 0.419** 0.260 0.170 0.209 0.477*** −.039 0.125 0.565*** 0.173 0.272* 0.576*** 0.524***
Frightened 0.269* −.026 0.011 0.397** 0.437* −.271* 0.149 0.480*** 0.283* 0.221 0.298* 0.593***
Child caregiv. 0.184 0.105 0.307* −.197 −.208 0.255 0.179 −.027 0.285* 0.046 −.230 −.058

*p < .05. **p < .01. ***p < .001.
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symptoms and the degree to which the relation-
ship with the parent improved during treatment.

Discussion

The current study aimed to evaluate the effective-
ness of CPP in a naturalistic multi-site setting in 
Sweden. Outcomes were examined in a sample of 
traumatized children aged 2–6 years and their care-
givers, including biological or foster parents. 
Consistent with previous research, the results indi-
cated improvements in the children’s overall psy-
chological symptoms, as well as a reduction in 
PTSD symptoms. A comparison with previous 
RCTs of CPP therapy, with effect sizes shown in 
reductions of general psychological symptoms (d =  
0.24; A. F. Lieberman et al., 2005 and d = 0.41; 
A. F. Lieberman et al., 2006) and in PTSD symp-
toms (d = 0.63, A. F. Lieberman et al., 2005) sup-
port that the effect of the method is sustainable 
when implemented in a naturalistic setting in 
a different cultural context.

In the present study, children participating with 
a foster parent appeared to benefit equally as chil-
dren participating with a biological parent. The 
results indicate reduced symptoms in children 
and caregivers, reduction of perceived signs of dis-
organized attachment and improved sense of par-
ental control. Enhancing child mental health in 
foster children and the quality of child-foster care-
giver relationship may help to stabilize unsettled 
upbringing conditions. The result is in line with 
a previous study of children in foster care under-
going CPP (Weiner et al., 2009). Providing chil-
dren in foster care with specialized mental health 
care addressing their complex needs to ensure pre-
sent and future well-being and involving foster 
caregivers in treatment has been emphasized as 
well as the need to strengthen their access to inter-
ventions (Midgley et al., 2019; Szilagyi et al., 2015).

The caregivers in the present study showed 
a decrease in symptoms of general psychological 
distress, consistent with previous RCTs using the 
same measure (HSCL-25) (d = 0.38, 
A. F. Lieberman et al., 2005, 2006). The caregivers 
also experienced a reduction in PTSD symptoms. It 
is noteworthy that the reduction in PTSD symp-
toms was general, whereas previous studies have 
shown a decrease, specifically in avoidant 

symptoms (d = 0.50, A. F. Lieberman et al., 2005,  
2006). CPP is designed to address the adult’s 
trauma-related deficits that can negatively impact 
the child–caregiver relationship, as it is known that 
a caregiver’s traumatic stress can diminish sensi-
tivity and responsiveness to the child’s needs. By 
targeting the child–caregiver relationship in CPP, 
caregivers can learn to manage their own difficul-
ties (Chu et al., 2021).

The current study found that improvements in 
the children’s general psychological and trauma 
symptoms were linked to corresponding improve-
ments in caregivers’ symptoms. The strongest asso-
ciations in the current study were shown between 
the decrease in caregiver’s disorganized attachment 
and reductions in the child’s PTSD-symptoms. The 
findings were supported by correlations with an 
improved sense of parental control, where an 
increased sense of parental control was associated 
with decreased signs of disorganized attachment in 
the child – caregiver relationship. Further analysis 
indicated that the effectiveness of CPP for children 
in the current study was contingent upon their pre- 
treatment degree of trauma symptoms and the 
decrease in caregiver signs of disorganized attach-
ment observed post treatment. Even though the 
small sample size may introduce a risk of error, 
the results are in line with previous studies.

Despite the use of various study designs and 
measurements limiting direct comparisons, the 
result of the present study mirrors the beneficial 
effects previously demonstrated in RCTs, such as 
a significant reduction of disorganized attachment 
(Cicchetti et al., 2006; Toth et al., 2002, 2006). 
Thus, the present study supports the idea that 
CPP addresses symptoms in the individual child 
and caregiver, as well as the child–caregiver 
relationship.

Despite the overall reduction in symptoms, gen-
eral psychological symptoms over clinical cutoff 
remained for half of the children and PTSD- 
symptoms were reduced but remained at a level 
indicating a need for clinical attention among one- 
third of the children, which needs to be further 
explored. Analysis of remaining symptoms in rela-
tion to clinical cutoff is scarcely reported in child 
psychotherapy research but might be reflected in 
the relatively modest effect sizes presented. Studies 
of trauma-focused interventions in natural clinical 
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settings have shown that a significant part of parti-
cipating children continue to experience symptoms 
at clinical levels. This emphasizes the importance 
of developing effective treatment methods and 
investigating contextual factors that may impact 
interventions, as well as the need for evaluation of 
symptoms during and after treatment.

Mediating and moderating factors, such as vary-
ing exposure to potentially traumatic events and 
number of therapy sessions, should also be further 
analyzed aiming to model the intervention to differ-
ent needs and subgroups of children. The current 
study indicated positive results with relatively few 
therapy sessions. Longer duration of treatment is 
often a response to severe child symptoms and safety 
concerns (Hagan et al., 2017). Meta-analyses of the 
effects of attachment-based interventions have 
yielded inconsistent results regarding treatment 
duration (Bakermans-Kranenburg et al., 2005; 
Facompré et al., 2018). In caregivers, general psy-
chological symptoms decreased, but the mean score 
remained over the clinical cutoff at follow-up. The 
remaining symptoms in caregivers have been shown 
in a previous study of CPP (Guild et al., 2021). 
When psychotherapy methods are implemented in 
a new context and in a naturalistic clinical setting, 
lower effect sizes than in previous studies are 
expected. This does not apply to the present study, 
but to assure these effects a follow-up study within 
a similar naturalistic context is needed.

Study strengths and limitations

A main strength of the study is that it was 
conducted in a naturalistic multi-site setting 
representative of Swedish clinical settings. As 
such, it reflects the therapists’ diversity of train-
ing and experience, as well as regular practices 
with mixed workloads. The patients in the study 
reflect regular clinical practice, with presumably 
high occurrences of comorbidity. These condi-
tions amplify the external validity of the study, 
which is of particular importance in a feasibility 
study. Furthermore, the low attrition rate in 
pre-post measurements strengthens the internal 
validity. However, the relatively small sample 
size, the reliance on caregiver reports, and the 
lack of a control group cautions for far-reaching 

conclusions. Caregiver reports have been argued 
to be associated with an increased risk for 
response bias (Rosenman et al., 2011). Further 
limitations include non-direct measurements of 
attachment quality and the use of LOCF, 
a conservative method to handle attrition 
which is simple but has statistical limitations. 
However, LOCF might be appropriate if out-
comes are carried forward from relatively recent 
measures, as in this study (Bakker et al., 2019). 
The use of a control group, e.g., “treatment as 
usual,” most often given as caregiver counseling, 
or preferably an active control, would clearly 
strengthen an upcoming study. The use of 
a more sophisticated attachment measure com-
bined with observational and/or therapist assess-
ment and follow-up measures would also 
strengthen a future study. Nevertheless, despite 
the reported limitations, the result of this study 
is promising in showing additional support for 
the dissemination of CPP in Sweden.

Future directions

The result of this study supports previous find-
ings that CPP addresses and reduces symptoms 
of the individual child and caregiver and 
improves aspects of child–caregiver relationship. 
The effect sizes shown are in line with results 
from previous RCTs and support the sustain-
ability of the method when implemented in 
a naturalistic clinical context in another cultural 
context. Our conclusion is that CPP is 
a promising method for traumatized preschool 
children regardless of whether they undergo 
treatment with their biological parent or 
a foster parent. Further studies on the long- 
term effectiveness of CPP are needed.
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