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Abstract This study examined the association between
parent and child reported posttraumatic stress symptoms
(PTSS) and parenting stress as well as parent posttraumatic
stress disorder (PTSD), parent depression and child PTSS
as predictors of parenting stress. Forty-three children ages
8—12 years and their parents/guardians participated. Semi-
structured interviews occurred independently with parents
and children about child PTSS. Parents completed a self-
report parenting stress measure and participated in inter-
views about their PTSD and depression. There was a
moderate association between parent and child reported
PTSS, and there was a stronger association between parent-
reported PTSS and parenting stress than child-reported
PTSS. Parent depression and parent-reported PTSS pre-
dicted parenting distress; whereas parent-reported PTSS
predicted parenting stress related to parent—child dysfunc-
tional interaction and difficult child behavior. Results
suggest clinicians working with children exposed to trauma
need to assess both parent and child reports of child PTSS,
as well as parent symptomology and parenting stress.

Keywords Parenting stress - Childhood trauma - Parent
depression - Parent—child agreement

A. Salloum (<) - V. R. Swaidan

School of Social Work, University of South Florida, Tampa,
FL 33612, USA

e-mail: asalloum @usf.edu

C. S. Stover
Department of Mental Health Law and Policy, University of
South Florida, Tampa, FL, USA

E. A. Storch
Departments of Pediatrics and Psychiatry, University of South
Florida, Tampa, FL, USA

Introduction

Multiple studies have indicated that parents may experience
parenting stress when a parent and/or a child have been exposed
to a traumatic event (e.g., Ammerman et al. 2013; McDonald
et al. 2012; Song et al. 2012; Zerk et al. 2009). Children and
adults exposed to traumatic events are at-risk for developing
posttraumatic stress disorder (PTSD; McLaughlin et al. 2013;
Santiago et al. 2013), an impairing disorder characterized by
intrusive symptoms, persistent avoidance of reminders, nega-
tive changes in cognition and mood, arousal symptoms, and
distress or impairment in areas of functioning (American
Psychiatric Association 2013). PTSD has been associated with
numerous biopsychosocial problems in children and adults
including short and long-term emotional and behavioral
problems, academic problems, poor social support, substance
abuse, neurological changes, suicide, poor physical health
(Nooner et al. 2012), depression, anxiety, somatic complaints,
problematic sexual behaviors (Jelic Tuscic et al. 2013) and
impairment in education, work, relationships, and day-to-day
functioning (Kessler 2000). From a family systems perspective
(Bernardon and Pernice-Duca 2010) and an ecological per-
spective (Levendosky and Graham-Bermann 2000), where the
reciprocal dynamic of one member’s symptoms and problems
affects the other, it seems likely that there would be a strong
association between parent and/or child PTSD and parenting
stress. Parenting stress may have a negative impact on par-
enting behaviors and the parent—child relationship (Crnic et al.
2005). Therefore, it is important to understand the relationship
between parent and child PTSD and parenting stress.

Parenting Stress and Child Symptoms

Parenting stress can be defined as “the aversive psycho-
logical reaction to the demands of being a parent” (Deater-
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Deckard 1998, p. 315). Parenting stress is generated from
parents’ perceptions of their ability to fulfill their parenting
role (Morgan et al. 2002). Parenting knowledge, perceived
competence, and emotional and instrumental support can
all influence parents’ level of parenting stress. The pre-
vailing model of parenting stress suggests that sources of
parenting stress are multidimensional including child
characteristics, parent characteristics, qualities of the par-
ent—child relationship, demands of parenting, and contex-
tual life events within the parent—child system (Abidin
1995; Deater-Deckard 1998). Parenting stress may have
detrimental effects on child well-being, be associated with
unrealistic expectations of children, and effect parents’
sense of parenting efficacy (Chang and Fine 2007). Due to
the role of parenting stress in child development, parenting
stress is an important targeted outcome in clinical treatment
especially when a child is traumatized (e.g., Fraser et al.
2013; Nieter et al. 2013).

Based on the prevailing parenting stress model, sources
of parenting stress within families exposed to traumatic
events include parent and child psychopathology. For
example, in a study with 46 mothers of young children who
had left their home due to domestic violence, Zerk et al.
(2009) found parent mental health symptoms (e.g., anxiety,
depression and somatization) alone did not significantly
predict child internalizing and externalizing problems, but
when parenting stress was considered, together these pre-
dictors explained 42 % of the variance in child outcomes.
Of that sample, 75 % of the mothers were in the clinically
significant range of parenting stress. A separate analysis
with three commonly used parenting stress subscales from
the Parenting Stress Index-Short Form (Abidin 1995)
indicated that the difficult child subscale (e.g., easily gets
upset, moody and demanding; 37.2 %), parent—child dys-
function interaction subscale (e.g., problematic parent—
child bond due to parent expectations and reinforcing
interactions; 8.8 %) and parental distress subscale (e.g.,
parent’s distress in relation to the parenting role; 6.2 %)
explained 52.5 % of the variance of total child behavior
problems.

Child clinical samples have shown higher levels of
parenting stress than non-clinical samples (Theule et al.
2012). Research with child clinical samples has also linked
parenting stress with problematic child internalizing and
externalizing behaviors (Vaughan et al. 2012) and exam-
ined the influence of the subtypes of parenting stress (Costa
et al. 2006). Costa et al. (2006) examined the specificity of
the three parenting factors and childhood internalizing and
externalizing symptoms, controlling for parental psycho-
pathology. Results indicated an association between the
difficult child subscale and internalizing and externalizing
behaviors, and between the parent—child dysfunctional
interaction subscale and internalizing behaviors. However,
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there was no significant association between the parent
distress subscale and child symptoms nor were any asso-
ciations moderated by age, gender or ethnicity. Collec-
tively, these data suggest that specificity of internalizing
and externalizing behaviors and type of parenting stress
may depend on the level of parent symptomology.

Parent symptomology, specifically depression, may
influence parenting stress more than parent’s PTSD
symptoms (McDonald et al. 2012) or trauma exposure.
Renner (2009) found that a mother’s level of psychological
intimate partner violence (e.g., being degraded and called
names or isolated) was associated with parenting stress and
this psychological violence was partially mediated by
depression. Similarly, Ammerman et al. (2013) found that
the childhood trauma of 208 first-time mothers was posi-
tively associated with parenting stress and that this rela-
tionship was mediated by depression and social support.
Parental depression has been associated with poor child
outcomes (e.g., Viana and Welsh 2010) which may be
accounted for by stressful parent—child dynamics and/or
neglectful or disrupted parenting behaviors (Reising et al.
2013).

Few studies have examined the role of the child’s PTSD
and parenting stress. Given the amount of stress that may
occur after a traumatic event and the subsequent sympto-
mology, there is likely to be an association between
childhood PTSD and parenting stress. Hickman et al.
(2013) found that in a sample of 786 children exposed to
trauma, polytrauma (i.e., exposure to more than one type of
traumatic event), rather than the frequency of any specific
trauma type, significantly predicted parenting stress. In a
longitudinal study with 167 children who witnessed the
accidental death of both parents of a schoolmate, Song
et al. (2012) found that child-reported posttraumatic stress
symptoms (PTSS) were not associated with parenting
stress, but that child depression significantly predicted
parenting stress. Given the findings of Hickman et al.
(2013) suggesting that polytrauma rather than single-inci-
dent trauma predicted parenting stress, the lack of associ-
ation between child-reported PTSS and parent stress in the
Song et al. (2012) study may be due to the trauma event
being a single-incident trauma.

Parent and Child Reporting Discrepancies

Using only parents as reporters of child symptomology,
parent symptomology and parenting stress may lead to
biased results, but several studies have demonstrated that
parenting stress is related to independent reports of child
behavior problems (e.g., Creasey and Reese 1996; Rodri-
guez 2011). Rodriguez (2011) noted several concerns,
including that the relationship may be mediated by parents’
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negative perceptions of the child (Renk et al. 2007), and
that the low agreement reflects true difference in percep-
tions about the child symptoms rather than measurement
error (Greenbaum et al. 1994). Rodriguez (2011) found that
parenting stress was associated with child reports of their
internalizing symptoms (i.e., depression and anxiety) and
independent reports from teachers and parents of child
behavior problems have also been associated with parent
stress (Creasey and Reese 1996).

Source bias is of concern when measuring symptoms of
childhood PTSD. Significant discordance exists between
parent-reported and child-reported childhood PTSS
(Ghesquiere et al. 2008; Meiser-Stedman et al. 2007; Sto-
ver et al. 2010; Valentino et al. (2010)). For example, in a
sample of 63 children exposed to a single-incident trauma,
parent and child agreement 6 months post trauma on the
Anxiety Disorders Interview Schedule for DSM-IV: Child
and Parent Versions (ADIS-C/P; Silverman and Albano
1996) for the PTSS clusters ranged from .22 to .44 with
only a weak association for the PTSD diagnosis (x = .21)
(Meiser-Stedman et al. 2007). It may be that parents’ own
symptoms of distress influence their report of their child’s
distress symptoms (Ghesquiere et al. 2008; Kassam-Adams
et al. 2006). Indeed, Valentino et al. (2010) found that
parents’ own PTSD symptoms predicted parent-reported
child PTSS and internalizing and externalizing symptoms,
but not child-reported symptoms.

This study adds to the limited knowledge of the rela-
tionship between parental PTSD, parental depression, and
child PTSS, and parenting stress among a treatment seek-
ing sample of traumatized children. The purpose of this
study was to examine the relationship between parental
distress (PTSD and depression), child PTSS and parenting
stress. Based on prior literature indicating poor to moderate
agreement between parent and child reports of PTSD
symptoms (e.g., Ghesquiere et al. 2008; Meiser-Stedman
et al. 2007; Stover et al. 2010), a parent and child report of
PTSS and a composite diagnosis of PTSD based on clinical
judgment were all compared in association to parenting
stress in this study. We hypothesized that (a) consistent
with others (Meiser-Stedman et al. 2007; Stover et al.
2010), child and parent reports of the child’s PTSS would
have small but positive associations; but (b) the association
between parent-reported child PTSS and parenting stress
would be stronger than the association between child-
reported PTSS and parenting stress; and (c) parent PTSD
and depression and child PTSS (based on the source report
with the strongest correlation to parenting stress) would be
significant predictors of parenting stress. An exploratory
analysis of how parent PTSD and depression and child
PTSS predicted different types of parenting stress (e.g.,
parent distress, parent—child dysfunctional interaction, and
difficulty of the child) was conducted.

Method
Participants

Forty-three children and their parents/guardians who
completed a baseline assessment for a clinical trial on
stepped care trauma-focused cognitive-behavioral therapy
participated in this study. Participants were recruited for
participation when they called a community trauma-
focused mental health agency seeking treatment. The main
referral source that parents reported was from child pro-
tection investigation (23 %). Other referral sources were
from community agencies such as victim advocacy groups,
schools, crisis hotline, and case management programs.
These types of programs are typical referral sources for the
agency, but flyers about the study were sent to community
groups.

Criteria for the current study included that all baseline
assessment data were complete and that the child met
criteria for the treatment study which were as follows:
(a) between the age of 8-12 years at the time of enroll-
ment; (b) the child had at least five PTSD symptoms as
assessed by the ADIS-C/P (Silverman and Albano 1996);
(c) and the parent/guardian had to be able and willing to
participate in the study treatment. Exclusion criteria
included: (a) parent or child had a condition that limited the
parent/guardian’s ability to understand the study treatment
(e.g., cognitive behavioral therapy) and the child’s ability
to follow instructions (e.g., cognitive impairment) such as
psychosis, mental retardation, or autism; (b) parent/guard-
ian had substance use disorder within the past 3 months;
(c) child or parent was suicidal; (d) child or parent was not
fluent in English; (e) if the child was taking psychotropic
medication(s), medication was not stable for at least
4 weeks prior to enrollment; and (f) parents/guardians who
would be the treatment participant was the perpetrator, or
the child still lived with the perpetrator of their trauma
(e.g., mother’s boyfriend, sibling). Eight children were
excluded due to: child’s cognitive impairment (n = 3);
parent/guardian substance use disorder within the past
3 months (n = 2); child had less than five PTSD symptoms
(n = 1); child refused participation (n = 1); and parental
psychosis (n = 1).

There were 22 boys and 21 girls. The average age of the
children was 9.74 years (SD = 1.56). Eleven children
(25.6 %) identified as Hispanic/Latino. The majority of the
children were Caucasian (n = 34, 79.1 %), 18.6 % were
African-American (n = 8) and 2.3 % were Asian (n = 1).
Parent/guardians included 34 mothers (79.1 %), 4 grand-
mothers (9.3 %), 3 aunts (7.0 %), and 2 fathers (4.7 %).
Parent/Guardian age ranged from 24 to 73 years
(M = 38.78, SD = 9.65). Eight (18.60 %) of the parents/
guardians identified themselves as Hispanic/Latino. Similar
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to the children, the majority of the parents/guardians were
Caucasian (79.07 %, n = 34), with 18.60 % (n = 8)
African-American and 2.33 % (n = 1) Asian. The majority
of the parents/guardians were employed (62.79 %). Almost
half (46.6 %) of the sample had a yearly household income
below $25,000, 30.2 % of the households reported income
between $25,000 and $49,999, and 23.3 % of the house-
holds reported income above $50,000. Nineteen parents/
guardians indicated being married/partnered (44.2 %), 9
(20.5 %) were divorced, 7 (16.3 %) were single, five were
separated (11.6 %) and 3 (7 %) were widowed.

Measures
Child PTSD

The ADIS-IV-C/P (Silverman and Albano 1996) is a cli-
nician-administered, structured interview that was devel-
oped from DSM-IV diagnostic criteria, which consists of
17 PTSS and assesses for a child’s lifetime exposure to
traumatic events. The ADIS-IV-C/P is a widely used
measure for childhood anxiety and has been found to have
good test—retest reliability (.78-.96; Silverman et al. 2001)
and psychometric properties (Wood et al. 2002). The par-
ent and child versions were administered independently to
assess for the number of traumatic events, presence of child
PTSD as well as number of PTSS. Parents and children are
asked about the occurrence of eight types of traumatic
events (e.g. being sick/hurt badly, witnessed someone die
or hurt badly, accidents, disasters, robbed/attacked, sexual
abuse, and physical abuse) along with questions inquiring
about any other types of traumatic events that may have
occurred. PTSD diagnosis was assigned if the parent or
child met criteria for PTSD and there was a clinical
severity rating by the independent evaluator of a score of
four or more (based on a scale of 0-8). The variable ‘child
PTSD’ was coded as 1 = child met criteria for PTSD and
0 = child did not meet criteria for PTSD. Inter-rater reli-
ability for the current study was calculated across 42 % of
audio taped interviews and yielded excellent inter-rater
reliability for the child administered PTSD module
(x = .91, p < .001) and the parent rated module (x = .94,
p < .001). The ADIS-IV-C/P was also used to screen for
study exclusions (e.g., suicidal, psychosis, mental retarda-
tion, pervasive developmental disorders).

Parenting Stress

The Parenting Stress Index, Short Form (PSI-SF; Abidin
1995) is a 36-item measure of parenting stress with a five
point Likert response. The measure provides a total par-
enting stress score (PSI-SF total) indicating the overall
level of parenting stress in the role as parent. The scale
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includes three subscales related to parental distress (PD),
parent—child dysfunctional interaction (P-CDI), and diffi-
cult child (DC). The 12 items on the PD subscale focus on
the parents’ distress level in relation to the role of parent
such as “Since having this child, I have been unable to do
new and different things.” The PD also contains items to
measure when a parent is responding to the items in a
defensive manner. The 12 items on the P-CDI subscale
measures parents’ expectations and the parent—child inter-
actions that are not meeting parents’ expectations, such as
“My child smiles at me much less than I expected.” The 12
item DC subscale includes items related to characteristics
of the child that parents may find difficult to manage such
as “My child gets upset easily over the smallest things”
(Abidin 1995).

A raw score of 90 (at or above the 90th percentile) for
the PSI-SF total score suggests clinically significant levels
of parenting stress. Scores on the subscales that are at or
above the 85th percentile are within the clinical range for
levels of stress. Total scores (PSI-SF total) range from 36
to 180 with each subscale ranging from 12 to 60. Higher
scores indicate higher parenting stress. Chonbach’s alpha
in the current study for the PSI-SF total was .94; .87 for
PD, .89 for PCDI, and .92 for DC.

Parent PTSD and Depression

The PTSD and depression modules on the Structured
Clinical Interview for DSM-IV-TR Axis I Disorders,
Research Version, Patient Edition with Psychotic Screen
(SCID-RV; First et al. 2002) were used to diagnose parent
PTSD and depression. Parent PTSD and parent depression
were both dichotomous variables (e.g., 1 = met criteria for
the disorder and O = did not meet criteria for the disorder).
Structured interviews such as the SCID-RV are considered
the “gold standard” for diagnosing disorders in adults
(Weathers et al. 2009). High inter-rater reliability (.93) of
the PTSD diagnosis as well as specificity (.98) and sensi-
tivity (.91) has been documented using the SCID-RV
(Schlenger et al. 1992). Similarly, acceptable reliability
(inter-rater reliability = .80; 7-10 day test-retest reliabil-
ity = .61) has been found for diagnosing depression
(Zanarini et al. 2000). The SCID-RV was also used to
screen for parent study exclusions (e.g., psychosis, sub-
stance use disorder, and suicidal).

Procedures

This study was approved by the University of South Florida
Institutional Review Board. Data from this study are from
baseline assessments of 43 parents/guardians and children
who provided written consent (assent for the children) to
participate in the child trauma-focused clinical trial. Parent
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and child interviews occurred independently in a private
room within a community mental health agency. The child
was interviewed first followed by the parent. Time to
complete this study battery was approximately 1.5 h. An
independent evaluator, who was a licensed mental health
clinician and a child and adult trauma therapist, conducted
clinical interviews. The evaluator was trained by the last
author in all measures and met with the trainer bi-monthly
to review all assessments including severity levels. The
parents/guardians were compensated $25.00 for partici-
pating in the baseline assessment.

Data Analysis

There was no missing data. An alpha level of .05 was used
for all statistical tests. An a priori power analysis suggested
that a sample of 43 with three predictors yields a level of
power of .80 for an anticipated effect size of 1> = .28,
p = .05 (Soper 2013). Due to the exploratory nature of this
study and the modest sample size, a statistical correction
for type I error was not employed. Descriptive statistics and
correlations among study variables (e.g., subtypes of par-
enting stress, parent and child report of child PTSS, parent
PTSD and parent depression, polytrauma) were reported.
Similar to Hickman et al. (2013), the number of traumatic
events parents reported that children experienced and that
children reported as well as parents’ reports of their own
traumatic events were categorized into a dichotomous
variable as ‘one trauma’ and ‘polytrauma’ (which is
defined as more than one type of traumatic event). A series
of four simultaneous multiple regression analyses were
conducted with parent reported child PTSS, parent PTSD
and parent depression as the independent variables in all
fours models with PSI-SF total, PD, P-CDI and DC as
dependent variables

Results

Experiences of Trauma Exposure and Parenting Stress
Descriptives

Types of index traumatic events reported by the children
were as follows: sexual abuse (46.5 %), domestic violence
(14 %), death (14 %), physical abuse (11.6 %), accidents
(6.9 %), illness/medical (4.7 %), and emotional abuse
(2.3 %). Caregiver reports of trauma history were generally
consistent, especially for sexual abuse where there was
100 % agreement. Children reported one more incident of
physical abuse and accidents; parents/guardians reported
one more incident of domestic violence and death.
According to the child and parent reports, approximately
20.9 % (child report) to 25.6 % (parent report) of the

children experienced more than one type of traumatic event
(range 2-5; M = 1.35, SD = .84; M = 1.40, SD = .85,
number of traumatic events, child and parent, respectively).
Neither parent-reported nor child-reported child poly-
trauma was associated with PSI total or any of the PSI
subscales. Since the correlations were not significant,
polytrauma was not included in the regression models.

With regard to parent/guardian trauma exposure, six of
the parents indicated that exposure to past traumatic events
did not cause current distress, and one parent reported no
prior exposure to trauma. Of the other 36 (83.7 %) parents/
guardians, the index traumas reported were as follows:
death (25 %), domestic violence (22.2 %), sexual abuse
(13.9 %), physical abuse (11.1 %), accidents (8.3 %),
divorce/separation (8.3 %), crime (5.6 %), illness/medical
(2.8 %), and kidnapping (2.8 %). Of those parents report-
ing an index trauma, 77.8 % reported more than one type
of traumatic event (range 2-9; M = 3.31, SD = 2.11).
Parent polytrauma status was not associated with total PSI,
but it was associated with PD (r = .28, p = .033).

The mean score on the total PSI was 85.11
(SD = 24.11) with 41.9 % (n = 19) of the parents/guard-
ians reporting scores above 90 in the range of clinically
significant levels of parenting stress. Just over half of the
parents/guardians scored in the clinical range for parenting
stress for DC (53 %) followed by 40 % for P-CDI, and
25 % for PD.

Correlations and Multiple Regressions

Table 1 provides a summary of the bivariate correlations
between the study variables. As hypothesized (hypothesis
a), the correlations between parent-reported child PTSS
and child-reported PTSS were significantly positively
correlated (r = .30, p <.0l). Also as hypothesized
(hypothesis b), there were medium to large significant
correlations between parent-reported child PTSS and the
three subtypes of parenting stress, whereas there was no
significant association between child-reported PTSS and
parenting stress (see Table 1). To examine the role of
parent PTSD and depression and child PTSS as significant
predictors of parenting stress (hypothesis c), we used par-
ent-reported child PTSS in the model since this source of
child PTSD symptoms was correlated with parenting stress
and subtypes of parenting stress. The results indicate that
the predictor model was significant, R® = 360, F(3,
39) = 7.32, p =.001, and accounted for 31 % of the
variance in PSI total (adjusted R? = .31). Examination of
the standardized beta coefficients indicated that only par-
ent-reported child PTSS (B = .53, p < .001) significantly
contributed to the model. A series of standard multiple
regressions was conducted to determine the accuracy of
parent-reported child PTSS, parent depression and parent
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Table 1 Correlations, means, standard deviation and percentages for parenting stress, parent PTSD and depression, and child PTSD

Measures 1 2 3 4 5 6 7 8 9
1. Total PST* _

2. Parent distress J75%* _

3. Parent—child DI .89k ST7HE _

4. Difficult child 90 A6%H* 16%* _

5. Child-reported PTSS .19 A7 .30 .16 _

6. Parent-reported child PTSS 57 38%* S50%* S56%* 34%

7. Child PTSD® .26 .28 13 .26 34%  46%*

8. Parent PTSD 18 .30 .09 .14 —-26 .18 .07 _

9. Parent depression 31 42%* 33% .14 17 24 22 31*

M 85.12 27.16 2391 33.23 10.53 9.65 _ _
SD 24.11 9.14 8.85 10.45 347 291 _ _
% within the clinical level or with a disorder 42 % 28 % 40 % 53 % 86 % 42 % 23 %

(PTSD/depression)

m=19 m=12) (n=17) (n=23)

m=37) (m=18) (n=10)

**p <.01; * p <.05

2 Total PSI = total parenting stress. ° Parent—child DI = parent—child dysfunctional interaction. ¢ Child PTSD = the diagnosis of child PTSD
rather than number of reported PTSS (see ADIS-IV-C/P description in measures section). PTSS = Posttraumatic stress symptoms

Table 2 Regression of parent-reported child PTSS, parent PTSD,
parent depression on subtypes of parenting stress

Parental Parent CDI Difficult child
distress
Bt p t B !
Parent-reported 28 2.01* 45 3.25%%* 57 4.20%%*
child PTSS
Parent PTSD A5 1.03  —-.07 -—-49 .03 23
Parent depression 31 2.12% 24 1.67 —-.00 —-.02

n = 43; * p < .05; ** p < .01; *** p < .001. Overall R? for parental
distress = .28 and adjusted R*> = .23, p = .004; overall R? for par-
ent—child dysfunctional relationship = .30 and adjusted R? = .24,
p = .003; overall R? for difficult child = .33 and adjusted R? = 28,
p = .001

PTSD in predicting the three parenting stress subtypes (PD,
P-CDI and DC). Parent depression and parent-reported
child PTSS accounted for a significant proportion of the
variance in PD, whereas parent-reported child PTSS
accounted for a significant proportion of the variance in
P-CDI and DC (see Table 2).

Discussion

The current study adds to the literature on the association
between parent-reported and child-reported child PTSS, and
contributes to the understanding about the associations
between parent and child PTSD/PTSS, parent depression,
and parenting stress among a clinical sample of children
exposed to traumatic events. As hypothesized, there was a
significant but moderate association between parent- and
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child-reported child PTSS, but there was a stronger associ-
ation between parent-reported child PTSS and parenting
stress than child-reported PTSS and parenting stress. Results
also suggest that parental depression and parent-reported
child PTSS were significant predictors of parental distress;
whereas parent-reported child PTSS was a significant pre-
dictor of P-CDI and DC. Parent PTSD did not significantly
contribute to any of the models predicting parenting stress.

Consistent with other studies (e.g., Meiser-Stedman
et al. 2007; Stover et al. 2010; Oransky et al. 2013), there
was an association, albeit a modest one, between parent-
and child-reported PTSS. Meiser-Stedman et al. (2007)
suggests studies that found higher parent—child agreement
in PTSS may be due to the type of trauma, such as chronic,
on-going stressors such as cancer, bereavement and medi-
cal illness, which provides the parent with ample time to
learn about the child’s distress. In the current study, the
vast majority of children reported sexual abuse as the index
trauma and many children may not have disclosed the
abuse to the parent/guardian until sometime after it
occurred, which may have resulted in some parents not
associating the child’s behaviors and symptoms to the
trauma. One may speculate that in cases of sexual abuse
where the child has not disclosed the event or its complete
details to the parent, children do not talk to the parent about
what s/he experienced. In addition, the child may try to
hide the distressed states especially internalizing experi-
ences like flashbacks or physiological distress from the
parent so that the parent does not ask questions that may
lead to disclosure. In cases where open communication is
limited, discordance of parent and child reported PTSS
would be expected.
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Overall, there were only minor differences between
parents and children in reporting of types of trauma. At
baseline, parents were aware of the child’s sexual abuse
and were seeking treatment for their child as a result as
evident by the 100 % agreement between parents/guardians
and children reporting sexual abuse as the index trauma.
High agreement in parent and child reports of sexual abuse
is consistent with other studies (e.g., Stover et al. 2010). It
may be that once the child discloses sexual abuse or the
parent becomes aware of the sexual abuse, the parent and
child are clear about the sexual abuse being the presenting
problem (i.e., index trauma); whereas with other traumatic
events, parents and children may differ in terms of which
traumatic event may be causing the most distress. Also,
parents may not be aware of all of the traumatic events that
children have been exposed to during their lifetime, espe-
cially in non-clinical samples (Richters and Martinez
1993). This lack of knowledge or discrepancy in parent—
child reports of trauma histories is important as it may
contribute to increased child symptoms and impairment
following a new traumatic event (Oransky et al. 2013).

Contrary to studies finding positive associations between
independent reports (e.g., non-parent report) of a child’s
symptomology and parenting stress (Creasey and Reese
1996; Rodriguez 2011), child-reported PTSS was not asso-
ciated with parenting stress. Parent-reported versus child-
reported PTSS association to parenting stress suggests it is
perhaps a combination of the parent’s perception of the
child’s behaviors and the parent’s own symptoms that result
in parenting stress. Indeed, parent’s depression along with
their perception of the child’s PTSS may contribute to feeling
less adequate as a parent and in the parenting role, leading to
parenting distress. In the current study, the strongest associ-
ation between the types of parenting stress and depression
was PD. There may be an overlap between PD items and
depressive symptoms (Theule et al. 2012) that contributes to
parent depression being a significant predictor of parenting
stress rather than parent PTSD. In fact, Zerk et al. (2009)
found that PD was more highly correlated to depression in
mothers exposed to domestic violence; whereas P-CDI was
more highly correlated with child behavior problems.

In terms of parent-reported child PTSS predicting P-CDI
and DC, parent’s perception of their child’s PTSS may
result in elevated parenting stress due to the child no longer
meeting the parent’s expectations. For example, if the child
is having difficulty concentrating and his/her grades have
worsened, or if a child exhibits regressive symptoms like
wetting the bed, the parent may become frustrated and the
interactions between the parent and child may become
strained. The parent’s perception or actual difficulty in
managing the child’s behaviors such as temper tantrums,
irritability and angry outbursts which are common symp-
toms of PTSD may also increase parenting stress. Given

that the regression models contain all parent reports, there
may be reporting bias in that a parent’s own difficulties
may be causing them to underreport or over-report child
PTSS and higher distress overall.

It was surprising that only 42 % of the parents were in the
clinical range of parenting stress among a clinical sample
which consisted of children who met criteria for study
trauma-focused treatment with 86 % of the children meeting
criteria for PTSD. In a sample of mothers and preschoolers
who were exposed to domestic violence, Zerk et al. (2009)
found that 75 % of the parents were in the clinical range for
parenting stress. Differences in levels of parenting stress
may depend upon whether the parent and child experienced
the same traumatic event at the same time (such as domestic
violence or disaster) which may result in both parent and
child being symptomatic at the same time. Further research
on types of traumatic events as well as “same trauma”
between parents and children in relation to parenting stress
is warranted. Also, studies with larger sample sizes are
needed to explore potential moderators of child PTSS and
parenting stress such as number of other children and socio-
economic status (Morgan et al. 2002). Another surprising
finding was that there was no significant association between
parent and child PTSD. In a meta-analysis of 32 studies,
Morris et al. (2012) found moderate effect sizes for parent
PTSS and child PTSS, but they suggest that other factors
such as type of assessments and parent—child gender may
account for lower agreement, which may account for the
non-association of these two variables in the current study.

Limitations

There are two noteworthy limitations of the current study.
First, the modest sample size limited the types of analyses.
Although we were able to examine predictors of parenting
stress, studies with larger samples will need to examine
moderators and mediators to better understand the pathways
to parenting stress of parents/guardians and children who are
exposed to traumatic events. Such analyses may provide
insight into a causal-theoretical model to identify salient
factors within the parenting stress model (e.g., parent char-
acteristics, child characteristics qualities of the parent—child
relationship, demands of parenting, and contextual life
events within the parent—child system (Abidin 1995; Deater-
Deckard 1998) among children exposed to traumatic events.
Future studies with larger samples may also be able to
examine the role of parent—child PTSD symptom clusters
(e.g. intrusion, avoidance, negative cognitions and mood,
and arousal) on impacting parenting stress. Second, although
this study included multiple reporters including clinician
report and was from a clinical sample, the cross-sectional
nature of the design study does not allow for the causation of
parenting stress to be determined.

@ Springer



1210

J Child Fam Stud (2015) 24:1203-1212

Clinical Implications

This study highlights the need to assess childhood PTSS from
the parent’s and child’s perspective, to provide psychoedu-
cation about childhood PTSS following disclosure of
potentially traumatic events, and to help the parent and
children communicate about what the child is experiencing
(Stover et al. 2010). There is emerging evidence that inter-
ventions that target parent child communication about
symptoms in the aftermath of a traumatic exposure result in
reduced discrepancies between caregiver and child reports of
child symptoms (Hahn et al. 2013) and decreased child
symptoms (Berkowitz et al. 2010). While this study focused
on parent and child symptomology and parenting stress,
sources of stress may not only be from the child’s PTSS, but
from other parent and child characteristics or from contextual
life events. Life events post trauma may result in adjustments
and secondary adverse events such as court involvement, loss
of income, and relocation that may also contribute to par-
enting stress. Future studies need to account for the envi-
ronmental stressors and clinical assessments need to help
identify and problem-solve other sources of stress.

When parents experience high levels of parenting distress,
treatment may need to focus on parent depression and
relieving parental distress rather than solely on reducing child
symptoms. For example, in a study on parent—child interaction
therapy with children who were exposed to interpersonal
violence, pre-post assessments indicated that parenting stress
related to parent—child dysfunctional interaction and difficulty
of the child decreases as the child’s problematic behaviors
decreased, but parenting distress did not decrease (Timmer
et al. 2010). Interventions that decrease childhood PTSS, but
do not address parental depression or parenting stress continue
to place the child at-risk for poor outcomes. When parental
depression and/or clinical levels of parenting stress are pres-
ent, conjoint treatment and/or treatment modules that address
parent symptomatology and parenting are needed. Further,
researchers and clinicians need to assess the impact of child-
focused trauma-focused treatment not only on parent and
child reports of child PTSS, but also on parenting symp-
tomotology (e.g., parent PTSS and depression) and subtypes
of parenting stress.
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