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Abstract

Child maltreatment is associated with elevated risk of post-traumatic stress disorder (PTSD), which can often present alongside
comorbidities. While evidence-based treatments for PTSD in young people already exist, there remains ongoing clinical and
academic debate about the suitability of these approaches, particularly cognitive-behavioral approaches, for young people who
have been exposed to more complex traumatic experiences, such as maltreatment. We conducted an updated systematic review
of the evidence-base for psychological treatments for PTSD, specifically for maltreated young people. Fifteen randomized
controlled trials and five non-randomized controlled clinical trials satisfied the inclusion criteria. Trials included treatments
ranging from trauma-focused CBT to creative-based therapies. Trauma-focused CBT remained the best supported treatment
for children and adolescents following child maltreatment, with new evidence that symptom improvements are maintained at
longer-term follow up. The evidence for other therapies remained limited, and there were concerns regarding methodological

quality. Implications for treatment decision-making are discussed.
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Child maltreatment—broadly defined as child physical, sexual,
and/or emotional abuse, neglect, and/or exposure to domestic
violence, in the context of a relationship of responsibility
(WHO, 2016a, 2016b)—is considered a global social welfare
and public health issue, with substantial costs to the individual,
society, and economy (Fang et al., 2012; Ferrara et al., 2015;
Gilbert et al., 2009). One well-documented consequence of
exposure to child maltreatment is increased rates of mental
health difficulties across the lifespan (Ford et al., 2007; Hill-
berg et al., 2011; Leeb et al., 2011; Lewis et al., 2019). One
such mental health outcome is posttraumatic stress disorder
(PTSD), a trauma-specific psychological disorder defined by
symptoms of re-experiencing (e.g., intrusive memories, night-
mares), avoidance (e.g., avoiding thinking about the trauma),
altered arousal (e.g., easily startled, difficulty sleeping), and
altered cognition and mood (e.g., thoughts like I cannot trust
anyone; American Psychiatric Association, 2013). Rates of
PTSD have been shown to be particularly elevated in young
people exposed to maltreatment, with interpersonal trauma
exposure in childhood a key predictor of elevated PTSD in
later adolescence (Lewis et al., 2019). While efficacious treat-
ments for PTSD exist (e.g., see NICE, 2018), namely
trauma-focused cognitive and behavioral based treatments,
there remains ongoing clinical and academic debate about their
relevance for young people exposed to maltreatment, where
complex comorbidities and other needs are often also present

alongside the PTSD diagnosis (DeJong, 2010; Van der Kolk,
2017). As a consequence, there remains little clinical consensus
for how to address this mental health outcome. This lack of
consensus is problematic, given PTSD can be a chronic disor-
der that places the young person at elevated risk of a range of
other mental health difficulties, as well as poorer educational
and social outcomes. More broadly, failing to address the men-
tal health needs of maltreated young people has been identified
as a key pathway to the range of well-documented poor out-
comes associated with maltreatment (e.g., elevated rates of
unemployment, increased service utilization; e.g. Jones et al.,
2011).

The National Institute of Health and Care Excellence
(NICE, 2018) recommend individual trauma-focused cognitive
behavioral therapy (TF-CBT) as the first-line treatment for
children aged six or older presenting with PTSD after a trau-
matic event, with eye movement desensitization and reproces-
sing (EMDR) recommended if young people have not
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responded to TF-CBT. In contrast, the American Psychiatric
Association suggests that the evidence-base for treatments for
child and adolescent PTSD remains too low in quality and
quantity to make strong recommendations (APA, 2017).
Among academics and practitioners, there also remains
ongoing debate about the appropriateness of CBT-based treat-
ments for PTSD in maltreated young people (DelJong, 2010;
Van der Kolk, 2017). This includes widely-held beliefs that
these treatments are only appropriate for cases of
single-incident trauma exposure, whereas maltreatment is com-
monly repeated exposure which is sometimes referred to as
developmental trauma or complex trauma (Price-Robertson
et al., 2013; Van der Kolk, 2005). Similarly, many young peo-
ple who have experienced maltreatment might not have a clear
“pre-trauma” period of safety, which can pose a challenge
when applying existing models of PTSD treatment. Comorbid
symptoms in maltreated young people can also complicate
diagnosis and treatment of all symptoms, including those spe-
cific to PTSD (Ariga et al., 2008). While comorbidities are the
norm for many groups of young people and adults who develop
PTSD (e.g., Kilpatrick et al., 2003), debate around the impact
of comorbidities on the suitability of cognitive-behavioral
treatments for young people with maltreatment-related PTSD
has remained particularly strong. There also remains questions
about how routinely these recommended treatments are deliv-
ered in practice, particularly in cases of more complex trauma
experiences. Clinician concerns about the appropriateness of
more structured manualised approaches and their applicability
in complex cases, have been identified as particular barriers to
use (Finch et al., 2020).

While previous reviews for psychological treatments for
maltreated young people exist, there remains a number of
important gaps. These reviews often have focused on a specific
type of maltreatment (e.g., exposure to domestic violence or
sexual abuse; Macdonald et al., 2012; Miller-Graff & Campion,
2016) or incorporated a range of trauma exposures not limited
to maltreatment (Gillies et al., 2016; Stallard, 2006; Wether-
ington et al., 2008). Maltreatment rarely occurs in a single form
or as a one-off incident. Further, in 2013 the DSM-5 introduced
the concept of pre-school PTSD for children aged 6 years and
under. Whether this has led to further evidence for TF-CBT or
indeed other approaches (e.g., attachment approaches) largely
remains to be incorporated in reviews. Finally, these reviews
have typically focused on cognitive behavioral interventions
only (Leenarts et al., 2013; Stallard, 2006) or evidence from
randomized controlled trials [RCTs] (Gillies et al., 2016).
While RCTs are gold-standard methodology, a sole focus on
RCTs potentially excludes therapies that may be widely used in
practice, but have received less empirical focus. Leenarts and
colleagues (2013) attempted to address some of these issues via
their systematic review of psychological interventions for
trauma-related psychopathology in maltreated young people.
While they included controlled and uncontrolled trials, their
focus remained exclusively on interventions employing cogni-
tive behavioral elements, with TF-CBT being the best sup-
ported intervention. In the context of maltreatment-related

PTSD in particular, understanding the quality and extent of the
broader intervention evidence base is potentially particularly
necessary for guiding practice, given ongoing clinical debate
and the wide gap between research and practice in the use of
first-line recommended evidence-based interventions (Finch
et al., 2020).

The aim of this review was to provide an update on
the evidence-base for psychological interventions for
maltreatment-related child PTSD, in controlled trials of
broadly-defined psychological interventions. The review builds
on Leenarts et al. (2013), but also considers interventions beyond
CBT and with children under 6 years old, to provide a broader
update on the evidence base and recommendations for future
work in this field.

Method
Search Strategy

The review was pre-registered on PROSPERO
(CRD42017084727) and conducted according to PRISMA
reporting guidelines (see Figure 1; Moher et al., 2009). We
conducted a search of three electronic databases (PsychNET,
PubMed and PILOTS). As this review aimed to update the
Leenarts et al. (2013) review, search terms were developed
based on this review and with guidance from a University
subject-specific librarian who supported the first author to
identify appropriate synonyms and controlled terms within
each database. Free text terms were also included to account
for articles that may have been indexed incorrectly. The final
search strategy combined words related to maltreatment (e.g.,
maltreatment OR abuse OR neglect) with PTSD (e.g.,
post-traumatic stress OR emotional trauma OR acute stress
disorder OR complex PTSD), treatment (e.g., treatment OR
therapy OR intervention) and children (e.g., child OR adoles-
cent). The searches were limited to studies published between
01/01/2011 and 15/12/2018, as an update to Leenarts et al.
(2013). This start date was selected to allow some overlap
between this review and Leenarts, to ensure papers were not
missed that may have been In Press during the previous review.
Age filters were used in PubMed and PsychNET. References of
relevant review papers and included papers were hand screened
to search for any overlooked papers not identified in the initial
search. This resulted in the identification of 2,730 papers.

Study Selection

Titles and abstracts were imported into COVIDENCE and
duplicate papers were removed (leaving 2,247 papers; see
Figure 1). The review only included studies that were written
in English. Titles and abstracts were screened by the lead
author and excluded if they did not meet the following criteria:

Participants Studies. met inclusion criteria if participants were
children and adolescents <18 years old and the majority,
defined as >50%, of the sample experienced maltreatment.
Maltreatment was operationalized according to the WHO’s
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Figure 1. PRISMA diagram for study inclusion process.

(2016a) definition: “all types of physical and/or emotional
ill-treatment, sexual abuse, neglect, negligence and commer-
cial or other exploitation, which results in actual or potential
harm to the child’s health, survival, development or dignity in
the context of a relationship of responsibility, trust or power.
Exposure to intimate partner violence is also sometimes
included as a form of child maltreatment.” Studies focusing
on war related trauma, community violence and traumatic grief
exposure were excluded.

Intervention. Studies met inclusion criteria if they included any
psychological intervention, defined as any psychosocial inter-
vention that targeted PTSD symptoms. No restrictions were

placed on the format of delivery. Studies in which parents/
caregivers were the sole recipients of treatment were only
included if PTSD symptoms of the maltreated children were
reported.

Comparison condition. The treatment group had to be compared
to a control population, which could be a waitlist (WL),
treatment-as-usual (TAU), or any active intervention. RCTs
and non-randomized controlled trials (quasi experiments and
case-control studies) were included, providing the above cri-
teria were met, while single case and cross-sectional designs
were excluded. Studies published as books, book chapters or
theses were considered, provided they met the criteria above.
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Outcome. Studies had to include a measure of PTSD symptoms
as an outcome of intervention effectiveness, with a minimum of
two assessment points (pre and post). The measure could be an
established symptom checklist or diagnostic interview.

Screening procedure. See Figure 1 for flow-chart. Of the 2,247
papers identified, a second independent rater also screened
50%, with 99% agreement. Papers were primarily excluded
at this stage as the study was on adult survivors of maltreatment
or there was no intervention delivered. Where there was dis-
agreement, to be conservative, papers were kept in for further
screening. This left 180 papers, where the full text was
reviewed for inclusion. Of these, 15% were reviewed by a
second rater, with 72% agreement. Where there was disagree-
ment, discussion between the two raters was held and remain-
ing disagreements were discussed at a consensus meeting with
a third researcher. The primary reason for disagreement was
where it was unclear whether the majority of the sample had
experienced maltreatment. In these cases, authors were con-
tacted for further clarification. If no reply was received within
1 month, the study was excluded. This left a total of 20 studies
that were eligible for inclusion. Two of these studies were
longer-term follow-ups of past trials, of which one (Jensen
et al., 2017) was a follow-up for a paper where the original
trial publication is also in this review, and the other (Mannarino
etal., 2012) reported on a follow-up of an original trial that was
included in the Leenarts et al. (2013) review. Of the 18 original
samples, there were 2,714 participants.

Data Extraction and Quality Assessment

Data extraction forms were developed to retrieve information
regarding publication details, study design, sample character-
istics, maltreatment characteristics, outcome measures, inter-
vention and comparator characteristics, outcomes and
limitations. Full details of included studies are presented in
supplementary materials. The quality of studies was assessed
using the Cochrane collaboration’s risk of bias tool version 2
(ROB-2; Higgins et al., 2016) or, where appropriate, the risk of
bias in nonrandomized studies—of interventions (ROBINS-I;
Sterne et al., 2016). ROB-2 assesses bias resulting from five
domains: randomization process, deviations from intended
interventions, missing outcome data, measurement of the out-
come and selection of the reported result. Each of these
domains is judged on a 3-point rating scale: “low risk of bias,”
“some concerns” or “high risk of bias.” ROBINS-I has seven
domains, with those domains from ROB-2 (except randomiza-
tion process) and three additional domains of bias:
confounding variables, selection of participants into the study
pre-intervention and classification of intervention. Each
domain is judged as “low risk,” “moderate risk,” “serious risk,”
“critical risk” or “no information.” Studies judged as low risk
are comparable to a well-conducted RCT in that domain, while
those judged as critical risk are considered too problematic to
provide useful evidence about the effect of the intervention.
Papers were assessed for quality according to information

reported in the original paper and available trial protocols reg-
istered by the author (see supplementary material). Twenty-f-
ive percent of the papers were also randomly selected (via
computer generation) for blind quality review by a second rater
(co-author RM). There was 75% agreement, with disagreement
only on minor issues rather than overall quality, and resolved at
a consensus meeting with the senior author.

We report standardized Cohen’s d between group effect
sizes at post intervention and at follow up. Where possible,
these were either taken directly from the paper or calculated
using the information provided in the paper (not possible for
three studies).

Results
Study Design

Full details of the study design of each included study are
presented in Table 1. Of the 20 studies, 10 were from the
US, five from Europe, two from Africa, two from Asia and one
from South America. Fifteen studies were RCTs and five stud-
ies were non-randomized controlled trials (see Table 1 for spe-
cific references). Two of the studies used a matched control
group who received no treatment (Hamama et al., 2011; Razuri
et al., 2016), four studies utilized a TAU control group
(Auslander et al., 2017; Brillantes-Evangelista, 2013; Jensen
et al., 2014; Murray et al., 2015), six studies included a waitlist
control (Barron et al., 2017; Carpenter et al., 2016; Church
et al., 2012; Goldbeck et al., 2016; O’Callaghan et al., 2013;
Shein-Szydlo et al., 2016) and seven studies used an active
intervention as a comparison group (Bartlett et al., 2018; Dietz
et al., 2012; Foa et al., 2013; Gosh Ippen et al., 2011;
Mannarino et al., 2012; Overbeek et al., 2013; Pernebo et al.,
2018). Further details on the study comparison conditions are
presented in Table 1.

Sample Description

Nature of sample. Details of key study characteristics are pre-
sented in Table 1. Across all included studies, participants were
aged 3-18 years old and were predominantly female (62%).
Most studies (75%) included children six years old and over
only. Eight studies recruited teenagers only (aged 12—18 years).
Two studies focused on school-aged children (aged 4-13), with
the mean ages of 9—11 years old (when reported), and one
focused exclusively on pre-school children (age < 5 years). Six
studies had a wide age range including both children and teen-
agers (see Table 1 for references). Four studies had all-female
samples, while only one study had an entirely male sample.
Nine studies reported a majority of participants who
self-identified as White or Caucasian, three reported majority
of participants who identified as Black, one reported majority
Hispanic and one majority Latino or White/Latino. Six studies
did not describe the ethnicity of the sample (see Table 1).

Nature of maltreatment. Studies included a range of different
types of maltreatment with 74% of studies (n = 14 of 19;



(panunuod)

JADSL
:Jodau-es
[e3uaJey
N wTtl O0s1
‘A4 wo :340dau-yj3g
‘auljeseg snyeag [esulD IM
(s49319ys ui
Suijpsunod/saniAloe
1s0d 01 ssadoe [euondo)

‘PIW BulEseEg  SJOYD odau-as JUsWIES.] ON

2dOA
:4odau-yes [enplAIpu|
wglwyl JaAiSaueD) suoIssas |7 = W
‘w g Bulpseg  [Y-ASLd :MalAIRIU| 149041
saav
(4o M7) €1-5314D
1504 ‘(24d M7) Sans ewned
auljaseg 40dau-y9g IM
Sujjasunod
paseg-jooyds pue
‘S9DIAIDS DIUI|D Y3|eay
[e3auaw juanedino
n/4 w 9 4asod ‘Adeaayy swoy-u|

w g ouleseg  $SdD odau-4jas nvL

juioluod>—juadey
[enpIAIpU]
Aouanbauy parrep

G| = |\ Suolssas g
ul aumny aya SumeT

dnoug

Ap1aapA

(y €) suoissas g
A1390( 40 SV [ensIA

Us.Jed 8 [ENPIAIpU|
SUoIssas 9| = | ‘ddD
[enplApU]

SUOISSas 67 = | DYV

dnoug) paseq-]1 gD
Apjeam ad1m |

(sulw Q) suolssas 4|

(1dL)

sanbiuysa ] Ausnoday

Suiyoes| s .uonepuno4
JBAA PUE USJp[IYD vy |

SUOISSSS OMI—IUIEY

dnouo 19D
(sutw gg) suolssas (|
9ouapuadspu| piemor

8undsy spIH—s 119D

"9SNQE [BNXa3s JO S|IeI9p Ule1qo 01 suauonndead Aq
SMB3IAJRIU| "2JIBUUOIISINY) UONBZIWNIDIA

3|luaAn( paisjdwod piyd g JaAISauED)

UaJp[Iyd Jaylo

Aq 3uiA[jnq pue swoy Je dSnqe [enXaS g [BGJIA
‘[ea1sAyd Suipnjpul asnqe jo sadAy +¢ pasuatiadxs
UBJp|IY> J4a3unok %€ €€ PUB URUP|IYD JBP[O %0S<
Jojeanaduad 3npe %gg ‘uore.anaduad

9|3uls %08 ‘Jelliwe) B.AXS %GE ‘[eljiwey BAUl %59
sawn +7 %09 Al1edaN

39suU0 Joj ade g'9 = ||

9sNge [enxas 108IU0D)

uonew.ojul oN
o3e Jeak | <= pasnqe A|jenxas pue A|[edisAyd

SJIESAA PIUD
(sewnen g = )
Juawtedw JaA18auaeD) 29|39 ‘@snqy [edi1sAyd

MBIAIRIU| AIOISIH BWINBI |

(%1%) asnqe jeuonows (%6S) 399|8dN

(%L¥) AQ sSSUNM (%1£) AQ (%001) 3|nesse
[ea1sAyd (%88) @snqe [ed1sAyd (% £) @snqe [enxag

(21— @8uey)
L¥'8 = |\ SIUSATJ dnewned |

140dau sadiAlas aAndal04d plIyD
129|88u pue asnqe Jo A1olsiH

198 P00, %T|
Paiqesig %L1

INg %6
de
%ST d[eWdd %S/
(L0l = W) 1DY
sieak 91-9 pueiSuz
Wi=N (9107 e 30 sauadied

JuswiIadx3-1send)

so[ewad %9°€9 sauiddijiyg
sieah g|—¢| (g107)easie8ueA7
SJ91J9Ys wouy €€ = N -salue||lug

AUYAA %1 €°0L

S9|BWRS %6'€S

F16 =W)

sueak g1—0
6£8 = N

|043U0D) 3I0YyoDH
vsN
(8107) "Ie 32 n9p.Eg

ueiseone) %00 |
SaeWsS %/%9

(S0'S1 = W)
saeaf 81— |
UOEPOWWOIIE 1OY
24nJas puepnoog
ursauaAn( /1 =N (£107) '|e 39 uoeg

ARG %y v
S9jewa4 %001

(S9%1 = W)
saeak g|—| 1o
ua.4pjIyD vsnN

2JgPM LT =N (£107) e 32 Jopug|sny

syutodawin
aJnses|y

asltd

aJnsesly Asld s|ieyag |o4j3uod

sire3eq
UOIJU3AIIIU| [BD0

jusweL e

s|ie3aq juedpnaeyd udisaq

‘Aaaunod ‘suoyny

"sopsiu@10eIRY) pue udisag Apnig JO MIIAIBAQ °| d|qeL



(panunuod)

1504 ‘auljaseg 1Dd 34odau-jjes

VO-SdvD

ISS-ASLd
IMBIAJRIU|

(A1) 3sod
‘auljeseg

J9AIS2JBD

I4-asld

PI'Y> 14-ASLd
:340dau-98
VO-SdVD

1504 ‘auljaseg IM3IAIRIU|

n/4w ]
NHwW9  $5dD oda-yps
‘N/4 W g sod Savs-Hi
‘Pl PUIRSEY  ‘[-SSdD M3IAJRIU|

1504 ‘auljeseg DS :34odau-jjas

J9e| s3l
sAep (¢ ‘ouljaseg 40dau-yj9g

jusuwieadl oN

(sired
A|Ypuow sutwig)
Juswadeuew ased
sn|d AdessyroydAsy
[enpIAIpU|

nv.wl

(W) TIA

(D) Bujesunod

aAJoddng
(aNs) s3op
ou—-3ul||141015
(sNa)

sSop—3ul||4101s oN (SAAQ) sSop—3ul||23Li03

M

dnoun
API99AA Jojasunod |ooyds Aq paynusp| <SO[BWS4 %00
(y €) suoissas | (Apnas sueak 9| |
Adeaay) paisissy aulueD) 2.0j2q SJeak —¢) AI0ISIH aSNQy [enXas .10 [edIsAyd 8l =N
(3yAn

Joune) Audluyag

juioluo>—juauey P3XI %8¢

7-S1D wodau saayiopy

ApiaapA (%5) 1918 s9JewRS %S

=W (%€°L6) AQ BuissauIAA (90 = W)

(utw @9) suoissas g (%t1) @snqe [enxag sueak G—¢
ddD (%€°67) @snqe [ed1sAyg SL=N

ujofuod dANEN

pue [9|jesed—auaJey UeWJaD) %668

[enpIAIpU] S9leWR] %/°1L

FASEETYN M3IAJRIU| BUWINEJ | [euostadudiu] %79/ (g0l = W)

(sutw gg) suolssas 7| AQ SuIssaulIAA Jo saeaf / |-/

19D-41  92USJOIA [BIISAUd ‘SINesSy [enXaS ‘OsNqy [enxos

sasougelp

s1a3e1Y2Asd

PIgIowod +| = %/§

[enplAIpU] A2®IG %L°SS

AP 3[ewa4 %001

(suiw 06-09) J33U9d (£S1-S1 = W)

SUOISSaS § | adeJ 3 Jojasunod Aq SuluaaIds—MaIAIRIU| sueak g|—¢|
13d 9sNqy [enxeg 19=N

S9seD pajepljeA sluedsiq % | st

uole.Inp w 9> %09 S9JeWR] %9°€6

‘sawn +§ %0T< (€9'11-L601 = W)

dnoun sswn 7—| %79 saeal /|—/

SuoIssas 7| Jojennaduad Inpy %8 J23u3d AdedoApe

asnqy |enxag

usJpiy>
[enpIAIpU| J1ay3 Supeasijew jo A103siy Aey sjuaJed ji S3IE %00
uoIssas | a3pn[ Aq paJap.ao—Ajide) JUSWIBSI) [BIIUSPISDY 61 =W
(143) snbiuyda ‘asnqe |enxas/129(3su saeaf /|-
wopaaJ4 uonows —auwoy 3e pasnge A|[edi8ojoydAsd Jo [edi1sAyqg sa|uaAnNf 9] = N

PIYyd> wo €91 = N

|o#3uo0) 340yod
joeus|
(1107) 'Ie 3° BwRWEY

124
vsn

(1102)
‘e 39 uadd| ysoo

104
Auew.Ja0)

651 =N (9107) ‘e 38 »2°gp|oD

104
vsnN
(£107) e 3° rO4

[el ] P3||03u0D
vsnN
(T107) e 3 321Q

124
nJad

(T107) e 3@ y2unyd

syutodawin}
ainsealy

asltd

aJnsesl Adsld

s|ie3ag |o43uo)d

s|'e3aqg
UOIJUDAIDIU] [ed04

juswea el

s|re3aq juedpiaed

udisaq
‘Aa3unon ‘suoyny

(penunuod) *| a|qeL



(panunuod)

JADSL

240dau-y98

[e3uaJey

n/4wo o0S1
9504 ‘auljaseg 940dau-yjog

nidwe Id

9so0d ‘euleseg  QS.ld odau-jjes

I4-as.td

1s0( ‘ouljaseg 40dau-y9g

Savs-i
IM3IAJRIU|

dnoJo uonusassaul
sl12ads-uoN
.Buojaq nok |

M
K19jes ssosse

01 IsIA A|yauow
pue sjje> auoyd
Apjoam ‘ioddns
[edoIpaw ‘uonesnpa
‘3ujjesunod
‘sdnoug 110ddng

nv.i

91 'sA 8

(AneJIBU OU) 1 gD-41
sysidesayy
Aq @1elidoudde
1SOW pawasp
SUORUBAIIUI
[eo130joyd4sd
[enplAlpu|

nvl

SUOISSOS
[9]je4ed—ausuey
dnou 19D
(suiw pg) suolssas ¢
imou uany Aw sl
SUOISSOS
JaAi3aJed snid dnoun)
Ap199AA
q (sulw 09) suoissas g|

19D-41 [enxas Jo aded jo sousliadxa [euos.tad 4o passaulpA

jujofluod>—uauey

[enpIAIpY|

Ap1RaA

(suiw 06-09)

SUOISSas 9|—Q |
19041

(utw gg) aurofuod

pue [3|jesed—juaJey

[enplAIpU|

FASEETYN

(suiw 0€)

SUOISS3S | 'SA 8
(oaneateu) 19041

juiofuod

pue |3|[esed—iua.ey
[enplAIpU]

suolssas G| |

19D-41 J9y10 pue asnqe [enxas pue [edisAyd ‘9ous|olA Ajiwey

SL1D PIIYD-usied
*Aouale uondatoud pjiys/adijod wouy 1ioday

%p’ |9 Jaulsed SAISNGE YIM 3DBIUOD paNURUOD)
/801 = W diysuonejau aAisnge Ul uoneang
-sauraed Aq 79'¢ pue jusJed Aq Jusunesljew
[ed1sAyd g0 “4ourded Aq g | pue JuaJed

Aq j3usuneasyfew [edi8ojoydAsd Jo s1uaAd ¢'9 "Jeak

1se| ul 9dud|olA [ed1sAyd Jo [edi8ojoydhsd |<= AQ

SJIBUUONSANY) SIUSAT SyIT dNBWNne |
asnge

4-as.td

pasnqy A|[enxas %/ |
AQ PISSRUNAA %S9
pasnqy Ajjea1sAyd %0,

(sewnean g = |y) asnqy [edisAyd

[euoissajoud asnqe pjiyd Juspuadapul Aq palIBA
suojennadisd SINPY %Iy
‘uonearauad/ideiuod padsuatiadxs %9

asnqe [enxag

"USJP|IYD) 10} A10JUDAU|

Bu1uss.IdS SIUSAT dPBWINEI | UO Paseq IsIpPsyD)
aJow Aq pasJopud

Inq ewne.) 393.e) se asnqe [edisAyd 4o AQ %/ 6
(peqqouJ ‘uosuad asopd jo yresp usppns

‘191SESIP [BJNIBU ‘JUSPIIDE) SBWINEJI dSNGe-Uou

3ARRU
PUBLIOYISN %6'T6
SO[eW™S %SV

(Tt =W 104
sueak 71-9 SPUB[JBYIBN

SS1 =N (£107) e 392 32294200
1o
SO[eWa] %001 ALY Y1IoN
saeak /|| (€100

pa1daye Jem 7§ = N ‘e 39 uey3e|[eD,.0

equieg %1°CE-%I¢
BP0 %89—%8 SV

so[eway
%9°15-%1°8%
(99°€1 = W) 1Dy
sieak g|—§ eiquiez
DAO LST=N (S107) ‘Ie 30 Aeauny

cm_mmu:wu xmo
mm_mEmu_ nkao
09L=W 104
saeak | | VSN
851 = N (T107) Je32 oulreuuely

&1 =N
ueI3OMION] %/'€/

dJBW] %56/ (£107) e 30 ussusf

(1's1=W) 10y
saeak g|—0| VSN
951 =N (#107) 'e 3 uasusf

Ndwgl  SSdD :odau-j|as
‘NHWTl  SSdD 3dodau-js
1sod VO-SdvD
‘Pl ‘Buljeseg IMBIAIRIU|
syutodowir]  aJnsesp ASLld
aJnsea|y
aslid

s|ie3ag |o43u0)d

s|'e3aqg
UOIJUDAIDIU] [e204

jusweadepy

udisag
‘Aa3uno) ‘saoyiny

s|re3nq juedniaed

(penunuod) | s|qe



(suiw oz 1) Apfeam a1y Ajasuaaul a4ow paaRdad dnous auQ, “uonew.oul Suipiroad Jou Jaded o1 anp Juasqe s|ieasp Ay,
*M3IAJSIU| PaJNIONIIG IWRS S1d = ISS-AS.Ld ‘Sulesunod
aanJoddng = g Adeuay sunsodx3 paduojoid = |34 ‘Y3edH [EIUS] IUISS|OPY PUE PIYD = SHIAVD ‘UONUSAISIU| [BUONE[RY Paseq IsNd| = [Ygl ‘©[edS 3uaA7 jo 1dedw = 3| ‘UaJpiyD 3|qetauinps/sueydio = DAO
Aousradwor) pue ‘uonen3au-j|og WBWYIENY = DYV ‘UJP|IYD 10} 3|NPayds MalAIalu| dnsouselq = DS|q ‘Adeaay] [edoireyag aAnIUSoD) = | gD O[S SN WIPUOD) = G| ‘UOISIIA UBIIAID ISIPPRYD ASLd = 1Dd
‘Adeaayioydhsy uaded plIYD) = ddD ‘SIUSDSI|OPY PUE UBJP|IYD) 10} 3[Eds (JSLd PRJSISIUIWPY UBPIUD) = Y-SV ‘MdIAIRIU| 3jedg woldwAs dSLd PIYD = |-SSdD {BNSA SV Iuswnesd] = Myl ‘elusaydoziydg
PUE SJ3PJOSI 9ANIBYY 10} 3INPaYdS SIPPIY = SAVS-H UJP[IYD Suno A 10} asiprayd) woldwAs ewined ] = HADSL (UIP[IYD 404 3sIpRayD) wordwAg ewned | = DS ‘punouddideg dluyig Aaioull % ddeig = JiNg ‘Adessy |
[eJolABYaqg 9ARIUSOD) pasndod ewned] = | gD)-4] Adeaayioyshsq uaded pliyd = 4dD IsIPPaYD ASLd PIYD Sunop = DDA XOPU| UONIESY—IapJosi SS3.41S dIeWNe.)Isod = [Y-dSld ‘swoidwAg snewneinsod jo
oday plIYD = SdOYD ISIHBAA = TAA DIUSJOIA dnsawoq = A SABQ = P ‘SINOH = Y H[9SAA = M ‘YIUOL| = W ‘USPJOSI $S9.25 dNBWNEII-1S0d = (OS1d 9[edS wordwis dsid PI'YD = SSdD ‘dn mojjo4 = /4 equinN
ajdweg = N ‘uea}y| = |\ {[Bld] P3[|0J3UOT) PAZIWOPURY = | DY {$S2.41SI JO SUUM DANIAIGNS = SNS ‘B[edS SIUBAT JO 10edW| PISIARY S,URIP[IYD = £[-ST YD 9JedS sadualiadxg SANLIDOSSI(] SIUAISI|OPY Y] = SIAY 910N

NY- o)

4-as.ld
40dau-y9g

n/4we
504 ‘auljaseg

JADSL
40dau-98

1504 ‘auljaseg [eauaied

DADSL
b NleTd CHEIEIN

150( ‘auljeseg [eausJey

(surw9 x 1) Aplpap
[enpIAIpU|

IM 19041

[enpIAIpU]

POE 1940 (suwg—07)

ss|npow auljuo g|

Sunuaued

dnou3 paydrew pawLiojul BWN®I |
—juswies.ty oN gL

dno.3

[9]esed—siuaiey

Ap1eapA

(suiw 06)

suolssss §1-¢l

dnoug

Aunwwon

uoneanpaoydAsy
weudoud 00| dnoug

9|doay aJe usJp|iyD,, AdeasyroyoAsd SHINVYD

osia
JUSAJ dBWNEI] | < %SGE
JUSAT JUD|OIA SSOUIAA %8|
‘osnqy [eIsAUd %/p ‘@SNQY [enxaS %95

s11odad [eauaded aandopy

dSNQY [BNXdS %ST—%F 91

asnqy [ed1sAUd %8 €v—%S'LE
12[33N %78-1'8L

S1D PasiAaJ uo 14odau Jayiop
asnqy [ed1sAud %T9 Pue AQ %001

SO[BWRS %p9

(681 = W) 1o
saeak g1-¢| 02IX3|4|

ua.p|Iyd (9100
392435 00| = N “[e 39 ojpAzS-uiays
%9 0—%€ '8¢

oune/iuedsiy
S9|BWId] %05

(SI'8=W)
saeak 7|—§ 10
ua.pjiyd vsn

paidope y0f = N (9100) '|e 3@ 1nzey

SO[BWRS %8

FL=W) JuswiIadxa-1send)
sueak ¢ USpamg
05 =N (8107) 'Ie 30 ogausg

syutodawin |
aunseapy

asltd

aJnsesl Adsld

s|'e3aqg
UOIJUDAIDIU] [e204

s|ie3ag |o43uo)d

juswea el

udisaq
‘Au3uno) ‘suoyny

s|re3aq juedpiaed

(penunuod) | s|qe



Bennett et al.

excluding the Jensen et al. follow-up study) explicitly reporting
that the sample had experienced more than one form of mal-
treatment. Four studies reported sexual abuse as the primary
form of maltreatment and one study reported exposure to
domestic violence (DV) as the primary type (see Table 1). Of
the 14 studies reporting more than one form of maltreatment,
two specifically referred to psychological/emotional abuse
alongside another form of abuse (see Table 1). The majority
of studies assessed maltreatment through interviews or check-
lists (n = 13 of 19), five studies had maltreatment verified by
child protection services, judge orders or reports, and one study
had no information on how maltreatment history was obtained
(Brillantes-Evangelista, 2013; Table 1).

Method of PTSD measurement. Most studies (n = 14 of 20)
measured PTSD symptoms solely through self-report. The top
three most commonly used measures were: Trauma Symptom
Checklist for Young Children (TSCYC; Briere, 2005, n = 4),
PTSD Reaction Index (PTSD-RI; Steinberg et al., 2004, n = 4)
and the Child PTSD Symptom Scale (CPSS; Foa et al., 2001, n
= 5). All self-report measures in the included studies were
validated self-report measures of PTSD symptoms, although
one study appeared to have used an adult-version of the scale
(Impact of Events Scale). Two studies solely used structured
diagnostic interviews. Four studies used a combination of
self-report measures and diagnostic interview (see Table 1 for
references). The most commonly used diagnostic interviews
were the Kiddie Schedule for Affective Disorders and Schizo-
phrenia (K-SADS; Kaufman et al., 1997, n = 2) and Clinician
Administered PTSD Scale for Children and Adolescents
(CAPS-CA; Nader et al., 1996, n = 3). All studies employed
the same measures across control and treatment groups but
those with a wide age range utilized different measures accord-
ing to age (e.g., caregiver versions for young children, rather
than child or adolescent versions; full details in Table 1). Two
studies measured PTSD solely through parental reports
(Pernebo et al., 2018; Razuri et al., 2016). Eight studies
included a further follow up after the post-intervention assess-
ment, with time frames ranging from 3 to 18 months
post-treatment.

Interventions. Information on the focal intervention for each
paper are presented in Table 1. Intervention length varied from
1-50 sessions (see Table 1). The majority of studies (n = 11 of
19) delivered interventions underpinned by cognitive beha-
vioral theory (see Table 1). Of these, six studies delivered
TF-CBT, two delivered exposure therapy and three delivered
general CBT interventions that incorporated elements of
TF-CBT. Of the remaining studies (n = 8), two studies deliv-
ered Child Parent Psychotherapy, although one also delivered
TF-CBT as comparison intervention (see Table 1). Two studies
provided animal assisted psychotherapy, one combined
TF-CBT with play and drama therapy, one employed art ther-
apy, one assessed unspecified psychotherapy, and one assessed
a trauma informed attachment-based parenting intervention.
Ten delivered interventions in individual format, eight were

delivered as groups, and one delivered the intervention online
(see Table 1 for details and references). Due to the heteroge-
neity between studies and study designs, we have discussed the
findings grouped by the focal intervention. Findings for
individual studies are displayed in Table 2.

Cognitive Behavioral Therapy Interventions

Trauma-focused CBT. TF-CBT was evaluated in six studies
(Bartlett et al., 2018; Goldbeck et al., 2016; Jensen et al.,
2014; Murray et al., 2015; O’Callaghan et al., 2013;
Shein-Syzdlo et al., 2016) with two further included studies
evaluating longer term effects through follow up (Jensen
et al., 2017; Mannarino et al., 2012). The number of sessions
ranged from 8-21 (M = 14 sessions) and duration ranged from
60-90 minutes per session. Five of the studies included care-
givers in the intervention either through parallel or conjoint
sessions, although in one it was explicitly stated that most
invited caregivers did not attend the intervention (Murray
et al., 2015). Three studies compared TF-CBT to treatment as
usual conditions (Bartlett et al., 2018; Jensen et al., 2014;
Murray et al., 2015), which consisted of child parent psy-
chotherapy (CPP), Attachment, Self-regulation, and Compe-
tency (ARC) program, counseling, support groups, and
“psychological therapy as usual” (see Table 1).

In all studies, post-treatment effect sizes and within paper
analyses showed TF-CBT to be the superior intervention,
although in some cases effect sizes were small (detailed further
below). An exception to this was a study by Bartlett et al.
(2018), where TF-CBT was compared to ARC, and both treat-
ments improved PTSD symptoms at a similar rate
(post-treatment between group effects not provided, within
group pre-post treatment effects of d = 0.68 for self-reported
PTSD severity in ARC and d = 0.53 in TF-CBT). Overall,
between group effect sizes comparing TF-CBT and control
interventions post-treatment were reported for five of the six
studies and ranged from d = 0.44-2.57 for self-report mea-
sures, representing a small to large effect on PTSD symptoms
in favor of TF-CBT (see Table 1 for further details on compar-
ison conditions). Only one study had delivered TF-CBT in
group format and found a large effect size (d = 1.99), suggest-
ing that TF-CBT can be effective when delivered in a group
(compared to WL control; O’Callaghan et al., 2013). However,
the sample size may be considered somewhat small for
between group comparisons and conclusions on effectiveness
(N = 52). The sample was also focused on females who had
been sexually exploited and were victims of war. Between
group effect sizes for PTSD symptoms assessed via diagnostic
interviews post-treatment (n = 2 studies) ranged from
d = 0.44-0.46, representing small significant effects, favoring
TF-CBT (Goldbeck et al., 2016; Jensen et al., 2014). Of those
studies that used a diagnostic interview, a greater percentage of
those in the TF-CBT than control groups lost the diagnosis of
PTSD at end of treatment (77.8% vs. 54.8% in Jensen et al.,
2017 and 44.7% vs. 28.9% in Goldbeck et al., 2016).
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Given variation in effect sizes between studies, it is worth
noting that the studies assessed as at lowest risk of bias (see
supplementary materials) found a small effect size from both
diagnostic interview and self-report (d = 0.44—0.46) in favor of
TF-CBT compared with WL (Goldbeck et al., 2016), and small
to medium effect sizes (d = 0.46—0.55) when TF-CBT was
compared to TAU (see Table 1 for details of TAU; Jensen
et al., 2014). The study with the largest effect size
(Shein-Syzdlo et al., 2016) used self-report measures only as
an outcome and was also conducted in a low-middle income
country where TF-CBT was compared to waitlist.

Four studies investigated whether treatment effects were
maintained at follow-up (Jensen et al., 2017; Mannarino
et al., 2012; O’Callaghan et al., 2013; Shein-Syzdlo et al.,
2016). Results presented in these papers suggested symptom
reductions were maintained at 3-month and 12-month
follow-ups (see Table 2). However, a between group
post-treatment effect size could only be calculated for one
study (d = 0.17-0.25; Jensen et al., 2017). Here, at the
18-month follow-up, those who received TF-CBT were less
likely to score above clinical cut offs than TAU, and this dif-
ference was not significant (Jensen et al., 2017). As can be
typical in long-term follow-ups, these studies all experienced
high attrition rates resulting in small sample sizes with low
power and potential confounders (e.g., safety away from abuse)
at follow-up.

General CBT. Three studies evaluated more general CBT inter-
ventions. All three incorporated elements of TF-CBT (e.g., psy-
choeducation, coping and expressing emotions) but two were
more closely aligned using Cognitive Behavioral Intervention
for Trauma in Schools (CBITS; Auslander et al., 2017) and
psychoeducation, coping strategies, and brief exposure (Barron
et al., 2017). All three studies were RCTs and delivered the
intervention in group formats (9—14 sessions lasting 40-90 min-
utes). All three reported reduction in PTSD symptoms for the
CBT group, however post-treatment between group effect sizes
were often small and non-significant. In Barron et al. (2017), the
reduction in PTSD symptoms in the focal treatment was
non-significant, and the post-treatment between group effect
small and non-significant (WL comparison). In this study, the
quality assessment identified some concerns of risk of indirect
exposure to the intervention in the comparison group, which
may have reduced any effect of the focus intervention, while a
key issue was also that the study was substantially
under-powered. Auslander et al. (2017) demonstrated a medium
effect post-treatment (d = 0.77) compared to usual care, favor-
ing CBT. They found that 29% of the CBITS group no longer
scored in the clinical range (baseline to 6-month follow up)
compared to 3% in TAU. Finally, Overbeek et al. (2013) com-
pared a group programme focused on coping and emotions to a
non-specific therapy active control group intervention and found
comparative effects at post-test (d = 0.18-0.22; small effect; see
Table 2) and follow up (d = 0.02-0.07; small effect). In this
paper, direct post-treatment comparison between the two inter-
ventions was difficult, as at baseline symptoms were higher in

the control group. While these studies all showed group-based
interventions drawing on CBT-techniques were feasible and
potentially promising for maltreatment-related PTSD, effect
sizes were small and often non-significant, and the quality of all
three studies prevented definite conclusions.

Exposure Therapy

Exposure therapy was evaluated in two studies, both of which
were RCTs. Church et al. (2012) found that a single 1-hour
session of exposure therapy was substantially more effective at
reducing PTSD symptoms than a WL comparison (d = 8.54;
large effect). Foa et al. (2013) found that prolonged exposure
therapy (PET) was more effective than supportive counseling
in improving PTSD based on clinician’s ratings post treatment
(d = 1.01; large effect) and at follow up (d = 0.81).
Self-reported PTSD severity was lower post-treatment and at
12-month follow up in PET than supportive counseling, with
significantly more individuals in the PET group (83.3% vs.
54%) having lost the diagnosis of PTSD. Church et al. (2012)
had an all-male adolescent sample living in an institution for
abused children and Foa et al. (2013) had an all-female sample
of sexually abused adolescents, therefore findings may not be
generalizable (e.g., to younger children). The findings are pro-
mising given that both studies are of reasonable methodologi-
cal quality, although sample size may be considered somewhat
small for between group comparisons or definitive conclusions
on effectiveness (N = 51 and N = 61; see supplementary mate-
rials for quality ratings).

Child Parent Psychotherapy (CPP)

Two studies evaluated CPP, an intervention approach focused
on improving the parent-child attachment relationship (Bartlett
etal., 2018; Gosh Ippen et al., 2011). One study found that CPP
was more effective in reducing rates of PTSD among treatment
completers than individual psychotherapy in pre-school chil-
dren who experienced 4+ traumatic events (d = 1.65; large
effect), however the difference between treatment groups in
those who experienced fewer than 4 events was small and
non-significant (d = 0.22; Gosh Ippen et al., 2011). These
results must be interpreted in light of the paucity of information
to determine whether assessors were blind to intervention
received (see supplementary materials for quality ratings).
Again, the sample size may also be considered relatively mod-
est (N = 75). Bartlett et al. (2018) compared CPP to TF-CBT
and ARC, delivered within community-based trauma treatment
centers. They found TF-CBT and ARC were both superior to
CPP (see Table 2). Of note, while this study had a wide age
range (0—18 years old), most children who received CPP were
aged 3 years old or younger, while almost all who received
TF-CBT or ARC were older, making direct comparisons
difficult.
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Animal Therapy Interventions

Two studies evaluated animal assisted psychotherapy, both of
which were non-randomized control studies. CBT components
are part of the intervention in both studies: “safe place” ima-
gery and sharing feelings with others (Hamama et al., 2011)
and disclosing abuse stories and related feelings (Dietz et al.,
2012). Hamama et al. (2011) compared canine-assisted psy-
chotherapy to no treatment. While they reported a small
non-significant effect size (d = 0.42), favoring the treatment,
the small sample size (N = 18) makes comparisons statistically
inappropriate. Dietz et al. (2012), explored three conditions
with a sample size of 153 7-17 year olds and compared no
dogs (the standard service therapy program, with topics and
activities related to struggles for survivors of sexual abuse),
storytelling with dogs (therapeutic stories about the dogs and
topics related to difficulties for survivors of sexual abuse), and
dogs without story telling (same therapy format as “no dogs,”
but with dogs present). They found storytelling with dogs was
marginally more effective than their standard therapy without
dogs (d = 0.29; small effect) and compared to the dogs without
storytelling (d = 0.07; small effect). Both studies were rated as
being at serious risk of bias in at least one domain (see supple-
mentary material). Neither utilized a gold standard treatment as
a comparison group or randomization.

Art Therapy Interventions

One study evaluated eight sessions of a creative art intervention
(Brillantes-Evangelista, 2013). Both the visual arts group
(d = 0.90; large effect) and poetry group (d = 0.74; large
effect) were superior at reducing PTSD symptoms post treat-
ment than the control group (no treatment). However, the study
was assessed as at substantial risk of bias, due to serious meth-
odological issues, including a lack of randomization and inap-
propriate statistical power for the quantitative analyses (see
supplementary material).

Trauma Informed Parenting

One study evaluated trauma informed attachment-based par-
enting intervention (Razuri et al., 2016) and found that this was
only marginally more effective than no-treatment control at
reducing caregiver-reported child PTSD (d = 0.08; small
effect).

Other Psychotherapy Interventions

We grouped remaining studies here, as although interventions
were heterogeneous, the authors indicated that the interven-
tions were underpinned by attachment and psychodynamic the-
ory. The previously reported Bartlett et al. (2018) study
compared ARC, TF-CBT and CPP. In older children, ARC and
TF-CBT showed better outcomes for PTSD severity, and the
re-experiencing and arousal symptom subscales at 12 months,
but only TF-CBT was associated with improvements in avoid-
ance/numbing symptoms. In younger children, scores on

avoidance/numbing and arousal decreased at 6 months for both
ARC and TF-CBT, however only TF-CBT was associated with
improvement in avoidance/numbing and decreased total symp-
toms of PTSD at 12 months. Pernebo et al. (2018) compared a
group trauma focused psychotherapy intervention in a child
and adolescent mental health service (CAMHS) which
consisted of exercises, dialogue and play to explore themes
pertinent to family violence and the outcomes to a psychoedu-
cation community-based group intervention. The psychoeduca-
tion intervention focused on education in violence, family
relationships/communication and feelings/responses. The
CAMHS intervention reduced total post trauma symptoms
(d = 0.68; large) more than the community-based intervention,
however this does not account for baseline differences in total
PTSD symptoms between the groups. The authors report that
interventions did not differ in effectiveness except for the
subscales of anger and dissociation, where larger reductions
were found in the CAMHS psychotherapy intervention
(d = 0.73-0.75). The authors concluded that the intervention
(15 weeks) was more favorable for younger children exposed to
domestic violence with higher PTSD symptoms at baseline.
One study compared “Letting The Future In” (LTFI) interven-
tion which combined components of attachment, psychodrama,
play therapy and TF-CBT (Carpenter et al., 2016) with a wait-
list (WL) control. The study did not report between group
effect sizes but found significant improvements in
self-reported PTSD at 6-month follow up in LTFI group. How-
ever, at 12-month follow up there was a greater increase in
clinical scores among older children in LTFI group than WL.
While the study has high ecological validity, it also has a high
risk of bias due to the WL group beginning interventions before
measurements were taken for the intervention group. Given
that LTFI integrates interventions including TF-CBT, future
research might seek to understand if the program offers addi-
tional benefit to standard TF-CBT alone.

Quality Assessment

Overall, studies of cognitive-behavioral approaches, particu-
larly trials of TF-CBT, tended to be the higher quality studies
(see supplementary materials) while studies of art or animal
assisted based interventions tended to be poorer in quality. The
majority of RCTs were rated as at low risk of bias for rando-
mization, deviation from intended intervention and missing
outcome data (see supplementary materials). All but one study
(Church et al., 2012) used an age appropriate validated measure
of PTSD. The greatest risk of bias came from measurement
of PTSD; the use of self-report outcomes. Several of the
non-randomized trials had confounding variables (e.g., base-
line differences in PTSD severity, trauma exposure between
groups and WL group beginning treatment) that were not suffi-
ciently controlled for, however two studies were judged to be of
sound quality for non-randomized design scoring low or mod-
erate across most domains (Dietz et al., 2012; Pernebo et al.,
2018, see supplementary material).
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Discussion

While it has been well-established that maltreated children are
at increased risk of PTSD, there remains ongoing debate about
the best interventions for this group, including whether cogni-
tive behavioral interventions are appropriate in the context of
this more complex trauma exposure (Finch et al., 2020). In
their 2013 review, Leenarts and colleagues concluded that
there was developing evidence for TF-CBT for
maltreatment-related PTSD. In the 7-years since, the field has
continued to grow additional and stronger evidence that sup-
ports TF-CBT for maltreated young people, as well as sus-
tained longer-term effects and initial evidence that these
interventions may also be appropriate in a group format and
in lower-middle income countries. The evidence for non-CBT
based therapies remained scarce, and these studies were often
plagued by significant quality issues.

Since 2012, our review found that there have been 15 addi-
tional RCTs and five non-randomized controlled trials of psy-
chological interventions for PTSD in maltreated children,
predominately using cognitive-behavioral techniques. Overall,
based on the strength of study designs and replication of find-
ings across studies, TF-CBT remains the best supported treat-
ment for PTSD in maltreated children. Since the Leenarts et al.
(2013) review, the evidence-base for TF-CBT now also
includes evidence that treatment gains can be maintained 1 year
later (Jensen et al., 2017; Mannarino et al., 2012) although
improvements 18-months later were less promising (Jensen
et al., 2017). While this is based on one study and further
research is clearly needed, it highlights the importance of
researchers committing to longer-term follow-up periods to
better understand whether effects are maintained, and if not,
how this might be addressed, particularly for young people who
may be at risk of future trauma-exposures. Our review also
found further growing support for prolonged exposure therapy
(PET) in reducing PTSD symptoms in maltreated children.
PET was more effective in treating PTSD than an active ther-
apy, both at post-treatment and follow up. While studies of PET
have had somewhat small sample sizes for between group com-
parisons, the methods used tend to be high quality. The treat-
ment programmes were also comparable in duration to
TF-CBT, or less (just a single session in Church et al., 2012).
It would therefore be useful for future studies to directly com-
pare PET and TF-CBT, or begin to develop an understanding
of, in which contexts, a certain treatment may be more useful.
We also identified three studies that all utilized general CBT
techniques in a group format. Here, current evidence for effec-
tiveness was less convincing, particularly compared to evi-
dence of large reductions in PTSD symptoms when TF-CBT
was delivered in a group format. Findings highlight the need for
further exploration and refinement of group based CBT
approaches, which are often designed to be lower-intensity and
more easily scalable (e.g., Barron et al., 2017), and could thus
be useful as part of a stepped-care treatment model.

Interestingly, our search criteria found no new studies that
had utilized EMDR post the Leenarts et al. (2013) review,

where three studies of EMDR were identified. Of those
reviewed by Leenarts et al. (2013), two reported small to
medium effect sizes favoring EMDR over WL and one “a trend
toward a decrease in PTSD symptoms.” However, the review
authors noted that studies were limited by small sample sizes
and an absence of treatment fidelity checks (see Leenarts et al.,
2013). In general, the evidence-base for EMDR with mal-
treated young people remains scarce (Moreno-Alcazar et al.,
2017). Given some guidelines (e.g., NICE, 2018) have EMDR
as a recommended treatment, understanding the relative bene-
fits of EMDR versus TF-CBT in this population is important.
While it did not meet our full inclusion criteria, Diehle and
colleagues (2015) have published one of the few studies to
directly compare EMDR and TF-CBT, in a sample where a
proportion of young people had experienced maltreatment.
They found that the difference in effectiveness between the
two treatments was small and not significant for PTSD symp-
toms. Future research is needed to further refine treatment
recommendations around these two interventions.

Our review also included non-CBT interventions to examine
the evidence base for interventions that may be used more
commonly in practice. We found eight studies that explored
non-CBT based treatments in a controlled-trial design. These
included animal assisted psychotherapy, an arts-based inter-
vention, attachment-based parenting intervention, child parent
psychotherapy and other intervention programs (combining
psychotherapy, play, psychoeducation and attachment compo-
nents). Between group effect sizes ranged from small to mod-
erate, but many of these studies were plagued by significant
methodological issues. No new conclusions can be drawn for
the effectiveness of art-based interventions, primarily due to
significant methodological limitations. Further, the study
included on animal-assisted interventions incorporated princi-
ples of CBT and therefore future research would need to con-
sider comparing animal-assisted interventions to standard CBT
to determine whether they offer any additional benefit, for
example in engagement. Future research examining Attach-
ment, Self-regulation and Competency (ARC) interventions
may be warranted, given promising findings when compared
to TF-CBT. Of important note, non-CBT interventions were
typically longer than TF-CBT when delivered to individuals
(Mean = 31 sessions vs. 14 for TF-CBT) and comparable in
length (8—15 sessions) only when delivered in a group format
(e.g., animal, art-based and psychotherapy/psychoeducation
interventions). Overall, although creative therapeutic
approaches and psychotherapy may be popular in clinical prac-
tice, the evidence base for such approaches remains limited,
particularly compared to the evidence for TF-CBT, and such
programmes are likely to be utilizing more of clinician’s time,
thus are potentially less economically efficient for services.

There remain important outstanding questions around
TF-CBT, including how to promote its use in practice, whether
adjunct treatments might be needed for certain complex comor-
bidities (e.g., substance use), and whether stabilization periods
are indeed required for certain presentations (e.g., where there
is substantial dysregulation). However, this review also
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highlights that based on current evidence, using existing
TF-CBT manuals with young people with
maltreatment-related PTSD, remains the best evidence-based
approach (NICE, 2018). Many of the papers reviewed here
highlighted samples with numerous complexities, and the evi-
dence certainly challenges the idea that TF-CBT is not appro-
priate for young people who develop PTSD following these
more complex trauma exposures (identified as a key barrier
to the use of this treatment in practice; Finch et al., 2020).

This review also incorporated evidence for children aged six
years and under (i.e., pre-school PTSD); only two studies of
TF-CBT (Bartlett et al., 2018; Mannarino et al., 2012) sampled
children under 6 years of age and met our inclusion criteria.
However, the design and reporting of these studies prevented
any conclusions being drawn about effectiveness of TF-CBT in
maltreated pre-school children, as it was unclear what propor-
tion of the samples were pre-schoolers, or whether results may
have differed for this subgroup. That said, in previous research
on pre-school PTSD not covered by this review, a trial of
TF-CBT with pre-schoolers exposed to different types of trau-
mas (e.g., single event accidental trauma, domestic violence)
showed promising preliminary evidence that TF-CBT can be
effectively adapted with pre-schoolers and lead to significant
PTSD symptom reduction (Scheeringa et al., 2011). Only one
study in our review focused exclusively on pre-school children,
in which child parent psychotherapy (CPP), which has a focus
on strengthening the relationship between child and caregiver
to restore a child’s functioning, resulted in reduced rates of
PTSD diagnosis post intervention compared to individual psy-
chotherapy (Gosh Ippen et al., 2011). The treatment of
pre-school maltreatment-related PTSD, and exactly how exist-
ing treatments may need to be adapted, remains an important
area of research.

Limitations

Limitations of this review largely reflect general limitations in
the literature including the heterogeneity among studies in
measures used, nature of maltreatment across samples and
small sample sizes. First, there are more studies investigating
sexual abuse and fewer studies of neglect and emotional/psy-
chological abuse, which may influence generalizability. That
said, specific types of maltreatment rarely occur in isolation
(Office for National Statistics, 2020). Second, most studies
relied on child self-reported PTSD symptoms and full diagnos-
tic interviews, which are part of a gold-standard trials method,
were often lacking. Thus, conclusions were often limited
regarding clinically-significant change. Third, this study spe-
cifically focused on PTSD. However, the newly proposed
complex PTSD is also likely relevant to these populations
(WHO, 2018). Relatedly, young people who develop
maltreatment-related PTSD often present with a range of com-
plex comorbidities and these are commonly reported as a
potential barrier to treatment decision-making (Finch et al.,
2020). It was beyond the scope of the current study to explore
whether treatments for PTSD resulted in reductions in

comorbidities, including the complex features of complex
PTSD. That said, it is important to note that comorbidities
alongside PTSD are the norm, rather than the exception, for
many groups of trauma-exposed young people and adults. Cur-
rent guidelines and evidence from the broader child PTSD field
suggests TF-CBT remains the best evidenced treatment for
PTSD, both when it presents alongside complex features (Sach-
ser et al., 2017) and in terms of simultaneously reducing com-
mon comorbidities, such as depression and anxiety (Cobham &
Hiller, 2019). Nevertheless, these remain important questions
for future reviews. Similarly, few studies examined other fac-
tors that may relate to treatment outcomes, such as premature
drop-out or treatment engagement. While not the focus of the
current review, these remain important areas for future research
to guide clinicians in their decision-making. The experiences of
maltreated children may vary enormously based on age, gen-
der, ethnicity, education, comorbidities and the current circum-
stances of these children (e.g., still living at home vs. in care);
such factors may have important implications for clinical prac-
tice and warrant further research.

In addition to the limitations of included studies described
above, this systematic review has some limitations. First, it was
beyond the scope of this review to apply our expanded search
criteria to cover the date period by Leenarts et al. (2013). There
may be non-CBT interventions from pre-2011 missed by this
review, although broader reviews included relatively few
non-CBT interventions (Goldman Fraser et al., 2013). Second,
while this review focused on PTSD, it is important to note that
maltreatment can result in diverse difficulties (e.g., depression,
behavioral problems, and relationship problems) for which
other interventions may be more effective. Finally, there is a
risk of publication bias across studies because of the decision to
exclude non-English papers.

Conclusions

In sum, findings from this systematic review show that
TF-CBT remains the best supported treatment for maltreated
children and adolescents with evidence of effects being main-
tained 1-year post-treatment. Other cognitive behavioral based
interventions were also identified as promising (particularly
prolonged exposure) and worthy of further investigation. More
creative-based interventions were less well-studied and gener-
ally poorer in methodological quality, including lacking com-
parisons to the gold-standard treatment. Future research would
benefit from examining the effectiveness of interventions for
maltreated pre-school children experiencing PTSD, assessing
for complex PTSD and a focus on whether particular treatments
may be more or less effective for reducing common
comorbidities.
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