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Objective: Gender differences in the development and severity of PTSD have long been observed, but
much less is known about gender differences within the context of trauma-focused treatment. This study
investigated gender differences in the PTSD symptoms of polytraumatized youth during Trauma-
focused Cognitive Behavioral Therapy (TF-CBT). Method: The sample included child welfare-involved
youth ages 7–18 (N = 138) who experienced a mean of 4.78 types of trauma and received TF-CBT at a
trauma treatment clinic. Mixed ANOVA analyses assessed gender differences in PTSD symptoms from
baseline to termination of treatment. PTSD symptoms were then mapped according to the phase of treat-
ment, and factorial ANOVAs examined gender differences during isolated phases of TF-CBT. Potential
interactions with sexual violence history were considered. Results: Significant reductions in overall
PTSD, intrusive, avoidance and arousal symptoms were found from baseline to termination of TF-CBT
for the entire sample, although females reported higher symptom levels across all PTSD symptom
domains. Significant gender differences were also revealed during some, but not all, phases of treatment,
with variations among PTSD symptom domains noted. Conclusions: Findings suggest TF-CBT is effec-
tive in reducing PTSD in youth with poly-trauma exposure, irrespective of gender. Gender differences
in symptom severity were revealed, however, and indicate the need to attend to gender within the con-
text of treatment. Findings also suggest the use of measurement-based care, and specifically attending to
symptom fluctuation in PTSD symptom domains during treatment, can help inform clinical decision
making and individualize treatment.

Clinical Impact Statement
This study investigated gender differences in the PTSD symptoms of child welfare-involved and
polytraumatized youth ages 7–18 from baseline to termination of Trauma-Focused Cognitive
Behavioral Therapy (TF-CBT), as well as during isolated phases of treatment. Findings revealed
significant reductions across all PTSD symptom domains for both males and females from the be-
ginning to the end of treatment, although females exhibited higher levels of symptoms. Gender dif-
ferences were also observed during some phases of treatment. Results can help guide clinical
decision making, and reinforce the importance of attending to gender, individual PTSD symptom
domains and symptom fluctuation during treatment.

Keywords: Trauma-Focused Cognitive Behavioral Therapy, Posttraumatic Stress Disorder, youth,
gender, treatment

Since the inception of the field of traumatic stress, scholars have
observed differences in the experiences of male and female trauma
survivors, primarily in regard to their vulnerability to developing
posttraumatic stress symptoms (PTSS) and the types of traumatic

events they encounter. For instance, a large-scale meta-analysis
that included studies with adult and adolescent samples found that
females were nearly two times more likely to develop Posttrau-
matic Stress Disorder (PTSD) regardless of the type of study, popu-
lation, or type of assessment tool used to measure symptomatology
(Tolin & Foa, 2006). Studies among youth are consistent with these
findings, and have demonstrated girls tend to endorse a greater
frequency and severity of PTSD symptoms compared to boys
(Breslau et al., 2004). In fact, in a meta-analysis of risk factors for
the development of PTSD in youth, female gender was found to be
a significant predictor of the disorder (Trickey et al., 2012).

More recently, attention has focused on whether there are also
differences in the treatment outcomes of males and females.
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Within the youth trauma literature, these examinations have typi-
cally involved analysis of differences in symptom reduction from
the beginning to the end of treatment. While these inquiries pro-
vide valuable information, there is great heterogeneity between
studies and they have yielded mixed findings, making it challeng-
ing to draw conclusions. It also remains unclear how symptoms
may fluctuate during treatment, including consideration of symp-
tom decreases as well as increases. This line of inquiry may yield
helpful information that is otherwise masked in analysis of total
symptom reduction. Given this gap, this study sought to track
PTSD symptom fluctuation during treatment, and examine gender
differences that may exist.

Gender and Biological Sex Differences in PTSS

The term sex represents the biological characteristics of individ-
uals, such as chromosomes, gene expression, sexual anatomy and
hormone levels. Gender, on the other hand, indicates a more com-
plex set of social and psychological constructs, including socially
constructed roles, behaviors, and identities that do not necessarily
correspond with one’s biological sex (Lott & Maluso, 1993). Sex
differences, such as differential activation of those systems that
mediate the fight-flight-freeze response (Sherin & Nemeroff,
2011), may in part help to explain variations found between males
and females with regard to PTSD prevalence and severity. How-
ever, gender no doubt also plays a role. For the purpose of this
study, we focus on gender, rather than biological sex, to enable
consideration of gender roles, norms and expectations as they may
impact symptom fluctuation and severity during treatment.
Prior research has identified gender differences in posttrauma

psychological responses. For instance, studies have found women
and girls are more likely than men and boys to endorse peri-trau-
matic DSM–IV-TR PTSD Criterion A2 (i.e., exposure is accompa-
nied by intense fear, helplessness, or horror; Breslau & Kessler,
2001; Tolin & Foa, 2006) and peri-traumatic dissociation (Bryant
& Harvey, 2003; Dyb et al., 2008). This is notable given that psy-
chological peri-traumatic reactions and peri-traumatic dissociation
have been found to be predictive of and strongly associated with
PTSD to a greater extent than the objective characteristics of the
traumatic event (Ozer et al., 2003; Trickey et al., 2012). Similarly,
gender differences in posttrauma cognitive appraisals, which have
also been found to have a substantial influence on the development
of PTSD (Ozer et al., 2003), have been observed. Researchers
have found females generally tend to endorse higher levels of cog-
nitive PTSD symptoms (Cox et al., 2014), and in particular report
more concerns about personal safety (Kimerling et al., 2002);
lower levels of perceived control (Dickerson & Kemeny, 2004);
higher levels of self-blame (Tolin & Foa, 2002; Cox et al., 2014);
are more likely to view the world as dangerous (Kimerling et al.,
2002); and are more likely to hold negative views of themselves
(Tolin & Foa, 2002; Cox et al., 2014). Gender socialization and
prescribed gender roles also impact symptom expression and cop-
ing following trauma exposure. For example, female youth appear
more likely to report internalizing symptoms, whereas males are
more likely to report externalizing symptoms (Briere & Scott,
2006). Females also tend to express more relational emotion and
less anger and aggression, while males tend to be more avoidant of
disclosures of thoughts and feelings associated with traumatic
events (Briere & Scott, 2006; Kimerling et al., 2002).

The gender-based differences in PTSS observed in the literature
may also be moderated by trauma type. Using a nationally repre-
sentative sample of over 4000 youth, Hanson and colleagues
(2008) found that females who reported any type of trauma expo-
sure were significantly more likely than males to meet criteria for
PTSD. However, when trauma types were isolated, males who
reported a history of child sexual abuse were more likely to
endorse PTSD symptoms compared to females (Hanson et al.,
2008); a finding consistent with results from Tolin and Foa (2006)
meta-analysis. These findings point to the importance of attending
to trauma type when examining gender-based differences in PTSS.

Additionally, much of the research investigating differences in
PTSS to date has examined PTSD as a unidimensional concept,
when it is characterized by distinct symptom clusters. As a result,
it is possible that gender differences exist in individual symptom
clusters but are muted when overall PTSD scores are examined.
For example, Charak and colleagues (2014) found that females
endorse higher levels of intrusive symptoms, but not other symp-
tom clusters, while Bryant and Harvey (2003) found that females
report higher levels of intrusive symptoms and avoidance com-
pared to males. These findings are particularly notable considering
different symptom presentations have implications for treatment
(Runyon et al., 2014).

Gender and Trauma-Focused Treatment

Gender-based differences in treatment response have been
observed, although findings are less consistent, and it is difficult
to draw conclusions given the heterogeneity among studies. Sev-
eral studies (Barron et al., 2013; Berger & Gelkopf, 2009);
including three that utilized Trauma-Focused Cognitive Behav-
ioral Therapy (TF-CBT; Cohen et al., 2004; Kane et al., 2016;
Murray et al., 2013) have found that both boys and girls reported
statistically significant reductions in PTSS following treatment,
with no significant gender differences identified. Meanwhile,
other studies (Berger et al., 2007; Kataoka et al., 2003); including
one that included TF-CBT (Craig & Sprang, 2014) found that
both boys and girls significantly benefited from treatment and
exhibited similar levels of change, but also found that girls
endorsed higher PTSD symptoms at baseline and end of treat-
ment. Still other studies have found gender to moderate treatment
outcomes. For example, Tol and colleagues (2012) examined the
impact of the Classroom-Based Intervention, and results in one
study indicated boys, but not girls, showed significant improve-
ments in PTSS compared to a waitlist control. Conversely, in a
different study using the same intervention, both girls and boys
showed significant improvement in PTSS compared to a waitlist
condition, but moderator analyses revealed girls exhibited larger
treatment gains (Tol et al., 2008).

Symptom Fluctuation During Treatment

Very few studies have investigated symptom fluctuation during
treatment, and none were located that explicitly considered gender.
Deblinger and colleagues (2011) deconstructed TF-CBT to assess
the relative effectiveness of particular components on symptom
reduction. Specifically, children ages 4–11 who had experienced
sexual abuse were randomly assigned to four groups: either 8 or
16 sessions with or without the trauma narrative and processing
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components of treatment. Findings indicated that all four groups
exhibited significant reductions in PTSS, but children in both the 8
and 16 session trauma narrative and processing groups reported
less fear associated with thinking or talking about their traumatic
experiences (Deblinger et al., 2011). However, both groups who
received 16 sessions were rated as having fewer symptoms of
reexperiencing and avoidance at termination. In a similar study,
Salloum and Overstreet (2012) evaluated the differential effects of
the Grief and Trauma Intervention. Children either received cop-
ing skills only, or coping skills with trauma narrative and process-
ing components, and youth in both groups demonstrated
significant improvement in PTSS (Salloum & Overstreet, 2012).

Trauma-Focused Cognitive Behavioral Therapy

TF-CBT (Cohen, et al., 2006; 2016) is one of the most widely dis-
seminated and empirically supported trauma-focused interventions
for youth (Cary & McMillan, 2012). The intervention is appropriate
for youth ages 3–18 and their nonoffending caregivers, is short-term
and typically ranges from 12–25 sessions, and includes sessions
with the youth, parallel sessions with the nonoffending caregiver(s),
and conjoint sessions with both the caregiver and child. TF-CBT is
phase-based, and includes the components summarized by the
PRACTICE acronym: Psychoeducation on trauma exposure and
trauma reactions; trauma-informed Parenting skills; development of
Relaxation skills; development of Affective identification and modu-
lation strategies; development of Cognitive coping skills; construc-
tion of a Trauma narrative; In vivo exposure to trauma reminders;
Cognitive processing of trauma narrative; Conjoint sessions with
caregiver and youth to share and process the trauma narrative; and
developing skills to Enhance safety and future development (see
Cohen et al., 2006; 2016). TF-CBT is an ideal intervention to utilize
when examining symptom fluctuation during treatment given its
phase-based nature.

Purpose of Study

This study sought to (a) examine gender differences in symptom
reduction from baseline to termination of treatment; (b) explore
the fluctuation of PTSD symptoms (overall, intrusion, avoidance
and arousal) during the phases of TF-CBT, and 3) examine
whether there were gender differences in PTSD symptoms during

isolated phases of treatment. Given studies indicating trauma type,
and specifically sexual trauma, may impact the relationship
between gender and PTSS, sexual violence was considered as a
potential moderator.

Method

Participants

This study utilized data gathered from a clinical database of
youth who received trauma-related services at a treatment clinic
located in the southeastern region of the United States. Out of a
possible 207 youth who began TF-CBT, 69 were excluded due to
treatment attrition (n = 60) or missing data (n = 9), resulting in a
total sample size of 138 youth ages 7–18 who completed TF-CBT
and had valid baseline and termination scores. No statistically
significant differences were found between treatment completers
and noncompleters with regard to baseline assessment scores
(t[197] = �1.42, p = .157). The mean age of participants was
11.21 (Median = 11.0, SD = 3.09), and as Table 1 reveals, the
sample included slightly more females (58.0%) and was predomi-
nantly White (84.4%). All youth had child welfare involvement,
and slightly over half of the sample (52.9%) were in the custody
of the state and in foster care. The sample was polytraumatized
and had experienced a mean of 4.78 (SD = 2.33) different types
of trauma. In total, 47.01% (n = 65) of the sample experienced
sexual violence, and chi square analysis (x 2 [1, 138] = 6.39, p =
.011) indicated significantly more females (56.3%, n = 45) expe-
rienced sexual violence compared to males (34.5%, n = 20). Data
screening indicated no significant differences between males and
females with regard to legal guardian (x 2[3, 138] = 3.73, p =
.293), race (x 2[1, 138] = 2.28, p = .131), or number of trauma
types (t[1], 135) = –.47, p = .643).

Measures

There were four primary outcomes of interest in this study,
all of which were measured via scores on the University of Cali-
fornia Los Angeles Posttraumatic Stress Disorder Reaction
Index (UCLA-PTSD RI). The UCLA-PTSD RI is a child self-
report instrument that assesses the diagnostic criteria of PTSD

Table 1
Descriptive Statistics of Sample at Baseline (N = 138)

Demographic variable % n Trauma types % n

Race White 84.4 108 Impaired Caregiver 71.0 98
African American/Black 28.0 30 Domestic Violence 64.5 89
American Indian/Alaska Native 3.9 4 Neglect 66.7 92
Asian 1.0 1 Physical Abuse 55.1 76
Native Hawaiian/Pacific Islander 1.0 1 Traumatic Loss 51.4 71

Ethnicity Hispanic/Latino 5.1 7 Emotional Abuse 47.8 66
Non-Latino/Hispanic 92.7 127 Sexual Abuse 39.1 54

Gender Male 42.0 58 Sexual Assault 17.4 24
Female 58.0 80 Physical Assault 12.3 17

Custody State 52.9 73 School Violence 9.4 13
Biological Parent 29.0 40 Injury/Accident 8.7 12
Other Relative 10.9 15 Illness/Medical 8.7 12
Adoptive Parent 7.2 10 Forced Displacement 3.6 5

Note. Participants could select more than one race.
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as outlined in the Diagnostic and Statistical Manual of Mental
Disorders (DSM–IV–TR), as well as two other associated symp-
toms: guilt and fear of traumatic events reoccurring (Pynoos et
al., 1998). The UCLA-PTSD RI includes 22 items that ask
about the frequency of PTSD symptoms during the past month
rated on a scale ranging from 0 (none of the time) to 4 (most of
the time). An overall PTSD score is generated as well as sub-
scale scores for each individual symptom domain. Scores on the
overall PTSD scale range from 0 to 68, and a cutoff value of 38
for single incident traumatic exposure has a sensitivity of .93
and specificity of .87 in detecting PTSD (Rodriguez et al.,
2001). Scores in the mid-20s indicate clinically-elevated PTSD
symptoms appropriate for intervention (Rodriguez et al., 2001).
For the symptom domain subscales, scores range from 0–20 on
the intrusive and arousal scales, and from 0–28 on the avoidance
scale. No clinical cutoff values have been established for the
subscales. The measure has shown good test–retest reliability
(.84), and good internal consistency (.90; Roussos et al., 2005).

Procedure

The institutional review board at the affiliated university
approved this study. Youth were referred to services by caregivers
or community professionals. Legal guardians provided informed
consent, and assent was obtained from youth. Youth were deemed
appropriate for TF-CBT if they had experienced at least one poten-
tially traumatic event and presented with PTSD symptoms. Cross-
sectional data are collected at baseline in order to establish pre-
treatment symptoms levels, every three months during treatment,
and at the end of treatment.

Independent Variables

Gender and sexual violence history served as independent varia-
bles. Participants self-identify gender during the intake process
(male, female, transgender, or other with a space to elaborate).
Youth were considered to have experienced sexual violence if in-
formation collected during treatment indicated they had experi-
enced child sexual abuse and/or sexual assault.

Data Analytic Plan

Data were screened prior to all analyses to ensure test assump-
tions were fulfilled, and a significance level of .05 was set a priori.
A power analysis utilizing G*Power 3.1.9.2 indicated sample size
was sufficient for all analyses to detect a medium effect with 80%
power.
First, three-way mixed analysis of variance procedures were uti-

lized to assess differences in symptoms from baseline to termina-
tion of TF-CBT. For each dependent variable, baseline and
termination scores were entered as the within subjects factor, and
gender (male/female) and sexual violence history (yes/no) were
entered as between subject factors.
Next, PTSD symptom scores were mapped according to the

phase of treatment the child was in at the data collection time point
to provide a visual depiction of symptom fluctuation during treat-
ment. For this procedure and the analyses that followed, the com-
ponents of TF-CBT were collapsed into three phases, and in
conjunction with baseline and termination scores, five phases of

treatment were established: baseline, PRAC skills, trauma narra-
tive, processing and integration, and termination. Baseline scores
indicate youth’s UCLA-PTSD RI scores at the beginning of treat-
ment. The PRAC skills phase included psychoeducation and par-
enting skills, relaxation, affect expression, and cognitive coping I.
In these components, the emphasis is on creating stability through
the development of coping and parenting skills. Subsequently, the
trauma narrative phase, which includes only the trauma narrative
component, serves to gradually desensitize youth to traumatic con-
tent, and provides an opportunity for youth to identify their
thoughts and feelings before, during and after the associated
events (Cohen et al., 2006). The processing and integration phase
includes cognitive coping and processing II, in vivo mastery of
trauma reminders and conjoint sessions. In this phase, the focus
shifts to affective and cognitive processing of the narrative, and
youth engage in in vivo exposure as well as share their narratives
with supportive caregivers. Termination indicates scores at the end
of treatment, and after the final TF-CBT component enhancing
safety and future development. This component includes future-
oriented activities aimed at helping youth develop safety and advo-
cacy skills.

Finally, to assess whether differences exist in the PTSS of males
and females during isolated phases of TF-CBT, a series of factorial
ANOVAs were conducted. For each dependent variable, a 2X2
factorial ANOVA was executed at each phase, with gender (male/
female) and sexual violence history (yes/no) again entered as the
between subject factors.

Results

PASW 22.0 was utilized for data analysis. Given the number of
analyses conducted, statistical results are not provided for each
analysis; however, detailed tables can be found in the archived
supplemental materials. All test assumptions were fulfilled unless
otherwise noted.

For the three-way mixed ANOVAs, results of preliminary cor-
relational analyses indicated significant, but weak to moderate
(,.42) correlations between baseline and termination scores for
overall PTSD, intrusive, avoidance and arousal symptoms. Addi-
tionally, across all four dependent variables, no significant interac-
tions were found, nor were any main effects for sexual violence
revealed. However, significant main effects were observed for all
four dependent variables, indicating treatment contributed to sig-
nificant reductions across all symptom domains. Significant main
effects for gender were also found, and as Table 2 illustrates,
females began and ended treatment with higher levels of overall
PTSD, intrusive, avoidance and arousal symptoms.

Next, UCLA-PTSD RI scores were mapped to the phase of
treatment the participant was in at the time of data collection, and
this procedure resulted in the following: baseline (N = 138),
PRAC skills (N = 93), development of trauma narrative (N = 101),
processing and integration (N = 75), and successful termination
(N = 138). Visual inspection of line graphs illustrated in Figures
1–4 indicate an overall decrease in symptoms among both groups,
with larger differences between males and females in the earlier
phases of treatment. It is also of note that males reported an
increase in overall PTSD, intrusive, avoidance, and arousal symp-
toms from the PRAC skills to trauma narrative phase of treatment.
Females also reported a slight increase in symptoms from the
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PRAC skills to the trauma narrative phase, but only for avoidance
and arousal symptoms.
Finally, factorial ANOVAs were conducted for each dependent

variable at isolated phases of treatment to assess gender differen-
ces, and to consider whether sexual violence history impacted the
relationship between PTSD symptoms and gender. Due to viola-
tions of normality, including scores of kurtosis and skewness
exceeding 61, square root transformations were conducted for
overall PTSD, avoidance and arousal scores at the trauma narra-
tive phase, and for all four dependent variables at the processing
and integration phase. These transformations yielded more normal
distributions. Additionally, initial data screening for intrusive
symptoms during the PRAC skills phase indicated that the
assumption of homogeneity of variances was violated, and closer
inspection revealed that the largest group variance and smallest
group variance exceeded the recommended ratio of 3:1, suggesting
that the analysis was not robust to this violation (Tabachnick &
Fidell, 2007). A square root transformation was conducted, which
enabled homogeneity of variance. In all analyses that included var-
iables with data transformations, models were run with raw data
and then again with transformed data, and descriptive statistics of
the untransformed data are provided for ease of interpretation.
Across all phases of treatment and all four dependent variables,
and congruent with results from three-way mixed ANOVAs, there
were no interactions between sexual violence and gender, nor
were there main effects for sexual violence. However, main effects
for gender were revealed during some, but not all, phases of treat-
ment. Table 3 provides descriptive statistics for gender main
effects, and more extensive tables are provided in archived online
supplemental materials.

At baseline, there were significant gender differences across
all four outcome variables. Specifically, with regard to overall
PTSD symptoms, there was a main effect for gender (F[1, 134] =
8.03, p = .005, hp

2 = .057), with females (M = 29.53, SD = 15.78)
reporting significantly higher levels of PTSD symptoms at base-
line compared to males (M = 22.45, SD = 4.6) for a mean differ-
ence of 67.56 (SE = 2.67). Similarly, there was a significant
main effect for intrusive symptoms (F[1, 134] = 5.43, p = .021,
hp
2 = .039), avoidance symptoms (F[1, 134] = 5.399, p = .022,

hp
2 = .039) and arousal symptoms (F[1, 134] = 4.53, p = .035, hp

2 =
.033) with females reporting significantly higher levels of symptoms
compared to males in each analysis.

During the PRAC Skills components of treatment, a significant
main effect for gender was observed for overall PTSD symptoms
(F[1, 86] = 9.95, p = .002, hp

2 = .104), with females (M = 23.92,
SD = 12.21) reporting higher levels of overall PTSD symptoms
compared to males (M = 15.54, SD = 11.34) for a mean difference
of 68.16 (SE = 2.59). The model accounted for 8.5% of variance.
This trend held for intrusive symptoms (F[1, 86] = 14.26, p ,
.001, hp

2 = .142), where the model accounted for 11.8% of var-
iance; avoidance symptoms (F[1, 86] = 6.78, p = .011, hp

2 = .073),
where the model accounted for 6.2% of variance; and arousal
symptoms (F[1, 86] = 4.05, p = .047, hp

2 = .045), where the model
only accounted for 1.9% of variance.

In the trauma narrative phase, significant main effects for gen-
der were again found with regard to overall PTSD symptoms (F[1,
97] = 5.33, p = .023, hp

2 = .052), with females (M = 23.7, SD =
13.98) reporting higher symptom levels compared to males (M =
17.09, SD = 14.58). The model accounted for 5.3% of variance in
overall PTSD symptoms. Significant main effects for gender were

Figure 1
Symptom Progression for PTSD Scores During TF-CBT (R = 0�68)
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Note. * denotes significant gender difference during phase of treatment.

Table 2
Significant Main Effects and Descriptive Statistics for Three-Way Mixed ANOVAs

Effect Sum of squares df F p Partial h2 Gender Baseline M (SD) Termination M (SD)

Overall PTSD All 26.26 (15.3) 11.80 (8.62)
PTSD 12,353.56 1 121.47 ,.001 .475 Male 21.75 (13.47) 9.97 (7.93)
Gender 1,780.09 1 9.11 .003 .064 Female 29.53 (15.78) 13.14 (8.91)

Intrusive All 7.20 (5.21) 2.13 (2.12)
Intrusive 1,515.98 1 133.54 ,.001 .507 Male 5.82 (4.72) 1.57 (1.94)
Gender 154.65 1 8.01 .005 .058 Female 8.20 (5.35) 2.54 (2.17)

Avoidance All 9.00 (6.45) 3.54 (3.30)
Avoidance 1,673.53 1 71.63 .000 .352 Male 7.47 (5.86) 2.98 (3.2)
Gender 217.44 1 7.72 .006 .055 Female 10.10 (6.66) 3.94 (3.34)

Arousal All 8.96 (4.89) 5.33 (3.45)
Arousal 730.67 1 63.67 .000 .327 Male 8.00 (4.41) 4.63 (3.21)
Gender 127.21 1 5.33 .023 .039 Female 9.65 (5.13) 5.83 (3.55)
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also observed for intrusive symptoms (F[1, 97] = 4.136, p = .045,
hp
2 = .041) with 12.4% of variance explained, and avoidance symp-

toms (F[1, 97] = 5.27, p = .024, hp
2 = .052), with 7.1% of variance

explained. However, there were no longer significant differences
in the arousal symptoms of males and females during the trauma
narrative phase (F[1, 97] = .75, p = .39, hp

2 = .008).
Interestingly, during the processing and integration phase of

treatment, no significant gender differences in overall PTSD (F[1,
71] = .73, p = .395, hp

2 = .010), intrusive (F[1, 71] = 1.10, p =
.297, hp

2 = .015), avoidance (F[1, 71] = .16, p = .689, hp
2 = .002) or

arousal scores (F[1, 71] = .16, p = .689, hp
2 = .002) were revealed.

Significant gender differences reappeared at termination with
regard to overall PTSD (F[1, 130] = 4.91, p = .028, hp

2 = .036) and
intrusive symptoms (F[1, 130] = 6.75, p = .010, hp

2 = .049), with
females reporting higher symptom severity. Although, gender only
accounted for 2.2% and 2.9% of variance in overall PTSD and in-
trusive scores at termination, respectively. There were not signifi-
cant differences found between males and females with regard to
avoidance (F[1, 130] = 2.491, p = .117, hp

2 = .019) or arousal
symptoms (F[1, 130] = 2.972, p = .087, hp

2 = .022).

Discussion

The purpose of this study was to map PTSD symptom fluctua-
tion during the course of TF-CBT and examine gender differen-
ces in symptom severity during treatment as a whole, as well as
during isolated phases of treatment. Consistent with prior
research, findings support the effectiveness of TF-CBT in signifi-
cantly decreasing PTSD symptoms among males and females
ages 7–18. Results also lend support to the effectiveness of
TF-CBT with child welfare-involved youth who have experi-
enced chronic child maltreatment, including youth in the care

of biological parent(s), in kinship care, in foster care, and in
adoptive homes.

Furthermore, males and females in this sample exhibited signifi-
cant reductions in overall PTSD, as well as intrusive, avoidance,
and arousal symptoms from the beginning to completion of treat-
ment. Symptom mapping procedures indicated a somewhat similar
progression of symptoms, although nuanced differences were
noted. Specifically, both groups experienced symptom decreases
across all PTSD domains from baseline to the PRAC skills. These
findings seem to indicate that the acquisition of coping skills dur-
ing PRAC skills succeeded in diminishing PTSD symptoms,
which is congruent with the emphasis on relaxation and grounding
techniques during the PRAC skills phase of treatment. Further,
statistically significant differences in the arousal symptoms of
males and females were observed at baseline and during the
PRAC skills, but ceased during subsequent phases of treatment,
which may suggest PRAC skills were particularly effective in
reducing arousal symptoms among females.

Symptoms slightly increased from the PRAC skills to the
trauma narrative phase across all dependent variables for males,
and for avoidance and arousal symptoms for females. One might
expect symptoms to sustain or even increase during the trauma
narrative phase given that youth engage in gradual exposure and
directly discuss traumatic memories; however, this is nevertheless
an important clinical finding. Youth, caregivers, and clinicians
may interpret symptom increases during TF-CBT as an indication
that treatment is not working, and therefore prematurely discontinue
treatment or change interventions. However, findings from this study
suggest that symptom increases, particularly during the trauma nar-
rative phase, may be typical, and therefore not necessarily indicative
of treatment failure. Furthermore, providing education on symptom
fluctuation to caregivers and youth may better prepare them for
treatment. With knowledge that symptoms may increase during the
trauma narrative phase, clinicians can assist youth and their

Figure 2
Symptom Progression for Intrusive Scores During TF-CBT (R = 0�20)
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Figure 3
Symptom Progression for Avoidance Scores (R = 0�28)
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caregivers in proactively implementing supports to help youth man-
age any symptom increases. This, in turn, may help to prevent treat-
ment attrition. Among the entire sample, there were more marked
decreases in symptoms from the trauma narrative to the processing and
integration phase. Further, the substantial symptom reduction reported
by girls during this phase led to the absence of any significant gender
differences in symptom severity. These findings suggest that the proc-
essing and integration phase may be particularly beneficial for females.
Taken as a whole, these findings are noteworthy given evidence that
gradual exposure and processing techniques are often underutilized by
clinicians (Becker et al., 2004) based on concerns that they are too dis-
tressing for clients and may lead to a worsening of symptoms (Cohen
et al., 2006).
Among this sample, females reported experiencing sexual violence

at higher rates than males, and this is consistent with prior research
(Kimerling et al., 2002). In this sample, sexual violence did not moder-
ate the relationship between gender and symptom severity. At first
glance, these findings seem to contradict results from prior studies
(Tolin & Foa, 2006; Trickey et al., 2012) that have found victims of
sexual violence report higher rates of PTSD compared to other types
of trauma. However, these disparate findings may potentiate due to the
polyvictimized nature of this sample. That is, the heightened condi-
tional risk of PTSD due to sexual violence may have been eclipsed by
the cumulative effect of chronic interpersonal violence.

Implications

This study has implications for clinicians tasked with
assessing and treating trauma-exposed youth. In addition to
supporting the effectiveness of TF-CBT with polytraumatized
youth, findings also point to the value of measurement-based
care (MBC). MBC, also referred to as outcome or process
monitoring, can enrich treatment effectiveness by enabling the

course of treatment to be tailored to each youth’s individual
needs (Lambert et al., 2003). The use of assessment tools at
the beginning—but also during—treatment can provide clini-
cians with valuable information concerning symptom fluctua-
tion. This, in turn, can inform clinical decision making in real
time and enable clinicians to individually target specific
symptoms and behaviors. Findings also indicate the impor-
tance of attending to individual PTSD symptom domains. By
doing so, clinicians can implement treatment components in a
manner that explicitly targets specific symptom clusters. A
child who exhibits substantial arousal symptoms, for example,
may benefit from an increased focus on relaxation strategies
during PRAC skills, while a child with strongly entrenched
cognitive distortions may require greater attention during cog-
nitive processing.

Limitations

While this study provides useful information concerning
symptom progression and gender differences during isolated
phases of TF-CBT, there are notable limitations. First, given
the lack of random sampling, findings are not generalizable to
any broader population. Furthermore, given that this sample
experienced a mean of nearly five types of trauma, it is im-
portant to consider the degree to which these results reflect
the symptomatology of children who have less pervasive
trauma histories. Issues relating to sample size and power also
limit the conclusions that can be drawn from this study, and
future research that replicates this study with a larger sample may
be able to detect meaningful but smaller effects that exist but
were not identified due to power issues. This study utilized the
DSM–IV-TR version of the UCLA PTSD-RI, and it will be

Figure 4
Symptom Progression for Arousal Scores (R = 0�20)

8.1
6.61 7.6 6.74

4.5

9.92
8.45 8.67

7.07 5.82

0
2
4
6
8

10
12

Baseline* PRAC Skills* Trauma Narra�ve Processing and
Integra�on

Termina�on

Ar
ou

sa
l S

ym
tp

om
s 

Male Female

Note. * denotes significant gender difference during phase of treatment.

Table 3
Descriptive Statistics During TF-CBT Phases

Measure Gender Baseline M (SD) PRAC skills M (SD) Trauma narrative M (SD) Processing & integration M (SD) End of treatment M (SD)

PTSD Male 22.45 (4.66)* 15.54 (11.34)* 17.09 (14.58)* 14.44 (12.38) 9.25 (7.05)*
Female 29.53 (15.78)* 23.92 (12.21)* 23.70 (13.98)* 16.05 (12.57) 12.53 (8.14)*

Intrusive Male 6.02 (4.87)* 3.34 (3.46)* 4.14 (5.48)* 3.18 (4.25) 1.57 (1.94)*
Female 8.29 (5.43)* 7.02 (5.03)* 6.63 (4.73)* 3.63 (4.09) 2.54 (2.17)*

Avoidance Male 7.79 (5.91)* 5.05 (5.01)* 5.61 (6.32)* 5.00 (4.99) 2.89 (3.16)
Female 10.18 (6.65)* 7.9 (4.45)* 8.40 (6.26)* 5.32 (5.46) 3.83 (3.23)

Arousal Male 8.10 (4.44)* 6.61 (4.27)* 7.59 (4.59) 6.74 (4.23) 4.54 (3.16)
Female 9.92 (5.48)* 8.41 (4.32)* 8.67 (4.71) 7.07 (4.38) 5.82 (3.72)

Note. * indicates significant gender difference, p , .05.
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informative to utilize the DSM–5 version in future studies to
examine whether differences exist in the negative alterations in
cognition and mood symptom domain. This is particularly nota-
ble given that gender differences in posttrauma cognitive apprais-
als have been identified in previous studies (Cox et al., 2014;
Kimerling et al., 2002; Tolin & Foa, 2002).
When evaluating this study’s findings, consideration of

gender role and socialization also beg the question of whether
the differences observed in this study are in fact real differen-
ces, or differences in reporting. Given the self-report nature
of the UCLA PTSD RI, it is important to consider whether the
symptom levels reported by youth accurately measure and
represent their psychological functioning with regard to
PTSD, or whether they reflect efforts to provide responses
that are congruent with perceived gender role expectations.
For instance, are boys actually experiencing lower levels of
PTSD symptoms during the course of TF-CBT, or does this
reflect social desirability bias and/or perceived role expecta-
tions? These effects could be buffered in future studies
through data triangulation, and specifically including other
forms of assessment (i.e., caregiver- or clinician-report).
Finally, the study sample was comprised of youth who had suc-

cessfully completed TF-CBT, and consequently did not consider
how symptom fluctuation may differ for those who terminate treat-
ment prematurely. Research on treatment attrition has identified a
number of concrete and perceptual barriers that can contribute to
treatment drop-out (McKay et al., 2001), and it is possible that the
symptom trajectories of those who prematurely terminate treat-
ment may differ from those who successfully complete all phases
of treatment. As a result, it will be important to explore variations
in the progression of symptoms between those who do and do not
terminate treatment prematurely.

Conclusion

In sum, the high prevalence of trauma exposure among youth
taken in tandem with the deleterious impact of that exposure on
multiple domains of functioning necessitates that the field continue
to develop trauma-informed systems of care that can supportively
and effectively treat children and families. This study adds to the
robust literature on childhood trauma and trauma-focused treat-
ment, and in particular provides information concerning PTSD
symptom fluctuation during TF-CBT, as well as illuminates gen-
der differences within the context of treatment. Overall, and limi-
tations notwithstanding, findings suggest examining symptom
fluctuation and attending to gender differences within the context
of treatment are important areas of investigation that can help
inform clinical decision making and help improve service
delivery.
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