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Loss is a commonly experienced traumatic event among children. Although the experience of loss can potentially lead to posttraumatic
stress symptoms (PTSS), little is known about PTSS levels after traumatic loss versus other traumatic events. We investigated data from a
randomized controlled trial (RCT) on trauma-focused cognitive behavioral therapy (TF—CBT) versus a waitlist condition for children with
PTSS. In a secondary analysis, we compared participants who reported traumatic loss as their index event (n = 23) to those who reported
the two most frequently reported index events in the RCT: sexual abuse (SA; n = 59) and physical violence (PV; n = 55). The index event
was rated according to the participants’ most distressing traumatic event reported on the Clinician-Administered PTSD Scale for Children
and Adolescents. Participants who experienced traumatic loss reported fewer PTSS and better general functioning than those who reported
SA. A subgroup RCT (n = 19) revealed TF—CBT to be highly effective in reducing PTSS in cases of traumatic loss, d = 1.69. The effect
sizes for PTSS indicated that all three trauma groups benefted from TF—CBT. In the waitlist group, PTSS symptoms improved for SA and
PV, ds = 0.76 and 0.98, respectively, but not for traumatic loss, d = 0.23. These fndings suggest that TF-CBT is a feasible and promising
treatment for children who experience PTSS after traumatic loss. The results are limited by the post hoc quality of the analyses and lack

of a measure of grief in the RCT.

More than 50 percent of young people experience traumatic
events during childhood and adolescence (Landolt, Schnyder,
Maier, Schoenbucher, & Mohler-Kuo, 2013; McLaughlin et al.,
2013). Along with events such as accidents or physical and sex-
ual abuse, the violent or sudden (i.e., caused by an accident) loss
of aloved one is another potentially traumatic experience as de-
fned by the criteria for posttraumatic stress disorder (PTSD) in
the Diagnostic and Statistical Manual of Mental Disorders (5th
ed.; DSM-5; American Psychiatric Association [APA], 2013).
In children, even a loss that is not sudden, such as one that oc-
curs after a loved one’s long illness, can be viewed as traumatic
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(Cohen & Mannarino, 2011; Kaplow, Howell, & Layne, 2014).
Consequently, the circumstances of the loss and the child’s per-
ception of the death as well as the impact on the child’s life need
to be taken into account when classifying a loss as traumatic
(Kaplow, Layne, Pynoos, Cohen, & Lieberman, 2012). The ex-
perience of interpersonal loss in childhood has been described
as a signifcant adverse life event (Kaplow, Saunders, Angold,
& Costello, 2010) and a risk factor for mental health and social
problems (Luecken, 2008).

Bereaved youths are often included in randomized controlled
trials (RCTs) of PTSD treatment in children and adolescents
(Cohen, Mannarino, & Iyengar, 2011; Gordon, Staples, Blyta,
& Bytyqi, 2004; Jensen et al., 2014; Layne et al., 2008; Mc-
Mullen et al., 2013). However, grief as an outcome is rarely
studied (Layne et al., 2008). On one hand, these bereaved chil-
dren may have been wrongly included in some PTSD trials due
to the lack of reliable grief criteria and, consequently, a lack of
appropriate assessment tools and treatments. On the other hand,
these children may have participated in these trials because they
actually suffered from PTSD after a traumatic experience in-
volving the loss of a loved one. The inclusion of persistent com-
plex bereavement disorder (PCBD) in the DSM-5 (APA, 2013)
as an “appendix disorder” has the potential to differentiate these
two groups of bereaved children. In addition to the diagnostic
criteria for PCBD, the DSM-5 includes a traumatic bereave-
ment specifer, which can potentially improve the distinction
between trauma-related grief reactions and PTSD. In line with
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this enhanced procedure, recommendations for developmen-
tally adapted PCBD criteria (Kaplow et al., 2012) and their
assessment (Kaplow et al., 2018) have been published. These
steps forward will hopefully increase the likelihood that grief
symptoms will be assessed when bereaved children present for
PTSD treatment. Additionally, the inclusion of prolonged grief
disorder as a new disorder (Killikelley & Maercker, 2018) in
the 11th revision of the International Classification of Diseases
(ICD-11) will potentially contribute to the improved identifca -
tion and treatment of bereaved children with maladaptive grief
reactions.

Many previous studies have examined the occurrence of post-
traumatic stress symptoms (PTSS) in bereaved children (Brown
et al., 2008; Goenjian et al., 2009; McClatchey & Vonk, 2005;
Melhem, Moritz, Walker, Shear, & Brent, 2007). The fndings
have indicated that maladaptive griefis independent from PTSD
and depression (Melhem et al., 2004). However, high correla-
tions between grief and PTSS or depression have been observed
(Brown et al., 2008). In a recent pilot study, Grassetti and col-
leagues (2015) analyzed symptom levels and their trajectories in
adolescents participating in trauma and grief component ther-
apy for adolescents (TGCT-A; Layne, Saltzman, & Pynoos,
2002) with regard to their narrative focus (trauma vs. loss). The
authors observed signifcantly higher levels of PTSS and de-
pressive symptoms in youth who focused on trauma, whereas
those who focused on grief showed more symptoms of a mal-
adaptive grief reaction at intake. It is still not clear whether
youth with PTSD and who report traumatic loss as their in-
dex event show lower pretreatment levels of PTSS compared to
youth after other traumatic events. However, as events involv-
ing interpersonal trauma in general (Alisic et al., 2014) and
sexual violence in particular (Kessler et al., 2017) have been
documented as experiences that confer the highest conditional
risk for PTSD, it can be assumed that there are types of trau-
matic exposure that make individuals more vulnerable to PTSS
than traumatic losses.

Trauma-focused cognitive behavioral therapy (TF—CBT; Co-
hen, Mannarino, & Deblinger, 2017) is one of the most widely
used and best researched treatments for pediatric PTSD. Co-
hen and Mannarino (2011) observed that PTSS and traumatic
loss often co-occur in children and adolescents. They described
this as childhood traumatic grief (CTG), which encompasses
both constructs—PTSD and grief—and emphasizes their con-
nectedness by means of a distinction between the disorders. In
the CTG model, PTSS prevent children from resolving their
grief, as the traumatic circumstances of the death prevent the
child from thinking about positive memories of the deceased
loved one (Cohen & Mannarino, 2011). Hence, PTSS support
the avoidance of remembrance and, therefore, need to be ad-
dressed frst (e.g., by applying TF—CBT). Based on this def-
inition, we herein refer to the co-occurrence of PTSS and a
traumatic loss as “childhood traumatic loss.” Several RCTs
have reported the effcac y and effectiveness of TF—CBT in re-
ducing PTSS in children and adolescents (for an overview, see
Sachser, Rassenhofer, & Goldbeck, 2016). This therapy is rec-

ommended as frst line treatment in the current guidelines for
childhood PTSD (National Institute for Health and Care Excel-
lence, 2005; Phoenix Australia Centre for Posttraumatic Mental
Health, 2013). The TF—CBT intervention offers additional grief
modules for individuals with PTSS who have experienced trau-
matic loss, but they have only been tested in pilot studies (N =
22, Cohen, Mannarino, & Knudsen, 2004; N = 39, Cohen, Man-
narino, & Staron, 2006). An open trial with orphaned children
in Tanzania (N = 64) demonstrated the feasibility of a TF-CBT
group approach including the grief modules (O’Donnell et al.,
2014). To our knowledge, no data are available on the ques-
tion whether children with PTSD who report traumatic loss as
their index event beneft as much from TF—CBT as children
who have experienced other traumatic events. Furthermore, no
results on the effcac y of TF-CBT for PTSD following child-
hood traumatic loss in a randomized-controlled design have
been published thus far.

In 2015, we completed a trial of TF—CBT for children and
adolescents after various types of traumatic events (Goldbeck,
Muche, Sachser, Tutus, & Rosner, 2016). In this RCT, we made
the same omission as described earlier. We did not include a
measure of childhood grief as a secondary outcome despite
several participants who presented with a traumatic loss as the
index event. The outcomes for PTSD in the RCT were as fol-
lows: large effect sizes for TF—CBT and waitlist groups, d =
1.51 and d = 0.88, respectively, and a moderate between-group
effect size, d = 0.50 (Goldbeck et al., 2016). The event types
reported most frequently as the index traumatic exposure were
sexual abuse (SA) and physical violence (PV). Given the re-
search gaps concerning childhood traumatic loss, as described
earlier, the aim of the present study was to explore the impact of
a traumatic loss on symptom levels and treatment outcome in
an RCT for TF—CBT. We sought to compare participants with
a traumatic loss to children and adolescents after the two most
frequently reported index events in the RCT (i.e., SA and PV).
We hypothesized that (a) levels of PTSS and depression would
be higher in the SA and PV groups compared to traumatic loss
group and (b) participants who had experienced traumatic loss
would report improvement in their PTSS after TF—CBT (sub-
group RCT: TF—CBT vs. waitlist). In an exploratory manner,
we compared (c) other psychological symptom levels at base-
line (i.e., anxiety, internalizing and externalizing symptoms,
quality of life, self- and caregiver report when available) and
(d) the pre—post symptom level development across participants
categorized by the index event (traumatic loss, SA, or PV) for
TF-CBT and waitlist, respectively.

Method
Participants

The present sample consisted of children and adolescents
treated in a multicenter RCT evaluating TF—CBT for children
and adolescents with PTSD (Goldbeck et al., 2016). Partici-
pants, who were assessed at baseline (N = 159), met the fol-
lowing main inclusion criteria of the RCT: aged between 7 and
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17 years; experience of a traumatic event after 2 years of age
and at least 3 months before assessment; a PTSS symptom score
of 35 or higher on the Clinician Administered PTSD Scale for
Children and Adolescents (CAPS-CA; Nader, Kriegler, Blake,
& Pynoos, 1994), with at least one symptom present from each
symptom cluster (i.e., reexperiencing, avoidance, hyperarousal)
according to the fourth edition of the DSM (DSM-IV; APA,
2000); PTSD as the main disorder (in the case of comorbid diag-
noses); cooperation of at least one nonoffending caregiver; and
safe living conditions (i.e., offender not living with child any-
more). Exclusion criteria were acute suicidal behavior, severe
traumatic brain injury, pervasive developmental disorder or psy-
chosis, psychopharmacological medication started or changed
up to 6 weeks before frst assessment, current psychotherapeu-
tic treatment, severe mental disorder of the main caregiver, or
previous participation of a sibling in the RCT.

For the present study, we analyzed 139 participants: children
and adolescents who reported traumatic loss (n = 23; 14.5%
of total study sample), SA (n = 59; 37.1%), or PV (n = 55;
34.6%) as their index trauma. We used the CAPS-CA (Nader
et al., 1994) to identify participants’ index event by asking each
youth which of the listed events they had reported they consid-
ered to be the most distressing at the time of the assessment.
We chose SA and PV as comparison groups as they comprised
the two biggest trauma exposure categories within the RCT.
The remaining 20 participants reported several different index
events, such as accidents and war experiences; these partici-
pants were therefore excluded from the study due to diffculties
in defning another comparison group. Participants in our sam-
ple had a mean age of 12.84 years (SD = 2.80), 73.0% (n =
100) were female, and 90.5% (n = 124) were born in Germany.
About one-ffth of participants (21.9%, n = 30) were foster
children. Consequently, 26.3% (n = 36) of caregivers were fos-
ter parents or professional caregivers (i.e., individuals working
in youth welfare facilities).

Procedure

Participant recruitment for the original RCT took place be-
tween February 2012 and January 2015 in eight study centers
in Germany. Participants were either referred to the child and
adolescent mental health clinics by health care professionals
or youth welfare institutions or they applied themselves after
hearing about the study through various advertising channels.
Participants in the original RCT were randomly allocated to
either TF-CBT (n = 76) or a waitlist control condition (n =
83). Within the traumatic loss group, randomization resulted in
nine cases treated with TF-CBT and 14 cases allocated to wait-
list. Participants in the TF—CBT group were reassessed within
4 months posttreatment; treatment consisted of 12 sessions,
each of which was 90-100 min length. Children and adoles-
cents in the waitlist control group were reassessed 4 months
after randomization and were offered TF—CBT at this time
(Goldbeck et al., 2016). The study was approved by the review
board at the Ulm University.

The TF-CBT (Cohen et al., 2017) protocol includes nine
components subsumed within the PRACTICE acronym: psy-
choeducation and parenting skills, relaxation, affective modula-
tion, cognitive processing (PRAC), trauma narrative and cogni-
tive processing I1 (T), in vivo exposure, conjoint child/caregiver
session, and enhancing safety and future skills (ICE). Therapists
cover parenting skills and gradual exposure continuously from
the onset of therapy. Usually, TF—-CBT involves 12 sessions
with the child and the caregiver; each session lasts approxi-
mately 90 min. The PRAC, T, and ICE parts each account for
about one-third of therapy (i.e., 4-5 sessions).

The TF—CBT manual offers grief-specifc components rele-
vant to a traumatic event involving death and loss. These in-
clude psychoeducation on grief, grieving the loss, resolving
ambivalent feelings, redefning the relationship (from interac-
tion to memory), and committing to present relationships. Each
of these components builds systematically on the PRACTICE
skills and can be tailored to meet the unique circumstances of
children and adolescents. In the RCT, all participants received
12 sessions of TF—CBT. For cases in which a traumatic loss was
the reported index event, the grief-specifc components were
integrated into the PRACTICE modules from the beginning of
therapy; for example, in Session 1, in addition to psychoeduca-
tion on PTSD, participants received psychoeducation on reac-
tions following a loss and the nature of the loss (e.g., suicide,
lengthy illness). Consequently, all participants described in the
present study attended the same number of therapy sessions.
All TF—CBT sessions were videotaped to allow for monitoring
of treatment adherence. Additionally, each therapist’s frst case
was fully monitored and given a session-by-session video ad-
herence rating. After that, 25% of all sessions were randomly
chosen and rated. Overall adherence was 96% in all sessions
(Goldbeck et al., 2016).

Measures

As the original RCT started in February 2012, all measures
refer to the criteria and/or symptoms according to DSM-1V
(APA, 2000).

Index traumatic event, PTSS, and PTSD diagnosis. We
used the German version (Steil & Fiichsel, 2006) of the CAPS-
CA (Nader et al., 1994) to identify the index event and establish
PTSD diagnoses and PTSS severity. The CAPS-CA, the gold
standard interview for PTSD in children and adolescents, com-
prises a traumatic event checklist and an interview that assesses
the frequency and intensity of PTSS. The German version has
demonstrated good internal consistency (Cronbach’s o = .91;
Steil & Fiichsel, 2006). For the present study, the CAPS-CA
was administered by trained and blinded raters. In a frst step,
participants were asked whether they had experienced trau-
matic events as described in the event checklist, to which they
responded with one of the following options: happened to me,
witnessed it, learned about it, not sure, or doesn’t apply. If they
reported more than one event, the participants were then asked
to name the most distressing event. In a second step, this event
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was explored in more depth (“What happened at that time?”,
“How old were you?”, “Did somebody get hurt/die?”). In a third
step, PTSS were assessed with regard to the index event, using
17 items that were rated on a 5-point Likert scale ranging from
0 (never) to 4 (daily or almost daily) for frequency as well as
from 0 (none) to 4 (extreme) for intensity. The possible range of
total scores is between 0 and 136. A symptom was deemed to
be evident if the frequency score was at least 1 and the intensity
score at least 2. In the present sample, Cronbach’s alpha was
79.

Global functioning. The Children’s Global Assessment
Scale (CGAS; Shaffer et al., 1983) was used to rate the par-
ticipants’ global functioning. The CGAS score can range from
0 to 100, with higher scores indicating better functioning. The
scale has demonstrated good interrater and test-retest reliabil-
ity (Shaffer et al., 1983). For the present study, the CGAS was
administered by trained and blinded raters.

Depression. We assessed symptoms of depression using
the German version (Stiensmeier-Pelster, Schiirmann, & Duda,
2000) of the self-report Children’s Depression Inventory (CDI;
Kovacs, 1985). Participants are asked to rate their mood with
respect to 26 items, each comprising three statements, that are
coded as 0, 1, or 2. According to the norm table, a total score
of 18 or higher is deemed to be critical. In the present sample,
the CDI showed good reliability, Cronbach’s a = .89.

Anxiety. The Screen for Child Anxiety-Related Emotional
Disorders (SCARED; Birmaher et al., 1999) is a 41-item self-
report measure for children and adolescents aged between 8
and 18 years. Symptoms of separation anxiety, panic disorder,
generalized anxiety disorder, and school refusal are rated on a
3-point Likert scale ranging from 0 (not true) to 2 (very true). A
total score of 25 or higher indicates a probable anxiety disorder.
Reliability in the present study was good, Cronbach’s o = .92.
In addition to participants’ self-report assessments, caregivers
completed the SCARED as a proxy report of children’s anxiety
symptoms.

Quality of life. Participants’ quality of life was assessed
using the Inventory of Quality of Life in Children (ILK; Mattejat
& Remschmidt, 2006) both via self-report and caregiver report.
The measure asks respondents to rate several domains of life
using a 5-point Likert scale with higher scores indicating poorer
quality of life. In the present sample, internal consistency was
satisfactory, Cronbach’s o = .86.

Child behavior. Caregivers completed the Child Behavior
Checklist for children aged 4-18 years (CBCL/4-18; Achen-
bach, 1991) in order to rate a wide range of participant symp-
toms. Responses are rated using a 3-point Likert scale ranging
from O (never) to 2 (often). A total score and separate scores
for internalizing and externalizing behaviors can be computed.
In the present sample, reliability was good, Cronbach’s as =
.86—.94.

Data Analysis

For all analyses, we used SPSS (Version 25) for Windows.
We replaced missing values in item scores with the respondent’s
mean value for the other items of the respective scale if fewer
than 25% of the values were missing (Goldbeck et al., 2016).
All analyses were completer analyses. The sample (N = 137)
was divided according to the index event (i.e., traumatic loss,
SA, or PV). A post hoc power analysis revealed that our sample
size would allow us to observe moderate effects (i.e., d = 0.50)
with a statistical power of .90 if we tested for group differences
across three subgroups with an analysis of variance (ANOVA)
and a two-tailed alpha level of .05.

We computed ANOVASs and chi-square tests to compare the
three groups in terms of sample characteristics and psychologi-
cal outcomes at pretreatment, using Tukey post hoc analyses in
the event of signifcant differences. Given the exploratory na-
ture of the analyses, the signifcance level was not adjusted. We
conducted repeated-measures ANOVAs and calculated effect
sizes (Cohen’s d) to examine the effectiveness of the traumatic
loss subgroup with regard to the primary outcome (i.e., PTSS).
On an individual level, we used the critical change derived
from the formula of the reliable change index (RCI; Jacobson
& Truax, 1991), which uses the Cronbach’s alpha value of the
measure (CAPS-CA) to estimate the clinical signifcance of
the primary outcome in treated individuals. According to the
RCI formula, a clinically meaningful change was defned as 14
points or higher on the CAPS-CA. To compare the three groups
in the randomized condition at posttreatment, we analyzed lev-
els of PTSS and depressive symptoms descriptively for each
group and computed pre—post effect sizes (Cohen’s d).

Results
Sample Characteristics

As the descriptive characteristics in Table 1 indicate, most
participants who reported a traumatic loss as their index event
had suffered from the bereavement of a loved one that resulted
from an illness or an accident, followed by loss due to a sudden
death, homicide, or suicide. The majority of participants had
lost a parent (61.9%; n = 13), and about one-third of the sample
had either witnessed the situation during which the person died
or had seen the body of the deceased at a time other than the
funeral. The degree of detail in the assessment of the index event
depended on the age of the participant. An 8-year-old boy, for
example, described his index event as “My daddy made my
mummy dead,” whereas a 16-year-old girl said “When I was
8 years old, my mother died suddenly from a heart attack during
the night. The day before we had a huge fght.” Some reports
were more detailed, such as that from a 16-year-old girl who
said “My sister died last year. I do not know why she died;
my family does not talk about it. Two weeks after she died
a psychologist told me about it. However, I knew before that
something had happened.”
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Table 1
Types of Loss, Relationship to the Deceased, and Witness of
Death or Dead Body

Details of Loss n %
Type of loss®
Illness 5 23.8
Accident 5 23.8
Homicide 4 19.0
Sudden death 4 19.0
Suicide 3 14.3
Relationship to deceased®
Mother 7 31.8
Father 6 27.3
Sibling 4 18.2
Best friend 3 13.6
Grandparent 1 4.5
Aunt 1 4.5
Witness® 7 30.4

Note. *N = 21.°N = 23.

We analyzed the number of participants in the SA and PV
subgroups who indicated that they experienced the loss of a
close person by answering Item 15 (i.e., death of someone close
to you) on the CAPS-CA event checklist in the affrmati ve (i.e.,
happened to me, witnessed it, or learned about if). This resulted
in 29 (49.2%) bereaved participants in the SA group and 27
(49.1%) in the PV group. Descriptive and baseline data for
all trauma groups are given in Table 2. Although participants

Table 2

in the three groups did not differ in terms of age, there was
a signifcant difference in terms of gender; however, post hoc
analyses did not reveal any signifcant gender-specifc results.

Comparison of Baseline Symptom Levels

There were no differences in self-reported depressive and
anxiety symptoms or self- or proxy-reported quality of life
at baseline. However, PTSS and global functioning differed
signifcantly . The Tukey post hoc analysis revealed a signif -
cant difference, with lower CAPS-CA scores in the traumatic
loss group compared to the SA group, p = .048, Tukey post
hoc test = -9.88, 95% CI [-19.70, -0.05]; whereas ratings of
global functioning were signifcantly higher for the traumatic
loss group than for the SA group, p = .023, Tukey post hoc test
=7.42,95% CI [0.85, 13.89]. In addition, caregivers of youths
in the SA group reported that participants were signifcantly
more anxious, p = .023, Tukey post hoc test = 8.81, 95% CI
[1.16, 16.46], and had more internalizing problems, p = .020,
Tukey post hoc test = 5.88, 95% CI [0.65, 11.11], compared to
caregiver reports for the traumatic loss group.

Treatment Outcomes

The RCT subgroup of completers was used to analyze treat-
ment outcomes. The overall dropout rate in this study was
15.1% (n = 21), with 17.4% of dropouts coming from the
traumatic loss group (n = 4), 16.9% from the SA group (n =
10), and 12.7% from the PV group (rn = 7). In the traumatic loss
group, two participants dropped out of each treatment condi-
tion (i.e., TF—CBT and waitlist). In the subgroup of completer

Baseline Descriptive Characteristics and Test Statistics for Age, Gender, and Psychological Symptoms

Sexual Abuse Physical Violence Traumatic Loss Statistical Analysis
Outcome n M SD n M SD n M SD df F X2
Age (years) 59 1271 2.66 55 12091 295 23 13.00 286 2,134  0.12
CAPS-CA 59 6175 1776 55 56.82 1530 23 51.87 18.02 2,134  3.12°
CDI 59  21.78 864 55 1895 1024 23  19.09 953 2,134 1.47
SCARED-self 59 3500 1531 53 3145 1545 23 2713 1565 2,132 228
SCARED-caregiver 58 2781 1414 49 2459 13.01 23 19.00 10.15 2,127 377
ILK-self 58 61.56 16.07 52 6130 1495 22 6258 20.11 2,134  0.50
ILK—caregiver 58 5770 1442 47 60.16 1297 23  61.53 941 2,129  0.86
CBCL/4-18 internalizing 59  22.07 955 52 18.88 8.03 21 16.19 751 2,129 4127
CBCL/4-18 externalizing 59 1851 13.17 52 17.73 1397 21 13.81 874 2,129 1.04
CGAS 58 5495 11.04 49 5802 1047 22 6236 1233 2,126 3.72°
Total n n % n n % n n %
Female participants 59 50 84.7 55 34 61.8 23 16 69.6 2 7.76"

Note. CAPS-CA = Clinician Administered PTSD Scale for Children and Adolescents; CDI = Children’s Depression Inventory; SCARED = Screen for Child Anxiety-
Related Emotional Disorders, ILK = Inventory to Assess Life Quality in Children and Adolescents; CBCL/4-18 = Child Behavior Checklist for Ages 4-18; CGAS =

Children’s Global Assessment Scale.
*p < .05.
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Table 3
Descriptive Characteristics and Effect Sizes for Posttraumatic Stress and Depressive Symptoms for Completers, by Group
TF-CBT Waitlist
CAPS-CA CDI CAPS-CA CDI

Trauma group M SD d M SD d M SD d M SD d
Sexual abuse? 1.51 0.84 0.76 0.13

Tl 61.76 16.22 19.67 8.32 61.17 17.73 22.52 8.03

T2 3040 2451 12.63 8.38 4525 2392 21.30 10.84
Physical violence® 1.42 0.73 0.98 0.37

T1 57.65 18.29 16.91 10.63 56.08 11.98 20.88 9.71

T2 2722 2413 10.32 7.04 3736 24.27 17.16 10.59
Traumatic loss® 1.90 0.32 0.23 0.18

T1 52.43 17.82 14.71 7.30 50.58 16.94 21.67 11.11

T2 16.86 19.52 11.00 14.60 45.17  28.75 19.58 12.23

Note. TF-CBT = trauma-focused cognitive behavioral therapy; CAPS-CA = Clinician Administered PTSD Scale for Children and Adolescents; CDI = Children’s

Depression Inventory; T1 = Time 1 (baseline); T2 = Time 2 (follow-up).

ATF-CBT: n = 25, waitlist: n = 24; ° TF-CBT: n = 23, waitlist: n = 25; “TF-CBT: n = 7, waitlist: n = 12.

traumatic loss cases (n = 19), the repeated measures ANOVA
comparing TF—-CBT with waitlist showed a signifcant reduc-
tion in PTSS, F(1, 17) = 13.46, p = .002. The between-group
effect size was very large, d = 1.69. The majority (85.7%, n
= 6) of treated cases did not meet DSM-1V criteria for PTSD
posttreatment. We observed a clinically meaningful change in
CAPS-CA score in fv e out of seven treated cases (71.4%). We
did not detect a clinically meaningful deterioration in any of
the treated traumatic loss cases.

To examine the development of symptom levels from base-
line to follow-up, we have presented the results for the TF-CBT
and waitlist groups separately in Table 3. As shown, the effect
sizes for PTSS symptom reduction in TF—~CBT were large in
all three subgroups. There was no signifcant group difference
for PTSS, F(2, 52) = 0.88, p = .419 at follow-up between our
subgroups in TF—CBT. In the waitlist group, effect sizes for
PTSS reduction were small for participants after a traumatic
loss, whereas reductions after SA and PV showed large effect
sizes. Accordingly, PTSS in the three subgroups no longer dif-
fered signifcantly at follow-up in the waitlist group, F(2, 58)
=(0.73, p = .488. Regarding depressive symptoms, effect sizes
were small for the traumatic loss group in TF—CBT and for all
three subgroups in the waitlist condition and large for the SA
and PV group after treatment.

Discussion

In this exploratory secondary analysis, we studied TF—-CBT
versus waitlist for children enrolled in an RCT who had ex-
perienced traumatic losses. We analyzed their levels of psy-
chological symptoms and treatment outcomes in comparison to
participants who reported other index events (i.e., SA or PV).
As predicted, after a traumatic loss, children reported lower

levels of PTSS than the comparison groups. Contrary to our
hypothesis, we did not detect differences in self-reported de-
pressive symptoms. Furthermore, we found higher levels of
clinician-rated global functioning in the traumatic loss group.
Caregivers reported lower levels of anxiety and internalizing
symptoms in children in the traumatic loss group compared to
caregiver reports for the SA group. A subgroup RCT (TF-CBT
vs. waitlist) for PTSS after traumatic loss showed a signif -
cant effect for the treatment and a high between-group effect
size. This is in line with our second hypothesis, which was that
participants in the loss subgroup would improve after receiving
TF-CBT. The comparison of symptom change trajectories indi-
cated a decline in PTSS after TF—CBT for all groups regardless
of the index event. In the waitlist condition, however, partici-
pants in the traumatic loss group did not improve according to
the effect size, whereas participants with SA- and PV-related
PTSD showed improvement in their levels of PTSS while on
the waitlist.

Half of the participants in the two comparison groups re-
ported being bereaved according to the endorsement of this
item in the CAPS-CA life events checklist. Although this is a
high number, given that 22.4% of a representative Swiss sample
reported having heard of a serious injury or violent death of a
close one (Landolt et al., 2013), it is clear that children and
adolescents have a high risk of being confronted with the death
of a loved one. When interpreting the high number of losses
in the comparison groups, it is important to keep in mind that
participants could have reported the death of a grandparent,
schoolmate, or any relative—additional information that was
not assessed on the CAPS-CA unless it was the index event.
Furthermore, except for cases in which traumatic loss was re-
ported as the index event, we do not know about the impact the
losses had on participants, as symptoms of PTSD were assessed

Journal of Traumatic Stress DOI 10.1002/jts. Published on behalf of the International Society for Traumatic Stress Studies.

A °€ “0T0T “86S9ELST

:sdpy woiy papeo;

ASUAI] SUOWIWIO)) 2ANEAI) d[qedtjdde ay) Aq pauraA0S a1k sa[anIe V() (ash Jo sa[n 10§ AIeIqrT duluQ) AJ[IA\ UO (SUOTIPUOD-PUE-SULIA}/ W00 AA[1m ATRIQI[AUI[UO//:8d)Y) SUONIPUO.) PUE SULIAT, AU} 39S "[970Z/90/€0] U0 Areiqr auruQ A3[iA “So[ouyoa ] JO AMusu[ uInsap Aq 66522 SH/Z001°01/10p/wod Aa[im',



214 Unterhitzenberger, Sachser, & Rosner

with regard to the index event in the interview and not to all
experienced events.

A closer look at the characteristics of the losses described
in this sample reveals several risk factors for various mental
health complaints, such as the loss of a parent (i.e., kinship;
Brown et al., 2008), traumatic or sudden death (i.e., type of
loss; Brent, Melham, Donnohoe, & Walker, 2009), or witness-
ing the death or the dead body (Melhem, Walker, Moritz, &
Brent, 2008). In particular, the latter two factors can be defned
as traumatic experiences and may explain why these youths
found their way into an RCT for PTSD. We believe that these
losses can be characterized as traumatic due to their charac-
teristics and the levels of PTSS in our bereaved participants.
There is evidence suggesting that the conditional probability
for PTSD diagnosis in youth is highest after interpersonal vio-
lence (Landolt et al., 2013; McLaughlin et al., 2013). However,
there is a lack of data analyzing the severity of PTSS in youths
affected by interpersonal violence in comparison to other trau-
matic events, thus making it diffcult to collate our fndings.
Nevertheless, our results point in the same direction as those
reported by Grassetti and colleagues (2015), where participants
who focused their narrative on trauma reported signifcantly
more PTSS than those who focused on grief. Of course, the
narrative focus in the therapy and the index event reported in
the assessment are rarely comparable. However, the trend is the
same. A young patient who felt most distressed by an interper-
sonal violent traumatic event will likely display higher levels
of PTSS than a patient who was most distressed by the loss
of a loved one, as seen in our study. A patient who focuses
on a certain traumatic event in the trauma narrative will do so
because they feel impaired by the symptoms related to this ex-
perience (Grassetti et al., 2015). The strength of the study by
Grassetti et al. lies in the fact that, in addition to PTSS, the
authors measured symptoms of maladaptive grief. This was not
done in our study and constitutes a major limitation regarding
the interpretation of our results.

Caregiver reports indicated that participants’ internalizing
symptom levels were higher for children with PTSD after SA
than after a traumatic loss. This is in accordance with the pilot
study mentioned earlier in which youth whose narratives had
a trauma focus recorded signifcantly higher depressive scores
than youth with a grief focus (Grassetti et al., 2015). How-
ever, we did not detect those differences regarding self-reported
depressive symptoms. Caregiver-reported internalizing symp-
tomatology is to be interpreted with caution as cross-informant
agreement is often low (e.g., Hicks White, & Snyder, 2018).
As the CBCL internalizing scale used in the present study in-
cludes inter alia items on anxiety, this difference could be due
to the higher anxiety symptoms caregivers also reported on
the SCARED. The differences allow interpretations in different
directions. On one hand, the expectation might be that PTSD
after SA is related more closely to anxiety, as trauma reminders
trigger emotions like fear or panic—reactions that might be less
prominent in situations of loss. On the other hand, children who
have experienced a traumatic loss might suffer from a higher

level of separation anxiety and, therefore, display high levels of
anxiety symptoms. Given that we analyzed a clinically referred
sample from a psychotherapeutic RCT and that the sample sizes
in the subgroup analyses were small, we emphasize that our re-
sults regarding differences in the pretreatment symptom levels
are not representative.

In the original RCT, pre—post effect sizes were large (Gold-
beck et al., 2016), and, in the present study, we observed the
same trend in all three subgroups after TF—CBT. In addition, the
waitlist effect sizes were large in the original study (Goldbeck
et al., 2016). In our subgroup analyses, this was confrmed
for the SA and PV groups, but, in contrast, the loss group
yielded only small effect sizes while on the waitlist. It is possi-
ble that repeated PTSS assessments for waitlist participants are
comparable to repeated exposure, decreasing avoidance and,
therefore, PTSS. Boddez (2018) refers to Solomon and Corbit
(1974) when he connects the behavior of bereaved persons af-
ter a long-lasting relationship to craving that is “fairly resistant
to extinction treatment” (Boddez, 2018, p. 25). Consequently,
we can assume that grief likely does not habituate in the same
manner as anxiety, and PTSS after a traumatic loss might be
more closely associated with grief. The trajectories of grief
reactions differ from individual to individual (Melhem, Porta,
Shamseddeen, Walker Payne, & Brent, 2011). This is why the
long-term monitoring of children after traumatic losses seems
particularly necessary. Furthermore, although the expectation
of receiving evidence-based treatment can cause hope and im-
prove symptoms in some participants, this effect may be less
pronounced for bereaved individuals as the actual loss remains
evident while they await treatment.

When they were offered TF—CBT, however, participants in
the traumatic loss group improved comparably to children in the
other trauma groups even though they started with lower levels
of PTSS. The overall dropout rate in our sample of approxi-
mately 15% was the same as in the original RCT (Goldbeck
et al., 2016), and dropouts were spread evenly over the three
subgroups. However, participants who had experienced trau-
matic loss were not randomized evenly to TF—CBT or waitlist
(i.e., more youth in this group were assigned the waitlist con-
dition) nor in terms of depressive symptom scores. Had these
both occurred in a more balanced fashion, the results might
have been signifcant for depressive symptoms as well. The
subgroup RCT with traumatic loss cases displayed higher ef-
fect sizes than those found in the original RCT (Goldbeck et al.,
2016). The small sample size and the completer analysis are to
be kept in mind when interpreting the effect size. Nonethe-
less, this was the frst evaluation of the effcacy of TF—-CBT
for children after traumatic loss in a small but controlled man-
ner, and it confrms the positive fndings from TF—CBT for
CTG pilot studies (Cohen et al., 2004, 2006). This small-scale
RCT provides initial evidence that trauma-focused psychother-
apy can be effective in reducing PTSS in children who suffer
from exposure to traumatic losses. As noted earlier, bereaved
children are often found in PTSD trials. It seems notewor-
thy that for this population, modularized treatment approaches
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that allow for combined treatment for trauma exposure and
grief exist, such as TF-CBT for CTG (Cohen et al., 2017) or
TGCT-A (Layne et al., 2002), which can add to a PTSD-only
treatment.

This study had a number of limitations. First, we conducted a
secondary analysis with subgroups according to their reported
index event. The mean number of traumatic event types re-
ported in the RCT was six (Goldbeck et al., 2016). Therefore,
we cannot assume that we analyzed distinct groups with respect
to trauma, and we found some overlap in the trauma groups
concerning loss experiences. But this seems to be a standard
problem encountered in trauma research with children and ado-
lescents. A number of traumatized youth present with multiple
traumatic experiences (e.g., Diehle, Opmeer, Boer, Mannar-
ino, & Lindauer, 2015; Landolt et al., 2013), especially in a
clinically referred sample such as the one we analyzed. Con-
sequently, we need to assess an index event in order to choose
a path for trauma confrontation. We believe that this limitation
could constitute a strength for our study as well. We observed
signifcant differences in symptom levels and trajectories be-
tween the groups despite an overlap in traumatic experiences.
This increases the ecological validity of our fndings; after all,
the impact of a certain traumatic event is a very individual reac-
tion and the ensuing reactions depend on several factors, such
as previous traumatic experiences, gender, or social support
(Trickey, Siddaway, Meiser-Stedman, Serpell, & Field, 2012).
Hence, the subjective judgment of an index event seems ap-
propriate rather than an objective of the “worst” experience or
whether a loss was traumatic. Second, the traumatic loss group
was considerably smaller than the other two groups, thus reduc-
ing the validity of our results. Furthermore, the group was not
evenly distributed to TF—CBT and waitlist conditions. Third,
we analyzed data from a clinically referred sample included in
an RCT, which are far from being representative. The overall
sample size and the modest statistical power add to the caveat
that results should be interpreted cautiously. Fourth, the lon-
gitudinal data for children after loss were reported for a very
small subsample only. Symptom changes were interpreted de-
scriptively based on effect sizes. Therefore, caution needs to
be exercised when drawing any conclusions. Finally, we can
only provide information about children with PTSD after trau-
matic losses but not about their grief symptoms as no grief
measure was applied in the original RCT. We believe that this
is a major limitation of our study. However, with new measures
being validated for children and adolescents (e.g., Kaplow et al.,
2018), future trials for traumatized children should be able to
include screening for maladaptive grief symptoms, as the odds
are high that bereaved participants will fnd their way into PTSD
treatments.

This exploratory secondary analysis revealed some interest-
ing preliminary fndings on the psychological symptom levels
of children with PTSD after traumatic losses, on the effective-
ness of TF—CBT for these participants, and on participant symp-
tom development. Symptoms of posttraumatic stress are only
one aspect of possible reactions in bereaved children; however,

they are not rare. More research is needed to fully understand
when and why certain traumatic experiences are estimated as
index events in the light of a history of multiple trauma types. In
addition, research on possible differences in symptom severity
and treatment outcome of different trauma groups, especially in
light of already evaluated treatment approaches like TF—CBT,
are necessary.
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