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Abstract
Trauma exposure can lead to poor psychological health not only for those directly affected, but also for their children. Addi-
tional research is needed to understand mechanisms in the intergenerational sequelae of traumatic stress. The current study 
examined parenting stress as a moderator of the association between parents’ lifetime trauma exposure and school-aged 
children’s internalizing symptoms (N = 139 dyads). Results of multiple regression analyses showed that the relationships 
between parental trauma exposure and child separation anxiety and harm avoidance were significant when parenting stress 
was moderate to high, but not when parenting stress was low. Parental trauma exposure was not significantly associated 
with child depressive symptoms. Clinical implications include the importance of screening and addressing parents’ trauma 
exposure and parenting stress in the context of child and family mental health services. Further research is needed to explicate 
the mechanisms linking parents’ trauma exposure with child anxiety symptoms.

Keywords  Trauma · Parenting · Anxiety · Stress

Most adults in the United States have experienced at least 
one traumatic event. The results of a large-scale nationally 
representative study found that 89.7% of respondents had 
experienced at least one traumatic event meeting DSM-5 cri-
teria, with many endorsing multiple event types [1]. Trauma 
exposure is associated with a number of deleterious health 
consequences, including both physical and mental health 
problems [2–4]. Given the widespread nature of trauma 
exposure, investigating  the paths through which trauma 
exerts an impact on children is a public health priority [5].

Trauma exposure can have intergenerational conse-
quences, affecting not only the exposed individuals but also 
their children. Not only is parental trauma exposure associ-
ated with an increased risk of trauma exposure for children 
[6], but it is also associated with child psychopathology even 
in the absence of child trauma exposure [7–9]. Results of 

a recent literature review indicate that young children of 
parents with PTSD symptoms tend to be more emotionally 
labile and have more negative affect, and that when these 
children are older, they tend to have more problems with 
psychosocial functioning [10]. According to the tripartite 
model, negative affect is a core feature of both depressive 
and anxiety disorders [11], suggesting that children of par-
ents struggling with the effects of trauma exposure may be 
more prone to depressive and anxiety disorders compared to 
children of parents without trauma exposure.

Efforts to understand the intergenerational consequences 
of trauma exposure indicate that, among other factors (e.g., 
heightened stress reactivity, epigenetic factors), parents’ 
trauma exposure may affect children through problematic 
parent–child interactions. According to the theory of par-
ent–child coregulation, the dynamic, moment-to-moment 
interactions between parents and children are fundamental to 
the development of children’s self-regulation [12, 13]. How-
ever, parents’ difficulty coping with traumatic experiences 
can derail the coregulation process [14]. Parents exposed 
to trauma may exhibit behaviors consistent with posttrau-
matic stress symptomatology, such as irritable behavior and 
angry outbursts, persistent negative emotional states, detach-
ment from others, or dissociative symptoms which can be 
observed and reenacted by the child [15, 16] or can create a 
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state of fear in the child [17, 18]. Additionally, parents may 
be unable to provide the support necessary to help children 
cope with distress if they are coping with their own post-
traumatic stress symptoms [19].

Although parental trauma exposure can have negative 
effects on children’s mental health, many children whose 
parents have experienced trauma experience no disruption in 
the course of their development. This is consistent with the 
developmental psychopathology tenets of multifinality and 
equifinality—that is, the same risk factor may have different 
outcomes, and that different risk factors may have the same 
outcome, respectively [20]. Additional research needed to 
understand the factors associated with multifinality in this 
particular developmental pathway—that is, why some chil-
dren with trauma-exposed parents develop psychopathology 
whereas others appear well-adjusted [10]. A recent meta-
analysis found a moderate effect size for the link between 
parent PTSD and child psychopathology (PTSD, depres-
sion, anxiety, behavior problems), but identified significant 
variability across studies, suggesting that moderators may 
account for heterogeneity in this relation [8].

Parenting stress may be a potential moderator of the rela-
tionship between parent trauma and child outcomes. Parent-
ing stress, or “aversive feelings associated with demands 
of parenting role”, is a normative experience of parenting 
[21]. However, when present at high levels, parenting stress 
can undermine effective parenting behaviors [22] and affect 
children’s well-being [23]. The day-to-day hassles associated 
with parenting may be particularly burdensome for parents 
exposed to trauma who are already struggling with more 
significant difficulties with emotion regulation. This theoriz-
ing is consistent with the diathesis stress model, which holds 
that individuals with certain vulnerability factors may be 
differentially susceptible to environmental stressors. Vulner-
abilities include premorbid factors such as genetic makeup, 
temperament, biological characteristics, or preexisting con-
ditions [24, 25].

This study examines the relation between parental trauma 
exposure and child psychopathology through the diathesis 
stress model, considering prior trauma exposure as a diathe-
sis that is activated by parenting stress. Despite trauma expo-
sure, many parents may function well in their parent–child 
relationships, particularly given the prevalence of trauma 
exposure in the general population. However, significant 
stress in the parenting role may activate cognitive, behav-
ioral, and affective processes related to their prior trauma 
exposure, resulting in trauma-related psychopathology. It is 
expected that functional impairments of psychopathology 
would include deficits in the parenting domain, increasing 
children’s risk for psychopathology. Late middle childhood 
(the period immediately preceding adolescence) presents 
unique developmental challenges for parents that may high-
light the relationships among parental trauma exposure, 

parenting stress, and child psychopathology. During this 
developmental period, children become increasingly autono-
mous in their self-regulation [26]. With decreasing parental 
support, deficits in children’s emotion regulation may mani-
fest and contribute to psychopathology. Further, as the devel-
opmental period immediately preceding adolescence, late 
middle childhood is an important time to examine elevated 
internalizing symptomatology as rates of depressive disor-
ders and some types of anxiety disorders increase sharply 
thereafter [27, 28]. Prior literature on the effects of parents’ 
trauma exposure on their offspring has primarily focused on 
infants and young children, and additional research is needed 
to examine the effects of parental trauma exposure on child 
psychopathology among older children.

Thus, the current study sought to examine parenting stress 
as a moderator of the relation between parents’ cumulative 
trauma exposure and their  school-aged children’s inter-
nalizing psychopathology. Depression and anxiety were 
selected as child outcomes of parental trauma exposure in 
the present study given prior research showing that emo-
tional lability and negative affectivity are higher among 
children of trauma-exposed parents [10]. Child participants 
were recruited during late middle childhood to address the 
unique characteristics of this developmental period  with 
regard to the study aim. We used linear regression analyses 
to test whether the interaction between parents’ trauma expo-
sure and their parenting stress would significantly predict (a) 
children’s depressive symptoms, and (b) children’s anxiety 
symptoms. We hypothesized that parents’ trauma exposure 
would interact with their parenting stress to predict chil-
dren’s internalizing symptoms. That is, we expected that the 
effect of parental trauma exposure on (a) children’s depres-
sive symptoms and (b) children’s anxiety symptoms would 
be exacerbated by parenting stress.

Methods

Participants

Boys and girls (N = 139; 53% girls, Mage = 9.83, SDage = 1.49) 
between the ages of 8 and 12 and their primary caregiv-
ers (N = 139; 91% female, Mage = 37.91, SDage = 6.28) 
participated in this cross-sectional study. Missing data 
(see Measures for a description of percent missingness in 
each study variable) was handled using multiple imputa-
tion. Participants were recruited via internet postings and 
flyers. The data from this community sample were col-
lected from a racially and ethnically diverse area within a 
southern California suburb of Los Angeles. The racial and 
ethnic breakdown of the sample matched the demograph-
ics of the area from which participants were recruited. The 
resulting sample was diverse in terms of race/ethnicity 
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(39% Hispanic, 34% Caucasian, 18% African American, 
5% Other, 3% Asian, and 1% Native American) and annual 
household income (49% reported annual income < $40,000, 
22% $41,000–60,000, and 29% > $61,000). The Institutional 
Review Board approved this study prior to its inception.

Procedure

Upon arrival at the laboratory, research assistants explained 
the study protocol to dyads. During the session, children pro-
vided written assent and parents provided written informed 
consent. Parents reported on family demographics, parental 
stress, and trauma history. Child participants reported on 
their anxiety and depressive symptoms.

Measures

Parents’ Trauma History

The Traumatic Life Events Checklist (TLEC) [29] is a 
23-item questionnaire assessing the number of times a 
person has experienced a wide range of traumatic events 
(e.g., assault, witnessing violence, natural disasters, sudden 
losses). This measure has strong psychometric properties 
and construct validity [29]. For each of the 23 experiences 
listed on this measure, participants indicated whether they 
had experienced the event (Yes) or not (No). In this study we 
computed the total number of traumatic events participants 
had experienced. Summing traumatic experiences is a com-
mon methodological approach to examine dosage of trauma 
exposure, such as in the Adverse Childhood Experiences 
literature [3]. The TLE total number of events variable had 
12% missingness in this sample.

Parental Stress

The Parenting Stress Index, Short Form (PSI-SF) [30] is 
a brief self-report instrument designed to measure per-
ceived stress associated with the demands of parenting chil-
dren under 12 years old. Respondents indicate their level 
of agreement with 36 items on a 5-point Likert scale. The 
PSI-SF yields a Total Score and three subscales: Difficult 
Child, Dysfunctional Parent–Child Interactions, and Paren-
tal Distress. Analyses for the current study used only the 
Total Score. Internal consistency in this sample was good, 
αPSI-SF total score = 0.91. The PSI-SF total score had 9% miss-
ingness in the study sample.

Children’s Anxiety

The Multidimensional Anxiety Scale for Children (MASC) 
[31] is a 39-item questionnaire for use with youth between 
eight and 18 years of age. The questionnaire assesses four 

main aspects of anxiety: (1) physical symptoms (tense/rest-
less and somatic/autonomic), (2) social anxiety (humiliation/
rejection and public performance fears), (3) harm avoidance 
(anxious coping and perfectionism) and (4) separation anxi-
ety. Children state the degree to which each item describes 
them (from 0 for “never true about me” to 3 for “often true 
about me”). The MASC total score and its subscales have 
demonstrated strong reliability and validity in clinical and 
community samples [31, 32]. In the current study we used 
the total and subscale scores from the MASC. In this sam-
ple, Cronbach’s alpha in this sample was acceptable for the 
MASC Total Score (α = 0.88), the Social Anxiety subscale 
(α = 0.85), the Physical Symptoms subscale (α = 0.82), 
the Separation Anxiety subscale (α = 0.68), and the Harm 
Avoidance subscale (α = 0.69). The MASC had less than 1% 
missingness in this sample.

Children’s Depressive Symptoms

The Children’s Depression Inventory (CDI) [33], designed 
for use with children between 7 and 18 years, is a 27-item 
measure assessing the cognitive, emotional, behavioral and 
physiological symptoms of depression. Children choose one 
of three best-fitting statements to describe their symptoms 
over the past 2 weeks (e.g. “I am sad once in a while [0],” 
“I am sad many times [1]”, “I am sad all the time [2]”). The 
CDI yields a total score as well as four subscales: Negative 
Mood/Physical Symptoms, Negative Self-Esteem, Ineffec-
tiveness, and Interpersonal Problems. The CDI is reliable 
and valid [33, 34]. In this sample, Cronbach’s alpha was 
acceptable for the CDI total score (α = 0.86), and the Inef-
fectiveness subscale (α = 0.69), but was below the level 
of acceptability for the Negative Mood/Physical Symp-
toms subscale (α = 0.44), the Negative Self-Esteem sub-
scale (α = 0.49), and the Interpersonal Problems subscale 
(α = 0.46). There was no data missing from the CDI in this 
sample.

Data Analytic Plan

Data analysis for the study aim, to examine parenting stress 
as a moderator of the relation between parents’ cumulative 
trauma exposure and children’s internalizing symptoms 
(anxiety and depression), was conducted using hierarchi-
cal linear regression. Andrew Hayes’ PROCESS macro for 
SPSS was used [35]. Missing data was handled using mul-
tiple imputation. As Little’s MCAR test was nonsignificant 
(χ2(132) = 143.55, p = 0.23), the null hypothesis that data 
were missing completely at random was not rejected. Thus, 
multiple imputation was justified and performed using 10 
iterations with the aid of the mice package in R [36]. The 
independent variable (mean of the traumatic events endorsed 
on the TLE), moderator variable (mean of all PSI-SF items), 
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and outcome variables (mean of all CDI items, mean of CDI 
subscale items, and total and subscale scores on the MASC) 
were mean centered prior to analysis.

First, a linear regression model was examined to test 
the hypothesis that parenting stress moderates the relation 
between parent trauma and child depressive symptoms. 
Second, a linear regression model was examined to test 
the hypothesis that parenting stress moderates the relation 
between parent trauma and child anxiety symptoms. Linear 
regression models were examined for CDI and/or MASC 
subscale scores if the regression model with the total score 
was found to be significant.

Results

Table 1 presents the demographic characteristics of the sam-
ple and Table 2 presents intercorrelations among study vari-
ables and descriptive statistics. Results of two-sample t-tests 
indicated that CDI, MASC, and PSI-SF total scores did not 
differ by child gender. Correlations among study variables 

and demographic characteristics (parent and child age and 
gender, parent race/ethnicity, annual household income) 
were explored. Annual household income was negatively 
correlated with total number of parental traumas reported 
on the TLE (r = − 0.228, p = 0.01) such that as the number 
of parental traumas increased, family income decreased. In 
addition, child age was negatively correlated with the PSI-
SF total score (r = − 0.212, p = 0.02). As such, annual house-
hold income and child age were included as covariates in 
subsequent analyses.

Moderation Analyses

Hayes’ PROCESS macro [35] was used to test the hypoth-
esized linear regression moderation models—specifically, 
that the relations between TLE total score and CDI and 
MASC total and subscale scores would be moderated by 
PSI-SF total score. To avoid multicollinearity, TLE total 
score and PSI-SF total score were mean centered prior to 
analysis. The sample size for all analyses was 139. Aim 1 
and 2 results are presented in Table 3.

Aim 1: Child Depressive Symptoms

The model with PSI-SF total score moderating the relation 
between TLE total score and CDI total score was not sig-
nificant (R2 = 0.05, F(1,133) = 1.64, p = 0.15, n = 139). Thus, 
the hypothesis that PSI-SF total score would moderate the 
association between TLE total score and CDI total score was 
not supported. Given this finding, no further analyses were 
conducted with CDI subscales.

Aim 2: Child Anxiety Symptoms

The model with PSI-SF total score moderating the relation 
between TLE total score and MASC total score approached 
statistical significance (R2 = 0.07, F(1,133) = 2.13, 
p = 0.07). Although individual associations should be 
interpreted with caution given that the overall model p 
value was greater than 0.05, the interaction term was sig-
nificant (Δ R2 = 0.03, F(1,133) = 4.79, p = 0.03), suggest-
ing the possibility that moderation analyses with specific 

Table 1   Sample demographic characteristics

N = 139

Parent Child

Gender (% female) 91.3 53.2
Age range (years) 27–57 7–12
Age M (SD) 37.9 (6.3) 9.8 (1.5)
Race/Ethnicity (%)
 Hispanic 38.2
 White 34.1
 African American 17.9
 Asian 3.3
 Native American 1.6
 Other 4.9

Annual Household Income (%)
 Less than $40,000 48.8
 $41,000–60,000 22.0
 $61,000–80,000 12.2
 Greater than $80,000 17.1

Table 2   Intercorrelations and 
descriptive statistics for study 
variables

All variables are the mean score of all items on the measure, rather than a summed total score, in order to 
minimize data lost due to missingness (i.e. due to participants missing items while completing the measure)
**p < .01

1 2 3 4 M (SD) Range

1. TLE Total – − 0.256** − 0.134 0.010 6.69 (3.80) 0–14.38
2. PSI-SF – − 0.085 − 0.239** 4.08 (0.63) 1.75–5.00
3. MASC – 0.451** 2.27 (0.41) 1.18–3.56
4. CDI – 0.29 (0.22) 0.04–1.22
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dimensions of childhood anxiety (i.e. MASC subscales) 
may be significant.

Neither the MASC Physical Symptoms subscale 
(R2 = 0.07, F(1,133) = 1.59, p = 0.17) nor the MASC Social 
Anxiety subscale (R2 = 0.05, F(1,133) = 1.48, p = 0.20) 
was significantly predicted by the interaction between 
TLE total score and PSI-SF total score. The model pre-
dicting the MASC Separation Anxiety subscale from the 
interaction between the TLE total score and the PSI-SF 
total score was significant (R2 = 0.29, F(1,133) = 2.51, 
p = 0.03) as was the interaction term (ΔR2 = 0.04, b = 0.04, 
t = 2.54, F(1,133) = 2.58, p = 0.01). The model predicting 
the MASC Harm Avoidance subscale from the interaction 
between the TLE total score and the PSI-SF total score 
was also significant (R2 = 0.32, F(1,133) = 3.00, p = 0.01) 
as was the interaction term (ΔR2 = 0.04, b = 0.04, t = 2.54, 
F(1,133) = 2.52, p = 0.01).

Post-hoc probing indicated that there was no significant 
relation between TLE total score and MASC Separation 
Anxiety or Harm Avoidance at low levels of parenting 
stress (PSI-SF 16th percentile). However, as parenting 
stress increases, a positive association between parental 
trauma and child psychopathology emerged. For MASC 
Separation Anxiety, the interaction between TLE and 
PSI-SF was not significant at moderate levels of parent-
ing stress (PSI-SF 50th percentile) but was significant at 
high levels (84th percentile; b = 0.04, t = 2.38, p < 0.05; 
see Fig. 1). For MASC Harm Avoidance, the interaction 
between TLE and PSI-SF was significant at both moderate 

(b = 0.04, t = 2.70, p < 0.01) and high (b = 0.05, t = 3.2, 
p < 0.01) levels of parenting stress (see Fig. 2).

Discussion

Findings from the current study demonstrate significant 
associations between parental trauma exposure and child 
anxiety symptoms—specifically, separation anxiety and 
harm avoidance. As hypothesized, parental trauma expo-
sure was positively associated with child anxiety symptoms 
and there were differences in the strength of this association 
depending on the level of parenting stress. For parents with 
low parenting stress, the relationship between parent trauma 
exposure and child anxiety was not significant. However, 
parent trauma exposure was positively associated with child 
anxiety among parents with moderate and high parenting 
stress. This is consistent with findings from other studies 
that demonstrate maternal trauma is associated with child 
behavior problems through parenting stress [37], and that 
parenting stress is associated with the relationship between 
maternal PTSD and child internalizing behaviors [15]. Taken 
together, these findings indicate that children of parents who 
are exposed to trauma are at increased risk for mental health 
concerns, but this risk is specific to the context of elevated 
levels of parenting stress. Results support application of the 
diathesis stress model to the intergenerational consequences 
of parents’ trauma exposure. That is, parents’ prior trauma 

Table 3   Child separation 
anxiety and harm avoidance 
predicted from parental trauma 
exposure and parenting stress

The dependent variable for Model 1 was the MASC Separation Anxiety subscale total score and the 
dependent variable for Model 2 was the MASC Harm Avoidance subscale total score. Results show mod-
eration of the relationship between parental trauma exposure and both child separation anxiety and harm 
avoidance by parenting stress

Model Unstd. Coefficients t p 95% CI for B

B Std. Error Lower Upper

1 (Separation Anxiety)
 (Constant) 2.775 0.308 9.023 0.000 2.167 3.383
 TLE Total 0.012 0.013 0.872 0.385 − 0.015 0.037
 PSI Total − 0.034 0.081 − 0.421 0.674 − 0.195 0.126
 TLE × PSI 0.045 0.018 2.536 0.012 0.010 0.080
 Child Age − 0.069 0.031 − 2.215 0.029 − 0.131 − 0.007
 Income 0.030 0.031 0.965 0.336 − 0.032 0.092

2 (Harm Avoidance)
(Constant) 3.363 0.284 11.829 0.000 2.801 3.926
 TLE Total 0.031 0.012 2.538 0.012 0.007 0.055
 PSI Total 0.015 0.075 0.195 0.846 − 0.134 0.163
 TLE × PSI 0.041 0.016 2.517 0.013 0.009 0.074
 Child Age − 0.024 0.029 − 0.824 0.411 − 0.081 0.033
 Income − 0.008 0.029 − 0.285 0.776 − 0.066 0.049
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exposure is a vulnerability factor that is activated when par-
enting stress reaches moderate levels.

Parents’ trauma exposure was associated with children’s 
separation anxiety and harm avoidance symptoms but not 
with social anxiety, physical symptoms, or total anxiety. 
Prior research has found that separation anxiety and avoid-
ance are common outcomes among children exposed to 
traumatic events [38, 39]. However, this study is the first 
to demonstrate that separation anxiety and harm avoidance 

symptoms in children are also associated with parents’ 
trauma exposure. A possible explanation is that parents’ 
trauma history is associated with modeling and reinforc-
ing anxiety and avoidance. For example, parents who have 
experienced trauma may be more likely to provide excessive 
reassurance, accommodate children’s anxiety, and provide 
direct messages about avoiding harm moreso than parents 
who do not have a traumatic learning history. Prior research 
has found that parental intrusiveness (e.g. taking over tasks 

Fig. 1   Interaction between 
parenting stress and parental 
trauma in relation to child 
separation anxiety. Results of 
multiple regression showed that 
parenting stress moderated the 
association between number 
of lifetime traumatic incidents 
reported by parents on the 
Traumatic Life Events (TLE) 
and children’s self-reported 
separation anxiety on the 
Multidimensional Anxiety Scale 
for Children (MASC). The 
association between TLE and 
MASC Separation Anxiety was 
not significant when parenting 
stress was low (16th percentile 
or below) but was significant 
when parenting stress was mod-
erate (50th percentile) or high 
(84th percentile)

Fig. 2   Interaction between 
parenting stress and parental 
trauma in relation to child 
harm avoidance. Results of 
multiple regression showed that 
parenting stress moderated the 
association between number 
of lifetime traumatic incidents 
reported by parents on the Trau-
matic Life Events (TLE) and 
children’s self-reported harm 
avoidance on the Multidimen-
sional Anxiety Scale for Chil-
dren (MASC). The association 
between TLE and MASC Harm 
Avoidance was not significant 
when parenting stress was low 
(16th percentile or below) but 
was significant when parenting 
stress was moderate (50th per-
centile) or high (84th percentile)
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that children could do independently) is associated with 
children’s separation anxiety, possibly because this type of 
parental behavior limits children’s mastery experiences and 
induces dependence on caregivers [40]. Some studies have 
found that parental intrusiveness is higher among parents 
reporting childhood maltreatment compared to those without 
childhood maltreatment, though this research is limited to 
parents of infants and young children [41, 42]. Thus, paren-
tal trauma exposure may be associated with separation anxi-
ety through parental intrusiveness. Additional research is 
needed to explore these mechanisms of the link between 
parental trauma exposure and children’s anxiety.

Although parental trauma was associated with child 
anxiety, it was not associated with child depression. This 
surprising finding supports distinguishing among types of 
child psychopathology when trying to understand intergen-
erational consequences of trauma exposure. Although there 
has been a recent push towards transdiagnostic approaches to 
the study of psychopathology [43, 44]—including the tripar-
tite model which identifies depression and anxiety as sharing 
the core feature of negative affectivity—it is noteworthy that 
parents’ trauma exposure was uniquely associated with risk 
for anxiety. Anxiety tends to have an earlier age of onset 
compared to depression [45], so it is possible that the chil-
dren identified in the current study as having anxiety may be 
at risk for depressive disorders at a later stage in their devel-
opment. Another explanation for the association between 
parents’ trauma and children’s anxiety, but not children’s 
depression, may be the role that behavioral modeling plays 
in the intergenerational transmission of traumatic stress. 
According to social learning theory, children learn new 
behaviors observationally through modeling; this includes 
parents modeling behavior consistent with psychopathology 
[46]. Parents’ posttraumatic stress symptoms such as hyper-
vigilance, avoidance of trauma reminders, and verbalizations 
of worry may model anxiety and avoidance behaviors more 
than depressive behavior.

Trauma exposure was highly prevalent among parents in 
this sample, with parents endorsing an average of over six 
traumatic life events. Given that parental trauma exposure 
was positively associated with mental health symptoms for 
children, the results of this study highlight the importance 
of assessing parent trauma history and current function-
ing through family-focused assessment and intervention in 
the content of mental health interventions for children and 
families. Although an increasing number of investigations 
demonstrate associations between parent trauma exposure 
and child mental health outcomes [10, 15, 37], routine com-
prehensive and sensitive assessment along with coordinated 
parent–child services continues to be limited.

The predominance of research examining parenting stress 
has focused on the experiences of parents of young chil-
dren. Thus, the current study constitutes a contribution to 

the literature by providing an assessment of parenting stress 
among parents of older children. As with studies using the 
Parenting Stress Index—Short Form with parents of infants 
and toddlers [47], the current study found that parents of 
older children also report experiencing moderate stress 
levels. Although we did not directly measure the sources 
of parenting stress, we anticipate that they differ from the 
sources of stress for parents of younger children—that they 
may derive from age-appropriate causes, such as the need 
to support children’s academics, peer relationships, iden-
tity development, activities, as well as other more universal 
sources of parenting stress (e.g., finances, discipline, deci-
sion-making, managing difficult emotions in one’s child) and 
for parents of older children, stress levels is meaningfully 
related to constructs of interest.

Future Research Directions

This study provides novel information about the moderating 
role of parenting stress on the association between parental 
trauma exposure and children’s psychopathology. Addi-
tional research is needed to explicate the mechanisms of the 
intergenerational transmission of parents’ traumatic stress. 
As mentioned earlier, one potential mechanism could be 
modeling of anxious and avoidant behaviors. Future studies 
may use behavior observational techniques and longitudinal 
study design to assess whether parents’ posttraumatic stress 
symptoms exhibited during interactions with their children 
mediate the link between parents’ trauma exposure and 
child psychopathology. Another potential mechanism may 
be parental responsiveness. Characterized by the expression 
of warmth, acceptance, and attention to their child’s physical 
and emotional needs, parental responsiveness is a key factor 
to promote positive emotional and behavioral outcomes for 
children [48]. Parents who are struggling with psychologi-
cal outcomes of trauma exposure may spend less time or be 
less attuned to their children (i.e. less responsive), which 
may in turn increase children’s risk for anxiety symptoms. 
Directly assessing these potential mediators deserves atten-
tion in future studies.

Limitations

The findings of this study should be interpreted in light of its 
limitations. The study is cross-sectional in nature, which limits 
causal inferences about the nature of the association between 
parents’ trauma exposure and children’s anxiety. The fact that 
parents retrospectively reported on their lifetime trauma expo-
sure makes it likely that their trauma exposure occurred prior 
to the onset of their children’s anxiety symptoms, but the study 
design precludes definite conclusions regarding causality. Data 
regarding characteristics of parent trauma experiences (age 
at exposure, chronicity, perpetrator, etc.) or specific mental 
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health diagnoses were not available, and thus it was not pos-
sible to explore differences in the association between parental 
trauma exposure and child psychopathology based on these 
important characteristics. The trauma data was self-reported 
and retrospective, which carries with it some limitations in that 
parents’ memories may be biased. Further, the use of paren-
tal self-report to gather data on parental trauma exposure and 
parenting stress carries the risk of common method variance.

Nonetheless, results of this study underscore the impor-
tance of considering parent trauma history and parenting 
stress in the assessment and treatment of children and directly 
addressing the multigenerational transmission of the impact 
of trauma exposure on child mental health outcomes. Finally, 
while we consider it a strength that our sample included some 
fathers, the ultimate number of fathers who participated in 
the study was too low to enable us to conduct any meaningful 
cross-gender comparisons between mothers and fathers. Thus, 
in future studies it will be important to collect data from larger 
and more gender-balanced samples of parents to address these 
research questions.

Clinical Implications

The current study’s findings have clinical implications. First, 
results support the argument that parental trauma exposure is 
a risk factor for the development of child anxiety symptoms, 
except when parenting stress is low. This indicates the impor-
tance of screening parents’ trauma history in child mental 
health prevention and treatment services. Identifying paren-
tal trauma exposure can guide providing additional resources 
to help parents manage their stress symptoms and support to 
reduce risk for child psychopathology. Further, study findings 
provide additional support for growing calls to target parenting 
stress in interventions with children exposed to trauma [15]. 
The daily demands of parenting are numerous. Even parents 
who possess effective parenting knowledge may find them-
selves unable to behave skillfully in the context of stress due 
to decreased emotion regulation capacity [49, 50]. Effectively 
managing parenting stress may reduce mental health problems, 
particularly anxiety, for children whose parents have experi-
enced several traumatic life events. Further, parental trauma 
has been identified as a barrier to successful parenting inter-
vention completion [51, 52]. When providing treatment to 
families in which a parent has experienced trauma, it may be 
important to consider modifications to help parents identify 
sources of stress and build effective coping mechanisms.

Summary

Trauma exposure can lead to poor psychological health not 
only for those directly affected, but also for their children. 
Variability in the degree of association between parents’ 

trauma exposure and children’s psychopathology suggest 
that additional research is needed to understand the intergen-
erational transmission of traumatic stress. The current study 
examined parenting stress as a moderator the association 
between the number of parents’ lifetime traumatic events and 
school-aged children’s internalizing symptoms (depression 
and anxiety) among a sample of 139 parent–child dyads. 
Results of multiple regression analyses showed that parent-
ing stress moderated the association between parents’ trauma 
exposure and children’s separation anxiety and harm avoid-
ance symptoms, but not between parents’ trauma exposure 
and children’s depressive symptoms. The relationships 
between parent trauma exposure and child anxiety were 
significant among dyads including parents with moderate 
and high parenting stress, but not among those with low 
parenting stress. Findings support application of the diath-
esis stress model to the intergenerational consequences of 
parental trauma exposure—that is, that trauma exposure is 
a vulnerability factor for parents which is activated by mod-
erate to high parenting stress. Clinical implications include 
the importance of screening and addressing parents’ trauma 
exposure and parenting stress in the context of child and 
family mental health services. Further research is needed to 
explicate the mechanisms linking parents’ trauma exposure 
with child anxiety symptoms.
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