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ABSTRACT
Background: Parental post-traumatic stress disorder (PTSD) can impact parenting and child 
psychosocial wellbeing. Complementing trauma-focused psychotherapy with parenting 
interventions can thus have important preventive value. Understanding parents’ lived 
experiences is necessary to tailor such interventions to their needs.
Objective: This study addressed the question: how can preventive parenting support be 
shaped to the needs of parents entering specialized psychotherapy for PTSD? To answer this 
question, we investigated parenting challenges, parent–child communication about PTSD, 
strengths, and social support experiences of parents with PTSD.
Method: The sample included 14 parents seeking PTSD treatment at a tertiary mental 
healthcare institution, while parenting children aged 4-17. Data were collected using semi- 
structured interviews and analysed using reflexive thematic analysis.
Results: On the one hand, parental dysregulation (e.g. exploding or shutting down) was an 
important challenge. On the other hand, parents’ attempts to remain regulated (e.g. 
through overcontrol and overprotectiveness) also affected family life. When talking to their 
child about PTSD, parents were guided by what they considered beneficial for the child to 
know. An important strength was that parents tried to remain attuned to the child’s needs, 
regardless of their own struggles. Parents also described experiences that could be 
understood as post-traumatic growth through parenting. Generally, parents experienced a 
lack of social support.
Conclusion: Our findings illustrate that parents entering PTSD treatment are highly motivated 
to do what is best for their child. Based on parents’ lived experiences, preventive parenting 
interventions should address the impacts of both dysregulation and overcontrolling 
regulation attempts. Another important goal is reducing feelings of incompetence. 
Integrating the parenting role in psychotherapy for PTSD could also be beneficial. For 
example, setting parenting-related therapy goals can be motivating. Furthermore, parent– 
child interactions can be a mirror that reflects the parents’ inner state: considering these 
interactions can help recognize changes in symptomatology.

Comprensión y apoyo a la crianza en padres que buscan tratamiento 
para el TEPT: un estudio cualitativo  
Antecedentes: El trastorno por estrés postraumático (TEPT) de los padres puede afectar a la 
crianza y al bienestar psicosocial del niño. Por lo tanto, complementar la psicoterapia 
centrada en el trauma con intervenciones de crianza puede tener un importante valor 
preventivo. Es necesario comprender las experiencias vividas por los padres para adaptar 
dichas intervenciones a sus necesidades.
Objetivo: Este estudio abordó la pregunta: ¿cómo puede el apoyo preventivo a la crianza 
adaptarse a las necesidades de los padres que inician una psicoterapia especializada para el 
TEPT? Para responder a esta pregunta, investigamos los desafíos de la crianza, la 
comunicación entre padres e hijos sobre el TEPT, las fortalezas y las experiencias de apoyo 
social de los padres con TEPT.
Método: La muestra incluyó a 14 padres que buscaban tratamiento para el TEPT en una 
institución terciaria de salud mental, mientras criaban a niños de edades comprendidas 
entre los 4 y los 17 años. Los datos se recogieron mediante entrevistas semiestructuradas y 
se analizaron mediante análisis temático reflexivo.
Resultados: Por un lado, la desregulación parental (por ejemplo, explotar o cerrarse en sí 
mismo) fue un desafío importante. Por otro lado, los intentos de los padres de permanecer 
regulados (por ejemplo, mediante el control excesivo y la sobreprotección) también 
afectaban a la vida familiar. Al hablar con sus hijos sobre el TEPT, los padres se guiaron por 
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HIGHLIGHTS
• In this study, we explore 

through interviews how 
we can better support 
parents in their parenting 
role when they seek PTSD 
psychotherapy.

• Our findings show that 
both attempts from the 
parent to stay ‘in control’ 
(for example, by being 
controlling or protective of 
the child), as well as 
moments when the parent 
‘loses control’ (e.g. 
exploding or shutting 
down) can be challenging 
for the family.

• However, it is also clear 
that despite their 
struggles, parents are very 
motivated to do the best 
for their child, and 
prioritize their child’s 
needs.
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lo que consideraban beneficioso que el niño supiera. Una fortaleza importante fue que los 
padres intentaron permanecer en sintonía con las necesidades del niño, 
independientemente de sus propias luchas. Los padres también describieron experiencias 
que podrían entenderse como crecimiento postraumático a través de la crianza. En general, 
los padres experimentaron una falta de apoyo social.
Conclusiones: Nuestros hallazgos ilustran que los padres que inician el tratamiento del TEPT 
están muy motivados para hacer lo que es mejor para su hijo. Basándose en las experiencias 
vividas por los padres, las intervenciones preventivas de crianza deberían abordar los 
impactos tanto de la desregulación como de los intentos de regulación excesiva. Otro 
objetivo importante es reducir los sentimientos de incompetencia. También podría ser 
beneficioso integrar la función parental en la psicoterapia para el TEPT. Por ejemplo, 
establecer objetivos terapéuticos relacionados con la crianza puede ser motivador. Además, 
las interacciones entre padres e hijos pueden ser un espejo que refleje el estado interno de 
los padres: considerar estas interacciones puede ayudar a reconocer cambios en la 
sintomatología.

Many people living with post-traumatic stress dis
order (PTSD) are parents (Nicholson et al., 2002). 
The potentially adverse impact of PTSD on parenting 
and the parent–child relationship is well-supported in 
the scientific literature (Christie et al., 2019; Creech & 
Misca, 2017; Sangalang & Vang, 2017; Van Ee, Kleber, 
& Jongmans, 2016). Overall, parental PTSD is associ
ated with negative parenting behaviours such as 
harshness (e.g. Bryant et al., 2018; Wang et al., 
2023), a more negative subjective experience of the 
parenting role, such as higher levels of parenting stress 
(e.g. Hartzell et al., 2022), and lower levels of perceived 
parenting competence (Berthelot et al., 2020; Sager & 
Wamser-Nanney, 2022). It is important to note, how
ever, that despite these challenges, parents with PTSD 
often also manage to sustain positive parenting beha
viours and relationships with their child (Christie 
et al., 2019).

The exact pathways through which PTSD symp
toms affect parenting are not yet fully understood, 
but evidence suggests that symptoms in the avoidance 
and negative alterations in cognitions and mood clus
ters (which are considered separate since the introduc
tion of the DSM-5 [American Psychiatric Association, 
2013], but were previously combined) may play a cen
tral role. Parents with more avoidance, numbing, and 
negative cognitions / mood symptoms are found to 
grant their child less autonomy (Wamser-Nanney & 
Sager, 2022), report lower family functioning (Evans 
et al., 2003) and parent–child relationship quality 
(Ruscio et al., 2002) and find the parenting role less 
satisfying (Berz et al., 2008; Samper et al., 2004) and 
more distressing (Peak et al., 2022). These findings 
suggest that PTSD-related avoidance, numbing and 
negative thoughts and feelings may hinder connection 
and involvement with the child.

Another important factor is emotional reactivity 
and dysregulation, which has been found to interfere 
with parents’ ability to respond supportively to their 
child’s emotions (Gurtovenko & Katz, 2020; 

Wamser-Nanney & Sager, 2022) and to be assertive 
in discipline situations (Franz et al., 2022; Kumar 
et al., 2020). Hyperarousal is associated with more 
negative attributions of the child and self (Sager & 
Wamser-Nanney, 2022) and lower parenting satisfac
tion (Berz et al., 2008; Wamser-Nanney & Sager, 
2022). The role of intrusion symptoms in parenting 
is not yet clear. The few studies that do find an effect 
of this symptom cluster, show inconsistent findings: 
Van Ee, Kleber, Jongmans, Mooren et al. (2016) 
found associations between intrusion and observed 
attachment insecurity and extremely insensitive par
enting, whereas Wamser-Nanney and Sager (2022) 
found an association with higher self-reported 
supportiveness.

Parental PTSD symptoms are also associated with a 
range of psychosocial symptoms in children, including 
PTSD symptoms, anxiety, depression, general psycho
logical distress and externalizing behaviour (Back 
Nielsen et al., 2019; Lambert et al., 2014; Ribaudo 
et al., 2022). This association is the result of a complex 
interplay of genetic and environmental risk (Amstad
ter et al., 2024; Lehrner & Yehuda, 2018). The role of 
parenting and the parent–child relationship in this 
interplay has been the subject of a growing body of lit
erature. The association between parental PTSD and 
child psychopathology appears to result partially 
from difficulties in the early parent–child relationship 
(in those whose PTSD preceded or closely followed 
becoming a parent) such as impaired attachment 
and parental mentalization capacity, which negatively 
impact critical aspects of child development (Christie 
et al., 2019; Erickson et al., 2019; Luyten et al., 2017; 
Muzik et al., 2013; Van Ee, Kleber, & Jongmans, 
2016). However, later parenting impairments, such 
as harsh, restrictive and punitive parenting, have also 
been found to mediate between parental PTSD or 
psychological distress and child internalizing and 
externalizing psychopathology (Bryant et al., 2018; 
Greene et al., 2018; Sim et al., 2018). The same is 
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true for parenting stress, which some evidence 
suggests contributes even more to child internalizing 
and externalizing psychopathology than actual parent
ing behaviours (e.g. Hartzell et al., 2022; Huth-Bocks 
& Hughes, 2008; Samuelson et al., 2017). Thus, both 
parenting behaviour and experience of the parenting 
role in parents with PTSD can be pathways for preven
tion of psychosocial problems in children.

Within the broader range of parenting interven
tions aimed at preventing intergenerational trans
mission of mental illness (Siegenthaler et al., 2012; 
Thanhäuser et al., 2017), a number of interventions 
have targeted parents who have experienced trauma 
(e.g. abuse or intimate partner violence; Lindstrom 
Johnson et al., 2018; war or forced displacement; 
Gillespie et al., 2022; and military service; Creech 
et al., 2023; Gewirtz et al., 2014; Lester et al., 2011). 
The promising effects of these interventions, however, 
may not apply to the same extent to the subset of 
parents who go on to develop PTSD following trauma 
exposure. Generally, PTSD symptoms are known to 
diminish adherence and effectiveness of health inter
ventions (e.g. Hou et al., 2020; Taggart Wasson 
et al., 2018). The same appears to be true for parenting 
interventions: lower effectiveness of a parenting inter
vention was found for veteran fathers with PTSD com
pared to those without (Chesmore et al., 2018), and for 
mothers with more severe PTSD symptoms compared 
to those with less severe symptoms (Ribaudo et al., 
2022). This means that compared to those who do 
not develop PTSD following trauma, parents with 
PTSD may especially need parenting support, but 
appear to benefit less from currently available inter
ventions. Understanding these parents’ own experi
ences and needs through qualitative research can 
help shape more effective interventions for this group.

To identify areas in which parents with PTSD could 
benefit from parenting support, naturally, the chal
lenges they face should be investigated. Across quali
tative studies, parents with PTSD have described 
such challenges as a tendency to withdraw physically 
and/or emotionally, having a ‘short fuse’, overprotec
tiveness, and feeling like a bad parent (Ayers et al., 
2006; Christie et al., 2020, 2023; McGaw et al., 2018; 
Ray & Vanstone, 2009; Sherman et al., 2016). Further
more, many parents describe very limited communi
cation with their children about their PTSD, citing 
reasons such as shame and fear that their child will 
lose respect for them (Sherman et al., 2015), or want
ing to protect the child from emotional distress 
(Christie et al., 2023). In families of children with can
cer, mothers with higher PTSD symptoms were also 
found to communicate more harshly and show less 
positive emotion when talking to their child about 
the cancer (Murphy et al., 2016, 2021). These com
munication challenges are especially relevant for inter
ventions; helping parents adequately communicate 

with their child about their mental health problems 
contributes to the child’s understanding that their 
parent’s disorder is external to them, that improve
ment is possible, and that they are not to blame. 
This can help prevent psychosocial problems (Beard
slee et al., 2003).

Besides challenges, it is also important to focus on 
strengths and resources of resilience. In previous 
research, parents with PTSD have described their chil
dren as sources of joy and support, providing a sense 
of purpose and motivation for recovery (Christie et al., 
2023; Ray & Vanstone, 2009; Sherman et al., 2016). 
The social context of the family is also highly relevant 
in fostering resilience. Having sufficient social support 
can buffer negative consequences of parental trauma 
on parenting and child functioning (Hatch et al., 
2020; Krauss et al., 2016; Thomas et al., 2018; Tracy 
et al., 2018). However, PTSD is associated with 
decreasing social support over time (Wang et al., 
2021). Thus, many families may lack the social support 
they need. For instance, a qualitative study in families 
of veterans with PTSD showed that although support 
was available, it was largely perceived as unhelpful 
and misguided (Pollmann et al., 2023). Increasing 
parents’ and children’s social support can be a goal 
of preventive parenting interventions (e.g. Kaplan 
et al., 2014; Van der Zanden et al., 2010). It is impor
tant to investigate parents’ social support experiences – 
for example, for whom social support is and is not 
available, what types of support parents find (un)help
ful, and what might deter some parents from accessing 
it – so that this can be targeted more effectively.

1. The current study

In this study, we qualitatively investigate experiences 
of parents concurrently raising dependent children 
and seeking PTSD treatment at a specialized, tertiary 
mental health care institution. This population is 
characterized by relatively severe PTSD, often comor
bid with other disorders, and histories of repeated 
traumatic experiences. By analysing these parents’ 
lived experiences, we add to the existing literature in 
several ways. Previous qualitative research has primar
ily included military veteran samples (Cramm et al., 
2022; McGaw et al., 2018; Pollmann et al., 2023; Ray 
& Vanstone, 2009; Sherman et al., 2015, 2016) or, 
when a more heterogeneous sample was included, it 
was largely comprised of parents who had already 
completed PTSD treatment and reported retrospec
tively on the parenting of their now adult children 
(Christie et al., 2023). Although this research has 
yielded valuable findings, the experiences of treat
ment-seeking parents remain underrepresented. The 
time when a parent seeks treatment is a crucial 
moment for detecting potential risks for their child 
and (preventively) intervening where needed; a 
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‘window of opportunity’ of which the potential is cur
rently far from optimally realized (Everts et al., 2022). 
Thus, understanding the experiences of parents 
during this pivotal stage is crucial if we want parenting 
support to meet their needs.

In sum, our aim is to answer the overarching ques
tion: How can we shape preventive parenting support 
to the needs of parents entering specialized psy
chotherapy for PTSD? We do this by answering the 
following sub-questions: (1) What challenges do 
parents seeking PTSD psychotherapy experience in 
their parenting role? (2) How do these parents com
municate with their children about their PTSD? (3) 
What are these parents’ self-perceived strengths and 
positive experiences in the parenting role? (4) What 
are these parents’ experiences with social support?

2. Method

2.1. Participants

We based our sample size on information power 
guidelines by Malterud et al. (2016). These guidelines 
follow the principle that if a sample holds a high 
amount of relevant information, a smaller sample 
size suffices, and vice versa. The guideline takes into 
account the breadth of the study aim, the extent to 
which participants can be selected to have relevant 
experiences, the strength of established theory on the 
topic, interview quality, and whether the analysis strat
egy is on a case (in-depth narrative or discourse analy
sis) or cross-case (uncovering and comparing people’s 
experiences) basis (Malterud et al., 2016).

The desirable sample size for this study was deter
mined to be 10-15 (for the full information power 
profile, see Meijer, Finkenauer, & Thomaes, 2023). 
Fourteen parents participated in this study. Inclusion 
criteria were: current PTSD diagnosis; current parent
ing responsibilities for one or more children aged 4–17 
(this study is part of a project in which an intervention 
for this age group is developed: Meijer, Finkenauer, 
Blankers et al., 2023); and ability to complete the inter
view and questionnaires in Dutch. Exclusion criteria 
were: acute crisis or high risk thereof (e.g. acute suicid
ality, psychosis, or substance abuse); no contact with 
children; and all children having oppositional-defiant 
disorder, conduct disorder, or an IQ < 50. Demo
graphic information is presented in Table 1.

2.2. Ethical approval, design, setting and 
procedure

The Medical Ethics Review Committee NedMec 
confirmed that approval of this study was not required 
according to Dutch law, due to the absence of inter
vention or behaviour modification (reference number 
SL/avd/20/500115). Participants were recruited from 

January until November 2021, among outpatient 
patients of the Sinai Centrum, a specialized treatment 
institution for PTSD and other trauma-related dis
orders in the Netherlands. Sinai Centrum is a tertiary 
mental healthcare institution. As such, the sample is 
characterized by relatively severe and long-lasting 
PTSD, repeated trauma exposure across the lifespan, 
comorbidities such as depression and personality dis
orders, and high prevalence of impairments in overall 
functioning. Clinical background characteristics are 
presented in Table 2. All participants were receiving 
PTSD psychotherapy (Eye Movement Desensitization 
and Reprocessing [EMDR], Imaginary Exposure with 
Exposure-in-Vivo, and/or Imagery Rescripting) or 
on the waiting list.

Patients were recruited through flyers in waiting 
rooms and by therapists, who asked patients with chil
dren if they agreed to be approached. A researcher 
then called the patient to provide information about 
the study. If the patient was interested, they were 
screened for inclusion and exclusion criteria, and 
received an information letter. Research appointments 
were planned several days later, to allow patients 
enough time to consider their participation. The 
patient and researcher LM met one-on-one at the 
centre (n = 11), at the patient’s home (n = 2), or on 
video call (n = 1), according to participants’ 
preference.

After reading the information letter and discussing 
questions and concerns, patients provided written 
informed consent. They then completed background 
questionnaires on a tablet or in a pencil-and-paper 
booklet. The researcher remained in the room to 
answer questions. After completion of the question
naires, the interview took place. Interviews lasted 
68 min on average (range: 34–104 min).

2.3. Materials

A semi-structured interview schedule was used. The 
topic list contained questions about challenges, com
munication, strengths, and social support (see Meijer, 
Finkenauer, & Thomaes, 2023) but allowed for devi
ation into topics that came up in the interview. Inter
views were audio recorded and transcribed verbatim 
using speech-to-text software, followed by manual 
correction. Identifying information (names, places of 
residence, etc.) was redacted in the transcripts. 
Audio files were deleted after analyses were com
pleted. For information and psychometric properties 
of questionnaires that were used to collect background 
information, see Supplemental Material.

2.4. Analysis

We analysed interviews using the reflexive thematic 
analysis approach (Braun & Clarke, 2006, 2019) in 
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Nvivo 20 (QSL International Pty Ltd., 2020). In this 
approach, the researcher develops themes as ‘stories 
about the data’ (Braun & Clarke, 2019, p. 594); pat
terns of data fragments that the researcher interprets 
as united by common meaning, and meaningful to 
answering our research question (Braun & Clarke, 
2019). LM coded these interview transcripts systema
tically. First, all interview transcripts were read mul
tiple times and initial ideas about possible themes 
were noted. Second, broad fragments were assigned 
at least one of four preliminary codes indicating 
which sub-question they might be meaningful to 
(challenges, strengths, communication, and social 
support). Third, within these broad fragments, 
increasingly more in-depth codes were assigned to 
data fragments. Finally, codes were connected and 
organized into themes. The coding and theme-gener
ating process was cyclical: the researcher returned to 
the transcripts and fragments repeatedly to refine 
codes and themes (Hennink et al., 2020).

2.4.1. Reflexivity
Reflexivity was promoted in three ways. First, LM kept 
a written reflexivity log throughout all stages of data 
collection and analysis. During the interview process, 
reflections, impressions, and assumptions were 
recorded in this log. During the coding process, con
siderations and decisions in the assigning of codes 

and themes were recorded in the log. Second, BK 
immersed herself in a subset of interview transcripts, 
and we discussed our impressions and possible 
themes. This was done to deepen our understanding 
on how we were relating to the data. Third, LM dis
cussed the codes, quotes from interviews and (prelimi
nary) themes with peers several times across the 
development of the thematic framework. This process 
of critical reflection on the thematic framework with 
peers, discussing meaning and clarity of themes, 
themes that appeared over- or underemphasized, 
unexpected or contradictory findings, helped further 
refine the thematic framework. These reflexivity pro
cesses were recorded in the reflexivity log, which (in 
Dutch) can be obtained from the authors upon 
request.

Positionality and Context. Our social identities and 
the context in which we carry out our research influ
ence how we conduct research, including the ques
tions we ask, how we relate to participants, and how 
we interpret data (Jacobson & Mustafa, 2019). 
Although there are many aspects to social identity 
and context and we cannot reflect on them all here, 
we choose to share the following on our positionality 
to better situate this study. The population in this 
study is likely to experience marginalization – as a 
result of mental illness and its associated stigma, and 
possibly also due to other intersecting marginalized 

Table 1. Demographic information for parents and index children.

Variable Parent (n = 14) Index child (n = 14)

Frequency % Mean (SD) Range Frequency % Mean (SD) Range

Gender Male 6 42.9 8 57.1
Female 8 57.1 5 35.7
Non-binary or Other 0 0 1 7.1

Age 42.29 (6.80) 32–52 11.08 (3.68) 5–16
Number of children 2.36 (0.75) 1–3
Partnered Yes, with biological parent of index 

child
6 42.9

Yes, partner is not biological parent 1 7.1
No 6 42.9
Rather not say 1 7.1

Ethnicity Dutch 10 71.4 9 64.3
Surinamese 3 21.4 3 21.4
Mixed 0 0 2 14.3
Other 1 7.1 0 0

Index child living 
situation 

Full-time with participating parent 12 85.7

50-50 with participating parent and 
other parent

2 14.3

Highest completed 
education level 

Practical pre-vocational 2 14.3

Theoretical pre-vocational 5 35.7
Vocational 3 21.4
Higher vocational 2 14.3
University bachelor 1 7.1
University master 1 7.1

Current employment 
situation 

Working part-time or full-time 6 42.8

Homemaker, no formal 
employment 

2 14.3

Fully unable to work 2 14.3
Partially unable to work or on 

temporary sick leave
3 21.4

Receiving benefits, but not unable 
to work 

1 7.1
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identities – and we as researchers are ‘outside’ of this 
marginalized group. Participants were clients at the 
institution where LM and KT are employed. LM, 
who conducted and analysed the interviews, was not 

involved in participants’ treatment. Regardless, we 
acknowledge our ‘outside’ perspective and relative 
power, compared to our study participants, associated 
with certain parts of our social identities.

Table 2. Descriptive statistics on clinical background variables for parents and index children.

Variable n Frequency % Mean (SD)
Range in 

study

Range of 
instrument / 

subscale

Number of different types 
of traumatic 
experiences (LEC-5)

Participant directly exposed 14 5.79 (2.26) 2–9 0–17

Participant indirectly exposed (witnessed, 
learned about it happening to close family 
member or friend, or was confronted with it 
as part of their job)

14 11.36 (9.78) 1–30 0–51

Index trauma (LEC-5) Physical violence 13 3 23.08
Violence with use of a weapon 13 1 7.69
Sexual violence 13 4 30.77
Armed combat or presence in a war zone (as 

military or civilian) 
13 4 30.77

Life-threatening illness or injury 13 1 7.69
PTSD symptoms (PCL-5) Total symptom severity 14 53.21 (9.38) 35–70 0–80

Total symptom severity above clinical cutoff 14 14 100
Reexperiencing 14 13.07 (3.02) 6–19 0–20
Avoidance 14 5.57 (1.34) 3–8 0–8
Negative cognitions and mood 14 18.79 (4.00) 10–25 0–28
Hyperarousal 14 15.79 (3.33) 11–22 0–24

Comorbid diagnoses 
(DSM-5)

Number of comorbid DSM-5 diagnoses at intake 
(excl. PTSD)

14 0.71 (1.07) 0–3

Depression (single or recurrent episode) 14 2 14.29
Substance use disorder 14 1 7.14
Obsessive-compulsive personality disorder 14 1 7.14
Avoidant personality disorder 14 2 7.14
Borderline personality disorder 14 2 7.14

Problems in overall 
functioning (OQ-45)

Total problems in overall functioning 13 104.31 (21.50) 74–146 0–180

Total score (very) high compared to normal 
population

13 13 100.00

Symptomatic distress 
(OQ-45)

Subscale score 14 63.79 (12.24) 48–89 0–100

Subscale score (very) high compared to normal 
population 

14 14 100.00

Interpersonal relationship 
problems (OQ-45)

Subscale score 13 22.15 (6.09) 6–30 0–44

Subscale score (very) high compared to normal 
population 

13 12 92.31

Social role problems (OQ- 
45)

Subscale score 13 17.33 (6.66) 5–28 0–36

Subscale score (very) high compared to normal 
population

13 10 76.92

Anxiety and Somatic 
Distress (OQ-45)

Subscale score 13 33.77 (5.53) 28–46 0–52

Subscale score (very) high compared to normal 
population

13 13 100.00

Index child psychosocial 
and behavioral 
functioning (SDQ)

Total difficulties 13 15.92 (7.94) 3–28 0–40 

Emotional problems 
(SDQ)

Subscale score 13 4.31 (3.01) 0–10 0–10 

Subscale score (very) high compared to normal 
population

13 5 38.46 

Conduct problems (SDQ) Subscale score 13 2.77 (2.17) 0–8 0–10 
Subscale score (very) high compared to normal 

population
13 4 30.77 

Hyperactivity (SDQ) Subscale score 13 6.31 (2.81) 0–10 0–10 
Subscale score (very) high compared to normal 

population
13 5 38.46 

Problems with peers 
(SDQ)

Subscale score 13 2.54 (1.94) 0–6 0–10 

Subscale score (very) high compared to normal 
population

13 4 30.77 

Prosocial behavior (SDQ) Subscale score 14 7.21 (2.86) 1–10 0–10 
Subscale score (very) low compared to normal 

population
14 5 35.71 

Notes: LEC-5 = Life Events Checklist for DSM-5 (Weathers et al., 2013); PCL-5 = PTSD Checklist for DSM-5 (Blevins et al., 2015); DSM-5 = Diagnostic and 
Statistical Manual of Mental Disorders (American Psychiatric Association, 2013); OQ-45 = Outcome Questionnaire-45 (Lambert et al., 1996); SDQ = 
Strengths and Difficulties Questionnaire (Goodman, 1997).
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At the time of writing, LM is a PhD candidate in inter
disciplinary social science, an early career researcher, 
working at a PTSD treatment institution and university, 
a white Dutch person and member of the LGBTQIA+ 
community. KT is a psychiatrist and clinical scientific 
researcher, a white cisgender Belgian-Dutch woman 
and mother of four adolescent/young adult children. 
BK is a cisgender Turkish-Dutch woman, finishing her 
masters in Clinical Psychology. CF is a faculty member 
at a Dutch university with expertise in adolescence and 
youth development, German, a white cisgender 
woman and mother of two adult children.

2.4.2. Quotes
We present participant quotes verbatim (translated to 
English; for an overview of original quotes and trans
lations, see Meijer, Finkenauer, & Thomaes, 2023). 
Ellipses indicate omissions and square brackets indi
cate redactions for clarity or to preserve anonymity.

3. Results

3.1. Background

The sample consisted of six men and eight women, 
with an age range of 32–52 (M = 42.29, SD = 6.80). 
Out of 14, 4 participants had a non-Dutch back
ground, of whom three Surinamese and one from a 
South-East European country. Participants had 
between one and three children (M = 2.36, SD =  
0.75). Seven of fourteen participants had a partner. 
In six out of seven cases, this partner was the biological 
parent of the index child. Twelve participants per
formed paid or unpaid work, either in formal employ
ment or as a homemaker. Index children ranged in age 
from 5 to 16 years (M = 11.08, SD = 3.68). Eight index 
children were male, five female, and one non-binary. 
See Table 1 for further demographic information.

Participants reported a range of traumatic experi
ences on the Life Events Checklist for DSM-5 (LEC- 
5), with sexual violence and armed combat or presence 
in a war zone as military or civilian being the most com
mon index traumas (n = 4 each). As expected in a treat
ment-seeking sample, PTSD symptoms on the PTSD 
Checklist for DSM-5 (PCL-5) exceeded the clinical 
cutoff for all participants (clinical cutoff = 31-33; 
range in study = 35-70; instrument range = 0-80) and 
average PTSD symptom severity was high (M = 53.21, 
SD = 9.38). See Table 2 for further clinical information.

3.2. What challenges do parents with PTSD 
experience?

3.2.1. Parenting with PTSD means struggling to 
control something uncontrollable
Parents described dealing with their PTSD in the 
family context as a continuous attempt at controlling 

something uncontrollable. Parents’ attempts to keep 
traumatic memories at bay and avoid triggers clashed 
with children’s inherent spontaneity and frankness. As 
such, both sides to the struggle of control – gaining 
and losing it – were an undercurrent in many of the 
challenges parents experienced.

3.2.2. Gaining control
Assuaging feelings of anxiety and worry was a major 
reason why parents felt the need to have control 
over the child and life at home. This would often result 
in overprotectiveness towards the child. 

The past months we have tried to figure out when [my 
need for control] really got worse, and it’s actually 
from when the oldest started sixth grade and actually 
yeah, wanted to do his own thing. And well, then I 
can’t protect him anymore. (…) Then I can no longer 
have control and really bad things could happen. [05]

Some participants directly related this anxiety to their 
trauma. These parents hoped that by being protective, 
they could prevent their child from experiencing the 
same: 

I was calling all day to ask how he was doing. And when 
he came back, I would ask a lot of questions (…) Oh, who 
was there, what did they look like? (…) I recorded him 
many times (…) I have lots and lots of tapes, when he 
comes back from his dad, I always have a sort of 
interrogation. I put my phone and then (…) just to 
hear what he would say, if anything mean happened, 
if he was hit or … You know? (…) To catch the perpetra
tor, like: listen, he did say that. [04]

In other cases, parents’ anxiety extended to all areas 
of the child’s life, such as school performance, partici
pation in traffic, and health. Participants typically 
expressed awareness that this level of overprotective
ness could negatively impact their child, and actively 
tried to reduce it. These efforts could also be stimu
lated by the child: 

Yes, I am really protective towards my children. So, my 
oldest daughter is wonderfully articulate, just like me 
[laughs] but she just says: mom, stop, you’re doing it 
again. So that is really good. [09]

Another reason why parents felt a need for control was 
to protect themselves from overstimulation. In these 
cases, the home and family environment was like a 
bastion that parents might fortify through acts such 
as excessive cleaning or stocking. Unpredictable 
changes to the home environment, like children’s 
friends visiting, could cause anxiety. To be able to 
carry out their parenting responsibilities, parents 
may feel the need to subject the child’s behaviour to 
the same level of control: 

Because of everything, I have become quite a control 
freak. (…) So, I find it really hard to just let her be 
at home, doing what she wants to do (…) like painting 

EUROPEAN JOURNAL OF PSYCHOTRAUMATOLOGY 7



and such (…) My panic button gets activated and all I 
do is correcting, correcting. And eventually I take over 
to ensure that, yeah, I don’t get too overstimulated 
again. [06]

Losing control. Whereas the scale could be tipped 
to loss of control by any number of factors, partici
pants described it as especially challenging that their 
child was a potential trigger. In some cases, this link 
was direct; specific behaviours (e.g. screaming) could 
trigger the parent. In other cases, the link was more 
indirect; experiences in their child’s life would remind 
participants of their own trauma, evoking an intense 
emotional response: 

[My daughter] recently had a classmate who (…) 
taunted or embarrassed her on social media, in front 
of a whole group. (…) I felt her powerlessness and I 
felt that too, and rage came up inside me. (…) I almost 
wanted to rattle that child. These are things that make 
me think like, yeah, that triggers something in me (…) 
My child is backed into a corner and I feel powerless, 
yes, wow, that’s when it comes back. [08]

Parents’ reactions when losing control could be 
broadly divided into over- and underreactivity. In par
ticipants’ own words, overreactivity was described as 
‘having a short fuse’ or ‘exploding’. During such 
explosions, parents found themselves responding dis
proportionally to small things their child did: 

In the morning before school, breakfast, accidentally 
dropping the plate off the table. Well, I would really 
explode, because that didn’t fit into my rhythm (…) 
First there is my startle response and from that startle 
response, yeah, I already react before I can really think 
about it. And then the anger is already there (…) [My 
daughter] starts to cry and then you realize what hap
pened again. Yeah, and then you can comfort her, but 
still, it keeps happening. [06]

Underreactivity, which participants described in 
terms such as ‘shutting down’, ‘closing themselves 
off’ or ‘freezing’, could happen in situations where 
the child showed unwanted behaviours: 

Usually I just ignore him, that’s my only solution. More 
like I close myself off from it. [02]

Similarly, some participants experienced shutting 
down when their child came to them for attention 
or affection, making it difficult to respond sensitively 
to their child’s emotional needs: 

For example, when they are upset about something, 
sure, I can care for them. But if it takes too long, I go 
into a stress moment and I push them towards my 
mom because I’m like: OK, that’s enough. [13]

3.2.3. Parents’ PTSD and child needs are 
perceived as incompatible
Participants often saw it as their responsibility to 
ensure their child noticed their PTSD as little as 
possible: 

For example the flashbacks or the smells (…) I find it 
really hard to suppress that too. I see that they don’t 
(…) notice it yet, because I’m usually just sitting behind 
my desk, sort of. But yes, I am afraid that they are going 
to figure that out, actually. Yes, for me, I would prefer 
to keep them a little in the dark with that. [14]

This perceived incompatibility between the reality of 
living with PTSD and the child’s best interest would 
often be resolved with self-effacement. For example, 
some would describe wearing a ‘happy mask’ for 
their children throughout the day, only to have symp
toms emerge with increased intensity at night. 
Furthermore, some parents delayed or paused PTSD 
treatment because they felt it would get in the way 
of parenting responsibilities.

3.2.4. Feeling like you fall short as a parent
Many participants felt very negatively about them
selves as parents. They expressed that their PTSD pre
vented them from being the parent they felt they 
should be and struggled with the fact that fully shield
ing their children from their PTSD was not possible. A 
father reflected on the difference in how his child per
ceived him before and after developing PTSD: 

[My daughter] said something a while ago: ‘I feel so 
sorry for [her younger siblings] because they don’t 
know dad from before he became so sick’. And she 
said: ‘On the other hand, those memories are starting 
to fade away for me as well, about what dad was like 
and how fun and nice it was’ (…) Yeah, that is really 
quite tough, I’ll tell you that. That is heavy. [07]

Relatedly, participants often expressed worry about 
long-term impacts on their child of growing up with 
a parent with PTSD. Some recognized their child 
adopting maladaptive thought-patterns: 

The doctor said literally: ‘You’re allowed to cry when 
you’re in pain’. He [the participant’s son, who was 
injured] said: ‘No, marines don’t cry either’. [12]

In other cases, participants worried about role rever
sal, seeing their child taking on too much responsibil
ity trying to help them: 

When I have a hard time and she notices that, she lit
erally comes to me and then she gives me her stuffed 
animal like: ‘Here dad’ and she climbs into my lap 
and comforts me. I find that really heavy for a five- 
year-old girl. [06]

When I go to the bakery, I always go with my two 
daughters and my son, or with my wife. So, I have 
my eh, my cordon around me. Then I’m protected. 
(…) But this also places a responsibility onto the chil
dren. Now, if I get out of the car, one of them gets 
out as well. If someone starts talking to me, they always 
come stand in front of me. So that a kind of distance is 
guaranteed. And they do that automatically, kind of. 
Or well, maybe I taught them. (…) We’re thinking of 
getting a service dog. Yes, that would be ideal. Because 
the children are sort of doing that job right now. [10]
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Finally, some participants worried about the impact of 
potentially scary situations their child had gotten 
involved in due to their PTSD, such as witnessing 
them being unresponsive during dissociative episodes 
or behaving erratically or aggressively because of 
intrusive symptoms.

3.2.5. Some periods in child development are 
especially challenging
Two periods of child development stood out as 
especially challenging: infancy and adolescence. 
Some participants described exacerbation of PTSD 
symptoms after the birth of their child, especially 
because of the child’s crying and a lack of sleep. As 
children reached adolescence, their increasing need 
for autonomy and privacy often collided with partici
pants’ overprotectiveness. Additionally, several par
ticipants who experienced abuse found it difficult to 
cope with their adolescent child’s physical and sexual 
maturation: 

My trauma has to do with men, and because he got 
older, I started to see him as a man. So I kept him at 
a distance although he actually is an emotional child 
who loves to hug a lot and wants attention and such. 
But I kind of pushed him away which made him feel 
bad actually, and it became noticeable at school. His 
results went down because he assumed I no longer 
loved him. [04]

3.3. How do parents communicate with their 
children about their PTSD?

3.3.1. Disclosing was inevitable
Most participants had told their child about their 
PTSD. Typically, they did so because they considered 
it more or less inevitable; either because the child had 
been present during the traumatic experience(s), 
because the parent would go to inpatient treatment, 
or because the child noticed symptoms and began ask
ing questions. 

I can’t keep it quiet, because at night, the middle one 
and the youngest one now say: ‘Dad, why do you yell 
at night? You do that a lot, yelling at night: ‘Don’t do 
it! No! Get out! Shoot!’’ I say: ‘Yes, maybe because of 
a dream, because of the war’. I can’t fool them. [11]

3.3.2. Disclosing proactively
When parents chose to disclose proactively, it was 
usually because this aligned with their parenting 
values, such as honesty and openness. Another reason, 
expressed by some participants who experienced 
abuse, was to prevent their child from experiencing 
something similar: 

When [my daughter] was the age I was when it hap
pened to me. I was 14. I think that’s when I told her 
because I was like: yeah, that’s when it happened to 
me. I don’t want the same to happen to her. [03]

Some participants also chose to disclose in hopes that 
their child would never become a perpetrator: 

I told them about the bullying. More like the expla
nation of: you don’t want to do that to someone (…). 
I really see that he has taken that to heart. I’m really 
proud of that. [14]

3.3.3. Communication is guided by what parents 
consider in the child’s best interest
In parents’ recounting of their conversations with 
their child about their PTSD, it was apparent that 
they thought about what would be in their child’s 
best interest and that they wanted the communication 
to serve this goal. Most parents let their child take the 
initiative in talking about PTSD; they would answer if 
their child asked questions, but would not initiate con
versations themselves. 

As soon as something comes up, coincidentally just 
recently (…) [my daughter] fell down the stairs. I com
pletely panic, because I’m like, here we go again. Then 
she says: ‘Why do you always do that?’. Then I explain 
like: ‘This is a piece that belongs to my PTSD. I’ve been 
through so much with you that is still very stuck in my 
body, that makes me scared that something will happen 
again’. That’s how I explain it. [09]

Moreover, parents considered what was developmen
tally appropriate to share, and usually told their chil
dren more as they got older. Some participants 
found it helpful to use age-appropriate media (e.g. pic
ture books like ‘The fairytale of the brave knight’, 
which is written by a psychologist to explain mili
tary-related PTSD to children, or an informative TV 
programme about sexual abuse) to help explain to 
their child what they were going through. 

With that first inpatient treatment on [date] when I 
had to explain why I would not be home for three 
months, I ended up buying a little book and reading 
it with her. (…) And they explain it in terms of a 
storm. Dad has storm in his head and that’s why he’s 
angry sometimes, wants to be alone, etcetera. (…) 
What should you tell her? It’s tricky. What helps her? 
Not a lot, so when I’m here [at the treatment center], 
she knows I’m at the talk doctor and she knows I’m 
talking about the storm. So you speak in those basic 
terms. [06].

Parents also usually did not tell their child about their 
trauma, or only minimally so, because they knew this 
could be shocking. Several chose not to use the word 
‘PTSD’, either because they thought their child 
would not understand, or because they worried their 
child would look it up online and find information 
that would disturb them. Instead, parents typically 
focused on explaining things that they perceived as 
directly meaningful to the child. For example, why 
they could not do certain activities together, or symp
toms the child noticed, such as panic attacks, intense 
startle responses, and irritability. Sometimes parents 
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also told their child they were going to therapy to get 
better.

3.3.4. Wanting to do what’s best for the child can 
also mean not telling
Parents doing what they considered in the child’s best 
interest sometimes also resulted in the opposite 
decision: not telling their child. Important reasons 
why some (initially) chose not to tell their children 
about their PTSD, were that they thought the child 
was too young, it would be a burden, and that the 
child would worry about them if they knew. Some par
ticipants also chose not to disclose because their 
trauma was perpetrated by someone the child knew 
(e.g. a family member or the other parent) and they 
did not want to speak badly of this person.

Notably, when parents had not told their child, 
often they expressed that their child knew there was 
‘something’. For example, the child would notice 
PTSD symptoms and ask about them, or wonder 
why their parent was unable to work or do activities 
with them. A parent who had eventually told their 
child when they asked directly, reflected on this: 

[My child] actually said: ‘Wow, why didn’t you tell me 
sooner? Because I always felt like something was up, 
but I never knew what, and do you have any idea 
how confusing that is?’ And then I thought: Wow, 
yes, a parent, it sounds weird, but as a parent, you 
do not consider that at all. That [not knowing] can 
have an impact on a child, too. [05]

3.3.5. Children can know, but not understand
Children typically responded positively to their 
parents’ disclosure, and were happy that their parent 
was getting the help they needed. However, some 
parents felt that although their child now ‘knew’, 
they still did not really ‘understand’. In other words, 
participants felt that their child’s understanding of 
what it was really like to have PTSD was limited. 
This could lead to clashes when participants felt that 
their child did not sufficiently take them into account 
(e.g. making loud noises despite being told this was a 
trigger). In a few cases, parents were worried about 
their child’s reaction, because the child responded 
with strong emotions or drew disturbing, not always 
correct conclusions based on their own interpretation.

3.4. What are self-perceived strengths and 
positive experiences of parents with PTSD?

3.4.1. Parenting as a source of positivity
Participants described that, despite its challenges, they 
enjoyed the parenting role. Seeing their children grow 
and develop, the mutual love between them and their 
child, doing fun activities together, and being proud of 
their family were cited as some of the most joyful 
aspects of being a parent. Participants also often 

expressed their child was a source of motivation for 
their recovery. Some children (usually adolescents) 
explicitly encouraged their parents to seek help for 
their PTSD. However, more often parents felt the 
need to seek treatment implicitly, because they saw 
how their PTSD affected their child or prevented 
them from doing activities together. Caring for the 
child also brought structure and purpose to partici
pants’ daily lives. Finally, for some participants, their 
child was a reason to keep going in especially difficult 
times: 

If I didn’t have kids, I think I wouldn’t even be alive 
anymore. On the one hand they’re the greatest trigger 
in my life, on the other hand they’re my greatest source 
of energy. [10]

3.4.2. Providing a healthy social-emotional 
context for the child
Participants stated their children were ‘number one’ in 
their life, and that it was their priority to provide them 
with a healthy social-emotional environment to grow 
up in. As such, they were all positive about the idea 
of preventive parenting support: 

I can suddenly see: Wow, I overreacted. I am now actu
ally doing what my parents did to me, which wasn’t 
healthy. And now I’m doing it to my own child. 
That’s not what you want. So yes, if it is possible to 
give people tools like, how do you recognize that and 
how can you turn that around, I think that would be 
really good. [08]

Many participants named open and honest com
munication as an important value in their families, 
and were happy that their children had a close bond 
with them and their siblings. They often contrasted 
this with their own childhood, in which they could 
not talk to their parents or were even afraid of them. 
Additionally, some participants described the impor
tance of making the home environment a calm, pre
dictable and safe place for all family members (e.g. 
by having set routines), and making life as normal as 
possible by focusing on what was possible despite 
their PTSD. To ensure that their child could ‘just be 
a child’, parents would make conscious efforts not to 
rely on them for emotional or practical support. 
Some also sought therapy for their child, to ensure 
the child had a place to express themselves and address 
potential effects of their PTSD on the child’s wellbeing.

3.4.3. Children as mirrors
Participants noted that their children were like a mir
ror to them; often, they began to understand their own 
experiences through seeing them reflected in their 
child. In turn, this helped them identify areas to 
focus on in their recovery. 

When I ask [my daughter]: how are you feeling? 
Happy? Sad? Angry? She shuts down (…). She is unable 
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to reach her emotions and she cannot put them into 
words either. (…) I recognize that, I don’t do that 
either. (…) So, then you have a new question that 
you bring [to therapy]: Help me express my emotions. 
For me, everything is angry. [10]

Relatedly, when participants made progress in their 
PTSD recovery, they often recognized this through 
changes in the interaction with their child. 

When I came back home [after inpatient treatment], I 
saw that I could respond differently, and sometimes I 
really saw surprise on [my daughter’s] face like: 
‘Hey, he’s not getting angry!’ [06]

3.4.4. Parenting as an area for post-traumatic 
growth
Many participants found positive outcomes of their 
trauma in the parenting role. Several participants 
described having made a conscious decision to break 
the cycle of trauma when they became parents, for 
example by providing their children with the safe home 
they never had, or moving away from their home country 
so their children would not experience war and have more 
opportunities. Some also taught their children life lessons 
and values based on their own traumatic experiences, 
such as perseverance, gratitude, kindness, respecting 
people’s boundaries, and nonviolence: 

He [the participant’s child, upon learning about the 
participant’s trauma] was like: I want to know [the 
perpetrator’s] name because I will beat him up (…). 
Something very protective came over him immediately 
and he wanted to get revenge straight away (…) So 
then we actually had a really good conversation 
about well, that revenge doesn’t solve anything and 
that it’s mostly about how you deal with it yourself. 
And that it’s really difficult for both of us, but we are 
going to break the chain together. And now, fortu
nately, he can see it that way too. [05]

Despite worrying about detrimental effects of their 
PTSD on their child, some parents also noticed posi
tive effects. One father attributed his daughter’s kind
ness and willingness to help others, to lessons she had 
learned from his PTSD. Similarly, a mother described 
how the shared experience of trauma and PTSD had 
brought her and her children closer together. Finally, 
some parents stated the parenting role had given 
their life new meaning after their trauma. For 
example, a father expressed that becoming more 
involved with his children gave meaning to his life 
after years of being away from his family due to mili
tary service and inpatient treatment.

3.5. What are the experiences with social 
support of parents with PTSD?

3.5.1. Avoiding asking for social support to 
protect yourself
Generally, participants received little social support. 
One of the reasons was a general lack of trust and 

reluctance to let people come close. This was expressed 
both in refusing emotional support (e.g. not opening 
up to others) and practical support (e.g. not letting 
others take care of their children out of fear they 
might harm them). Often, previous attempts at asking 
for support had been met with unhelpful reactions and 
a lack of understanding. These reactions included 
denial, minimizing, victim blaming, or stigmatization 
from people close to them. One participant gave a 
painful example of how stigmatization impacted him
self and his children: 

It would be nice if the taboo goes away. There are still 
people who think: ‘Oh you have PTSD, well then you 
abuse your children, you’re aggressive’, you name it. 
At one point, one of the parents at school heard [that 
I have PTSD] and they are no longer allowing their 
children to play at our house when it’s just me there. 
(…) That really breaks you! [10]

3.5.2. Avoiding asking for social support to not be 
a burden
Another important reason participants noted for a 
lack of social support was not wanting to burden 
others. Participants described that they were someone 
other people relied on, not someone to rely on others: 

I am the safety net for everyone and everything. I can 
do anything. I don’t care what it costs me, that’s how 
I’m gonna run, and once I’m running like that, I’m 
not gonna stop. Is that good for me? No, absolutely 
not. Should I ask for help? Yes. Do I do that? No. I 
simply keep going, to the point of great frustration. [06]

Within families, complex intergenerational dynamics 
involving secrecy and avoidance of difficult topics 
could prevent participants from receiving support, 
especially when PTSD stemmed from intrafamilial 
abuse: 

I live inside a pattern, because my mom has gone 
through the same thing (…). But I know that about 
her, but she doesn’t know that about me. [I don’t 
want her to know] because my mom is (…) a nervous 
person who gets too caught up in things and she’s been 
through a lot already. So why should I also put my pro
blem on her? [13]

3.5.3. Erosion of social support: only a few remain
Many participants’ social support dwindled over the 
course of their PTSD. Partially, this was their own 
doing; participants described avoiding the people 
around them, and sometimes cutting contact with 
people they found unsupportive. However, being 
‘dropped’ by people they were previously close to 
was also quite common. Often, participants explicitly 
related the erosion of support to their PTSD symp
toms. For instance, they described avoiding social 
events because they worried about not having full con
trol (e.g. not knowing what the space would look like 
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or who would be there), being triggered, or it taking 
too much energy. Some participants also expressed 
that contact with friends was difficult, because they 
could not be supportive or ‘fun’ while struggling 
with PTSD. Finally, financial problems sometimes 
played a role. Some participants had to stop working 
due to their PTSD, which resulted in losing relation
ships because they could no longer afford to attend 
activities or support others financially.

Commonly, one or a few support figures remained 
after this erosion process. Although family relation
ships were often complex, family members were 
among the most common remaining support figures. 
For a number of participants, friendships were also a 
source of support. Friendships that lasted and were 
found helpful were characterized by a sense of trust. 
Notably, these friends had often experienced similar 
traumas.

3.5.4. When there is trust, support can be highly 
meaningful
For those participants who did have someone they 
could trust, support from this person could be very 
meaningful. For example, support figures were often 
the first to point out that they were worried about 
the participant’s mental health, and encouraged 
them to seek help. Furthermore, participants appreci
ated being able to talk to support figures about their 
PTSD and/or parenting struggles. 

When there is something, I can always go to him. (…) 
When things are really bad, I do that. Then he is just a 
listening ear. He can’t give me advice like: well, this is 
how you should do it. Not like that. But that listening 
ear is really nice. [02]

In line with the finding that support from people with 
similar experiences was considered especially helpful, 
many participants named understanding and recog
nition as a major form of support. 

[My friend] has gone through something similar (…) it 
just feels good that you don’t always have to explain 
why something is the way it is or where it comes 
from. [05]

Contrastingly, some participants expressed feeling 
especially supported through interactions that had 
nothing to do with their PTSD, as these could provide 
distraction, relaxation and a sense of normalcy. 

[My neighbor] isn’t going to ask an annoying question, 
he will never refer to my history, so I can just relax. So, 
he’s really someone who, well my wife sometimes says: 
please go have a beer at the neighbor’s now, you know? 
(…) Then you can just put it away for a while. [10]

Although entrusting someone with their child could 
be difficult for some due to mistrust of people, partici
pants who did have a trusted person to help with 
childcare named this as especially helpful. For 

example, a participant described her adult daughter’s 
offer to take care of her young brother, the partici
pant’s son, if needed: 

I came [to my daughter’s house] and she gave me a lec
ture like: ‘Oh, that is for him, this is for him, that is for 
him. This will be his room if he may ever live with me. 
If there is ever a time where you can’t handle it, just let 
him come here’ (…) That safety net is there. [04]

3.5.5. Supportive potential of resources in the 
family ecosystem is not realized
Very few participants had a more extensive support 
‘ecosystem’, for example including parents-in-law, 
colleagues, neighbours, religious community, or tea
chers at the child’s school. For the majority, the sup
portive potential of people and institutions around 
them was not realized; in fact, they often caused 
more stress. For example, those with partners 
described how PTSD put a strain on the relationship, 
and were worried about reaching a breaking point 
where the toll of their PTSD would become too 
high. Some participants also had to stop working 
because of PTSD and described financial concerns. 
Long-lasting conflicts with institutions, such as the 
child’s school or social security provisions, were also 
described by some participants as inflicting stress 
upon the family.

4. Discussion

In this study, we aimed to further the knowledge about 
how preventive parenting support can be shaped to 
the needs of parents entering PTSD psychotherapy. 
We interviewed parents who were concurrently seek
ing specialized PTSD psychotherapy and parenting 
dependent children. To answer our overarching ques
tion, we explored four sub-questions about challenges, 
parent–child communication about PTSD, strengths, 
and social support.

From our findings, it is clear that parents with 
PTSD experience a number of challenges, in which 
attempts and failure to ‘control something uncontrol
lable’ form an important pattern. This seems to paral
lel the concept of the ‘window of tolerance’ (Siegel, 
1999). An individual’s window of tolerance denotes 
their capacity to regulate stress. In PTSD, this capacity 
is reduced (Corrigan et al., 2011). Exceeding the win
dow can lead to states of hyperarousal (overreactivity, 
described in words such as ‘exploding’ by participants 
in this study) or hypoarousal (underreactivity, 
described by participants as ‘shutting down’) (Siegel, 
1999). The effect of these states on parenting has 
been subject to research showing mixed results: 
whereas self-report studies find associations between 
PTSD symptoms and both parental underreactivity 
and overreactivity (e.g. Powers et al., 2022), 
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observational studies only find associations between 
PTSD symptoms and parental underreactivity (Brock
man et al., 2016; Franz et al., 2022). In our study, it 
appears that not just the moments where parents 
exceed their window of tolerance are challenging. 
Parents’ continuous struggle to remain inside their 
window, through overprotectiveness and attempts to 
control the home environment and child’s behaviour, 
may impact family life equally if not more. Parental 
overprotectiveness and control have been associated 
with child internalizing problems (Vigdal & Brønnick, 
2022), suggesting these challenges may be especially 
important for preventive intervention.

Another important theme was that parents felt like 
they were constantly falling short, and that the reality 
of living with PTSD was incompatible with their 
child’s best interest. These pervasive feelings of par
enting-related guilt, shame, and incompetence are 
consistent with findings from both quantitative and 
qualitative studies (e.g. Christie et al., 2023; Sager & 
Wamser-Nanney, 2022), showing a negative impact 
of parental PTSD on perceived parenting competence. 
Since low perceived parenting competence contributes 
to less positive and more negative parenting beha
viours (Jones & Prinz, 2005) and is known to hinder 
effectiveness of parenting interventions (Deković 
et al., 2010; Hartung & Hahlweg, 2011), interventions 
for parents with PTSD should prioritize addressing 
perceived parenting incompetence and associated feel
ings such as guilt and shame.

Our findings also show that parents try to remain 
attuned to their child despite the severity of their 
PTSD and related problems. For example, parents 
appear to base their decisions in communicating 
with their children about their PTSD on what they 
think will best serve their child. Our findings on com
munication seem to diverge from those of previous 
studies, which describe parent–child communication 
about PTSD as generally difficult and something that 
is kept to a minimum or avoided until a crisis makes 
it inevitable (Christie et al., 2023; McGaw et al., 
2018; Sherman et al., 2015). Future research might 
explore explanations for this difference (e.g. parents 
in this sample may have been more comfortable talk
ing about their mental health due to longer treatment 
history, or there may be cultural differences in parent– 
child mental health communication). Furthermore, 
specific aspects of communication should be explored 
in more detail. This work has already been done in 
quantitative and qualitative research in the context 
of historical and collective traumas such as war and 
persecution (e.g. Dalgaard & Montgomery, 2015; Ker
bage et al., 2024; Measham & Rousseau, 2010; Nagata 
& Cheng, 2003), as well as other traumas that hap
pened to the child alone or together with the parent 
(e.g. Sloover et al., 2024). These studies suggest that 
the timing, tone, and content of trauma-related 

conversations may be more important than whether 
or not traumatic experiences are disclosed. Future 
research should investigate whether the same is true 
when the parent has experienced trauma but the 
child has not, and whether parental PTSD impacts rel
evant aspects of communication in this case.

More broadly, parents’ efforts to keeping the child’s 
best interest in mind despite their own struggles are in 
line with existing evidence. In a systematic review, 
Christie et al. (2019) described that positive parenting 
outcomes appear to be unrelated to PTSD severity, 
suggesting that parents are able to maintain positive 
parenting behaviours even in the face of severe 
PTSD. This is also meaningful for clinical practice. 
Parents in this study frequently expressed a desire to 
get better for their children and be the best parent 
they could be. Setting parenting-related therapy 
goals (e.g. being able to do certain activities with the 
child) could thus increase motivation. Furthermore, 
parents noted that their child was often the mirror 
in which they first saw the worsening or improvement 
of their PTSD symptoms. Taking note of this ‘mirror 
function’ of children could prove useful in clinical 
practice. Asking parents to reflect on how their child 
responded to them recently and vice versa, can help 
them recognize changes in symptomatology.

Interestingly, participants described experiences 
that could be understood as post-traumatic growth 
(Jayawickreme et al., 2021; Tedeschi & Calhoun, 
2004) through parenting: being a parent gave them 
the opportunity to make positive changes and find 
meaning after trauma. Positive change in relationships 
is a well-documented domain of posttraumatic growth 
(Tedeschi & Calhoun, 2004), and studies have found 
posttraumatic growth in the form of improved parent
ing and parent–child relationships in parent–child 
dyads affected by trauma that happened to the child 
(e.g. illness or disability: Halldorsdottir et al., 2022; 
Koliouli et al., 2022). Our findings suggest posttrau
matic growth through parenting may also occur 
when a parent experienced trauma but their child 
did not, although this idea warrants further research.

The finding that participants’ social support net
works eroded while they suffered from PTSD, is con
sistent with the broader literature, showing declining 
social support over time in individuals with PTSD 
(Wang et al., 2021). This finding is worrying for two 
reasons: adequate social support promotes PTSD 
recovery (Keyan et al., 2024; Wang et al., 2021) and 
has been found to buffer against effects of maternal 
trauma on negative parenting behaviours, risk of 
child abuse, and child psychological and behavioural 
problems (Hatch et al., 2020; Krauss et al., 2016; Tho
mas et al., 2018; Tracy et al., 2018). Thus, strengthen
ing social support structures is an important 
intervention target to promote wellbeing of both 
parents with PTSD and their children. Expanding 
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the social network could be complex because PTSD- 
related cognitions (e.g. ‘You can only rely on yourself’, 
‘Other people will harm my children’) hinder support- 
seeking. In addition to challenging these cognitions in 
therapy, strengthening remaining connections may 
(initially) be more feasible than making new ones.

When considering these themes, one might ques
tion: is it really necessary to provide parenting support 
in addition to psychotherapy? Indeed, recent evidence 
suggests trauma-focused psychotherapy generates 
improvements on a range of outcomes beyond PTSD 
symptoms (e.g. Hoeboer et al., 2024). Given that the 
main challenges reported in this study appear closely 
related to PTSD symptoms – such as hyperarousal 
and negative alterations in cognitions and mood – 
one could argue that PTSD psychotherapy would be 
sufficient to resolve parenting problems. To our 
knowledge, this hypothesis has not been tested with 
sufficiently robust study designs to draw any con
clusions. As such, it remains an important question 
for future research. Until then, we would argue that 
offering preventive parenting support to parents 
entering PTSD psychotherapy is the right thing to 
do. Maladaptive interaction patterns may have been 
established in families years before a parent enters 
treatment, and may take an equally long time to 
undo. Thus, capitalizing on the ‘window of opportu
nity’ that opens when a parent enters treatment is 
important for the benefit of both the patient and 
their family.

4.1. Limitations and strengths of the study

Our findings must be interpreted in light of several 
limitations. A first limitation is potential selection 
bias. Many parents suffering from PTSD may not 
have the privilege of seeking professional help. Our 
sample sought treatment at a tertiary mental health
care institution, so that participants were likely to 
have received various therapies in the past. On the 
one hand, the fact that parents from such a population 
still showed a generally high level of awareness of how 
their PTSD impacted their child, could be interpreted 
as positive. On the other hand, one might argue that 
their therapy history is what gave them this level of 
awareness. This raises the question of whether we 
can expect similar levels of awareness and openness 
to parenting support in other PTSD populations, or 
even whether parents ‘said the right things’ without 
this necessarily reflecting their actual parenting beha
viours. The current literature suggests that parents 
with PTSD may actually be more likely to underesti
mate themselves (i.e. their own ratings of their parent
ing are more negative than those of an observer; 
Muzik et al., 2017), and while parental PTSD symp
toms are associated with negative parenting outcomes 
(Christie et al., 2019), this association is absent when 

parenting behaviour is rated by children (Allbaugh 
et al., 2024). Additionally, within our treatment-seek
ing sample, those with the most acute parenting pro
blems may have declined participation. As such, we 
may not have been able to capture the full range of 
parenting experiences, likely failing to represent 
those parents with the most severe problems. It thus 
remains an important question for future research 
whether parenting support for parents with PTSD 
does actually work and for whom.

Second, for a better understanding of parent–child 
dynamics, it would be highly valuable to explore both 
parents’ and children’s perspectives. We originally 
aimed to do this, but did not manage to include any 
children (parents did not consent or children were 
not interested). Whereas a number of qualitative 
studies have included children of parents with mili
tary-related PTSD (Cramm et al., 2022), children of 
parents whose PTSD results from other types of trauma 
remain underrepresented. Including these children’s 
perspectives remains imperative for future research.

Third, this study was conducted during the 
COVID-19 pandemic; although many of our findings 
correspond to those of studies conducted at other 
times (e.g. Ayers et al., 2006; Christie et al., 2020, 
2023; McGaw et al., 2018; Ray & Vanstone, 2009; Sher
man et al., 2015, 2016), we cannot be sure of the extent 
to which experiences such as lockdowns and manda
tory homeschooling colour our findings.

Despite these limitations, this study is, to our knowl
edge, the first to investigate lived experiences of parents 
concurrently parenting dependent children and seeking 
PTSD treatment. Participants came from a population 
of tertiary mental healthcare patients, with repeated 
exposure to traumatic events, relatively severe PTSD, 
and a far-reaching impact on daily life. As such, this 
study adds to the literature by showing how parents 
facing severe and complex consequences of trauma 
nonetheless remain focused on their child’s wellbeing.

4.2. Conclusion

Our findings indicate that the parenting role and child 
wellbeing remain central to the lives of parents seeking 
PTSD treatment, even when their own problems are 
severe. Parenting interventions for trauma-exposed 
parents have already shown promising results. Adapt
ing these to fit the needs of parents with PTSD and 
offering them during the ‘window of opportunity’ 
when a parent presents for treatment, is likely to 
benefit parents as well as their children.

Acknowledgements

We thank all parents who participated in this study for shar
ing their experiences with us. We also thank Rianne Braam 

14 L. MEIJER ET AL.



and Evelyn Nispeling for their assistance with preparatory 
tasks for this study.

Disclosure statement

No potential conflict of interest was reported by the 
author(s).

Funding

This study received funding from Stichting Steunfonds 
Joodse Geestelijke Gezondheidszorg (Foundation Support 
Fund Jewish Mental Health Care).

Author contributions (CRediT)

Laurien Meijer: Conceptualization, data curation, for
mal analysis, investigation, methodology, project 
administration, writing – original draft, writing – 
review and editing; Kathleen Thomaes: Conceptualiz
ation, funding acquisition, methodology, supervision, 
validation, writing – review and editing; Buket Kara
deniz: Formal analysis, validation, writing – review 
and editing; Catrin Finkenauer: Conceptualization, 
methodology, supervision, validation, writing – review 
and editing.

Ethics statement

This study was confirmed exempt from approval 
according to Dutch law by the Medical Ethics Review 
Committee NedMec, due to absence of intervention or 
behavioural change (reference number SL/avd/20/ 
500115), and was performed in accordance with the 
Declaration of Helsinki (World Medical Association, 
2013).

Informed consent statement

Written informed consent was obtained from all indi
vidual participants included in the study. This 
included the publication of anonymized data (quotes 
from interviews included in this article).

Data availability statement

Study materials can be accessed on Open Science Frame
work (Meijer, Finkenauer, & Thomaes, 2023). Question
naire data and anonymized interview transcripts can be 
obtained from the authors upon request.

ORCID

Laurien Meijer http://orcid.org/0000-0002-6934-3111

References

Allbaugh, L. J., George, G., Klengel, T., Profetto, A., 
Marinack, L., O’Malley, F., & Ressler, K. J. (2024). 

Children of trauma survivors: Influences of parental post
traumatic stress and child-perceived parenting. Journal of 
Affective Disorders, 354, 224–231. https://doi.org/10. 
1016/j.jad.2024.03.067

American Psychiatric Association. (2013). Diagnostic and 
statistical manual of mental disorders (5th ed.). 
American Psychiatric Association. https://doi.org/10. 
1176/appi.books.9780890425596

Amstadter, A. B., Abrahamsson, L., Cusack, S., Sundquist, J., 
Sundquist, K., & Kendler, K. S. (2024). Extended Swedish 
adoption study of adverse stress responses and posttrau
matic stress disorder. JAMA Psychiatry, 81(8), 817–824. 
https://doi.org/10.1001/jamapsychiatry.2024.1140

Ayers, S., Eagle, A., & Waring, H. (2006). The effects of 
childbirth-related post-traumatic stress disorder on 
women and their relationships: A qualitative study. 
Psychology, Health & Medicine, 11(4), 389–398. https:// 
doi.org/10.1080/13548500600708409

Back Nielsen, M., Carlsson, J., Køster Rimvall, M., 
Petersen, J. H., & Norredam, M. (2019). Risk of child
hood psychiatric disorders in children of refugee 
parents with post-traumatic stress disorder: A nation
wide, register-based, cohort study. The Lancet Public 
Health, 4(7), e353–e359. https://doi.org/10.1016/S2468- 
2667(19)30077-5

Beardslee, W. R., Gladstone, T. R. G., Wright, E. J., & 
Cooper, A. B. (2003). A family-based approach to the pre
vention of depressive symptoms in children at risk: 
Evidence of parental and child change. Pediatrics, 
112(2), e119–e131. https://doi.org/10.1542/peds.112.2. 
e119

Berthelot, N., Lemieux, R., Garon-Bissonnette, J., & Muzik, 
M. (2020). Prenatal attachment, parental confidence, and 
mental health in expecting parents: The role of childhood 
trauma. Journal of Midwifery & Women’s Health, 65(1), 
85–95. https://doi.org/10.1111/jmwh.13034

Berz, J. B., Taft, C. T., Watkins, L. E., & Monson, C. M. 
(2008). Associations between PTSD symptoms and par
enting satisfaction in a female veteran sample. Journal 
of Psychological Trauma, 7(1), 37–45. https://doi.org/10. 
1080/19322880802125969

Blevins, C. A., Weathers, F. W., Davis, M. T., Witte, T. K., & 
Domino, J. L. (2015). The Posttraumatic Stress Disorder 
Checklist for DSM-5 (PCL-5): Development and initial 
psychometric evaluation. Journal of Traumatic Stress, 
28(6), 489–498. https://doi.org/10.1002/jts.22059

Braun, V., & Clarke, V. (2006). Using thematic analysis in 
psychology. Qualitative Research in Psychology, 3(2), 
77–101. https://doi.org/10.1191/1478088706qp063oa

Braun, V., & Clarke, V. (2019). Reflecting on reflexive the
matic analysis. Qualitative Research in Sport, Exercise 
and Health, 11(4), 589–597. https://doi.org/10.1080/ 
2159676X.2019.1628806

Brockman, C., Snyder, J., Gewirtz, A., Gird, S. R., 
Quattlebaum, J., Schmidt, N., Pauldine, M. R., Elish, K., 
Schrepferman, L., Hayes, C., Zettle, R., & DeGarmo, D. 
(2016). Relationship of service members’ deployment 
trauma, PTSD symptoms, and experiential avoidance to 
postdeployment family reengagement. Journal of Family 
Psychology, 30(1), 52–62. https://doi.org/10.1037/ 
fam0000152

Bryant, R. A., Edwards, B., Creamer, M., O’Donnell, M., 
Forbes, D., Felmingham, K. L., Silove, D., Steel, Z., 
Nickerson, A., McFarlane, A. C., Van Hooff, M., & 
Hadzi-Pavlovic, D. (2018). The effect of post-traumatic 
stress disorder on refugees’ parenting and their children’s 
mental health: A cohort study. The Lancet Public Health, 

EUROPEAN JOURNAL OF PSYCHOTRAUMATOLOGY 15

http://orcid.org/0000-0002-6934-3111
https://doi.org/10.1016/j.jad.2024.03.067
https://doi.org/10.1016/j.jad.2024.03.067
https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1001/jamapsychiatry.2024.1140
https://doi.org/10.1080/13548500600708409
https://doi.org/10.1080/13548500600708409
https://doi.org/10.1016/S2468-2667(19)30077-5
https://doi.org/10.1016/S2468-2667(19)30077-5
https://doi.org/10.1542/peds.112.2.e119
https://doi.org/10.1542/peds.112.2.e119
https://doi.org/10.1111/jmwh.13034
https://doi.org/10.1080/19322880802125969
https://doi.org/10.1080/19322880802125969
https://doi.org/10.1002/jts.22059
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1080/2159676X.2019.1628806
https://doi.org/10.1080/2159676X.2019.1628806
https://doi.org/10.1037/fam0000152
https://doi.org/10.1037/fam0000152


3(5), e249–e258. https://doi.org/10.1016/S2468- 
2667(18)30051-3

Chesmore, A. A., Piehler, T. F., & Gewirtz, A. H. (2018). 
PTSD as a moderator of a parenting intervention for mili
tary families. Journal of Family Psychology, 32(1), 123– 
133. https://doi.org/10.1037/fam0000366

Christie, H., Hamilton-Giachritsis, C., Alves-Costa, F., 
Tomlinson, M., & Halligan, S. L. (2019). The impact of 
parental posttraumatic stress disorder on parenting: A 
systematic review. European Journal of 
Psychotraumatology, 10(1), Article 1550345. https://doi. 
org/10.1080/20008198.2018.1550345

Christie, H., Hamilton-Giachritsis, C., Alves-Costa, F., 
Tomlinson, M., Stewart, J., Skeen, S., Notholi, V., 
Gqwaka, P., Sambudla, A., & Halligan, S. (2020). 
Associations between parental trauma, mental health, 
and parenting: A qualitative study in a high-adversity 
South African community. Social Science & Medicine, 
265, Article 113474. https://doi.org/10.1016/j.socscimed. 
2020.113474

Christie, H., Hamilton-Giachritsis, C., McGuire, R., Bisson, 
J. I., Roberts, N. P., Underwood, J. F. G., & Halligan, S. L. 
(2023). Exploring the perceived impact of parental PTSD 
on parents and parenting behaviours: A qualitative study. 
Journal of Child and Family Studies, 32(11), 3378–3388. 
https://doi.org/10.1007/s10826-023-02614-z

Corrigan, F., Fisher, J., & Nutt, D. (2011). Autonomic dys
regulation and the Window of Tolerance model of the 
effects of complex emotional trauma. Journal of 
Psychopharmacology, 25(1), 17–25. https://doi.org/10. 
1177/0269881109354930

Cramm, H., Godfrey, C. M., Murphy, S., McKeown, S., & 
Dekel, R. (2022). Experiences of children growing up 
with a parent who has military-related post-traumatic 
stress disorder: A qualitative systematic review. JBI 
Evidence Synthesis, 20(7), 1638–1740. https://doi.org/10. 
11124/JBIES-20-00229

Creech, S. K., & Misca, G. (2017). Parenting with PTSD: A 
review of research on the influence of PTSD on parent- 
child functioning in military and veteran families. 
Frontiers in Psychology, 8, Article 1101. https://doi.org/ 
10.3389/fpsyg.2017.01101

Creech, S. K., Pearson, R., Saenz, J. J., Braciszewski, J. M., 
Riggs, S. A., & Taft, C. T. (2023). Trauma-informed par
enting intervention for veterans: A preliminary uncon
trolled trial of Strength At Home–Parents. Journal of 
Family Psychology, 37(8), 1294–1302. https://doi.org/10. 
1037/fam0001131

Dalgaard, N. T., & Montgomery, E. (2015). Disclosure and 
silencing: A systematic review of the literature on patterns 
of trauma communication in refugee families. 
Transcultural Psychiatry, 52(5), 579–593. https://doi. 
org/10.1177/1363461514568442

Deković, M., Asscher, J. J., Hermanns, J., Reitz, E., Prinzie, 
P., & van den Akker, A. L. (2010). Tracing changes in 
families who participated in the Home-Start Parenting 
Program: Parental sense of competence as mechanism 
of change. Prevention Science, 11(3), 263–274. https:// 
doi.org/10.1007/s11121-009-0166-5

Erickson, N., Julian, M., & Muzik, M. (2019). Perinatal 
depression, PTSD, and trauma: Impact on mother–infant 
attachment and interventions to mitigate the trans
mission of risk. International Review of Psychiatry, 
31(3), 245–263. https://doi.org/10.1080/09540261.2018. 
1563529

Evans, L., Mchugh, T., Hopwood, M., & Watt, C. (2003). 
Chronic posttraumatic stress disorder and family 

functioning of Vietnam veterans and their partners. 
Australian & New Zealand Journal of Psychiatry, 37(6), 
765–772. https://doi.org/10.1080/j.1440-1614.2003.01267.x

Everts, S., van Amelsvoort, T., & Leijdesdorff, S. (2022). 
Mandatory check for COPMI in adult mental healthcare 
services in The Netherlands—A quantitative and qualitat
ive evaluation. Frontiers in Psychiatry, 13, 807251. https:// 
doi.org/10.3389/fpsyt.2022.807251

Franz, M., Kumar, S., Brock, R., Calvi, J., & DiLillo, D. 
(2022). Parenting behaviors of mothers with posttrau
matic stress: The roles of cortisol reactivity and negative 
emotion. Journal of Family Psychology, 36(1), 130–139. 
https://doi.org/10.1037/fam0000865

Gewirtz, A. H., Pinna, K. L. M., Hanson, S. K., & Brockberg, 
D. (2014). Promoting parenting to support reintegrating 
military families: After deployment, adaptive parenting 
tools. Psychological Services, 11(1), 31–40. https://doi. 
org/10.1037/a0034134

Gillespie, S., Banegas, J., Maxwell, J., Chan, A. C. Y., 
Darawshy, N. A.-S., Wasil, A. R., Marsalis, S., & 
Gewirtz, A. (2022). Parenting interventions for refugees 
and forcibly displaced families: A systematic review. 
Clinical Child and Family Psychology Review, 25(2), 
395–412. https://doi.org/10.1007/s10567-021-00375-z

Goodman, R. (1997). The strengths and difficulties ques
tionnaire: A research note. Journal of Child Psychology 
and Psychiatry, 38(5), 581–586. https://doi.org/10.1111/ 
j.1469-7610.1997.tb01545.x

Greene, C. A., Chan, G., McCarthy, K. J., Wakschlag, L. S., & 
Briggs-Gowan, M. J. (2018). Psychological and physical 
intimate partner violence and young children’s mental 
health: The role of maternal posttraumatic stress symp
toms and parenting behaviors. Child Abuse & Neglect, 
77, 168–179. https://doi.org/10.1016/j.chiabu.2018.01.012

Gurtovenko, K., & Katz, L. F. (2020). Post-traumatic stress, 
mother’s emotion regulation, and parenting in survivors 
of intimate partner violence. Journal of Interpersonal 
Violence, 35(3-4), 876–898. https://doi.org/10.1177/ 
0886260517690874

Halldorsdottir, B., Michel, G., & Baenziger, J. (2022). Post- 
traumatic growth in family members of childhood cancer 
survivors: An updated systematic review. Journal of 
Psychosocial Oncology Research & Practice, 4(4). https:// 
doi.org/10.1097/OR9.0000000000000087

Hartung, D., & Hahlweg, K. (2011). Stress reduction at the 
work-family interface: Positive parenting and self- 
efficacy as mechanisms of change in Workplace Triple 
P. Behavior Modification, 35(1), 54–77. https://doi.org/ 
10.1177/0145445510390931

Hartzell, G., Stenson, A. F., van Rooij, S. J. H., Kim, Y. J., 
Vance, L. A., Hinrichs, R., Kaslow, N., Bradley, B., & 
Jovanovic, T. (2022). Intergenerational effects of maternal 
PTSD: Roles of parenting stress and child sex. 
Psychological Trauma: Theory, Research, Practice, and 
Policy, 14(7), 1089–1098. https://doi.org/10.1037/ 
tra0000542

Hatch, V., Swerbenski, H., & Gray, S. A. O. (2020). Family 
social support buffers the intergenerational association 
of maternal adverse childhood experiences and preschoo
lers’ externalizing behavior. American Journal of 
Orthopsychiatry, 90(4), 489–501. https://doi.org/10. 
1037/ort0000451

Hennink, M., Hutter, I., & Bailey, A. (2020). Qualitative 
research methods (2nd ed.). SAGE Publications. https:// 
doi.org/10.1007/s11135-023-01660-5

Hoeboer, C. M., Kullberg, M.-L. J., Oprel, D. A. C., Schoorl, 
M., Van Minnen, A., Antypa, N., Mouthaan, J., De 

16 L. MEIJER ET AL.

https://doi.org/10.1016/S2468-2667(18)30051-3
https://doi.org/10.1016/S2468-2667(18)30051-3
https://doi.org/10.1037/fam0000366
https://doi.org/10.1080/20008198.2018.1550345
https://doi.org/10.1080/20008198.2018.1550345
https://doi.org/10.1016/j.socscimed.2020.113474
https://doi.org/10.1016/j.socscimed.2020.113474
https://doi.org/10.1007/s10826-023-02614-z
https://doi.org/10.1177/0269881109354930
https://doi.org/10.1177/0269881109354930
https://doi.org/10.11124/JBIES-20-00229
https://doi.org/10.11124/JBIES-20-00229
https://doi.org/10.3389/fpsyg.2017.01101
https://doi.org/10.3389/fpsyg.2017.01101
https://doi.org/10.1037/fam0001131
https://doi.org/10.1037/fam0001131
https://doi.org/10.1177/1363461514568442
https://doi.org/10.1177/1363461514568442
https://doi.org/10.1007/s11121-009-0166-5
https://doi.org/10.1007/s11121-009-0166-5
https://doi.org/10.1080/09540261.2018.1563529
https://doi.org/10.1080/09540261.2018.1563529
https://doi.org/10.1080/j.1440-1614.2003.01267.x
https://doi.org/10.3389/fpsyt.2022.807251
https://doi.org/10.3389/fpsyt.2022.807251
https://doi.org/10.1037/fam0000865
https://doi.org/10.1037/a0034134
https://doi.org/10.1037/a0034134
https://doi.org/10.1007/s10567-021-00375-z
https://doi.org/10.1111/j.1469-7610.1997.tb01545.x
https://doi.org/10.1111/j.1469-7610.1997.tb01545.x
https://doi.org/10.1016/j.chiabu.2018.01.012
https://doi.org/10.1177/0886260517690874
https://doi.org/10.1177/0886260517690874
https://doi.org/10.1097/OR9.0000000000000087
https://doi.org/10.1097/OR9.0000000000000087
https://doi.org/10.1177/0145445510390931
https://doi.org/10.1177/0145445510390931
https://doi.org/10.1037/tra0000542
https://doi.org/10.1037/tra0000542
https://doi.org/10.1037/ort0000451
https://doi.org/10.1037/ort0000451
https://doi.org/10.1007/s11135-023-01660-5
https://doi.org/10.1007/s11135-023-01660-5


Kleine, R. A., & Van Der Does, W. (2024). Impact of three 
variants of prolonged exposure therapy on comorbid 
diagnoses in patients with childhood abuse-related 
PTSD. Cognitive Behaviour Therapy, 53(4), 377–393. 
https://doi.org/10.1080/16506073.2024.2318729

Hou, J., Fu, J., Meng, S., Jiang, T., Guo, C., Wu, H., Su, B., & 
Zhang, T. (2020). Posttraumatic stress disorder and non
adherence to treatment in people living with HIV: A sys
tematic review and meta-analysis. Frontiers in Psychiatry, 
11, 834. https://doi.org/10.3389/fpsyt.2020.00834

Huth-Bocks, A. C., & Hughes, H. M. (2008). Parenting 
stress, parenting behavior, and children’s adjustment in 
families experiencing intimate partner violence. Journal 
of Family Violence, 23(4), 243–251. https://doi.org/10. 
1007/s10896-007-9148-1

Jacobson, D., & Mustafa, N. (2019). Social identity map: A 
reflexivity tool for practicing explicit positionality in criti
cal qualitative research. International Journal of 
Qualitative Methods, 18. https://doi.org/10.1177/ 
1609406919870075

Jayawickreme, E., Infurna, F. J., Alajak, K., Blackie, L. E. R., 
Chopik, W. J., Chung, J. M., Dorfman, A., Fleeson, W., 
Forgeard, M. J. C., Frazier, P., Furr, R. M., Grossmann, 
I., Heller, A. S., Laceulle, O. M., Lucas, R. E., Luhmann, 
M., Luong, G., Meijer, L., McLean, K. C., … Zonneveld, 
R. (2021). Post-traumatic growth as positive personality 
change: Challenges, opportunities, and recommen
dations. Journal of Personality, 89(1), 145–165. https:// 
doi.org/10.1111/jopy.12591

Jones, T. L., & Prinz, R. J. (2005). Potential roles of parental 
self-efficacy in parent and child adjustment: A review. 
Clinical Psychology Review, 25(3), 341–363. https://doi. 
org/10.1016/j.cpr.2004.12.004

Kaplan, K., Solomon, P., Salzer, M. S., & Brusilovskiy, E. 
(2014). Assessing an internet-based parenting 
intervention for mothers with a serious mental illness: 
A randomized controlled trial. Psychiatric Rehabilitation 
Journal, 37(3), 222–231. https://doi.org/10.1037/ 
prj0000080

Kerbage, H., Elbejjani, M., Bazzi, O., El-Hage, W., 
BouKhalil, R., Corruble, E., & Purper-Ouakil, D. (2024). 
‘We are all children of war’: A qualitative inquiry into 
parenting following adolescents’ recent traumatic 
exposure in a multiple crisis setting in Beirut, Lebanon. 
European Journal of Psychotraumatology, 15(1), Article 
2382650. https://doi.org/10.1080/20008066.2024.2382650

Keyan, D., Garland, N., Choi-Christou, J., Tran, J., 
O’Donnell, M., & Bryant, R. A. (2024). A systematic 
review and meta-analysis of predictors of response to 
trauma-focused psychotherapy for posttraumatic stress 
disorder. Psychological Bulletin, 150(7), 767–797. 
https://doi.org/10.1037/bul0000438

Koliouli, F., Issari, P., & Andrianakou, M. (2022). Lived 
experiences, perceived positive outcomes, and post-trau
matic growth among parents with children with epilepsy: 
A qualitative study. Epilepsy & Behavior, 134, Article 
108862. https://doi.org/10.1016/j.yebeh.2022.108862

Krauss, L. A., Wilson, C. K., Padrón, E., & Samuelson, K. W. 
(2016). Maternal trauma and children’s functioning: The 
role of kinship social support. Journal of Aggression, 
Maltreatment & Trauma, 25(4), 421–435. https://doi. 
org/10.1080/10926771.2016.1145161

Kumar, S. A., Franz, M. R., Brock, R. L., & DiLillo, D. (2020). 
Posttraumatic stress and parenting behaviors: The med
iating role of emotion regulation. Journal of Family 
Violence, 35(5), 417–426. https://doi.org/10.1007/ 
s10896-019-00124-5

Lambert, J. E., Holzer, J., & Hasbun, A. (2014). Association 
between parents’ PTSD severity and children’s psycho
logical distress: A meta-analysis. Journal of Traumatic 
Stress, 27(1), 9–17. https://doi.org/10.1002/jts.21891

Lambert, M. J., Burlingame, G. M., Umphress, V., Hansen, 
N. B., Vermeersch, D. A., Clouse, G. J., & Yanchar, S. 
C. (1996). The reliability and validity of the Outcome 
Questionnaire. Clinical Psychology & Psychotherapy, 
3(4), 249–258. https://doi.org/10.1002/(SICI)1099- 
0879(199612)3:4<249::AID-CPP106>3.0.CO;2-S

Lehrner, A., & Yehuda, R. (2018). Trauma across gener
ations and paths to adaptation and resilience. 
Psychological Trauma: Theory, Research, Practice, and 
Policy, 10(1), 22–29. https://doi.org/10.1037/tra0000302

Lester, P., Mogil, C., Saltzman, W., Woodward, K., Nash, 
W., Leskin, G., Bursch, B., Green, S., Pynoos, R., & 
Beardslee, W. (2011). Families OverComing Under 
Stress: Implementing family-centered prevention for 
military families facing wartime deployments and combat 
operational stress. Military Medicine, 176(1), 19–25. 
https://doi.org/10.7205/MILMED-D-10-00122

Lindstrom Johnson, S., Elam, K., Rogers, A. A., & Hilley, C. 
(2018). A meta-analysis of parenting practices and child 
psychosocial outcomes in trauma-informed parenting 
interventions after violence exposure. Prevention 
Science, 19(7), 927–938. https://doi.org/10.1007/s11121- 
018-0943-0

Luyten, P., Nijssens, L., Fonagy, P., & Mayes, L. C. (2017). 
Parental reflective functioning: Theory, research, and 
clinical applications. The Psychoanalytic Study of the 
Child, 70(1), 174–199. https://doi.org/10.1080/00797308. 
2016.1277901

Malterud, K., Siersma, V. D., & Guassora, A. D. (2016). 
Sample size in qualitative interview studies: Guided by 
information power. Qualitative Health Research, 26(13), 
1753–1760. https://doi.org/10.1177/1049732315617444

McGaw, V. E., Reupert, A. E., & Maybery, D. (2018). 
Parenting with posttraumatic stress disorder: A veteran’s 
experience. Traumatology, 24(4), 255–262. https://doi. 
org/10.1037/trm0000154

Measham, T., & Rousseau, C. (2010). Family disclosure of 
war trauma to children. Traumatology, 16(4), 85–96. 
https://doi.org/10.1177/1534765610395664

Meijer, L., Finkenauer, C., Blankers, M., De Gee, A., 
Kramer, J., Shields-Zeeman, L., & Thomaes, K. (2023). 
Study protocol: Development and randomized controlled 
trial of a preventive blended care parenting intervention 
for parents with PTSD. BMC Psychiatry, 23(1), Article 
102. https://doi.org/10.1186/s12888-023-04548-8

Meijer, L., Finkenauer, C., & Thomaes, K. (2023). Project 
page for Understanding and supporting parenting in 
parents seeking treatment for post-traumatic stress dis
order: A qualitative study. osf.io/hf4j9.

Murphy, L. K., Heathcote, L. C., Prussien, K. V., Rodriguez, 
E. M., Hewitt, J. A., Schwartz, L. E., Ferrante, A. C., 
Gerhardt, C. A., Vannatta, K., & Compas, B. E. (2021). 
Mother–child communication about possible cancer 
recurrence during childhood cancer survivorship. 
Psycho-Oncology, 30(4), 536–545. https://doi.org/10. 
1002/pon.5600

Murphy, L. K., Rodriguez, E. M., Schwartz, L., Bemis, H., 
Desjardins, L., Gerhardt, C. A., Vannatta, K., Saylor, 
M., & Compas, B. E. (2016). Longitudinal associations 
among maternal communication and adolescent post
traumatic stress symptoms after cancer diagnosis. 
Psycho-Oncology, 25(7), 779–786. https://doi.org/10. 
1002/pon.3918

EUROPEAN JOURNAL OF PSYCHOTRAUMATOLOGY 17

https://doi.org/10.1080/16506073.2024.2318729
https://doi.org/10.3389/fpsyt.2020.00834
https://doi.org/10.1007/s10896-007-9148-1
https://doi.org/10.1007/s10896-007-9148-1
https://doi.org/10.1177/1609406919870075
https://doi.org/10.1177/1609406919870075
https://doi.org/10.1111/jopy.12591
https://doi.org/10.1111/jopy.12591
https://doi.org/10.1016/j.cpr.2004.12.004
https://doi.org/10.1016/j.cpr.2004.12.004
https://doi.org/10.1037/prj0000080
https://doi.org/10.1037/prj0000080
https://doi.org/10.1080/20008066.2024.2382650
https://doi.org/10.1037/bul0000438
https://doi.org/10.1016/j.yebeh.2022.108862
https://doi.org/10.1080/10926771.2016.1145161
https://doi.org/10.1080/10926771.2016.1145161
https://doi.org/10.1007/s10896-019-00124-5
https://doi.org/10.1007/s10896-019-00124-5
https://doi.org/10.1002/jts.21891
https://doi.org/10.1002/(SICI)1099-0879(199612)3:4%3C249::AID-CPP106%3E3.0.CO;2-S
https://doi.org/10.1002/(SICI)1099-0879(199612)3:4%3C249::AID-CPP106%3E3.0.CO;2-S
https://doi.org/10.1037/tra0000302
https://doi.org/10.7205/MILMED-D-10-00122
https://doi.org/10.1007/s11121-018-0943-0
https://doi.org/10.1007/s11121-018-0943-0
https://doi.org/10.1080/00797308.2016.1277901
https://doi.org/10.1080/00797308.2016.1277901
https://doi.org/10.1177/1049732315617444
https://doi.org/10.1037/trm0000154
https://doi.org/10.1037/trm0000154
https://doi.org/10.1177/1534765610395664
https://doi.org/10.1186/s12888-023-04548-8
https://doi.org/10.1002/pon.5600
https://doi.org/10.1002/pon.5600
https://doi.org/10.1002/pon.3918
https://doi.org/10.1002/pon.3918


Muzik, M., Bocknek, E. L., Broderick, A., Richardson, P., 
Rosenblum, K. L., Thelen, K., & Seng, J. S. (2013). 
Mother–infant bonding impairment across the first 6 
months postpartum: The primacy of psychopathology 
in women with childhood abuse and neglect histories. 
Archives of Women’s Mental Health, 16(1), 29–38. 
https://doi.org/10.1007/s00737-012-0312-0

Muzik, M., Morelen, D., Hruschak, J., Rosenblum, K. L., 
Bocknek, E., & Beeghly, M. (2017). Psychopathology 
and parenting: An examination of perceived and 
observed parenting in mothers with depression and 
PTSD. Journal of Affective Disorders, 207, 242–250. 
https://doi.org/10.1016/j.jad.2016.08.035

Nagata, D. K., & Cheng, W. J. Y. (2003). Intergenerational 
communication of race-related trauma by Japanese 
American former internees. American Journal of 
Orthopsychiatry, 73(3), 266–278. https://doi.org/10. 
1037/0002-9432.73.3.266

Nicholson, J., Biebel, K., Katz-Leavy, J., & Williams, V. 
(2002). The prevalence of parenthood in adults with men
tal illness: Implications for state and federal policy
makers, programs, and providers. In R. W. 
Manderscheid & M. J. Henderson (Eds.), Center for men
tal health services. “Mental health, United States, 2002” 
(pp. 120–127). Substance Abuse and Mental Health 
Services Administration.

Peak, J. M., Ingram, V., Urbanoski, K., & Milligan, K. 
(2022). Specifying the relations among PTSD symptom 
clusters and parenting stress in mothers engaged in sub
stance use treatment. Substance Use & Misuse, 57(10), 
1552–1562. https://doi.org/10.1080/10826084.2022. 
2096236

Pollmann, J. B., Nielsen, A. B. S., & Skovdal, M. (2023). 
Misguided social support? How Danish veteran families 
affected by PTSD experience formal and informal social 
support. Social Sciences & Humanities Open, 7(1), 
Article 100462. https://doi.org/10.1016/j.ssaho.2023. 
100462

Powers, A., Hunnicutt, K., Stenson, A., Jovanovic, T., 
Kaslow, N., & Bradley, B. (2022). Associations between 
emotion dysregulation dimensions and parenting beha
viors in trauma-exposed African American Mothers. 
Child Maltreatment, 27(1), 43–52. https://doi.org/10. 
1177/1077559520988352

QSL International Pty Ltd. (2020). NVivo (Version 12) 
[Computer software].

Ray, S. L., & Vanstone, M. (2009). The impact of PTSD on 
veterans’ family relationships: An interpretative phenom
enological inquiry. International Journal of Nursing 
Studies, 46(6), 838–847. https://doi.org/10.1016/j. 
ijnurstu.2009.01.002

Ribaudo, J., Lawler, J. M., Jester, J. M., Riggs, J., Erickson, N. 
L., Stacks, A. M., Brophy-Herb, H., Muzik, M., & 
Rosenblum, K. L. (2022). Maternal history of adverse 
experiences and posttraumatic stress disorder symptoms 
impact toddlers’ early socioemotional wellbeing: The 
benefits of infant mental health-home visiting. Frontiers 
in Psychology, 12, Article 792989. https://doi.org/10. 
3389/fpsyg.2021.792989

Ruscio, A. M., Weathers, F. W., King, L. A., & King, D. W. 
(2002). Male war-zone veterans’ perceived relationships 
with their children: The importance of emotional numb
ing. Journal of Traumatic Stress, 15(5), 351–357. https:// 
doi.org/10.1023/A:1020125006371

Sager, J. C., & Wamser-Nanney, R. (2022). The role of 
parents’ self-perceptions in the association between post
traumatic stress symptoms and aspects of parenting. 

Journal of Traumatic Stress, 35(1), 168–177. https://doi. 
org/10.1002/jts.22713

Samper, R. E., Taft, C. T., King, D. W., & King, L. A. (2004). 
Posttraumatic stress disorder symptoms and parenting 
satisfaction among a national sample of male Vietnam 
veterans. Journal of Traumatic Stress, 17(4), 311–315. 
https://doi.org/10.1023/B:JOTS.0000038479.30903.ed

Samuelson, K. W., Wilson, C. K., Padrón, E., Lee, S., & 
Gavron, L. (2017). Maternal PTSD and children’s adjust
ment: Parenting stress and emotional availability as pro
posed mediators. Journal of Clinical Psychology, 73(6), 
693–706. https://doi.org/10.1002/jclp.22369

Sangalang, C. C., & Vang, C. (2017). Intergenerational 
trauma in refugee families: A systematic review. Journal 
of Immigrant and Minority Health, 19(3), 745–754. 
https://doi.org/10.1007/s10903-016-0499-7

Sherman, M. D., Gress Smith, J. L., Straits-Troster, K., 
Larsen, J. L., & Gewirtz, A. (2016). Veterans’ perceptions 
of the impact of PTSD on their parenting and children. 
Psychological Services, 13(4), 401–410. https://doi.org/ 
10.1037/ser0000101

Sherman, M. D., Larsen, J., Straits-Troster, K., Erbes, C., & 
Tassey, J. (2015). Veteran–child communication about 
parental PTSD: A mixed methods pilot study. Journal of 
Family Psychology, 29(4), 595–603. https://doi.org/10. 
1037/fam0000124

Siegel, D. J. (1999). The developing mind: Toward a neuro
biology of interpersonal experience. Guilford Press.

Siegenthaler, E., Munder, T., & Egger, M. (2012). Effect of 
preventive interventions in mentally ill parents on the 
mental health of the offspring: Systematic review and 
meta-analysis. Journal of the American Academy of 
Child & Adolescent Psychiatry, 51(1), 8–17.e8. https:// 
doi.org/10.1016/j.jaac.2011.10.018

Sim, A., Bowes, L., & Gardner, F. (2018). Modeling the 
effects of war exposure and daily stressors on maternal 
mental health, parenting, and child psychosocial adjust
ment: A cross-sectional study with Syrian refugees in 
Lebanon. Global Mental Health, 5, Article e40. https:// 
doi.org/10.1017/gmh.2018.33

Sloover, M., Stoltz, S. E. M. J., & Van Ee, E. (2024). Parent– 
child communication about potentially traumatic events: 
A systematic review. Trauma, Violence, & Abuse, 25(3), 
2115–2127. https://doi.org/10.1177/15248380231207906

Taggart Wasson, L., Shaffer, J. A., Edmondson, D., Bring, R., 
Brondolo, E., Falzon, L., Konrad, B., & Kronish, I. M. 
(2018). Posttraumatic stress disorder and nonadherence 
to medications prescribed for chronic medical conditions: 
A meta-analysis. Journal of Psychiatric Research, 102, 102– 
109. https://doi.org/10.1016/j.jpsychires.2018.02.013

Tedeschi, R. G., & Calhoun, L. G. (2004). Posttraumatic 
growth: Conceptual foundations and empirical evidence. 
Psychological Inquiry, 15(1), 1–18. https://doi.org/10. 
1207/s15327965pli1501_01

Thanhäuser, M., Lemmer, G., de Girolamo, G., & 
Christiansen, H. (2017). Do preventive interventions for 
children of mentally ill parents work? Results of a sys
tematic review and meta-analysis. Current Opinion in 
Psychiatry, 30(4), 283–299. https://doi.org/10.1097/ 
YCO.0000000000000342

Thomas, J. C., Letourneau, N., Campbell, T. S., Giesbrecht, 
G. F., & Apron Study Team. (2018). Social buffering 
of the maternal and infant HPA axes: Mediation and 
moderation in the intergenerational transmission of 
adverse childhood experiences. Development and 
Psychopathology, 30(3), 921–939. https://doi.org/10. 
1017/S0954579418000512

18 L. MEIJER ET AL.

https://doi.org/10.1007/s00737-012-0312-0
https://doi.org/10.1016/j.jad.2016.08.035
https://doi.org/10.1037/0002-9432.73.3.266
https://doi.org/10.1037/0002-9432.73.3.266
https://doi.org/10.1080/10826084.2022.2096236
https://doi.org/10.1080/10826084.2022.2096236
https://doi.org/10.1016/j.ssaho.2023.100462
https://doi.org/10.1016/j.ssaho.2023.100462
https://doi.org/10.1177/1077559520988352
https://doi.org/10.1177/1077559520988352
https://doi.org/10.1016/j.ijnurstu.2009.01.002
https://doi.org/10.1016/j.ijnurstu.2009.01.002
https://doi.org/10.3389/fpsyg.2021.792989
https://doi.org/10.3389/fpsyg.2021.792989
https://doi.org/10.1023/A:1020125006371
https://doi.org/10.1023/A:1020125006371
https://doi.org/10.1002/jts.22713
https://doi.org/10.1002/jts.22713
https://doi.org/10.1023/B:JOTS.0000038479.30903.ed
https://doi.org/10.1002/jclp.22369
https://doi.org/10.1007/s10903-016-0499-7
https://doi.org/10.1037/ser0000101
https://doi.org/10.1037/ser0000101
https://doi.org/10.1037/fam0000124
https://doi.org/10.1037/fam0000124
https://doi.org/10.1016/j.jaac.2011.10.018
https://doi.org/10.1016/j.jaac.2011.10.018
https://doi.org/10.1017/gmh.2018.33
https://doi.org/10.1017/gmh.2018.33
https://doi.org/10.1177/15248380231207906
https://doi.org/10.1016/j.jpsychires.2018.02.013
https://doi.org/10.1207/s15327965pli1501_01
https://doi.org/10.1207/s15327965pli1501_01
https://doi.org/10.1097/YCO.0000000000000342
https://doi.org/10.1097/YCO.0000000000000342
https://doi.org/10.1017/S0954579418000512
https://doi.org/10.1017/S0954579418000512


Tracy, M., Salo, M., & Appleton, A. A. (2018). The mitigat
ing effects of maternal social support and paternal invol
vement on the intergenerational transmission of violence. 
Child Abuse & Neglect, 78, 46–59. https://doi.org/10. 
1016/j.chiabu.2017.09.023

Van der Zanden, R. A. P., Speetjens, P. A., Arntz, K. S., & 
Onrust, S. A. (2010). Online group course for parents 
with mental illness: Development and pilot study. 
Journal of Medical Internet Research, 12(5), Article e50. 
https://doi.org/10.2196/jmir.1394

Van Ee, E., Kleber, R. J., & Jongmans, M. J. (2016). 
Relational patterns between caregivers with PTSD and 
their nonexposed children: A review. Trauma, Violence, 
& Abuse, 17(2), 186–203. https://doi.org/10.1177/ 
1524838015584355

Van Ee, E., Kleber, R. J., Jongmans, M. J., Mooren, T. T. M., 
& Out, D. (2016). Parental PTSD, adverse parenting and 
child attachment in a refugee sample. Attachment & 
Human Development, 18(3), 273–291. https://doi.org/10. 
1080/14616734.2016.1148748

Vigdal, J. S., & Brønnick, K. K. (2022). A systematic review 
of “helicopter parenting” and its relationship with anxiety 
and depression. Frontiers in Psychology, 13, Article 
872981. https://doi.org/10.3389/fpsyg.2022.872981

Wamser-Nanney, R., & Sager, J. C. (2022). Trauma 
exposure, post-traumatic stress symptoms, and 
indices of parenting. Journal of Interpersonal Violence, 
37(7–8), NP4660–NP4683. https://doi.org/10.1177/ 
0886260520958642

Wang, X., Liu, Q., Merrin, G. J., Keller, A., Yoon, D., & 
Henderson, A. (2023). Harsh parenting among veterans: 
Parents’ military-related PTSD, mentalization, and pre- 
military trauma. Frontiers in Psychology, 14, Article 
1283801. https://doi.org/10.3389/fpsyg.2023.1283801

Wang, Y., Chung, M. C., Wang, N., Yu, X., & Kenardy, J. 
(2021). Social support and posttraumatic stress disorder: 
A meta-analysis of longitudinal studies. Clinical 
Psychology Review, 85, Article 101998. https://doi.org/ 
10.1016/j.cpr.2021.101998

Weathers, F. W., Blake, D. D., Schnurr, P. P., Kaloupek, 
D. G., Marx, B. P., & Keane, T. M. (2013). The life 
events checklist for DSM-5 (LEC-5). National Center 
for PTSD.

World Medical Association. (2013). World Medical 
Association Declaration of Helsinki: Ethical principles 
for medical research involving human subjects. JAMA, 
310(20), 2191–2194. https://doi.org/10.1001/jama.2013. 
281053

EUROPEAN JOURNAL OF PSYCHOTRAUMATOLOGY 19

https://doi.org/10.1016/j.chiabu.2017.09.023
https://doi.org/10.1016/j.chiabu.2017.09.023
https://doi.org/10.2196/jmir.1394
https://doi.org/10.1177/1524838015584355
https://doi.org/10.1177/1524838015584355
https://doi.org/10.1080/14616734.2016.1148748
https://doi.org/10.1080/14616734.2016.1148748
https://doi.org/10.3389/fpsyg.2022.872981
https://doi.org/10.1177/0886260520958642
https://doi.org/10.1177/0886260520958642
https://doi.org/10.3389/fpsyg.2023.1283801
https://doi.org/10.1016/j.cpr.2021.101998
https://doi.org/10.1016/j.cpr.2021.101998
https://doi.org/10.1001/jama.2013.281053
https://doi.org/10.1001/jama.2013.281053

	Abstract
	1. The current study
	2. Method
	2.1. Participants
	2.2. Ethical approval, design, setting and procedure
	2.3. Materials
	2.4. Analysis
	2.4.1. Reflexivity
	2.4.2. Quotes


	3. Results
	3.1. Background
	3.2. What challenges do parents with PTSD experience?
	3.2.1. Parenting with PTSD means struggling to control something uncontrollable
	3.2.2. Gaining control
	3.2.3. Parents’ PTSD and child needs are perceived as incompatible
	3.2.4. Feeling like you fall short as a parent
	3.2.5. Some periods in child development are especially challenging

	3.3. How do parents communicate with their children about their PTSD?
	3.3.1. Disclosing was inevitable
	3.3.2. Disclosing proactively
	3.3.3. Communication is guided by what parents consider in the child’s best interest
	3.3.4. Wanting to do what's best for the child can also mean not telling
	3.3.5. Children can know, but not understand

	3.4. What are self-perceived strengths and positive experiences of parents with PTSD?
	3.4.1. Parenting as a source of positivity
	3.4.2. Providing a healthy social-emotional context for the child
	3.4.3. Children as mirrors
	3.4.4. Parenting as an area for post-traumatic growth

	3.5. What are the experiences with social support of parents with PTSD?
	3.5.1. Avoiding asking for social support to protect yourself
	3.5.2. Avoiding asking for social support to not be a burden
	3.5.3. Erosion of social support: only a few remain
	3.5.4. When there is trust, support can be highly meaningful
	3.5.5. Supportive potential of resources in the family ecosystem is not realized


	4. Discussion
	4.1. Limitations and strengths of the study
	4.2. Conclusion

	Acknowledgements
	Disclosure statement
	Author contributions (CRediT)
	Ethics statement
	Informed consent statement
	Data availability statement
	ORCID
	References

