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Many low- and middle-income countries (LMIC) have high rates of child trauma exposure and limited access to psychological services.
Caregivers are often a child’s key source of support following trauma in such contexts. The aim of this study was to explore the experiences
of primary caregivers in supporting their child posttrauma. Qualitative interviews were conducted with 20 female caregivers from a
high-risk settlement in Cape Town following child trauma exposure. Children were exposed to significant traumatic events, including
gang violence, assault, and fatalities of close relatives. The data were analyzed using thematic analysis; several key themes emerged. First,
caregivers were typically aware of child distress posttrauma, based primarily on manifest behaviors. Second, caregivers identified varied
ways of providing support, including being warm and responsive; seeking to ensure physical safety by encouraging the child’s perceptions
of the community as dangerous; and encouraging forgetting as a way of coping, with limited discussions of the event. Third, many barriers
existed to accessing psychological treatment, and caregivers had low involvement in any interventions. Finally, caregivers also experienced
significant distress that could impact their responses to their child. The results illustrate the challenges faced by caregivers in supporting
children following trauma in LMIC contexts and the need for accessible psychological interventions.

Posttraumatic stress disorder (PTSD) can result in negative
long-term outcomes in children (Moroz, 2005). In many low-
and middle-income countries (LMIC), defined as countries with
a gross national income per capita of USD 12,475 or less (World
Bank Independent Evaluation Group, 2007), young people are
vulnerable to trauma exposure as a result of several factors,
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including internal displacement, poverty, and political violence
(Hofman, Primack, Keusch, & Hrynkow, 2005; Masinda &
Muhesi, 2004). In such contexts, formal psychological services
are often extremely limited (Saxena, Thornicroft, Knapp, &
Whiteford, 2007). Consequently, a child’s family is likely to be
his or her key source of support following trauma (Tol, Song,
& Jordans, 2013). Previous research has found posttrauma par-
enting behaviors to be associated with child PTSD. For exam-
ple, parental warmth and support are thought to facilitate child
coping posttrauma by modeling adaptive coping responses and
providing a sense of security (Marsac, Donlon, Winston, &
Kassam-Adams, 2013). Conversely, negative parenting behav-
iors, including overprotection, may increase a child’s percep-
tions of vulnerability to threat, and are associated with higher
levels of child PTSD symptoms (Chorpita & Barlow, 1998;
Williamson et al., 2017). Parental advocacy of avoidance has
also been found to be associated with poorer child outcomes
posttrauma (Ehlers, Mayou, & Bryant, 2003). However, the
majority of research examining the association between par-
enting and child PTSD has been conducted in comparatively
low-risk Western samples. Consequently, little is known about
the experiences of caregivers in supporting their children in
higher risk LMIC contexts, where exposure to violence and
other adversities is the norm.
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One such LMIC context is the township of Khayelitsha in
Cape Town, South Africa. Khayelitsha is home to around one
million residents, the majority of whom live in makeshift hous-
ing, with an unemployment rate of approximately 51% (Brunn
& Wilson, 2013). This periurban settlement has extremely
high rates of violent crime, and more than 80% of community
youth report exposure to severe trauma (Shields, Nadasen,
& Pierce, 2008). The prevalence of PTSD in youth from
such communities is correspondingly high, approximately
20%–38% (Das-Munshi et al., 2016; Seedat, Nyamai, Njenga,
Vythilingum, & Stein, 2004), and PTSD is one of the most
prevalent diagnoses presenting to local psychiatric services
(Traut et al., 2002). Despite the high rates of child trauma
exposure, there is a substantial gap between the number of
individuals who require mental health treatment and those
who receive it in South Africa (Williams et al., 2008), and few
medical professionals receive training in appropriate care for
victims seeking help following trauma (Gevers & Abrahams,
2014). Families are likely to provide the majority of support
posttrauma. As such, the objective of our study was to gain
an understanding of caregiver responses to child trauma in
high-risk environments where standard support mechanisms
may not be feasible. We specifically aimed to explore: (a)
caregivers’ understanding of their child’s posttrauma distress;
(b) caregivers’ experiences of providing support to their
child following trauma exposure; and (c) caregivers’ percep-
tions of formal support and any barriers to accessing such
support.

Method

Participants

We conducted a qualitative study of 20 families living in the
township of Khayelitsha in Cape Town, South Africa. We
recruited primary caregivers of children aged 6 to16 years
who had experienced a potentially traumatic event in the past
two years (see Table 1). Primary caregiver was defined as the
individual who serves as a parental figure to the child and is re-
sponsible for the child’s daily care. Exclusion criteria included
existing organic brain damage or intellectual disability in the
child precluding mainstream schooling; caregiver being un-
aware of the child’s trauma; child registered with child protec-
tion; concerns that the respondent caregiver was the perpetrator
of the trauma; and the child being orphaned by the traumatic
event.

We used opportunity sampling, with community members,
church leaders, and nongovernmental organizations being
informed about the study and asked to distribute study details
to known families who met the inclusion criteria. Families
then contacted the research team for more information about
the study. The purposive sampling method of snowballing
(Heckathorn, 2011) was also used, because participating
caregivers often referred researchers to other families with a
child or children who had experienced trauma. Researchers

Table 1
Sample Characteristics

Characteristic M SD n %

Child age (years) 11.50 3.02
Caregiver age (years) 41.25 8.02
Caregiver relationship to the

child
Mother 17 85.0
Grandmother 1 5.0
Aunt 2 10.0
Caregiver marital status

Single 8 40.0
Married/living with partner 8 40.0
Divorced/separated/
widowed

4 20.0

Days in the last week child
has gone hungrya

1 0–5

Months since trauma 13.9 8.1
Total traumatic events child

experienceda,b
3 1–7

Incomec

ZAR 0–2000 8 40.0
ZAR 2001–5000 8 40.0
More than ZAR 5000 3 15.0
Not reported 1 5.0

Note. aValues in the M column are presented as median, and values in the SD
column are presented as a range. bMedian number of traumatic events experienced
was calculated from caregiver-report using Part 1 of the UCLA-Reaction Index
(Pynoos et al., 1998). cThe minimum living wage in South Africa is industry-
specific; for example, the Ministry of Labour set the minimum living wage for
farm laborers at ZAR 2274 per month (138 USD, based on ZAR–USD exchange
rate as of 23rd January 2016).

met with participants to confirm their eligibility in line with
study inclusion and exclusion criteria, provided potential
participants with information about the study, and obtained
informed consent from caregivers who were willing to take
part.

Participating caregivers provided informed consent before
taking part. Information sheets/consent forms were translated
into Xhosa and back-translated into English to ensure accuracy
(Brislin, 1970), and were read aloud to participants. Prior to
signing the consent form, participants were asked to summarize
the study in their own words and were invited to ask questions.
Any misunderstandings relating to the study procedures, po-
tential risks, or benefits were addressed. All participants were
provided with a copy of the consent form and researcher con-
tact details, and were informed that they could withdraw at any
time.

A total of 25 caregivers were approached to take part in
the study, 20 of whom were recruited. Caregivers who did not
participate were either not contactable or did not have time to
participate.
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Procedure

Assessments, described below, were conducted face to face by
female data collectors in Xhosa, the primary local language
at a research centre in Khayelitsha. Several steps were taken
to ensure confidentiality, such as storing data by numeric
code versus personal identifier. Data collectors first admin-
istered questionnaire assessments and then conducted the
qualitative interview. Questionnaire items were administered
verbally and data collectors recorded responses by hand.
Data collectors received a week of training in qualitative
interview methods, interviewing trauma-exposed individuals,
and risk and referral procedures. Training was provided by an
experienced qualitative researcher with a background in trauma
research (JS), and included sessions on the nature, purpose,
and conduct of qualitative research, the possible impact of
trauma on individuals, in-depth discussions regarding the
aim of each interview question, and mock interviews and
feedback from the research team. Detailed feedback on
interview content was given through weekly supervision, and
quality checks of interviews were conducted throughout data
collection.

Caregivers were given a ZAR 120 (approximately USD 8.23)
voucher for their participation in the study, the standard amount
required by Stellenbosch University Health Research Ethics
Committee. Following the interview, all caregivers were given
the opportunity to discuss their experience and ask any ques-
tions, and offered a letter of referral to local mental health
services for themselves or their child (if they desired to pursue
such services). A standard protocol for managing risks was in
place, approved by the ethics committee, but no risk events
were experienced. The study received approval from the Uni-
versity of Bath Ethics Committee (Bath, United Kingdom) and
the Stellenbosch University Health Research Ethics Committee
(Stellenbosch, South Africa).

Measures

Trauma History. Caregivers were administered Part 1
of the UCLA PTSD Reaction Index (UCLA-RI; Pynoos,
Rodriguez, Steinberg, Stuber, & Frederick, 1998) to assess the
child’s exposure to traumatic events in the past two years. Part 1
is comprised of a list of 13 possible child exposures (includ-
ing community violence, natural disaster, abuse, and medical
trauma) to which the caregiver responds yes (present) or no (ab-
sent). The resultant score is a count of events. The UCLA-RI
has been widely used internationally (e.g. Murray et al., 2011).

Semistructured Interview. The content of the semistruc-
tured interview guide was informed by the literature on parent
and child experiences posttrauma (DiCicco-Bloom & Crabtree,
2006; Gill, Stewart, Treasure, & Chadwick, 2008), and by two
focus groups conducted with members of the local community
to ensure all questions were culturally relevant and sensitive.

The interview guide was comprised of demographic items fol-
lowed by open-ended questions relating to a caregiver’s percep-
tions of his or her child’s posttraumatic distress; the caregiver’s
experiences of supporting the child posttrauma; the impact of
the child’s trauma on the family; the caregivers’ perceptions of
support; and any barriers to the provision of support. Interview
questions included: “Were there any changes you noticed in
your child after the event?”; “Do you feel able to support your
child after the trauma?”; and “What have other families in this
community done to support their children who have had similar
experiences?” Interviews were audiorecorded and transcribed
verbatim. Transcripts underwent a three-part transcription
and translation process to ensure accuracy, trustworthiness,
and credibility (Esposito, 2001). First, the audiorecording
was translated and transcribed by an independent, bilingual
transcriber who did not conduct the interview. Second, the data
collector who conducted the interview reviewed the translation.
Third, the two researchers met to resolve any disagreements
in the transcript through in-depth discussion of the data and
audiorecording.

Data Analysis

Transcripts were imported into NVivo 10 (QSR International,
Melbourne, Australia) and analyzed using inductive thematic
analysis based on steps recommended by Braun and Clarke
(2006)—repeated rereading of the data set, generating prelimi-
nary codes, searching for and developing candidate themes, and
examining and organizing themes. Transcripts were manually
coded in a systematic fashion, with initial codes collated to
form overarching themes (Braun & Clarke, 2006). Coded text
segments for each candidate theme were examined to ensure
themes were coherent and accurately reflected the intended
meanings evident across the data set (Braun & Clarke, 2006).
Preliminary codes and themes were proposed by the primary
researcher (VW). Given the subjective nature of qualitative
analysis, a reflexive record was kept by the researcher (VW)
throughout data collection and analysis to facilitate recognition
of assumptions or biases and avert premature interpretations of
the data (Mason, 2002). Memos were also recorded regarding
the researcher’s (VW) reflections and thoughts about emerging
themes and relationships between themes (Birks, Chapman,
& Francis, 2008). Authors VW and HC independently
reviewed all transcripts, with codes and candidate themes
examined for agreement, coherence, and accuracy. Any
disagreements were resolved following a reexamination of
the data. The credibility and trustworthiness of the findings
was also established by peer debriefing (Morrow, 2005). Peer
debriefing took place with feedback sought from the data
collectors who conducted the interviews to ensure codes and
themes reflected the sociocultural context of participants.
Furthermore, feedback regarding interpretation of the data
was regularly solicited from authors SH and IB who have
experience with child psychopathology research and qualitative
methods.
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Results

Participant characteristics are presented in Table 1, with in-
dex trauma characteristics in Supplementary Table 1. Index
events included physical and sexual assaults, abductions, wit-
nessing assault, homicide or unexpected death, and road traffic
accidents. The majority of caregivers were mothers with low
income and employment levels. Time elapsed since the index
trauma ranged from 2 to 24 months, with most children hav-
ing experienced several traumatic events in the past two years.
Caregiver interviews lasted 1 hour and 45 minutes on average.

Qualitative Findings

Four key themes were identified as being of central importance
in caregivers’ experiences and efforts to support their child post-
trauma (see Supplementary Figure 1 for a thematic map, and
Supplementary Table 2 for a detailed presentation of all themes
and subthemes). Excerpts are used to illustrate the findings with
pseudonyms assigned to all caregivers and children to ensure
confidentiality.

Theme 1: Caregivers perceive negative impacts of the
trauma, primarily due to behavioral indicators in the child.
This theme consisted of 5 subthemes (see Supplementary Table
2). Caregivers identified posttrauma changes in their children,
and these could be profound.

After the accident he is not right at all . . . his mind is
not stable. . . . When you say something to him it would
stay in his mind . . . everything of his was stable. But
now nothing he does is stable, even if you send him to the
shop he will not know why you sent him. (Kuhle, mother,
39 years)

Strong behavioral indicators of poor adjustment were de-
scribed and identified as being a psychological consequence of
the trauma. These included forgetfulness, antisocial behavior,
loss of control of bodily functions (e.g., urination), and attention
problems.

After the incident she changed, she does not listen, she
does not want to go to school, she does not come home
in time. If you ask her to do something she will throw
tantrums and cry or not do what you told her to do. If she
is not going to school she will . . . go out and only come
back about ten p.m. (Bongani, mother, 32 years)

Trauma-specific responses were also described, including
withdrawal, nightmares, and fear of certain places, activities or
people.

I have noticed that the children get frightened when there
is a knock at the door and they will be the first ones to ask
who is at the door, faster than me and their father. (Sisipho,
mother, 36 years)

Avoidance mechanisms and safety behaviors in response to
the trauma were identified, including avoiding certain areas or

activities, refusing to travel alone, and carrying weapons. Care-
givers frequently sought others’ impressions of their children’s
behavior, such as those of teachers, and this provided exter-
nal validation of concerns. Notably, caregivers primarily relied
upon behavioral cues, rather than discussion, to determine their
child’s emotional response to the trauma. Caregivers often spec-
ulated at the causes for their children’s behaviors and distress
without directly engaging in discussion with their child.

Interviewer: Did you ever talk to Buli about the incident
after it happened?

Mother: I never talked to her as I saw that she only gets
scared when she sees a male person. (Sanele, mother,
43 years)

Theme 2: Varied caregiver support strategies are present,
focused on child physical safety as well as emotional coping.
Caregivers were sensitive to their children’s distress. However,
the ways in which caregivers described providing support for
children posttrauma were often reactive, and coherent strate-
gies were rarely described. Sometimes supportive behaviors
conflicted with each other or were undermined by contextual
barriers to support. Predominant emotions expressed by the
caregivers were helplessness and defeat, with several caregivers
reportedly feeling anxious and unable to adequately care for or
protect their children posttrauma. Contributing to these feelings
was a lack of support from others and the children’s rejection
of caregivers’ proffered support.

No one supported me . . . when you are in trouble [your
family] don’t want to care for each other, they think you
are going to depend on them so they tell themselves that
you are going to depend to them while they also have their
families. (Bongani, mother, 32 years)

Several subthemes were also identified.

Provision of caregiver warmth and responsiveness. This
subtheme consisted of eight kinds of caregiver response. Care-
givers reported many positive responses intended to alleviate
child distress, including encouraging their child to feel safe,
normalizing the trauma, and reassuring children that the trau-
matic event was unlikely to reoccur, although it is notable that
caregivers simultaneously emphasized danger and encouraged
their child to be vigilant.

I support him by talking to him. I tell him that these things
happen, what is important is that he is safe . . . he needs to
move forward and to feel that nothing like that is going to
happen again, it will never happen to him all the time even
though things happen. (Sinethemba, mother, 37 years)

Support often incorporated religious beliefs and children
were encouraged to attend church services, pray, and em-
ploy other self-directed faith-based coping strategies. Care-
givers also promoted a positive perspective of the trauma and
encouraged children to think of their future:
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Aunt: I would tell him we should pray and sometimes he
would say so himself. . . . He would say “Aunt let’s pray,
Aunt I prayed last night.” . . . He would say before we
sleep we should pray because he is scared.

Interviewer: How did the family support him, can you
explain to me?

Aunt: He was told that God will help him from the situation
that he is in, even if he might not stand up again but he must
not give up hope because he was not born [paralyzed]. That
is how we encouraged him, by giving him those words.
(Mihlali, aunt, 45 years)

Caregivers arranged for their child to receive faith-based pro-
tective objects (e.g., rope belts) as a physical symbol of protec-
tion and remedy for adjustment difficulties.

I want to take her to St. John’s so that they can make a
rope [belt] for her and make the water for her to wash with
maybe she will be right. . . . I believe in that church if I
wash and drink their water and at night when I am afraid I
would shower the house with the same water and open the
Bible and sleep. (Bongani, mother, 32 years)

Other indirect ways of showing care were commonly reported
by caregivers, including modifying their own behavior to inter-
act with their children in a more sensitive, less punitive manner,
and communicating with teachers to make them aware of the
source of their children’s distress. Providing good physical care,
such as ensuring their children were clean or well-dressed, was
also a concern, and some caregivers expressed exasperation that
this physical care did not alleviate emotional problems.

Caregiver promotion of avoidance. This subtheme con-
sisted of three kinds of caregiver response. Caregivers actively
promoted behavioral and cognitive avoidance strategies to cope
with the trauma. Caregivers reported avoiding discussion of the
event to prevent their children from becoming distressed and
avoiding talking about the trauma unless the child initiated the
conversation. This meant the trauma was rarely discussed. Care-
givers also removed their children from contact with trauma
reminders because these were thought to contribute to their
children’s posttrauma difficulties.

Luthando says as he was hiding behind that house he heard
his friend cry once, I suppose that was the time the car hit
him. . . . When he came out, he saw that the car has the
hit the yard . . . and his friend was lying on the ground hit
by this car and there was many people. I could not listen
to him tell the story, I asked him to stop. I became scared.
(Nobuntu, mother, 29 years)

Thinking about the event was thought to signify poor adjust-
ment and caregivers actively encouraged their children to forget
the trauma. Consistent with this, caregivers also held expecta-
tions that psychological services would make their child forget
about the event in order to recover.

Mother: When you are in such a situation you can go to clinics
and be sent to counselors and receive counseling and make you
forget what had happened. (Olwethu, mother, 46 years)

Issuing warnings and caregiver efforts to protect the child
from future harm. This subtheme consisted of three kinds of
caregiver response. Caregivers reported significant concern for
their children’s safety following the trauma, and described their
community as dangerous and unpredictable. Commensurate
with this need to ensure physical safety, caregivers encouraged
their children to view the community as dangerous and
considered hypervigilant behaviors as a desirable, adaptive
posttrauma response. Some caregivers implemented marked
changes to their family’s daily routines, or their children’s
school or friendships, in an effort to keep their children safe.
Caregivers used warnings and threats of trauma recurrence to
encourage adherence to modified routines.

Mother: What I have learned is that if a child is asking
for permission to have a nice time with friends I must not
allow them because I will not be there to see what they do.
Maybe if I was there they would have never stabbed him.

Interviewer: Now that the incident is over, did he ever try
to go meet his friends?

Mother: Yes, he did try. . . . I told him that if you go to
your friends you will be stabbed again and this time they
will kill you. (Mncedisi, mother, 43 years)

Theme 3: Barriers exist to accessing psychological
interventions and caregiver involvement is limited. This
theme consisted of 5 subthemes. Caregivers often reported sup-
porting their children by seeking medical treatment for their
posttrauma difficulties, reflective of the caregivers’ focus on
physical or behavioral indicators of change. Caregivers faced
considerable challenges in accessing both medical and psy-
chological care for their children posttrauma. The majority of
caregivers wanted psychological treatment for their children.
However, treatment was often inaccessible because such sup-
port was either not available in their area, was too expensive,
or included follow-up appointments that were poorly arranged.
Caregivers were often unaware of available treatment, or were
not offered a referral following the trauma.

Mother: I only take my child to St. John’s to phalaza [tra-
ditional medicine] and pray. [If] I have money I can take
my child to a specialist doctor so that they can look at her
mind. . . . I can only take her to the doctors that don’t cost
money.

Interviewer: Generally speaking, what do other families
that have children who were in similar situations as Nomsa,
do they talk about those things?

Mother: They say they went this way they were not helped,
and [then] that way they were not helped, [so] they decided
to just sit and let everything go. I tell them that I have not
given up on Nomsa. I am still trying. I will stop trying
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when I get to the place that I am told to go. (Zola, mother,
50 years)

Caregivers perceived counseling to be helpful in remedy-
ing their children’s adjustment difficulties and an opportunity
for the child to discuss the trauma or receive coping advice. No-
tably, this discussion was thought to be best conducted with a
therapist without caregiver participation. Caregivers were often
uninvolved in their children’s treatment and were unaware of
the number of sessions or treatment the child had received. This
was reportedly due to limited therapist–caregiver collaboration
as well as the caregiver’s reluctance to question the child, which
could provoke distress.

Mother: [The social workers] visited him in school but I
don’t know what they asked him and I don’t know [the]
number of sessions he got, but he would say he was visited
by social workers.

Interviewer: Did he tell you about what he had talked about
with social workers, how he felt?

Mother: No. He does not like to be asked . . . so we thought
since this was tragic we should not ask him . . . maybe
it pains him when talking about it. (Nobuntu, mother,
29 years)

Theme 4: Caregivers’ distress and coping can impact
their responses to the children. This theme consisted of
eight subthemes. Caregivers reported experiencing significant
distress posttrauma. At times this impacted the care and sup-
port they were able to provide to their child posttrauma, with
some caregivers reportedly feeling too upset to interact with
their children or hear details of the event.

I was not all right because I couldn’t even look at Cikiziwa
. . . they tested her [for HIV at hospital] and they found
out that she was fine. Me too, I became fine and I was able
to look at her cause she was saved from what I was very
scared of. (Inam, mother, 34 years)

Caregivers reported feelings of blame towards themselves or
others for the traumatic event. To manage these feelings, care-
givers often sought justice for their children, either through the
judicial system or community vigilantism, and believed that this
would reduce their own distress or prevent their children from
blaming them. At the same time, caregivers also experienced
positive psychological changes following the trauma, such as
growth in their religious beliefs, readjustment of their life pri-
orities, and a greater appreciation of their child, and gratitude
that their children’s injuries were not worse.

Caregivers reported receiving social support from friends,
neighbors, relatives, members of their church, and colleagues.
Some caregivers felt it was important that they talked about
the event with others as it deepened their understanding of the
event, reducing stress and anxiety.

I decided to talk about it at church so that I get [rid] of
it. . . . [I] told myself it is not my decision to make about

what happened, I must get rid of it and go on with life.
For example, I did not hide it, if someone asked me what
happened I would tell them, that is what helped me most
of the time. . . . I feel much better now. (Babalwa, mother,
29 years)

At the same time, caregivers described using avoidance-
based strategies in an attempt to regulate unwanted thoughts or
emotions. Caregivers tried to avoid thoughts about the trauma
by keeping busy or actively trying not to think about the event.

I would ask myself what I have done to deserve [this],
even if God was punishing me why would he punish me
like this? I would ask myself a lot of things. . . . I end up
letting go of it, trying not to think about it because it might
kill me. And people always advising me to let go of it for
the sake of my children. (Inam, mother, 34 years)

Frequently, caregivers were aware of other children in their
community who had experienced similar traumatic events.
However, caregivers often reported being unaware of how other
families coped. Not only does this reflect the prolific nature of
child trauma exposure in the community, it demonstrates that
caregivers were often isolated in their distress because support
and coping advice from other caregivers whose child had been
exposed to a similar trauma was not sought.

Discussion

Qualitative analysis of caregivers’ accounts of caring for their
children posttrauma identified themes relating to caregivers’
perceptions of their children’s coping, strategies used to
support their children, the impact of the event on the caregiver,
experiences of support, and coping strategies employed. The
results detail the major challenges faced by caregivers in
supporting their children following trauma exposure in a high-
adversity context. Children experienced significant distress
posttrauma, and caregivers attempted to support their children
with strategies that were, at times, not entirely coherent. Given
the numerous barriers to psychological treatment, caregivers
often struggled to access treatment for their children and
felt anxious and unable to adequately care for or protect
their children posttrauma. Caregivers’ involvement in and
understanding of their children’s psychological treatment was
limited. Finally, caregivers’ own distress could be a barrier to
providing support. These findings may have implications for
family-based interventions posttrauma.

A major theme emerging from the data related to the care-
givers’ understanding of children’s psychological responses to
the trauma. Caregivers often reported that their children had
experienced profound changes following trauma exposure and
largely relied on the children’s behavioral cues, rather than
discussion, to inform their understanding of child coping. This
monitoring of behavioral indicators is consistent with qualita-
tive research from low-risk Western contexts, which also found
it to be an important component of parental responses (Alisic,
Boeije, Jongmans, & Kleber, 2012; Williamson, Creswell,
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Butler, Christie, & Halligan, 2016). However, in the latter
studies, behavior monitoring was accompanied by simultane-
ous emphasis on the importance of conversations about child
distress, which was not a theme identified in the current sample.
Such reliance on behavioral cues could limit caregiver insight
into the full range of child symptoms, and it is notable in this
respect that poor agreement between parent and child reports
of child PTSD symptoms has been found in previous studies
(Meiser-Stedman, Smith, Glucksman, Yule, & Dalgleish,
2007). Promoting caregiver–child conversations about distress
could potentially improve caregiver responding to child needs
and facilitate appropriate treatment-seeking.

A second major theme encapsulated different elements of
support that caregivers provided in response to the children’s
traumatic experiences. First, caregivers were proactive in
providing support in warm, positive ways, such as offering
reassurance and ensuring that their children’s teachers would
be understanding. This is consistent with previous qualitative
research in Western contexts where parents report using
warmth and responsiveness to support child recovery post-
trauma (Alisic et al., 2012; Williamson et al., 2016), and with
interviews with children posttrauma which emphasize general
expressions of support and physically warm gestures (hugs) as
being important (Alisic, Boeije, Jongmans, & Kleber, 2011).
Caregivers encouraged children to hold a positive view of the
trauma and their future, which may mitigate against beliefs
about persistent negative consequences or their own future
vulnerability which are strongly linked to PTSD in children
(Meiser-Stedman, Dalgleish, Glucksman, Yule, & Smith,
2009). Caregivers also acquired faith-based protective objects
as a means of providing physical protection to their child,
and such proactive caregiver behaviors may address feelings
of helplessness (Galili-Weisstub & Benarroch, 2005). This is
likely to be particularly important given the volatile context and
scarcity of other resources. Overall, such expressions of warm
care are potentially important; generally high levels of per-
ceived support and positive parental responding have both been
associated with lower PTSD symptom levels in children (e.g.,
Trickey, Siddaway, Meiser-Stedman, Serpell, & Field, 2012).

It was also striking in the current sample that caregivers
promoted avoidance strategies to cope with the trauma, and
discussions of the event with the child were limited. Theoreti-
cally, this may hinder child adjustment posttrauma by impeding
the elaboration and processing of the child’s trauma memory
and preventing the correction of negative appraisals (Ehlers
& Clark, 2000). However, the existing evidence base on this
point derives primarily from high-income, lower risk contexts,
where caregiver promotion of avoidance as a coping strategy
posttrauma has also been observed, but may be used less widely
and for different reasons (Williamson et al., 2016). Caregivers’
advocacy of avoidance-based strategies in high-risk contexts
likely arises out of necessity and provides physical protection.
Moreover, previous research in high-risk, urban contexts has
found positive psychological outcomes in youth who used
avoidant, rather than active, coping strategies (Gonzales, Tein,

Sandler, & Friedman, 2001; Grant et al., 2000), and it has
been suggested that avoidant coping may be less deleterious in
environments of chronic or uncontrollable stressors (Gonzales
et al., 2001). However, there is extremely limited evidence on
this point deriving from high-risk, LMIC samples. Given the
chronic child trauma exposure in some LMIC contexts, this is
a significant oversight which should be addressed.

Caregiver support is also strongly related to concerns for
child safety. Caregivers in this study tried to protect their
children from future harm by emphasizing risks and implement-
ing major socioenvironmental changes. Such responses could
be considered as overprotective and potentially maladaptive in
a low-risk context, where they may maintain or enhance child
perceptions of threat (Wood, 2006). However, again, systematic
evidence evaluating the psychological impact of such parental
behaviors in an environment where concerns likely reflect re-
alistic appraisals of future harm is lacking (Eagle & Kaminer,
2014).

Another key theme emerged in relation to caregivers them-
selves experiencing high levels of distress and helplessness
following their child’s trauma exposure, which impacted care-
giver responses at times, with some caregivers too upset to
interact with their children posttrauma. Again, this is consistent
with existing evidence that parents perceive their own distress
as a potential impediment to supporting their children (Alisic
et al., 2012; Williamson et al., 2016), and that parental PTSD
is predictive of child PTSD (Morris, Gabert-Quillen, & De-
lahanty, 2012). Parents who receive psychological treatment
may be better able to cope with the traumatic event and, in
turn, provide the necessary support for their child (Hamblen &
Barnett, 2003). The assessment of caregiver symptoms during
child PTSD treatment, with efforts made to increase the formal
support offered to caregivers following child trauma exposure,
may be advantageous.

Caregivers in our sample reported little involvement in any
psychological interventions received by their child. Family
engagement in child treatment posttrauma is recommended
because it may result in a reduction of child symptoms and
lower dropout rates (e.g., Saxe, Ellis, Fogler, & Navalta,
2012). Engagement in child treatment may further caregivers’
understanding of their children’s traumatic experience through
co-construction of the trauma narrative and improve child
outcomes by helping children practice their therapeutic coping
strategies at home (Cobham, McDermott, Haslam, & Sanders,
2016). The low levels of caregiver engagement in child
treatment in the present study may represent an obstacle to
child recovery. Previous research has found poor parental
engagement in child trauma–focused cognitive behavioral
therapy (CBT) in Zambia, leading to recommendations
that parents be offered an additional session to provide
psychoeducation and improve parental involvement (Murray
et al., 2014). Additional research is needed to investigate
effective means of improving caregiver engagement in child
psychological treatment in contexts where such involvement is
limited.
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The current study provided perspectives on an important,
yet understudied, group, in examining responses to child
trauma in a context of extremely high risk. We recruited a
sample of caregivers of children with diverse experiences of
trauma, and took steps to ensure the quality of local data col-
lection and analysis through a robust system of translation,
training, and supervision. Nonetheless, there are limitations
that must be considered. First, this study only included female
caregivers, consistent with the cultural context of South Africa
where fathers are often absent and much of the burden of care is
placed on mothers or other female relatives (Budlender & Lund,
2011). Future examination of the experiences of male caregivers
could provide valuable insight. Second, only caregiver-report
measures were collected and future research should also in-
clude child informants. Third, although efforts were made to
ensure data analysis was reflective of the sociocultural context,
it was not possible to conduct respondent validation. Finally,
although steps were taken to ensure data integrity, bias may
have been introduced because the interviews were conducted
in Xhosa and translated to English.

Overall, our findings are striking both in the similarity in
caregiver responding in our study to that found in studies of
low-risk Western samples, and in the differences in empha-
sis that manifest in the current sample. Thus, caregiver pro-
motion of avoidance, limitations on trauma discussions with
children, desire to provide protection by emphasizing risk,
and impediments created by caregiver distress have each been
identified in previous studies but were particularly strongly ex-
pressed in the current, high-risk sample. Equally, provision of
caregiver warm responsiveness appears to be broadly typical
of child trauma samples, but may be expressed in distinctive
ways (e.g., the emphasis on religious symbolism in the current
study). Future systematic investigation of potential contextual
variation in caregiver support is needed, including in relation
to possible impacts on child adjustment, and may yield spe-
cific targets for dyadic interventions. The current findings also
illustrate the considerable challenges faced by caregivers in
high-risk contexts where resources are scarce, and the barri-
ers that exist to accessing treatment. This suggests a pressing
need for accessible psychological interventions in LMIC, and
for efforts to improve caregiver engagement in child treatment
which may help to improve child adjustment and overall family
functioning posttrauma.
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