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ABSTRACT
Background: Children and adolescents in out-of-home care are particularly vulnerable to 
potentially traumatising events (PTEs) and trauma-related mental health disorders. In 
Germany, there is limited evidence on trauma exposure and posttraumatic stress symptoms 
(PTSS) among youth in child welfare facilities. Better understanding their psychopathology 
could support the development of tailored trauma-focused interventions.
Objective: This study investigates PTEs and PTSS (DSM-5 criteria) in adolescents living in 
residential care. It also examines risk factors for PTSS and compares self-reports with proxy- 
reports from institutional staff.
Method: A total of N = 126 adolescents (mean age = 14.98 years, SD = 1.62, range = 11–19) 
from 17 residential care facilities in southern Germany and their institutional caregivers 
completed questionnaires assessing demographics, PTEs, and PTSS.
Results: Participants reported an average of M = 4.51 PTEs (SD = 3.08, range = 0–12). High rates 
of online victimisation were found, with 19.8% reporting cyberbullying and 22.2% reporting 
being coerced online into sexual acts – the latter showing a strong correlation with PTSS (r 
= 0.33). Adolescents scored an average of M = 21.24 (SD = 11.01, range = 2–50) on the 
CATS–2, with scores above the clinical cut–off (≥21) indicating high symptom burden. 
Significant predictors of PTSS included the number of PTEs (β = .55, p < .001), female 
gender (β = .27, p < .01), and interpersonal trauma (β = .55, p < .001). Correlations between 
self– and staff–reports were low (r = .06–.19), with staff reporting fewer symptoms.
Conclusion: The findings underline the high vulnerability of youth in care to trauma and stress- 
related symptoms and support the need for trauma-sensitive care. The prominence of online 
victimisation highlights the need for routine clinical screening. Low agreement between self- 
and caregiver reports reinforces the importance of directly assessing adolescents’ experiences.

Eventos potencialmente traumáticos y síntomas de estrés postraumático 
en adolescentes en centros de acogida  
Antecedentes: Los niños en casas de acogida constituyen una población especialmente 
vulnerable no solo por experimentar eventos potencialmente traumáticos (PTEs), sino 
también por el desarrollo de trastornos de salud mental relacionados con el trauma como 
consecuencia del trauma y otros estresores. Actualmente, existe una importante falta de 
evidencia sobre el trauma y síntomas de estrés postraumático (PTSS por sus siglas en ingles) 
en niños que viven en centros de protección infantil en Alemania. Una mejor comprensión 
de su psicopatología podría facilitar el desarrollo de intervenciones centradas en trauma 
adaptadas a esta población para abordar sus necesidades específicas.
Objetivo: Este estudio tiene como objetivo investigar los PTEs y PTSS según los criterios DSM-5 
en una población de adolescentes en centros de acogida. Adicionalmente, se analizaron los 
factores de riesgo asociados con el desarrollo de PTSS.
Método: N = 126 adolescentes con una edad media de 14.98 años (DE = 1.62, rango = 11–19), 
que vivían en 17 residencias de acogida diferentes en el sur de Alemania, y el personal 
institucional que cuidaba a estos adolescentes, completaron cuestionarios sobre datos 
demográficos, PTEs y PTSS.
Resultados: En promedio, los participantes del estudio reportaron M = 4.51 PTEs (DE = 3.08, 
rango = 0–12). Los adolescentes en casa de acogida reportaron M = 21.24 (DE = 11.01, rango  
= 2–50) de PTSS en el CATS-2 (punto de corte clínico ≥21). Los factores de riesgo 
significativos para PTSS incluyeron el número de PTEs (β = .55, p < .001), sexo femenino (β  
= .27, p < .01), y los PTEs interpersonales (β = .55, p < .001).
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HIGHLIGHTS
• On average, adolescents in 

out-of-home care reported 
M = 4.51 potentially 
traumatising events, 
alongside significantly 
elevated rates of post- 
traumatic stress symptoms 
(PTSS).

• The most commonly 
reported interpersonal 
potentially traumatising 
events was bullying (n =  
62, 49.2%), while 19.8% (n  
= 25) specifically reported 
experiencing cyber- 
bullying.

• As rates of online 
victimisation were high in 
this population, these 
experiences should be 
assessed with each patient 
in clinical practice.

• We found low consistency 
between self-report and 
child welfare staff report 
indicating the importance 
of self-reported data.
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Conclusión: Los resultados confirmaron hallazgos previos de la mayor vulnerabilidad para 
PTEs y de desarrollar secuelas de trauma en la población examinada, lo que refuerza la 
importancia de establecer cuidados sensibles al trauma en las casas de acogida para jóvenes.

1. Introduction

Potentially traumatising events (PTEs), especially 
during childhood and adolescence, can have serious 
consequences for an individual’s socioemotional, cog
nitive, and neurological development (Reuben et al., 
2016). As a consequence, individuals who have experi
enced PTEs, may develop various different trauma- 
related disorders, such as post-traumatic stress dis
order (PTSD), that vary depending on age and devel
opmental stage (De Bellis, 2001). In at-risk 
populations, the lifetime prevalence of PTSD ranges 
from 15.1% to 26.2% (Keller et al., 2010; Pinto et al., 
2017). These rates are significantly higher than the life
time prevalence in the general population (Kolko 
et al., 2010; McMillen et al., 2005; Perkonigg et al., 
2000). Children and adolescents in out-of-home care 
constitute an especially vulnerable population for 
experiencing PTEs (Salazar et al., 2013). In a study 
by Salazar et al. (2013), 80.3% of N = 732 adolescents 
in out-of-home care (17–18 years old) reported at 
least one PTE; 61.7% even reported two or more 
PTEs. A population of Norwegian adolescents in 
out-of-home care reported M = 3.44 (SD = 3.33, range  
= 0–15) different PTEs on average (Lehmann et al., 
2020).

Moreover, adolescents in out-of-home care are 
often exposed to multiple interpersonal PTEs (Gree
son et al., 2011) oftentimes within their own family 
system (Jaritz et al., 2008). These PTEs are further 
exacerbated by the out-of-home placement itself, 
that entails separation from attachment figures and 
familiar surroundings (e.g. Chapman et al., 2004) 
and/or disruptions in relationships due to placement 
changes (Connell et al., 2006). Consequently, the 
affected population exhibits increased prevalence of 
PTSD ranging from 14% to 19.2% (Kolko et al., 
2010; McMillen et al., 2005).

Studies on PTEs in children in out-of-home care 
have predominantly focused on narrow samples, 
such as children within specific age ranges (Salazar 
et al., 2013) or those placed with foster parents (Leh
mann et al., 2020). Despite their substantial represen
tation within child welfare systems, studies 
comprehensively examining children across various 
types of out-of-home care settings, such as youth resi
dential care facilities, remain scarce. Group homes, 
which accommodate multiple children simul
taneously, exhibit considerable variability across insti
tutions, locations, and regions. Such variability is 
insufficiently addressed in the already limited number 

of studies involving adolescents in the German child 
welfare system. This gap in research is critical, as chil
dren in these environments are likely to experience 
different forms and intensities of PTE compared to 
those living with foster parents. Moreover, these chil
dren might be exposed to various additional stressors 
(e.g. lack of individual attention or instability within 
the institution).

Despite the increased prevalence of posttraumatic 
stress symptoms (PTSS) in adolescents in out-of- 
home care (Oswald et al., 2010), there is a lack of 
studies in the German-speaking region that examine 
the frequency and intensity of PTSS in this vulner
able population based on the current fifth version 
of the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-5; American Psychiatric Associ
ation, 2013). In the DSM-5 (American Psychiatric 
Association, 2013), PTSD is characterised by 20 
symptoms grouped into four clusters: intrusion, 
avoidance, negative alterations in cognition and 
mood (NACM), and hyperarousal. The DSM-IV 
(American Psychiatric Association, 2000) classified 
PTSD using only three clusters: re-experiencing, 
avoidance/numbing, and hyperarousal. So far, most 
studies on adolescents in out-of-home care have 
focused on the frequency of symptoms based on 
DSM-IV criteria (e.g. Carrion et al., 2002; Oswald 
et al., 2010) but recent studies showed that symptoms 
in the NACM cluster are particularly central in chil
dren and adolescents (Bartels et al., 2019). There is 
currently no robust understanding of how PTSS, as 
conceptualised by the DSM-5, manifest in this vul
nerable population in Germany.

While limited studies on PTSS in adolescents in 
out-of-home care exist internationally, cultural and 
systemic differences highlight the need for localised 
research. In Germany, the child welfare system 
under the Youth Welfare Act (SGB VIII) emphasises 
prevention and support measures to safeguard and 
foster youth development. Upholding these standards 
is crucial for shaping the long-term trajectories of 
these adolescents, ensuring they receive the necessary 
support to overcome PTEs and build a stable foun
dation for their future. As this population is among 
the most vulnerable child populations in Germany, a 
better understanding of their PTSS is crucial for plan
ning trauma-focused interventions targeted at this 
specific population.

Some studies on PTEs in the population of adoles
cents in out-of-home care, such as the work by Jaritz 
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et al. (2008), have relied exclusively on proxy reports. 
However, a recent study on a sample of young refugees 
in German child welfare facilities has shown that agree
ment between adolescents’ self-reports and proxy 
assessments (staff at the child welfare facilities) of 
PTSS is often low (Dietlinger et al., 2024). A recent 
study by Skar et al. (2021) on N = 6653 caregiver- 
child dyads in Norway found greater disagreement 
among caregivers and older children compared to 
younger children, with children consistently reporting 
higher levels of PTE exposure across all trauma types. 
Hence, staff in child welfare facilities might often 
have limited prior knowledge on PTEs and PTSS in 
the children they care for. The consistency of self- 
and proxy-report for children and youth in out-of- 
home care (without a refugee background) thus 
needs to be further investigated.

To better understand the development of PTSS in 
these adolescents, several potential risk factors need 
to be investigated. We tried to identify such risk fac
tors on two levels (1) A scientific approach: There is 
quite some research on potential risk factors for 
PTSS in children and adolescents that needs to be con
sidered (e. g. Alisic et al., 2014; Brewin et al., 2000; 
Sayed et al., 2015; Trickey et al., 2012). These studies 
provide valuable theoretical frameworks and evi
dence-based insights into the mechanisms contribut
ing to PTSS development. (2) A practical approach: 
This approach emphasises factors that are straightfor
ward to detect and assess in clinical or practical set
tings. Examples include the cumulative number of 
PTEs, female gender, and the frequency of interpersonal 
PTEs. Early detection of these risk factors enables child 
welfare staff to recognise warning signs more effec
tively, fostering earlier intervention and improved 
support.

The risk of developing PTSD increases with the 
cumulative exposure to PTEs, a phenomenon referred 
to as the ‘building block’ effect (Kolassa et al., 2010; 
Neuner et al., 2004). This relationship has been con
sistently documented in the literature, with multiple 
traumatisation identified as a significant predictor of 
PTSS. Greeson et al. (2011) found this effect in a 
study with a large sample of adolescents in foster 
care in the US who experienced multiple interpersonal 
traumatic events. However, the magnitude of its 
impact appears to vary depending on sample charac
teristics and study design (Brewin et al., 2000). 
These findings need to be replicated in an out-of- 
home care sample in Germany.

Interpersonal PTEs, such as abuse or neglect, sub
stantially elevate the risk of developing PTSS and 
complex psychopathological conditions (Cloitre 
et al., 2013; Perkonigg et al., 2016). In the meta- 
analysis by Alisic et al. (2014), higher average rates 
of PTSD (25.2%) were found after interpersonal 
PTE compared with non-interpersonal PTEs 

(9.7%). However, Fischer et al. (2016) did not deter
mine a significant effect for the association between 
interpersonal PTE (compared with non-interperso
nal PTE) and higher rates of PTSD in a sample of 
children and adolescents aged 11–18 years from resi
dential care facilities in Switzerland. The authors 
suggested that the lack of a significant association 
might be explained by the high-risk nature of adoles
cents in child welfare systems, characterised by low 
care stability. In such populations, interpersonal 
PTE may result in a broader spectrum of internalis
ing symptoms (e.g. anxiety, depression, emotional 
withdrawal, or low self-esteem) and externalising 
symptoms (e.g. aggression, impulsivity, or disruptive 
behaviour) rather than manifesting specifically as 
PTSD. Nonetheless, this deviation of findings from 
the results of the meta-analysis by Alisic et al. 
(2014) is surprising, indicating a need for further 
research in this regard.

Numerous studies found that girls are at a higher 
risk of developing PTSD than boys (e.g. Bokszczanin, 
2007; Landolt et al., 2013; Perkonigg et al., 2000). 
However, a few other studies did not observe this gen
der difference (e.g. Maercker et al., 2008; Rasmussen 
et al., 2013). A review by Vasileva et al. (2015) which 
included various populations of adolescents out-of- 
home care found no gender effects on the prevalence 
of PTSD but gender specific trauma profiles could be 
identified.

Hence, the aim of this study was to investigate PTEs 
and PTSS in adolescents residing in German welfare 
facilities and to evaluate the consistency of self- and 
proxy-reports (by child welfare staff). Additionally, 
we examined the extent to which certain risk factors – 
that could be important for clinical practice on the one 
hand, and are already supported by research on the 
other hand – predict the occurrence of PTSS in adoles
cents in out-of-home care in Germany.

2. Method

This study is part of the project ‘Ankommen (English: 
Arriving) – A Manualized group intervention for and 
with peers in child welfare’ (Hummel et al., 2021; 
Läntzsch et al., 2022; Schepp et al., 2024). The 
‘Ankommen’ intervention is a manualized group pro
gramme specifically developed for adolescents in out- 
of-home care, based on behavioural and trauma- 
therapeutic principles. It is run by trained and super
vised welfare workers in youth residential care facili
ties. The project was funded by the Baden- 
Württemberg Foundation. The study received positive 
ethical approval from the Ethics Committee of the 
University of Ulm on February 17, 2020 (number: 
417/19). For this study, the baseline data of the project 
were investigated. In this study only cross-sectional 
baseline data was taken into account. For more 
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information on the overall study, please see Schepp 
et al. (2024).

2.1. Recruitment

Trained youth welfare workers, within the cooperating 
youth residential care facilities were responsible for 
recruiting study participants. They informed the ado
lescents in their child welfare institution about the 
study, including its procedures, potential risks, and 
other relevant details, through flyers and informational 
materials. Potential participants and their legal guar
dians completed written informed consent forms 
(which were designed child friendly), prior study par
ticipation. During the baseline assessment, scientific 
staff presented the study again in further detail and 
addressed any questions the adolescents or their legal 
guardians might have regarding study’s procedures, 
study design, potential risks, or other concerns.

The following inclusion criteria for the current 
study were applied: (1) Participants aged between 11 
and 19. (2) Provision of written informed consent by 
child and legal guardian. (3) The adolescents were liv
ing in a child welfare institution at the time of the 
study. The following exclusion criteria were applied: 
(1) In the case of acute suicidality, clinical measures 
were initially performed to stabilise the adolescents. 
(2) Adolescents living in custody with an unclear per
spective on the duration of their stay in the respective 
youth residential care facilities were excluded from the 
study.

Participants were screened for inclusion and exclu
sion criteria by youth welfare professionals and scien
tific staff during the baseline assessment. The selection 
of individuals for study participation was made by 
child welfare staff, who were instructed to invite all 
individuals potentially meeting the eligibility criteria 
in their respective institution. However, the number 
of individuals invited and the proportion who ulti
mately participated in the baseline assessment were 
not systematically recorded. As a result, it is not poss
ible to calculate or draw valid conclusions regarding 
the response rate. The recruitment period was Sep
tember 2020 to May 2022.

2.2. Study population

A total of N = 126 adolescents in out-of-home care, 
aged between 11 and 19, were included in the study. 
The participants resided in 17 child welfare facilities 
located in the federal states of Baden-Württemberg 
and Bavaria in Southern Germany. The mean age of 
the participants was M = 14.98 years (SD = 1.62, range  
= 11–19). The sample consisted of n = 63 (50.0%) male 
and n = 63 (50.0%) female participants. Please see 
Table 1 for an overview of the demographic character
istics of the sample.

2.3. Procedure

At the baseline assessment each adolescent was pro
vided with a tablet to independently complete the 
questionnaires. As a token of appreciation for com
pleting the questionnaires during the data collection 
session, the adolescents were given a voucher.

The EQUALS programme (https://www.equals.ch/ 
unser-tool) was used to collect the tablet-based data. 
The child welfare staff who knew/ cared for the parti
cipating children completed several questionnaires as 
proxy reports at the screening appointment. The 
child welfare staff play a crucial role in meeting the 
emotional, physical, and developmental needs of the 
young people under their care. This may include 
tasks such as providing a safe and stable living 
environment, offering emotional support, assisting 
with daily activities, advocating for the child’s needs, 
and facilitating access to needed services and 
resources. They normally don’t live with the children, 
but care for them several hours a day, together with a 
team of other staff.

2.4. Measures

For this study, several validated and standardised self- 
and proxy-reported measures were used.

Demographic questionnaire. The following infor
mation about the youth was provided by the child wel
fare staff of the study participants and subsequently 
analysed: gender, age, caregiving situation, duration 
of the measure/placement, psychiatric and psy
chotherapeutic treatments.

Child and Adolescent Trauma Screen Version 2. 
The Child and Adolescent Trauma Screen Version 2 
(CATS-2; Sachser et al., 2022) is used for both self- 
and proxy-reports. It assesses traumatic events and 
PTSS in children and adolescents, based on the 
DSM-5 and ICD-11 criteria for PTSD. Individual 
trauma history is assessed using a dichotomous 
Event Checklist (yes, no) consisting of 15 items. For 
this study, it was assumed that the PTEs reported in 
the study occurred both prior to and during the ado
lescents’ placement in out-of-home care. Respondents 
with at least one identified PTE indicate their most 
distressing event and rate the frequency of PTSS 
over the past four weeks using 20 four-point items, 
ranging from ‘never’ (0) to ‘almost always’ (3). The 
CATS-2 includes five items for DSM-5 criterion B 
(re-experiencing, range = 0–15), two for criterion C 
(avoidance, range = 0–6), seven for criterion D (nega
tive alterations in cognitions and mood, range = 0–21), 
and six for criterion E (hyperarousal, range = 0–15). 
The PTSS sum score was calculated by adding up 
the scores of items 1–20 (possible sum scores: 0–60). 
For items 9, 10, and 15, only the highest values were 
included in the calculation, as they include several 
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examples of a symptom. In the CATS-2, scores ≥ 21 
are considered clinically relevant (Sachser et al., 
2022). The CATS-2 demonstrates excellent reliability, 
with Cronbach’s alpha values of .89 for self-reports 
and .91 for proxy-reports (Sachser et al., 2022). In 
the present study, the self-reported PTSD symptom 
scale demonstrated a Cronbach’s alpha of .88, and 
the proxy-reported PTSD symptom scale achieved a 
Cronbach’s alpha of .83. The following Cronbach’s 
alpha values were obtained for the items within the 
respective symptom clusters: cluster B α = .81, cluster 
C α = .62, cluster D α = .75, and cluster E α = .53.

Childhood Trauma Questionnaire. The Child
hood Trauma Questionnaire (CTQ; Bernstein et al., 
1998) assesses experiences of abuse and neglect during 
childhood and adolescence through self-reports. The 
abuse scale is divided into three subscales: emotional, 
physical, and sexual abuse. The neglect scale com
prises two subscales: emotional and physical neglect. 
Participants rate the occurrence of PTEs on a five- 
point Likert scale ranging from ‘never true’ (1) to 
‘very often true’ (5). A separate sum score is calculated 
for each scale based on the reported values, with each 
subscale consisting of five questions, resulting in a 
score range from 5 to 25. The interpretation of the 
scales is guided by the severity classifications proposed 
by Häuser et al. (2011). The German version of the 
Childhood Trauma Questionnaire demonstrates com
parable psychometric properties to the original Amer
ican version (Klinitzke et al., 2012; Wingenfeld et al., 
2010) . The five-factor structure of the original version 
was confirmed for the German adaptation through 
confirmatory factor analysis (RMSEA = 0.065, CFI =  
0.94, TLI = 0.93; Wingenfeld et al., 2010).

2.5. Statistical analyses

Only participants who reported at least one PTE on 
the CATS-2 Event Checklist were assessed for PTSS 
using the CATS-2 symptom checklist. Missing data 
from n = 10 (7.9%) participants who did not report a 

PTE in the CATS-2 Event Checklist were labelled as 
such in the dataset and were excluded from further 
analysis.

The data analysis and evaluation were conducted 
using the Statistical Package for the Social Sciences 
(SPSS, version 26). Descriptive analyses were per
formed to examine the frequency of PTEs, the fre
quency of interpersonal and accidental PTEs 
(according to the CATS-2 Event Checklist) and the 
frequency of abuse and neglect experiences (CTQ). 
The authors decided to add the CTQ measure to the 
CATS-2 interpersonal event assessment as it assesses 
abuse and neglect experiences more thoroughly than 
the CATS-2 measure. There is substantial evidence 
that children and adolescents in out-of-home care 
report high rates of maltreatment (Greeson et al., 
2011; Jaritz et al., 2008), which is why this study 
aims at reporting on these events in more detail. 
Mean values and standard deviations were calculated 
for the CTQ subscales, and one-sample t-tests were 
used to determine whether the subscale sum scores 
significantly deviated from zero. Additionally, descrip
tive statistics of the PTSD symptom clusters, as 
measured by the CATS-2 symptom checklist, were cal
culated. To compare self-reports and proxy-reports, 
correlations were computed between the mean sum 
score of the CATS-2 symptom proxy-report and the 
CATS-2 symptom self-report. Furthermore, corre
lations were calculated for the individual PTSD symp
tom clusters in both self-reports and proxy-reports to 
explore their relationship.

To investigate the relationship between PTSS 
(CATS-2 symptom checklist) and potential predictors, 
Pearson’s or point-biserial correlation coefficients 
were calculated. The predictors included: number of 
PTEs (sum score of CATS-2 Event Checklist), number 
of interpersonal PTEs (CATS-2 Event checklist), 
experiences of abuse and neglect (sum scores from 
the CTQ subscales) and female gender. For each sig
nificant correlation, a simple regression model was 
calculated with the respective risk factor as the 

Table 1. Sample description.
Designation Characteristic values

Age (in years) M = 14.98 SD = 1.63 Range = 11–19
Gender Male n = 63 50.0%

Female n = 63 50.0%
Out-of-home care situation 5-day residential group n = 2 1.6%

Children’s village family n = 4 3.2%
Residential group internal n = 69 54.8%
Decentralized residential group n = 40 31.7%
Special/extraordinary/intensive residential group n = 4 3.2%
Other n = 7 5.5%

Duration of the intervention (in years) M = 1.80 SD = 1.81 Range = 0.07–9.87
Currently undergoing psychiatric treatment Yes n = 33 26.2%

No n = 90 71.4%
Unkown n = 3 2.4%

Currently undergoing psychotherapeutic treatment Yes n = 51 40.5%
No n = 72 57.1%
Unkown n = 3 2.4%

Note: N = 126, M: mean; SD: standard deviation; n: number of participants.
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independent variable and the CATS-2 symptom sum 
score as the dependent variable. Due to the interde
pendencies between variables (number of PTEs, inter
personal PTEs and experiences of abuse/ neglect), 
separate regression models were calculated for each 
risk factor. For interpreting correlation strength, the 
thresholds defined by Cohen (1988) were applied: r  
= .10 (weak effect), r = .30 (moderate effect), and r  
= .50 (strong effect). Additionally, effect sizes were cal
culated to quantify the strength of these relationships.

3. Results

3.1. Potentially traumatic events

In the CATS-2 Event Checklist, n = 12 (9.5%) reported 
one, n = 13 (10.3%) reported two, and n = 91 (72.3%) 
reported three or more PTEs. On average, participants 
reported M = 4.51 (SD = 3.08, median = 4; range: 0– 
12) PTEs. Table 2 presents the frequency distribution 
of reported PTEs. On average, participants reported 
M = 0.87 (SD = 0.76; – range = 0–3) accidental PTEs 
and M = 3.35 (SD = 2.49; range = 0–9) interpersonal 
PTEs (based on CATS-2). The most frequently 
reported interpersonal PTE was bullying, with 49.2% 
of participants (n = 62) reporting this experience. 
Additionally, 19.8% (n = 25) reported experiencing 
cyber-bullying. Notably, 22.2% (n = 28) of participants 
reported being asked or blackmailed online to perform 
sexual acts. Overall, significantly more interpersonal 
PTEs were reported than accidental ones (t(125) =  
11.90, p < .001, d = 2.35; see Table 2).

In the CTQ, participants primarily reported 
emotional neglect (M = 14.80, SD = 5.84, range = 5– 
25; t(125) = 28.45, p < .001), followed by emotional 
abuse (M = 10.56, SD = 6.12, range = 5–25; t(125) =  
19.35, p < .001), physical neglect (M = 9.09, SD =  
3.59, range = 5–21; t(125) = 28.41, p < .001), and 

physical abuse (M = 8.81, SD = 5.00, range = 5–25; 
t(125) = 19.81, p < .001). Sexual abuse experiences 
were the least reported PTE (M = 7.60, SD = 5.45, 
range = 5–25; t(125) = 15.65, p < .001).

3.2. Posttraumatic stress symptoms

The sample of adolescents in out-of-home care 
reported a mean CATS-2 score of 21.24 (SD = 11.01, 
range = 2–50; see Table 3). Overall, n = 59 (46.8%) 
adolescents in out-of-home care reported CATS-2 
score above the clinical cut-off (≥21). For more details 
on the sub-scales, please see Table 3.

In child welfare staff reports, a lower average total 
score of M = 13.28 (SD = 7.70, range = 0–36, t(97) =  
6.50, p < .001) was found. Overall, self-reports and 
child welfare staff reports correlated to a minor 
but not significant degree (r = 0.19, p = 0.07). The 
range of total scores also differed, with self-reports 
ranging from 2–50 and child welfare staff reports 
ranging from 0–36. According to the child welfare 
staff reports, n = 21 (16.7%) adolescents reported 
clinically relevant symptoms, while in self-reports 
n = 59 (46.8%) adolescents had CATS-2 scores ≥ 21. 
Only the subscale of ‘hyperarousal’ (cluster E) corre
lated significantly between self-reports and child wel
fare staff reports (r = .29, p < .01). Correlations 
between self-reports and child welfare staff reports 
on the subscales ‘re-experiencing’ (r = .06, p = .54), 
‘avoidance’ (r = .11, p = .28), and ‘negative changes 
in cognition and mood’ (r = .15, p = .13) were low 
and not significant.

3.3. Risk factors for the development of 
posttraumatic stress symptoms

The number of experienced PTEs was strongly corre
lated with PTSS (CATS-2 self-report symptom sum 

Table 2. Frequency and proportion of self-reported potentially traumatic events according to the dichotomous Event Checklist of 
the Child and Adolescent Trauma Screen Version 2 (CATS-2).

Traumatic experience

‘Yes’ answers

n %

Accidental
Serious accident or injury 69 54.8
Distressing or frightening medical treatment 24 19.0
Natural disaster 16 12.7

Interpersonal
Someone bullied me. Someone said very mean things that scared me. 62 49.2
Seen someone being slapped, punched, or beaten up at school or elsewhere 55 43.7
Threatened, beaten, or seriously injured by a family member 52 41.3
Threatened, beaten, or seriously injured at school or elsewhere 52 41.3
Seen someone in the family being threatened, beaten, or seriously injured 48 38.1
A loved one died suddenly or violently. 43 34.1
Someone did sexual things to me or someone wanted me to do sexual things with them.  

I couldn’t say no or was forced to do so.
35 27.8

Someone asked or blackmailed me online to do sexual things. 28 22.2
Someone bullied me online. Said very mean things that scared me. 25 19.8
Assaulted, injured with a knife or firearm, or robbed under threat 17 13.5
Been in a war zone 5 4.0

Note: N = 126.
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score; r = 0.55, p < .001). Variations in the number of 
reported PTEs accounted for 26.7% of the variance 
in PTSS (R² = .30; F(1, 114) = 49.71, p < .001). This 
indicates that a higher trauma burden serves as a 
significant predictor of PTSS (see Table 4).

The number of experienced interpersonal PTEs 
(CATS-2) and PTSS were strongly correlated (r  
= .53, p < .001; see Table 5). A moderate correlation 
with PTSS was identified for bullying (r = 0.30), 
while a small to moderate correlation was observed 
for cyber-bullying (r = 0.23). Notably, being asked 
or blackmailed online to perform sexual acts 
(classified as online sexual victimisation) demon
strated nearly the strongest correlation with PTSS 
(r = 0.33). On a sidenote, the number of experienced 
accidental PTEs and the total score on the CATS-2 
self-report showed a low significant correlation (r  
= .19, p = .05). Overall, differences in the number of 
reported interpersonal PTEs predicted 25.6% of the 
variance in PTSS (R2 = .29; F(1, 114) = 45.36, p  
< .001; see Table 4).

There was a high positive correlation between 
experiences of abuse (CTQ) and PTSS (r = .50, p  
< .001). In contrast, experiences of neglect did not cor
relate significantly with PTSS (r = .15, p = .11). The 
experiences of abuse explained 32.1% of the variance 
in PTSS (R2 = .50; F(1, 114) = 37.26, p < .001; see 
Table 4). Emotional abuse (r = .44, p < .001), physical 
abuse (r = .38, p < .001), and sexual abuse (r = .39, 
p < .001) were associated with an increased CATS-2 
total score.

A low significant correlation (r = .27, p < .01) was 
found between gender and PTSS. Differences in gen
der accounted for 7.3% of the variance in PTSS in 
the sample (R2 = 0.07, F(1,114) = 9.02, p < .01; see 
Table 4).

4. Discussion

The aim of this study was to investigate PTEs and 
PTSS in a heterogeneous sample of adolescents in 
out-of-home care, as well as the consistency between 
self- and proxy-report and to identify risk factors for 
PTSS.

As expected, participants reported high rates of 
PTEs which are higher compared with non-risk popu
lations (20%; Perkonigg et al., 2000). These results are 
consistent with findings from other studies in which 
adolescents in out-of-home care also reported 
increased exposure rates (e. g. Lehmann et al., 2020; 
Salazar et al., 2013). The most frequently reported 

Table 3. Descriptive statistics and test statistics of reported posttraumatic stress symptoms (PTSS; CATS-2).
CATS-2 scale M SD min max t(115) 95% CI p

Sum 21.24 11.03 2 50 20.74 19.21; 23.27 <.001
Cluster B: Re-experiencing 4.42 3.58 0 12 13.30 3.76; 5.08 <.001
Cluster C: Avoidance 2.30 1.89 0 6 13.09 1.95; 2.65 <.001
Cluster D: NACM 8.18 4.32 0 19 20.41 7.39; 8.97 <.001
Cluster E: Arousal 6.34 3.29 1 15 20.75 5.73; 6.94 <.001

Note. n = 116. CATS-2: Child and Adolescent Trauma Scale, 2nd version; NACM: Negative alterations in cognitions and mood; min: minimum; max: maxi
mum; CI: confidence intervals.

Table 4. Predictors of posttraumatic stress symptoms in adolescents in out-of-home care.
95% CI

Coefficients b SD β t p LB UB

(constant) 10.79 1.71 6.30 <.001 7.40 14.18
Number of potentially traumatising events (CATS-2) 2.13 0.30 .55 7.05 <.001 1.54 2.73
(constant) 18.11 1.44 1.59 <.001 15.26 20.96
Gender 5.96 1.98 .27 3.00 <.01 2.03 9.89
(constant) 12.24 1.60 7.68 <.001 9.08 15.40
Number of interpersonal traumatising events (CATS-2) 2.47 0.37 .53 6.73 <.001 1.31 3.20
(constant) 10.14 2.03 5.00 <.001 6.12 14.15
Experiences of abuse (CTQ) 0.40 0.07 .50 6.10 <.001 0.30 0.53

Note: Dependent variable: Sum score of posttraumatic stress symptoms, measured by the Child and Adolescent Trauma Screen Version 2 (CATS). For the 
variable gender, the following values have the following meanings: 0 = male, 1 = female.

Table 5. Associations between potentially traumatic events 
(CATS-2 Event Checklist) and posttraumatic stress symptoms 
(PTSS; CATS-2 symptom checklist) (N = 116).

Potentially Traumatic Event (N = 116) PTSS

r p

Serious accident or injury .01 n.s.
Someone bullied me. Someone said very mean things that 

scared me.
.23 <.05

Seen someone being slapped, punched, or beaten up at 
school or elsewhere

.16 n.s.

Threatened, beaten, or seriously injured by a family member .32 <.01
Threatened, beaten, or seriously injured at school or 

elsewhere
.33 <.01

Seen someone in the family being threatened, beaten, or 
seriously injured

.23 <.05

A loved one died suddenly or violently. .04 n.s.
Someone did sexual things to me or someone wanted me to 

do sexual things with them. I couldn’t say no or was forced 
to do so.

.34 <.01

Distressing or frightening medical treatment*** .27 <.01
Someone asked or blackmailed me online to do sexual 

things.
.33 <.01

Someone bullied me online. Said very mean things that 
scared me.

.30 <.01

Assaulted, injured with a knife or firearm, or robbed under 
threat

.32 <.01

Natural disaster .08 n.s.
Been in a war zone .29 <.01
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PTE was a serious accident or injury. However, it is 
questionable at what point adolescents classify an acci
dent or injury as serious and to what extent it really 
constitutes a PTE. In comparable studies, the pro
portion of reported serious accidents or injuries is 
lower (e. g. Lehmann et al., 2020). The second most 
prevalent PTE was bullying with 49.2% of participants 
reporting this experience. Sterzing et al. (2020) found 
a similar rate in girls who were cared for child protec
tion services in the US. Altogether 44.1% of these girls 
reported to be victims of bullying – a rate approxi
mately 7 times higher than the rate found in a nation
ally representative sample of non-child welfare 
involved adolescents (Nansel et al., 2001). Similarly, 
in a recent study by Pfeiffer, Garbade et al., (2024), 
bullying was identified as one of the most frequently 
reported PTEs among Ukrainian children and adoles
cents, with 39.7% (n = 71) of participants reporting 
bullying and 12.3% (n = 22) specifically indicating 
cyber-bullying. Bullying rates were even higher in a 
study with a clinical sample in Germany (59.4%; Sach
ser et al., 2022). In the current study, we found a mod
erate but significant correlation between bullying and 
PTSS (r = .30) and a small to moderate correlation (r  
= .23) was observed between cyber-bullying and PTSS. 
Previous research indicates a stronger association 
between bullying and PTSS in both adults and chil
dren (Idsoe et al., 2012; Nielsen et al., 2015). For 
instance, Nielsen et al. (2015) reported a moderate to 
strong correlation (r = 0.42) between bullying and 
PTSS, with an average of 57% of victims reporting 
PTSS above clinical thresholds. The relationship 
between bullying and PTSS needs to be further inves
tigated in future research. In fact, bullying, and cyber- 
bullying have long been overlooked as potential PTEs 
in the scientific literature and clinical practice. The 
CATS-2 (Sachser et al., 2022) is the first questionnaire 
to explicitly include bullying as a PTE.

The finding that online sexual victimisation (e.g. 
being asked or blackmailed to perform sexual acts) 
demonstrated the strongest correlation with PTSS (r  
= .33) could be considered particularly newsworthy 
and underscores the particularly harmful impact of 
this form of trauma. This aligns with research 
suggesting that sexual trauma, whether online or 
offline, is often associated with greater symptom sever
ity due to its deeply personal and intrusive nature (e.g. 
Cloitre et al., 2013; Perkonigg et al., 2016). These 
results emphasise the importance of trauma-focused 
assessments that address both online and offline victi
misation. Despite the increasing prevalence of online 
interactions among adolescents, experiences such as 
cyber-bullying and online sexual victimisation remain 
underrepresented in trauma questionnaires and 
research. Expanding awareness of these forms of 
trauma is critical for early detection and intervention.

More interpersonal PTEs were reported than acci
dental ones (d = 2.35). This is not surprising because 
minors placed in a child welfare institutions often 
experience interpersonal traumas within their own 
family system (Jaritz et al., 2008). The absence or 
loss of a supportive family system often serves as an 
indication for out-of-home placement. In line with 
these findings, these CTQ scores in the actual sample 
of children in care exceeded those in the non-risk gen
eral population (Iffland et al., 2013).

On average, the sample of adolescents in out-of- 
home care reported a mean CATS-2 score of 21.24, 
which is above the CATS-2 cut-off of ≥21 but lower 
compared with a German clinical sample of children 
and adolescents who were assessed with the same 
questionnaire (M = 30.75; SD  =  12.91; Sachser et al., 
2022). Overall, it should be noted that even if children 
and adolescents do not exhibit the full clinical picture 
of PTSD, subclinical PTSS can lead to functional 
impairments to the same extent as the full-blown dis
order (Carrion et al., 2002).

Self-reports and child welfare staff reports demon
strated only a low level of correlation, with child wel
fare staff consistently reporting lower rates of 
symptoms in adolescents in out-of-home care. This 
discrepancy may be attributed to the nature of PTSD 
symptoms, such as intrusions and emotional numb
ness, which are often internalising and thus challenging 
for child welfare staff to observe. For instance, research 
by Scheeringa et al. (2006) revealed that child welfare 
staff often underreport symptoms outlined in Criterion 
B (intrusive re-experiencing) for adolescents, which 
could lead to an underestimation of PTSD prevalence. 
Similarly, Skar et al. (2021) found greater inconsistency 
in older adolescents, with adolescents consistently 
reporting higher levels of trauma exposure and symp
toms across all trauma types. Higher agreement 
between caregiver and child reports was associated 
with lower levels of PTSS in children. When only the 
child reported exposure to PTEs, PTSS levels were sig
nificantly higher compared to instances when both 
caregiver and child reported the trauma.

Hence, in out-of-home care settings, staff may lack 
detailed knowledge of early traumatic experiences, 
particularly those predating placement, further com
plicating their ability to accurately assess trauma and 
PTSS. This aligns with findings indicating that staff 
in such settings may underestimate the psychological 
challenges of youth they have not known for extended 
periods (Gearing et al., 2015). Moreover, the limited 
correlation highlights the importance of prioritising 
youth self-reports when assessing trauma and PTSS. 
Adolescents are often the most reliable informants of 
their internal experiences, making their perspectives 
crucial for accurate assessment and tailored 
interventions.
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Adolescents with an increasing number of PTEs 
demonstrated higher levels of PTSS. This was in line 
with the findings of Greeson et al. (2011) and Leh
mann et al. (2020). These results were consistent 
with studies conducted on adults (Brewin et al., 
2000), adolescents, and children (e.g. Kisely et al., 
2018). They back the hypothesis that repeated 
exposure to PTE increases the risk of developing 
PTSS. Moreover, the number of interpersonal PTEs 
was identified as a risk factor for PTSS among adoles
cents in out-of-home care, consistent with the meta- 
analyses conducted by Brewin et al. (2000) and Alisic 
et al. (2014). This finding supported the notion that 
experiencing PTE in interpersonal relationships con
tributed to the development of PTSS. However, it is 
important to note that this result differed from the 
study conducted by Fischer et al. (2016) which did 
not observe any significant effect of interpersonal 
PTE (compared with non-interpersonal PTE) on 
higher rates of PTSD in a sample of children and ado
lescents in residential care. This differences in the 
findings could potentially be explained, by the unba
lanced gender distribution in the study by Fischer 
et al. (2016, p. 65.9% male, 34.1% female). In the 
study by Fischer et al. (2016), the individuals affected 
by multiple interpersonal PTEs were more likely to be 
female. Since previous research suggests that multiple 
interpersonal traumatisation is more likely to be 
associated with PTSS (e.g. Alisic et al., 2014), it can 
be assumed that the lower proportion of female 
study participants in the sample examined in Fischer 
et al. (2016) might explain why no significant corre
lation was found between interpersonal PTE and 
PTSS.

The PTEs that were most strongly associated with 
PTSS were (digital) sexualised and domestic violence. 
Sexual abuse, in particular, markedly increased the 
risk of PTSS, followed by emotional abuse, which 
was also observed in other studies with children and 
adolescents (Kisely et al., 2018). In particular, the 
strong association between sexual violence and PTSS 
has also been identified in other studies with children 
and adolescents of different ethnicities in child welfare 
systems (e.g. Salazar et al., 2013).

Furthermore, the moderating role of gender in the 
relationship between PTEs and PTSS frequency was 
examined. The results revealed a significant effect of 
the ‘female gender’ variable on PTSS. These findings 
are consistent with numerous studies conducted 
across various populations (Alisic et al., 2014; Bokszc
zanin, 2007; Farhood et al., 2018; Green et al., 1991; 
Karsberg & Elklit, 2012; Landolt et al., 2013; Perkonigg 
et al., 2000). It is important to note that although gen
der should be seen as a risk factor for the development 
of PTSS in children and adolescents, trauma-focused 
services for those affected should be expanded in gen
eral, independent of gender.

4.1. Strengths and limitations

One of the major strengths of this study was the 
inclusion of a comparatively heterogeneous and 
hard-to-reach sample of adolescents in out-of-home 
care from multiple facilities in south Germany.

Data within this vulnerable population was col
lected using a measure that conceptualised PTSD 
based on the current diagnostic criteria of DSM-5 
and ICD-11. This allowed for the assessment and 
examination of a broad spectrum of potentially 
PTEs. This comprehensive approach also addressed 
the importance of assessing abuse and neglect 
experiences, as well as more recent phenomena 
such as online sexual violence and cyberbullying. 
To capture experiences of childhood abuse and 
neglect, an established procedure was employed, 
which contributed to a comprehensive understand
ing of interpersonal PTE. Furthermore, the use of 
self-report measures enabled the assessment of 
symptoms that might not be easily recognised by 
staff, including re-experiencing symptoms. We lack 
data on how many individuals were invited to par
ticipate, preventing calculation of a response rate 
or definitive claims about generalizability. However, 
our sample includes diverse child welfare facilities 
across Germany with minimal inclusion criteria, 
which provides some support to the broader applica
bility of our finding.

There also several limitations that may restrict the 
generalizability of the results. First, one limitation is 
that potentially PTEs were recorded dichotomously, 
without considering their actual frequency and inten
sity. Second, as is the case in many studies involving 
the hard-to-reach population of adolescents in out- 
of-home care, results should be interpreted with cau
tion due to the small sample size. Third, it is important 
to note that most data were collected during a period 
of pandemic-related restrictions, which have been 
associated with PTSS, depression, and anxiety symp
toms in adolescents (Guessoum et al., 2020). Fourth, 
In the demographics for gender there were no options 
for ‘non-binary’ or ‘transgender’ or ‘none-of-the- 
above’. These circumstances may have potentially 
influenced the responses of the adolescents. Fifth, 
these results are based on questionnaires, not clinical 
interviews, which is why no conclusions can be 
made regarding PTSD diagnosis. Sixth, this study 
focused on very specific risk factors due to their prac
tical relevance and accessibility in child welfare ser
vices. However, especially posttraumatic factors, 
such as social support and coping mechanisms, 
which are crucial in shaping PTSS development, 
were not included in the study as these variables 
were not assessed. Future research should incorporate 
these factors to achieve a more comprehensive under
standing of PTSS mechanisms.
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However, the results clearly indicated that adoles
cents in out-of-home care were at an increased risk 
of experiencing multiple and interpersonal PTEs. To 
further enhance understanding, future studies should 
employ longitudinal assessments of PTSD to explore 
the long-term effects and causal relationships between 
PTEs, risk factors, and the development of PTSD and 
complex symptomatology. Additionally, it would be 
valuable to examine the trajectory of PTSS throughout 
the duration of youth welfare measures, identifying 
both risk and resilience factors within the context of 
child welfare systems.

Furthermore, subsequent studies should also con
sider the occurrence of other mental disorders result
ing from PTEs (e.g. Carliner et al., 2016; Hoven et al., 
2005; Vibhakar et al., 2019), in addition to PTSD. This 
broader perspective will advance a more comprehen
sive understanding of the impact of PTEs on mental 
health outcomes.

4.2. Future research and implications

The results of the current study indicate that, despite 
the high prevalence of PTSS among children in out- 
of-home care, the availability of mental health care ser
vices for children and adolescents in Germany remains 
insufficient. Research by Vasileva and Petermann 
(2017) suggests that approximately one-third of 
younger adolescents in out-of-home care with mental 
health issues do not undergo mental health care inter
ventions. Hensel (2010) estimates the treatment rate 
to be less than 30% in this population. This situation 
highlights a significant gap between the considerable 
need for assistance and the limited access to support 
services. This is particularly striking given the avail
ability of short-term trauma-focused treatments that 
could be beneficial – such as Trauma-Focused Cogni
tive Behavioural Therapy (TF-CBT; de Arellano et al., 
2014), Supporting Students Exposed to Trauma 
(SSET; Jaycox et al., 2009; Schultz et al., 2012), or Cog
nitive Behavioural Intervention for Trauma in Schools 
(CBITS; Jaycox, 2003; Stein et al., 2003). These inter
ventions are currently being implemented and evalu
ated for this population in Germany (Pfeiffer, Dörrie 
et al., 2024). This gap is particularly problematic for 
the highly burdened population of adolescents in out- 
of-home care, as psychological stress is associated 
with an increased risk of discontinuing treatment 
measures (Schmid et al., 2013). Consequently, Schmid 
et al. (2014) recommend that paying more attention 
to (trauma-related) mental health symptoms in adoles
cents in out-of-home care might help to reduce early 
termination rates. Asking routinely about potentially 
PTEs in child welfare services (using e.g. standardised 
questionnaires or clinical interviews) would allow a bet
ter identification of PTEs and PTSS which would then 
enable timely access to appropriate treatment for 

affected individuals, addressing their specific needs 
effectively. The inconsistency between self-reports and 
staff reports on PTSS in this study is similar to previous 
studies (e.g. Skar et al., 2021) and emphasises the 
importance of training staff in out-of-home care to be 
more sensitive to trauma-related symptoms. Lastly, 
this study also shows that caregiver/ staff assessment 
is not sufficient to identify adolescents at risk. Self- 
report data on trauma and PTSS is key and not only 
an addition to proxy-reports in clinical but also child 
welfare settings.

Challenges for future research are not only the 
implementation and evaluation of effective trauma- 
focused interventions for this population, but to also 
focus on a sustainable dissemination so more children 
and adolescents in out-of-home care who suffer from 
PTSS will have access to such treatments. Manualized 
trauma-focused short-term group interventions (e.g. 
Auslander et al., 2017; Schultz et al., 2012) with psy
choeducational and cognitive–behavioural elements 
are a promising approach, with trained professionals 
implementing them in the child welfare institutions 
so the children would not have to travel to the thera
pist to reduce known treatment barriers. Such inter
ventions were found to significantly improve PTSS 
in a population of refugees in German welfare insti
tutions, another highly vulnerable population for 
experiencing interpersonal PTEs (Pfeiffer et al., 2018).
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