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Abstract
Trauma-Focused Cognitive-Behavioral Therapy (TF-CBT) is a frontline intervention for post-
traumatic stress disorder (PTSD) symptoms among maltreated children. Research suggests that
active caregiver participation predicts positive treatment outcomes, but these studies are often
based on the perception of the caregiver. Youth perceptions of the caregiver as a source of support
whomight help confront distressing memories (i.e., attachment security) and how they relate to TF-
CBT treatment are unexplored. This paper uses data from a small randomized controlled feasibility
trial of TF-CBT to conduct a pilot examination of whether (a) attachment security may improve
through the course of TF-CBT, and (b) pre-treatment attachment security predicts response to TF-
CBT for the amelioration of posttraumatic stress. Results favored the conclusion that those
beginning treatment with attachment insecurity may demonstrate improvement for this outcome
by the end of treatment (n = 8; t = 3.3, p = .013, Cohen’s d = 1.17). However, although significant
improvements were found over the course of treatment for PTSD, there was no evidence that pre-
treatment attachment security predicted PTSD outcome (n = 29; ΔR2 < .01, ΔF(1,26) = .001, p =
.969). The limitations of the current pilot study are discussed, as well as directions for future
research.
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In 2018, there were 678,000 newly confirmed cases of child maltreatment in the United States (U.S.
Department of Health & Human Services, 2020). With regard to lifetime prevalence, global es-
timates indicate that nearly 12.7% of youth experience sexual abuse and 22.6% of youth experience
physical abuse before the age of 18 (Stoltenborgh et al., 2015). These rates clearly demonstrate the
pervasiveness of child maltreatment across the United States and internationally. Unfortunately for
children who have had these experiences, child maltreatment has been described as one of the
biggest threats to normative child development and adaptation (Cicchetti, 2013) due to its far-
reaching negative impact on various domains of childhood functioning, including attachment
security and psychopathology (Cicchetti & Toth, 2016).

One of the most common psychopathological concerns following child maltreatment is Post-
traumatic Stress Disorder (PTSD; Finkelhor, 2008; Whitbeck et al., 2007). PTSD is a psychiatric
condition that includes four primary symptom clusters – intrusive thoughts or memories of the
traumatic event(s); avoidance of stimuli associated with the traumatic event(s); negative alterations
in cognitions and mood associated with the traumatic event(s); and alterations in physiological
arousal and reactivity (American Psychiatric Association, 2013). For youth who have experienced
child abuse, PTSD is not only prevalent, but also fairly stable with one study reporting that 32.7% of
abused youth continued to meet full diagnostic criteria for PTSD 2 years later (Famularo et al.,
1996).

Given the prevalence and stability of PTSD in children who have experienced abuse, identifying
and implementing effective mental health treatments that can reduce PTSD symptoms is critical.
Trauma-Focused Cognitive-Behavioral Therapy (TF-CBT; Cohen et al., 2017) is one of the most
widely disseminated and implemented interventions designed to reduce posttraumatic stress
symptoms in children and adolescents aged 3–17 years (Allen et al., 2012). Following 25 years of
research, including rigorous randomized controlled trials, TF-CBT is regarded as the most well-
established evidence-based treatment for reducing posttraumatic stress symptoms among youth who
have experienced various types of trauma, including child abuse. Furthermore, it is more effective in
reducing these symptoms than rapport-focused treatments (Dorsey et al., 2017). TF-CBT is a
structured, components-based protocol broken into three different phases incorporating common
CBT techniques such as coping skills training and psychoeducation, as well as in vivo and imaginal
exposure. The purpose of these exposure exercises is to desensitize children to reminders,
memories, and physical stimuli associated with their abusive experiences. The gradual exposure
process culminates in the construction of a trauma narrative detailing the past traumatic experi-
ence(s) and restructuring of maladaptive cognitions.

Caregivers are active participants in standard TF-CBT delivery. Clinicians teach behavior
management skills to encourage the re-establishment of appropriate limits, provide psycho-
education to improve the caregiver’s understanding of the youth’s experiences and presenting
concerns, and teach the caregiver to implement the same coping skills being learned by the youth.
Later in treatment the clinician shares the youth’s narrative with the caregiver in parallel sessions to
allow the caregiver to process their own thoughts and feelings regarding the child’s experiences.
Once these tasks are completed, the clinician facilitates a conjoint session where the youth directly
shares the narrative with the caregiver, who is encouraged by the clinician to remain supportive and
empathic.

Early research suggested the involvement of a non-offending caregiver in TF-CBT enhanced
treatment outcomes for youth (Deblinger et al., 1996), presumably because of the caregiver’s ability
to reinforce the use of learned skills in the home and to provide a support network as the youth
participated in potentially stress-inducing exposure exercises (see Brown et al., 2020, for a dis-
cussion). Indeed, there is evidence that greater levels of caregiver support at pre-treatment may
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result in enhanced outcomes measured at post-treatment (Cohen & Mannarino, 2000). Studies
seeking to determine caregiver factors that might predict greater levels of engagement and support
have generally focused on cognitions and coping skills. For instance, multiple studies have linked a
caregiver’s maladaptive cognitions (e.g., blaming the youth) and more severe emotional reactions to
less improvement through the course of TF-CBT (e.g., Cohen & Mannarino, 1993; Yasinski et al.,
2016). Data shows that these mediating factors may improve throughout the course of TF-CBT, and
could yield better odds of improvement for the youth (Cohen & Mannarino, 1996; Tutus et al.,
2019).

Even though the mental health outcomes for the child are the variable of interest in these studies,
assessment of caregiver-related factors relies almost exclusively on caregiver-report. However, the
youth’s willingness to engage with the caregiver and share the events of a traumatic experience may
rest largely on the youth’s perception of the caregiver as a source of support. Salloum et al. (2015)
conducted qualitative interviews with caregivers and youth following completion of TF-CBT and
found that, while caregivers overwhelmingly found the conjoint parent-youth sessions to be the
most helpful aspects of treatment (82.4%), only 43.8% of the youth agreed. Although the youth may
simply find a discussion of their traumatic experiences with a caregiver uncomfortable, it is also
plausible that many youth have difficulty trusting their caregiver and/or are not used to discussing
such serious topics with the caregiver. Investigating this possibility may help determine the youth
for whom caregiver participation is most helpful.

Much of the work examining youths’ perceptions of caregivers comes from the field of at-
tachment research. Ainsworth used the term “secure” to refer to the stress-induced approach and
proximity-seeking behavior of infants who seemingly view the caregiver as a source of support and
comfort (Ainsworth et al., 1978/2015). As the field of attachment research began to examine older
children, the focus shifted to the cognitive perceptions, or internal working models, the youth holds
of the caregiver, but the conceptualization of attachment security remained. As with observable
behavior, secure working models of the caregiver are believed to develop through a history of
supportive caregiving (Waters & Waters, 2006) and studies have demonstrated that youth receiving
more supportive forms of caregiving are more likely to develop secure perceptions of caregivers
(Brumariu et al., 2018; Matias et al., 2014). However, insecurity suggests that youth are unsure of a
caregiver’s response to support-seeking behavior and/or do not view caregivers as significant
sources of support; attachment insecurity is linked to a host of emotional and behavioral concerns
(Brumariu & Kerns, 2010; Madigan et al., 2016).

It is important to note that internal working models are considered both stable and subject to
revision based on feedback. As such, attachment security may improve with a repeated or significant
experience of the caregiver providing appropriate support. For instance, Waters and colleagues
(2019) followed 157 children, aged approximately 11 years, and assessed attachment security four
times over the course of a 3-year span. They connected improvements in attachment security over
time to the more frequent experience of mildly stressful events. Although they did not report on the
behaviors of parents in response to these situations, one potential hypothesis is that such events
provided more experience with the implementation of specific aspects of working models (i.e.,
methods for obtaining caregiver support), which were refined and strengthened by a reliable and
effective response from a caregiver. Indeed, studies demonstrate that sensitive and supportive
caregiving during the middle childhood years improves attachment security toward the caregiver
(Brumariu et al., 2018; Koehn & Kerns, 2018).

Treatment efforts to improve attachment security have largely focused on the first 3 years of life,
and typically target the improvement of a caregiver’s sensitivity to a child’s cues. Many of these
efforts have proven fruitful and helped establish attachment-based interventions as frontline
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treatments in the infant mental health field (e.g., Bernard et al., 2012; Cicchetti et al., 2006).
Attachment-based interventions with school-age children are nearly absent in the empirical lit-
erature and those focused on adolescents typically aim to treat clinical concerns, such as depression
(Diamond et al., 2010) or self-harm (Rossouw& Fonagy, 2012). This leaves a relative absence in the
clinical trial literature on how to improve attachment security among youth beyond the infancy to
preschool years, although there is evidence that social learning/cognitive-behavioral models of
treatment may foster more sensitive and responsive caregivers among school-age children, which
may later yield improved security (O’Connor et al., 2013; Timmer et al., 2006; see also Allen et al.,
2014 for a discussion).

Theoretically, improving attachment security in middle childhood and adolescence may be aided
by a treatment that provides the youth with the experience of a supportive caregiver under moments
of distress (Bosmans et al., 2016). The treatment of clinical conditions commonly addressed through
exposure-based methods, such as TF-CBT for PTSD, may provide an excellent opportunity to test
this proposition. The only identified study examining this potentiality provided either TF-CBT and
parenting classes or parenting classes alone to a sample of pregnant adolescents either diagnosed
with PTSD or classified as having an unresolved state of mind on the adolescent version of the Adult
Attachment Interview (AAI; Madigan et al., 2015). No differences were found on AAI classification
between the two groups over time, but caregivers were not involved in the treatment programs and
state of mind on the AAI is generally viewed as a construct distinct from attachment security.

Alternatively, it has been proposed that greater attachment security may serve to improve the
effectiveness of a given treatment program. In essence, youth who believe they can rely on a
caregiver for support may be more likely to engage in stressful or difficult aspects of psycho-
therapeutic work (Bosmans, 2016). Only one published clinical trial was identified that tested this
possibility.Wolczak et al. (2017) examined 69 children between the ages of 7 and 13 diagnosed with
an anxiety disorder who received a form of cognitive-behavioral therapy (CBT). Pre-treatment
attachment security, using both self-report and interview methods, was not found to differ between
those who did and did not respond well to treatment. The study was limited by the fact that the type
of anxiety disorders of the children was quite heterogeneous and the interventions used were
similarly of significant diversity, with the caregiver not being actively involved in several cases.

The current study serves as a pilot examination of attachment security as an outcome of and a
predictor of response to TF-CBT as a treatment for PTSD. In addition, the current study addresses
some of the shortcomings of these previous analyses by ensuring that (a) caregivers were actively
involved throughout treatment in each case, (b) the standard TF-CBT protocol was provided to each
participant, and (c) that all participants presented with the same clinical condition (i.e., PTSD). Two
hypotheses were made. First, it was hypothesized that children displaying insecurity at the be-
ginning of treatment would exhibit improved attachment security at the end of treatment. This is
based on the idea that having a caregiver participate alongside the youth in an intervention that
necessitates confronting and processing stress-inducing stimuli (i.e., memories of trauma, physical
reminders of trauma in the environment) will enhance the youth’s perception of that caregiver as
supportive. Second, it was hypothesized that pre-treatment attachment security would predict a
greater improvement in posttraumatic stress symptoms at the end of treatment. This hypothesis was
developed on the theoretical basis that greater attachment security may aid the youth’s engagement
with stress-inducing treatment activities.
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Method

Sample

Participants were recruited from a hospital-based outpatient clinic serving youth who experienced
various forms of maltreatment. A total of 54 potential participants met inclusion criteria, including
(a) youth between the ages of 6 and 17, (b) a caregiver willing to be a part of treatment, (c) youth
experienced sexual abuse, physical abuse, and/or witnessed domestic violence, and (d) the caregiver
provided a qualifying score on the UCLA PTSD Reaction Index (≥32; see below). Potential
participants were approached about participating in a randomized controlled feasibility trial ex-
amining whether animal-assisted therapy (AAT) as an adjunctive intervention might enhance the
effects of TF-CBT. A total of 33 youth and their caregivers agreed to participate and, using a blocked
randomization procedure balancing for age and gender, were assigned to receive either standard TF-
CBTor TF-CBT + AAT. Across conditions, youth averaged 11.8 years of age (SD = 3.1), the sample
was diverse (Caucasian = 63.6%; Female = 66%), and the majority had an index trauma of sexual
abuse (n = 63.6%) although physical abuse (24%) and witnessing inter-partner violence (12%) were
also represented. For the purposes of the current analyses, all data are considered together as there
were no significant differences between the two treatment groups related to posttraumatic stress
outcomes. Results of all between groups analyses and more detailed demographic and method-
ological information are provided in Allen et al. (2022).

Procedures

Following assignment to condition, one of two participating clinicians certified in the delivery of
TF-CBTwas assigned to the case at random. The TF-CBT protocol was the standard 12-session,
90-minutes per session version implemented in most clinical trials of the intervention. Caregivers
were actively involved in each session. Clinicians completed fidelity checklists after the com-
pletion of each session and met with the project’s principal investigator (first author) on a bi-
weekly basis for consultation. Data on clinical symptoms (see below) were collected at baseline
(time 1), during the fifth session (time 2), during the ninth session (time 3), and at post-treatment
(time 4) by research assistants who were blinded to participant condition. Four cases dropped out
of treatment before reaching Time 2 and are not included here. Analyses failed to identify any
clinical or demographic factor predictive of dropout. For participants who failed to complete
treatment after reaching Time 2 (i.e., four cases), their last observation was carried forward
(LOCF) and considered their post-treatment score (n = 29). Assessment of attachment security
occurred only at Time 1 and Time 4 (n = 24). This study was approved by an applicable In-
stitutional Review Board and adhered to CONSORT guidelines for clinical trials (see Allen et al.,
(2022), for more information, including the CONSORT diagram of participant recruitment and
assignment).

Measures

UCLA PTSD Reaction Index for DSM-5. The UCLA (Pynoos & Steinberg, 2014) is an assessment
comprised of two parts. The first is a trauma screen that queries youth and caregivers as to whether
the youth has experienced various potentially traumatic events in a yes/no format. If respondent(s)
endorse more than one trauma, the interviewer asks them to identify the most concerning one in
order to complete the second part of the assessment. This trauma serves as the anchor for answering
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the second part of the assessment throughout the youth’s participation in this study and was the
focus of exposure exercises during the study. Once the index trauma is identified, the interviewer
asks 27 questions that assess the youth’s experience of posttraumatic stress symptoms over the past
month using a frequency scale ranging from 0 (Never) to 4 (Most Days). Responses were summed to
compute a total PTSD symptom scale score. For the current study, a clinical cutoff score of 32 was
used to identify eligible study participants. This differs from the recommended clinical cutoff of 35
(Pynoos & Steinberg, 2014) so as to include sub-threshold cases of significant concern. This
measure has parallel youth and caregiver-report forms. The caregiver version was the primary
outcome and the youth self-report version was a secondary outcome given that children as young as
6 years old were included and the validity of the self-report version is not established for 6-year-
olds. Both versions were administered at each of the four assessment time points. Psychometric
analyses of the UCLA typically demonstrate excellent validity and reliability for both forms
(Kaplow, et al., 2020; Steinberg et al., 2013). Internal consistency across all administrations of this
study was excellent for both caregiver report (α = .92) and youth self-report (α = .90).

Security Scale (SS). The SS (Kerns et al., 1996) is a 15-item measure developed to assess youth self-
reported attachment security. The respondent is presented with a series of questions where two
different anchors are presented to the child with the goal of normalizing both options. For instance,
“Some kids go to their momwhen they are upset, but other kids do not go to their momwhen upset.”
After selecting which option best represents themselves, youth are asked whether that option is
“Sort of True” or “Really True” for them. This yields a total of four response options corresponding
to a 4-point scale. The scores are averaged across all items to yield a total score (potential range 1–4),
with higher scores indicative of attachment security. The reliability and validity of the SS has been
demonstrated across a number of studies (Brumariu et al., 2018; Venta et al., 2014). Internal
reliability estimates from the current study were α = .83 at pre-treatment (n = 33) and α = .74 at post-
treatment (n = 24).

Data Analysis

Changes in attachment security from the beginning to the end of treatment were examined through
the use of paired samples t-tests. Analyses examining the potential ability of attachment security to
predict clinical outcomes employed hierarchical linear regression. Pre-treatment score of the given
outcome (i.e., caregiver-reported PTS, self-reported PTS) was entered as a co-variate in the first step
before attachment security was entered in the second step to predict the post-treatment score.
Appropriate effect sizes are reported in each instance.

Results

Attachment Security as an Outcome

Initial analyses using the full sample for whom data were available using the Security Scale (i.e.,
Time 1 and Time 4 assessments completed, n = 25) showed a non-significant change in mean score
for attachment security from 2.91 (SD = .60) at the beginning of treatment to 2.84 (SD = .50) at the
end of treatment (t = .547, p = .59). Noting that these results suggest a large proportion of the sample
reported a relatively high score on the scale of attachment security at pre-treatment, it was decided to
restrict scores to only those cases where the potential for appreciable improvement was present.
Given that the SS is a developmental measure and not a clinical one, no clinical cutoffs are available.
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However, in their initial validation study, Kerns et al. (1996) used a procedure similar to that of Park
& Waters 1989) and Teti & Ablard (1989) where they identified the bottom one-third of the
distribution as “insecure.”Using their normative data they identified a cut point of 2.94 for boys and
2.68 for girls. Although the data involved here were clinical, these proposed cut points demarcated
slightly less than one-third of the current sample (n = 8) and were used to examine change in
security. The pre-treatment mean of 2.22 (SD = .36) improved to a post-treatment mean of 2.72 (SD
= .6), a statistically significant difference that was of a large effect (t = 3.3, p = .013, Cohen’s d =
1.17).

Attachment Security as a Predictor of Treatment Response

All cases (n = 29) were utilized to examine caregiver-reported change of youth posttraumatic stress.
Caregiver-reported posttraumatic stress improved significantly over the course of treatment (R2 =
.43, F(1,27) = 20.4, p < .001), but the addition of pre-treatment attachment security did not
contribute to the prediction of post-treatment score (ΔR2 < .01, ΔF(1,26) = .001, p = .969).

Youth reporting significant pre-treatment posttraumatic stress (n = 23) were then examined to
determine the potential impact of attachment security on youth-reported outcome. As before, while
treatment appeared highly successful (R2 = .23, F(1,21) = 6.29, p = .02), the addition of pre-
treatment attachment security to the model was not significant (ΔR2 = .02, ΔF(1,20) = .451, p =
.509).

Discussion

Attachment security is described as a critical feature of child development (Ainsworth et al., 1978/
2015) with direct relevance to the onset and maintenance of various forms of psychopathology
(Madigan et al., 2016), making it a potentially valuable target to engage during the course of
psychological treatment. Given the prevalence of child maltreatment and its relation to both at-
tachment insecurity (Cyr et al., 2010) and PTSD (Alisic et al., 2014), this study pilot tested whether
a well-established treatment for PTSD improved attachment security and whether attachment
security predicted improvements in PTSD symptom severity at the end of treatment.

The obtained evidence supported the first hypothesis that attachment security would improve
over the course of treatment. For those participants reporting a relatively low score for attachment
security at the beginning of treatment, significant and large improvements were observed. These
data provide some support for the theoretical postulation that improvement of attachment security
may occur when a supportive caregiver is involved in a treatment protocol that provides some level
of discomfort for a child (e.g., exposure therapy; Bosmans et al., (2016). However, it must be
stressed that these data were obtained from a small sample as only 8 participants in the current trial
were included in this particular analysis. Nonetheless, the very large size of the effect observed is
encouraging and suggests that this may be a fruitful avenue to explore for the identification of
interventions to improve attachment security among youth.

The second hypothesis of this pilot study was not supported; there was no evidence that pre-
treatment attachment security improved outcomes for youth posttraumatic stress symptoms. On the
one hand this is an encouraging finding, as it suggests that youth with PTSD may benefit from an
exposure therapy, such as TF-CBT, regardless of whether the caregiver is viewed as supportive.
Indeed, the hypothesized mechanism of change for such an intervention, drawing largely on the
behavioral principle of extinguishing a conditioned response through repeated exposure to the
conditioned stimulus, is expected to function regardless of any form of social support. On the other
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hand, this finding suggests that attachment security at the initiation of treatment is not particularly
important for the clinical outcome, such as PTSD, and confirms the findings ofWalczak et al. (2017)
that pre-treatment attachment security did not predict the effectiveness of CBT for the treatment of
anxiety disorders. It may rightly be argued that the study examining this hypothesis was under-
powered, as it included 29 participants for the caregiver-reported outcome and 23 participants when
examining youth self-reported PTSD. However, the effect sizes observed in these two analyses were
extremely small and, assuming the size of effect remains fairly stable with a larger sample, the
clinical utility of a statistically significant finding would be questionable.

As mentioned previously, a rather significant limitation of this study was the small sample size.
However, it is generally considered suitable for pilot work of this nature to include a relatively small
number of participants to determine whether larger, more expensive trials are indicated. Another
limitation was that childhood sexual abuse constituted the primary form of child maltreatment
represented in this trial (64% of cases). While sexual abuse status did not moderate treatment
outcomes (see Allen et al. (2022)), results may not generalize across all forms of child maltreatment.
Similarly, the vast majority of caregivers involved in the study were female (91%) and it is unclear
how the results may be applied to cases of male caregivers.

These limitations notwithstanding, the current pilot study did have several strengths. First, the
study employed both caregiver and youth self-report of the clinical outcomes. Second, caregivers
were involved in every treatment session for every case, a necessary feature for determining whether
attachment security impacts treatment outcome. Third, all participants presented with the same
clinical condition (i.e., PTSD) and received the same intervention (i.e., TF-CBT) implemented with
fidelity. Lastly, the measures employed were widely utilized and well-validated for the constructs
being assessed.

The current study does support the proposition that identifying interventions for improving
attachment security among school-aged children and adolescents may benefit from exploring
protocols that yield the opportunity for caregivers to support youth through challenging experi-
ences. This may include exposure-based interventions, such as TF-CBT, or through discussions
about emotionally-charged topics or memories, as suggested by Bosmans et al., (2016). In addition,
this pilot study suggests that the current attention being paid to the identification of factors predictive
of response to trauma-focused interventions may find little of value in exploring attachment security
as a predictor of response. However, the change seen in attachment security seen in the current pilot
suggests the potential of attachment security as a potential mechanism of change. In this view, those
beginning treatment with attachment insecurity may see reductions in PTSD symptoms because of
improved attachment security that occurs over the course of treatment. Theoretically, the argument
can be made that improving attachment security better equips the youth for confronting trauma
reminders in the environment and managing stress resulting from intrusive thoughts. Demonstrating
such an effect requires mediational analyses and a sample size considerably larger than that of the
current pilot study. Nonetheless, implementing a measure such as the Security Scale is quite feasible
as it requires little time to complete and is easily scored. Integrating attachment measures into future
studies of TF-CBT or other trauma-focused interventions may allow for suitable exploration of this
hypothesis.
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