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Abstract

:

This study evaluated the Tuning in to Kids (TIK) parenting program delivered in a clinical setting with 77 parents and caregivers (hereafter referred to as “parents”) of children who had experienced complex trauma. The TIK program targets parent emotion socialization to improve children’s emotional and behavioral functioning. The study utilized a single-group design with pre- and post-intervention measures. Seventy-seven parents of children (aged 3–15 years) who had experienced complex trauma completed a ten-week version of the Trauma-Focused Tuning in to Kids program (TF-TIK). Measures examined parent reports of: emotion socialization; parent-child relationship; parent mental health; children’s emotional and behavioral functioning. Parents reported significantly improved emotion socialization, parent-child relationship, parent mental health, as well as child emotion regulation and behavior. This study provides initial support for the use of the TF-TIK parenting program in a clinical setting with parents of children who have experienced complex trauma in order to prevent or reduce problems.
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1. Introduction


The harmful psychosocial consequences for children who experience complex trauma are well documented, including adverse outcomes in social, behavioral, emotional, and physical development e.g., [1]. Complex trauma can be defined as exposure to multiple or prolonged traumatic events such as psychological maltreatment, neglect, physical and sexual abuse, and domestic violence that is chronic, begins early in childhood, and occurs within the primary caregiving system [2]. Of particular concern is the impact complex trauma has on the development of children’s emotional competence, including skills in identifying, understanding and regulating emotions e.g., [3]. Parents and carers (hereafter referred to as “parents”) of children exposed to complex trauma are more likely to use emotionally dismissive and/or harsh parenting, to have poor mental health and have fewer skills to assist children to learn about their emotions [4,5]. Poor parental mental health may contribute to limited emotional responsiveness, even after parents take part in parenting interventions [4,6]. Children exposed to complex trauma often do not develop emotional competence, which both limits their capacity to work through traumatic experiences and places them at greater risk for social, emotional, and behavioral difficulties [7]. Providing children are safe and with parents/carers that are able to be engaged in intervention, efforts to promote their emotional competence and assist them to work through the traumatic experiences are essential [8]. Programs that help parents with their own emotion regulation and teach skills in responding supportively to children’s emotions (components of what is often called emotion socialization [9]), have been found central for promoting children’s emotional competence [10], and may be effective components of intervention for children who have been exposed to complex trauma. This paper explores whether an emotion socialization parenting program, that has evidence with other community and clinical populations, is clinically effective with families where children have experienced complex trauma.



1.1. Background


There are a small number of evidence-based parenting interventions for children exposed to complex trauma [11], with limited research evaluating their benefits. Traditionally, parents are referred to generalist behavioral programs that teach parents to increase positive reinforcement and use consequences for misbehavior e.g., Triple P, [12]. While these programs have efficacy in reducing challenging behaviors in targeted and general populations [13], evidence where complex trauma is present is limited, especially in highly-stressed families, where there is maternal depression or marital violence [11]. Behavioral parenting interventions are less effective in reducing children’s internalizing difficulties e.g., anxiety or depression [14] and have lower efficacy for improving parents’ responses to children’s emotions when parents have poorer mental health [15].



Trauma-Focused Cognitive-Behavioral Therapy TF-CBT [16] is one intervention targeted at parents that has demonstrated positive results for children who have experienced trauma, including reductions in post-traumatic stress symptoms over 6 and 12-months follow up [17]. Work with parents/caregivers, however, is by helping the child to develop a narrative about their abuse experience using an exposure with response prevention model, rather than targeting parent emotion socialization as a primary focus so that children can safely develop skills in understanding and regulating their emotions within the context of a supportive, validating emotional environment. Extension work to TF-CBT includes the addition of emotion-focused parent work in the Let’s Connect program [18], however, evaluation with this addition for working with families exposed to trauma is still underway.



Parenting interventions that more specifically target emotion socialization with families exposed to complex trauma have been reported. A number teach “emotion coaching”, a style of responding to children’s emotions that has been found optimal for children’s healthy emotional development [19]. Emotion coaching involves five main steps: (1) becoming aware of the child’s emotion, especially if it is at a lower intensity; (2) viewing the child’s emotion as an opportunity for intimacy and teaching; (3) communicating understanding and acceptance of emotions with empathy; (4) helping the child to use words to describe how they feel; before (5) assisting the child with problem solving or setting limits. Reminiscing and Emotion Training RET [20] teaches emotion coaching to parents where there has been maltreatment. A randomized controlled trial was conducted with 248 children between the ages of 3- to 6-years-old and their mothers, of which 165 were from maltreating families (randomized into RET or case management/provision of written parenting information) and found mothers who participated in RET were significantly better able to engage in elaboration about emotions and sensitive guidance of the child during reminiscing than mothers who received case management/written advice. Their children also demonstrated significantly better memory and emotion knowledge relative to controls. Katz and colleagues’ [21] twelve-week group parenting intervention for survivors of intimate partner violence addressed parent emotion awareness and regulation in early sessions before teaching emotion coaching skills in later sessions. In a pilot study with 50 mothers assigned to intervention or control, those receiving the intervention had improved parent emotion regulation on parent-report and physiological measures of respiratory sinus arrhythmia; improved observed and reported parenting and decreased parent-reported child depressive symptoms and decreased observed child negativity relative to controls who did not show these changes. The study provides preliminary evidence that teaching parents to better manage their own emotions as well as use of emotion coaching skills may be effective to reduce the negative impact of family violence and complex trauma.



Tuning in to Kids (TIK) is another group parenting program that teaches parents skills in emotion awareness and regulation as well as skills in emotion coaching [22]. Based on emotion socialization theory [23], the program explores parents’ family of origin experiences with emotions in order to shift harsh and/or dismissive beliefs and reactions to emotions. Parents are instead taught skills that enable them to use the five steps of emotion coaching with their children when emotions occur. In particular, they learn: how to better identify emotions in their children, especially those that might underlie challenging behaviors; to view emotions as an opportunity to connect with children in order to help children understand and manage emotions; to develop skills in understanding children’s perspectives and responding with empathy to children’s emotional experience (rather than being judgmental); to either reflect or name emotions so children can put words to their feelings; to assist with solving problems, teach skills in emotion regulation, and, if necessary, look at limits around children’s behavior. Parents are encouraged to focus on noticing and empathizing with emotions, prior to problem solving and limit setting. This helps create an emotionally safe connection and builds children’s skills in emotional competence over time, assisting in reducing behavioral difficulties. The program also helps parents learn skills in regulating their own emotions, including engaging in self-care and learning how to manage strong emotions such as fear and anger. The program has produced promising results in clinical [24,25] and community samples [22,26] with positive impacts on parenting (e.g., reducing emotional dismissiveness and increasing emotion coaching) and children’s functioning (e.g., improvements in emotional competence and behavior). TIK has not yet been evaluated with parents of children exposed to complex trauma, however, given previous research highlighting the benefits of targeting emotion socialization to improve parental functioning, parent-child communication, and child emotional competence, the program may be suitable for this population. Exploring the benefits of an adapted version the evidence-based TIK program delivered in a real-world clinical setting is an important step in the scaling-out of an intervention such as this to novel populations [27]. TIK, rather than its variant for teenagers, was used because children were primarily younger and a focus on the core competencies, rather than additional adolescent-focused components (e.g., learning about adolescent development) was deemed appropriate. Children attending this service were often delayed in their emotional development due to their history of trauma and family difficulties. Clinicians who assessed each child and their family, referred the parents/carers to the program even if their children were in the early adolescent years because they were perceived to need basic emotion coaching skills that were part of the TIK program.




1.2. Aim and Research Questions


The current study aimed to evaluate an adapted version of the evidence-based Tuning in to Kids program with parents of children who had experienced complex trauma, including parents who had been involved in children’s abuse experiences. Working with these families can be very challenging and this population are not easy to engage in research, therefore, all parents in the study received the intervention. Based on previous research with TIK, it was hypothesized that the program would improve; (i) parent emotion-socialization (reducing emotion dismissing and increasing emotion coaching and empathy) and the parent-child relationship; (ii) parent mental health; (iii) children’s emotion regulation and behavior.





2. Method


2.1. Participants


Participants were 77 parents (M = 35.1 years) of children (41 boys, 36 girls) aged 3 to 15 years (M = 9.57 years, SD = 3.08) recruited from a voluntary therapeutic service in Melbourne offering treatment for complex trauma, with all children displaying significant emotional and/or behavioral difficulties warranting psychological intervention. Reasons for referral to the service included, experiencing sexual abuse, physical abuse, emotional abuse, neglect, witnessing family violence, or other complex trauma (for example, interrupted attachments) with the majority experiencing multiple forms of trauma rather than single incident trauma. Some children were also referred because they were engaging in problem sexual behaviors. At intake all children were administered a standard screening tool used in the service, the Trauma Symptom Checklist for Young Children TSCYC [28]; with 87% falling in the clinical range for at least one of the subscales. This scale is not, however, very sensitive to complex and relational trauma. Clinicians reported the type of trauma children had experienced which corroborated the detail from the TSCYC. Table 1 displays participant descriptive information that clinicians had gathered and shows that many children experienced emotional abuse/neglect (90.9%), family violence (80.5%) as well as other traumas. Multiple traumas were most common, with 96% of parents reporting to clinicians that their children had experienced more than one form of trauma. Children’s experiences of trauma had primarily occurred within the family context (either immediate or extended family). The parents participating in the intervention study varied in whether they had been involved in the trauma or not. Many had their own complex difficulties, including, but not limited to, their own trauma history (69%), mental health difficulties (56%), child protection involvement (31%), family court involvement (21%), and/or other additional stressors (45%).




2.2. Procedure


The TIK program was delivered in a clinical service for children who had experienced complex trauma and where the therapeutic goals were recovery from trauma and assisting parents or carers in how they responded to the child’s emotions and behaviors. The program was advertised throughout the clinic and participants (parents and carers) were able to self-select (by expressing interest to their treating therapist) or were invited by their treating therapist. Participants were invited when this was recommended as part of an intake assessment or when the overall treatment goals for the child were increasing social, emotional and behavioral competencies. Following screening and clinical assessment, parents were referred to the program by their child’s case-manager (13% of children were receiving concurrent individual therapy). Pre-program interviews were conducted and participants were excluded from attending if, (a) it was not recommended as their overall treatment plan, (b) the timing did not fit with other therapeutic interventions (i.e., if individual therapeutic work needed to take precedence for safety reasons at the time of the group being conducted), or (c) they were not deemed suitable for a group setting (for example, if their own personal trauma was so overwhelming that they were unable to learn in a group environment, and/or, if they possessed personality characteristics that were likely to disrupt the functioning of the group). Three (4.5%) parents were excluded because of intellectual disability, acquired brain injury, or severe anxiety. Inclusion and exclusion criteria were predominantly clinically based, and the decisions made by the individual therapist and case manager.



Nine parenting programs were conducted over four years with an average of 7 parents per group. Eighty-two percent of parents completed the program (attended at least 80% of sessions), however not all went on to complete follow-up measures. Both multiple and single carers attended (11 children had two carers attending), however, data were only collected from the primary carer who completed questionnaires at pre- (Time 1) and post-intervention (Time 2, 53%). Independent samples t-tests showed no significant differences on any measures between completers and non-completers. This study was approved by the University of Melbourne Human Ethics committee (# 1136183) and participants gave consent for their data to be used for the purposes of research.




2.3. Trauma-Focused Tuning in to Kids Intervention


Trauma-Focused Tuning in to Kids (TF-TIK) is an extended version of the original TIK program delivered in ten, two-hour, weekly sessions by two facilitators (psychologists or social workers trained by the TIK developers), using a structured manual [29] for eight of the ten sessions. Two sessions were added to assist parents’ understanding of children’s presentations post-trauma and included information about attachment disruption and the impact of trauma on child functioning. The subsequent 8 sessions were from the original 6-session TIK program but extended over 8 sessions, see [25], and aimed to facilitate changes in parents’ responses to children’s emotions to improve emotional connection. Parents were taught to “emotion coach” their children via a series of exercises, role plays and DVDs. Emphasis was placed on parents becoming aware of their own/their children’s emotions, including physiological symptoms, with a focus on understanding the function of children’s behavior and emotions. Parents learned skills in regulating their own emotions, especially managing their anger. The program has flexibility in how the content is delivered, however, fidelity checklists are used in each session, enabling the facilitator to address any missed content in later sessions. The second author, who was a facilitator in each of the groups (and therefore not blind to the study hypotheses), completed fidelity checklists at the end of each session and these showed 100% of compulsory program content was delivered for all groups.




2.4. Measures


The Parent Emotional Style Questionnaire (PESQ, 22) is a 21-item self-report measure of parent emotion socialization. Adapted from the Maternal Emotional Style Questionnaire MESQ [30], it explores parents’ responses to their children’s emotions (rated on a 5-point Likert scale). The adapted measure includes 7 additional items about responding to children’s fears and is made gender neutral so that mothers and fathers can respond. The measure has shown good reliability and validity in community and clinical samples [25,31]. The 10-item emotion dismissing subscale includes items such as, “Childhood is a happy-go-lucky time, not a time for feeling sad or angry”. The 11-items emotion coaching subscale includes items such as, “When my child is sad, it’s time to get close”. Five PESQ items were selected from the emotion coaching subscale to measure empathy (e.g., when my child is angry, I take some time to try to experience this feeling with him/her) because it is a specific component targeted in the TIK program and so separate measurement of this aspect of parenting was of interest. The measure showed good internal consistency in the current study with Cronbach’s alphas of 0.83, 0.82, and 0.90, respectively, for Time 1, and 0.87, 0.86, and 0.85 for Time 2.



The Parenting Relationship Questionnaire PRQ [32], is a 45-item parent report measure that was used to assess aspects of the parent-child relationship. Five of the seven subscales were used (Attachment, Communication, Discipline Practices, Parenting Confidence, and Relational Frustration). Items are measured on a 4-point Likert scale from never through to always. Items include, “When my child is upset, I can calm him or her”, “I know what my child is feeling”, and “I remain calm when dealing with my child’s behaviour”. The measure has reported good reliability and validity (ibid), including when used with similar population to the current study [33]. In the current study, the scale showed good internal consistency with Cronbach’s alphas of 0.87, 0.85, 0.93, 0.86, and 0.94 for the respective subscales at Time 1, and 0.89, 0.90, 0.93, 0.88, and 0.93 at Time 2.



Parent mental health was assessed using the short form of the Depression Anxiety and Stress Scale DASS [34], a 21-item measure with three subscales (Depression, Anxiety, and Stress) that is suitable for use in clinical and non-clinical settings (ibid). Participants rate the frequency and severity of experiencing negative emotions over the previous week on a 4-point Likert scale from 0 (did not apply to me at all) to 3 (applied to me most of the time). Example items include, “I found it hard to wind down” and “I felt like I had nothing to look forward to”. The measure has been found to have good reliability and validity [35]. Cronbach’s alpha were 0.95 for the Total scale at Time 1, and 0.96 at Time 2.



Two measures were used to examine child emotional and behavioral functioning. The Emotion Regulation Checklist ERC [36] was used to measure children’s emotional regulation. The ERC has two dimensions: 15 items assess emotion lability/negativity, which describes the child’s negative affect, inflexibility, and mood lability (e.g., “Can recover quickly from upset or distress”); and eight items assess emotion regulation, which measures appropriate emotion expression and regulation (e.g., “Is prone to angry outbursts/tantrums easily”). Response options for all items range from never (1) to almost always (4). The ERC has good convergent and divergent validity with community samples and clinical populations [36,37]. Cronbach’s alphas for the ERC were 0.89 for Lability/Negativity at Time 1, 0.84 at Time 2, and 0.65 for Emotion Regulation (ER) at Time 1, 0.77 at Time 2.



The Eyberg Child Behavior Inventory ECBI [38] was used to assess children’s behavior problems. The Intensity score (36 items) examines the frequency of challenging behaviors on a 7-point Likert scale ranging from 1 (never) to 7 (always). The ECBI has been used extensively in research, including when used with clinical populations and there are many studies demonstrating its validity and reliability e.g., [39]. Cronbach’s alphas for the ECBI Total Behavior Intensity were 0.97 at Time 1 and 0.95 at Time 2.




2.5. Data Analysis


Data were examined for missing values, normality, and outliers. There were no violations of assumptions for paired t-test analyses apart from a deviation from normality for the DASS scale which was transformed in subsequent analyses. Pearson-mean imputation was used to replace missing scale items with mean values, providing that at least 95% of the data were available [40]. Bivariate correlations were used to assess the relationship between child age and outcome variables. Paired samples t-tests were conducted for all variables and intention to treat analyses, using Time 1 data carried forward were used for those with missing Time 2 data. When outcomes did not hold these are reported.





3. Results


Descriptive statistics, t-tests, and effect sizes are reported in Table 2. There were no significant differences in outcomes for those also receiving individual therapy versus those who did not. There were no significant differences between those who completed data at Time 2 and those who did not on any of the demographic, clinical, or outcome variables. At Time 1, child age was correlated with parent empathy (r = −0.24, p = 0.046) indicating that as child age increased parents reported lower empathy. No other significant correlations were found between child age and any of the baseline or follow-up outcomes. Child age was also not correlated with change scores.



3.1. Main Outcomes: Parenting and Parent Functioning


Parents reported a significant improvement in emotion coaching with their children (d = 0.44) and a significant decrease in emotion dismissing (d = 0.49) as measured by the Parental Emotion Style Questionnaire following the intervention. On this measure, parents also reported a significant improvement in their empathy towards their child (d = 0.77). Parents reported a significant improvement in their relationship with their child post intervention on the Parent Relationship Questionnaire. That is, they reported a significant improvement in their ability to understand and respond to their child’s emotional presentation, as measured by the Attachment subscale (d = 0.35), however in intention to treat analysis this outcome became non-significant (p = 0.09, d = 0.26). Parents also reported a significant improvement in their communication with their child (d = 0.37), as well as in their parenting confidence (d = 0.36). No significant differences were noted in parent reported discipline practices. Parents reported a significantly decreased level of relational frustration with their child (d = 0.52). Post-intervention, parents reported a significant reduction in their own mental health symptoms (DASS) total scores (d = 0.54).




3.2. Main Outcomes: Child Emotional and Behavioral Functioning


Following the intervention, parents reported their children to be significantly less labile in their emotions (d = 0.45) and better able to regulate their emotions (d = 0.15). They also reported that their children had significantly fewer behavioral difficulties (d = 0.39).





4. Discussion


This study evaluated the Trauma-Focused Tuning in to Kids (TF-TIK) program, a program targeting parents emotion socialization including their emotion coaching practices and their own emotion regulation, in a clinical setting with parents of children who had experienced complex trauma. The study included a highly troubled sample representing a “real world” group of children who had experienced complex trauma and their carers. Participants with these difficulties are often reluctant to engage in research and their problems are very difficult to treat. Results from TF-TIK were promising, with significant improvements in nearly all aspects of parent-reported parent and child functioning.



First, we examined the impact of TF-TIK on parent emotion socialization and the parent-child relationship. Consistent with our hypothesis, following the program parents reported increased emotion coaching and empathy, and less dismissiveness. The program provided parents with opportunities to view children’s emotions as a time for closeness and teaching (rather than avoiding or controlling emotions). This can be difficult for this population where traumatized individuals often rely on avoidant or dismissive strategies to manage emotions [41]. Parents also reported more connected parent-child relationships with significant improvements in their attachment, communication and confidence and less frustration with their child. It is possible that the emphasis on understanding the emotions behind children’s behavior allowed parents to develop empathy, leading to stronger parent-child relationships. Better skills in awareness and regulation have been found to be related to closer and more affectionate relationships [42].



The TF-TIK program does not teach behavior management strategies, favoring instead teaching parents to respond to emotions behind challenging behaviors, problem solving with their child, and setting limits. Post-intervention there were no significant changes in parenting Discipline yet child behavior significantly improved. These findings suggest behavioral techniques are not essential for changing child behavior, particularly when behavior may be trauma-related and helping the child process emotions may be important.



Our second hypothesis, which was confirmed, was that the program would lead to improvements in parent mental health. The TF-TIK program taught parents skills in emotional awareness, self-care, and anger management. In combination with improved parenting skills these may have contributed to less reactivity, greater emotional responsiveness, and more positive interactions with children. The program also provided parents with opportunities to examine their own childhood experiences with emotions in order to change parenting, a factor others have found necessary for breaking intergenerational patterns of dysfunctional parenting [43]. The combination of parents developing skills in responding to their children’s emotional needs along with parents exploring their own family histories with emotions in the group, appears to have contributed to parents experiencing less stress and greater confidence in parenting. Katz and colleagues [21] also found working with parent emotion awareness and regulation was a vital part of their intervention that occurred prior to mothers learning emotion coaching skills with their children. Further, we have previously found that when parents had more emotional difficulties themselves, greater improvement in child behavior occurred when parents participated in TIK than for those parents who received a behavioral parenting intervention [15]. We believe the parallel of targeting parent emotion awareness and regulation as well as parent emotion coaching may be especially important for those families where the parent is having significant difficulties themselves.



Consistent with our final hypothesis, post-intervention, parents reported their children to have significantly better emotion regulation, and lower emotional lability/negativity and behavior problems. Although the program did not directly target behavior problems, focusing on the emotions that underlie children’s behavior (such as fears and worries) may have contributed to these improvements. If a child feels as though their emotions are being effectively responded to, they may be less likely to escalate their emotions and behavior. By reducing children’s negativity/lability and improving the relationship with their caregiver, children may be better able to build a repertoire of competencies influencing their behavior [42]. Parent responsiveness to children’s emotions may also have translated to an improved emotional climate at home, which is likely to positively impact children’s behavior [44]. The effect sizes in change on the child variables were small. This is consistent with other research with TIK. Given the complexity in the presentation of these children, further clinical treatment was most often needed. Many required ongoing individual therapy to work through their traumatic experiences, and their families needed support (often long-term) to help them ensure the care of their children was safe, secure and fostered recovery. This is consistent with findings from other research trials of treatments for children exposed to complex trauma [45]. Future research using TIK in a multi-systemic intervention to address these complexities, would be useful.



Limitations and Future Research


As a study with a clinical population there were limitations: the absence of a randomized control group; significant attrition with follow-up questionnaires (although 82% of parents completed the program); no data on those who refused participation; dependence on parental report; with only a short follow-up. Finally, effect sizes for child outcomes were relatively small post-intervention and longer follow-up may have revealed greater improvement. Future research with a larger sample, a control group and using observation methods of evaluation is warranted, however, it is acknowledged this can be very difficult with families where there is complex trauma that may still be occurring. A larger sample would, however, enable testing of the mechanisms of change occurring or whether there were subgroups of families who benefitted more (or less) from the intervention.





5. Conclusions


This study with a clinical population provides preliminary support for TF-TIK with parents and carers of children who have experienced complex trauma. To date, few parenting programs have proven successful with this population. The current study demonstrated that a modified evidence-based parenting program was able to be effectively implemented in a clinical setting and appears to have led to positive changes in parent-child relationships, parent empathy, mental health and confidence, and lower levels of child behavior problems. An evidence-based parent emotion-socialization program is a valuable addition to the available treatments for complex trauma and may complement individual treatments such as Trauma-Focused CBT [16].







Author Contributions


Conceptualization, S.S.H. and J.L.M.; methodology, S.S.H. and J.L.M.; software, J.L.M. and C.E.K.; validation, J.L.M.; formal analysis, J.L.M. and C.E.K.; investigation, S.S.H., J.L.M. and C.E.K.; resources, J.L.M.; data curation, J.L.M.; writing—original draft preparation, J.L.M. and S.S.H.; writing—review and editing, S.S.H., J.L.M. and C.E.K.; visualization, S.S.H., J.L.M. and C.E.K.; supervision, S.S.H.; project administration, J.L.M.; funding acquisition, S.S.H. and J.L.M. All authors have read and agreed to the published version of the manuscript.




Funding


Financial support was provided for the authors from Mindful: Centre for Training and Research in Developmental Health at The University of Melbourne and the Australian Childhood Foundation.




Institutional Review Board Statement


This study was approved by the University of Melbourne Human Ethics Committee.




Informed Consent Statement


All participants gave informed consent for their data to be used for the purposes of research.




Data Availability Statement


Consent was not sought from participants for their data to be available.




Acknowledgments


Special thanks to Angela Weller, Cyra Fernandes, Mary-Ann Delaney, Laura Raniere, and Vanessa Kearney, and the parents who participated in the study.




Conflicts of Interest


Program authors Havighurst and Kehoe wish to declare a conflict of interest in that they may benefit from positive reports of this program. Proceeds from dissemination of the program provide funding for development and research with the program. Program authors and the University of Melbourne receive royalties from proceeds of manual sales. Murphy declares no conflict of interest.




References


	



Fairbank, J.A.; Fairbank, D.W. Epidemiology of child traumatic stress. Curr. Psychiatry Rep. 2009, 11, 289–295. [Google Scholar] [CrossRef]

	



Cook, A.; Spinazzola, J.; Ford, J.; Lanktree, C.; Blaustein, M.; Cloitre, M.; van der Kolk, B. Complex trauma in children and adolescents. Psychiatry Ann. 2005, 35, 390–398. [Google Scholar] [CrossRef]

	



Van der Kolk, B. Developmental trauma disorder. Psychiatry Ann. 2005, 35, 401–408. [Google Scholar] [CrossRef]

	



Dix, T. The affective organization of parenting: Adaptive and maladaptive processes. Psychol. Bull. 1991, 110, 3–25. [Google Scholar] [CrossRef]

	



Schechter, D.; Suardi, F.; Manini, A.; Cordero, M.; Rossignol, A.; Merminod, G.; Gex-Fabry, M.; Moser, D.; Serpa, S. How do maternal ptsd and alexithymia interact to impact maternal behavior? Child Psychiatry Hum. Dev. 2015, 46, 406–417. [Google Scholar] [CrossRef] [PubMed]

	



Katz, L.F.; Maliken, A.C.; Stettler, N.M. Parental meta-emotion philosophy: A review of research and theoretical framework. Child Dev. Perspect. 2012, 6, 417–422. [Google Scholar] [CrossRef]

	



Schore, J.R.; Schore, A.N. Modern attachment theory: The central role of affect regulation in development and treatment. Clin. Soc. Work J. 2008, 36, 9–20. [Google Scholar] [CrossRef]

	



Katz, L.F.; Stettler, N.; Gurtovenko, K. Traumatic stress symptoms in children exposed to intimate partner violence: The role of parent emotion socialization and children’s emotion regulation abilities. Soc. Dev. 2016, 25, 47–65. [Google Scholar] [CrossRef]

	



Eisenberg, N.; Spinrad, T.L.; Cumberland, A. The socialization of emotion: Reply to commentaries. Psychol. Inq. 1998, 9, 317. [Google Scholar] [CrossRef]

	



Hajal, N.J.; Paley, B. Parental emotion and emotion regulation: A critical target of study for research and intervention to promote child emotion socialization. Dev. Psychol. 2020, 56, 403–417. [Google Scholar] [CrossRef]

	



Maliken, A.C.; Katz, L.F. Exploring the impact of parental psychopathology and emotion regulation on evidence-based parenting interventions: A transdiagnostic approach to improving treatment effectiveness. Clin. Child Fam. Psychol. Rev. 2013, 16, 173–186. [Google Scholar] [CrossRef]

	



Sanders, M.R.; Markie-Dadds, C.; Tully, L.A.; Bor, W. The triple p-positive parenting program: A comparison of enhanced, standard, and self-directed behavioral family intervention for parents of children with early onset conduct problems. J. Consult. Clin. Psychol. 2000, 68, 624–640. [Google Scholar] [CrossRef]

	



De Graaf, I.; Speetjens, P.; Smit, F.; de Wolff, M.; Tavecchio, L. Effectiveness of the triple p positive parenting program on behavioral problems in children. Behav. Modif. 2008, 32, 714–735. [Google Scholar] [CrossRef]

	



Forehand, R.; Jones, D.J.; Parent, J. Behavioral parenting interventions for child disruptive behaviors and anxiety: What’s different and what’s the same. Clin. Psychol. Rev. 2013, 33, 133–145. [Google Scholar] [CrossRef]

	



Duncombe, M.E.; Havighurst, S.S.; Kehoe, C.E.; Holland, K.M.; Frankling, E.; Stargatt, R. Comparing an emotion- and a behavior-focused parenting program as part of a multi-systemic intervention for child conduct problems. J. Clin. Child Adolesc. Psychol. 2016, 45, 320–334. [Google Scholar] [CrossRef] [PubMed]

	



Cohen, J.A.; Mannarino, A.P.; Deblinger, E. Treating Trauma and Traumatic Grief in Children and Adolescents; Guilford Press: New York, NY, USA, 2006. [Google Scholar]

	



Mannarino, A.P.; Cohen, J.A.; Deblinger, E.; Runyon, M.K.; Steer, R.A. Trauma-focused cognitive-behavioral therapy for children: Sustained impact of treatment 6 and 12 months later. Child Maltreat. 2012, 17, 231–241. [Google Scholar] [CrossRef] [PubMed]

	



Shaffer, A.; Fitzgerald, M.M.; Shipman, K.; Torres, M. Let’s connect: A developmentally-driven emotion-focused parenting intervention. J. Appl. Dev. Psychol. 2019, 63, 33–41. [Google Scholar] [CrossRef]

	



Gottman, J.M.; Katz, L.F.; Hooven, C. Parental meta-emotion philosophy and the emotional life of families: Theoretical models and preliminary data. J. Fam. Psychol. 1996, 10, 243–268. [Google Scholar] [CrossRef]

	



Valentino, K.; Cummings, E.M.; Borkowski, J.; Hibel, L.C.; Lefever, J.; Lawson, M. Efficacy of a reminiscing and emotion training intervention on maltreating families with preschool-aged children. Dev. Psychol. 2019, 55, 2365–2378. [Google Scholar] [CrossRef]

	



Katz, L.F.; Gurtovenko, K.; Maliken, A.; Stettler, N.; Kawamura, J.; Fladeboe, K. An emotion coaching parenting intervention for families exposed to intimate partner violence. Dev. Psychol. 2020, 56, 638–651. [Google Scholar] [CrossRef] [PubMed]

	



Havighurst, S.S.; Wilson, K.R.; Harley, A.E.; Prior, M.R.; Kehoe, C.E. Tuning in to kids: Improving emotion socialization practices in parents of preschool children—Findings from a community trial. J. Child Psychol. Psychiatry 2010, 51, 1342–1350. [Google Scholar] [CrossRef]

	



Eisenberg, N.; Cumberland, A.; Spinrad, T.L. Parental socialization of emotion. Psychol. Inq. 1998, 9, 241–273. [Google Scholar] [CrossRef] [PubMed]

	



Havighurst, S.S.; Wilson, K.R.; Harley, A.E.; Kehoe, C.E.; Efron, D.; Prior, M.R. “Tuning into kids”: Reducing young children’s behavior problems using an emotion coaching parenting program. Child Psychiatry Hum. Dev. 2013, 44, 247–264. [Google Scholar] [CrossRef] [PubMed]

	



Havighurst, S.S.; Duncombe, M.E.; Frankling, E.J.; Holland, K.A.; Kehoe, C.E.; Stargatt, R. An emotion-focused early intervention for children with emerging conduct problems. J. Abnorm. Child Psychol. 2015, 43, 749–760. [Google Scholar] [CrossRef]

	



Havighurst, S.S.; Kehoe, C.E.; Harley, A.E.; Johnson, A.M.; Allen, N.B.; Thomas, R.L. Tuning in to toddlers: Research protocol and recruitment for evaluation of an emotion socialization program for parents of toddlers. Front. Psychol. 2019, 10, 1054. [Google Scholar] [CrossRef] [PubMed]

	



Aarons, G.A.; Sklar, M.; Mustanski, B.; Benbow, N.; Hendricks Brown, C. “Scaling-out” evidence-based interventions to new populations or new health care delivery systems. Implement. Sci. 2017, 12, 11. [Google Scholar] [CrossRef]

	



Briere, J.N. Trauma Symptom Checklist for Young Children (FSCYC): Professional Manual; PAR: Lutz, FL, USA, 2005. [Google Scholar]

	



Havighurst, S.S.; Harley, A. Tuning in to Kids: Emotionally Intelligent Parenting Program Manual; University of Melbourne: Melbourne, Australia, 2007. [Google Scholar]

	



Soleimani, H.; Bashash, L. Factor structure‚ Validity and Reliability of the Maternal Emotional Styles Questionnaire (MESQ). Knowl. Res. Appl. Psychol. 2012, 13, 39–48. [Google Scholar]

	



Lagacé-Séguin, D.G.; Coplan, R.J. Maternal emotional styles and child social adjustment: Assessment, correlates, outcomes and goodness of fit in early childhood. Soc. Dev. 2005, 14, 613–636. [Google Scholar] [CrossRef]

	



Kamphaus, R.; Reynolds, C. Parenting Relationship Questionnaire; Pearson: Bloomington, MN, USA, 2006. [Google Scholar]

	



Ashton, C.K.; O’Brien-Langer, A.; Silverstone, P.H. The CASA Trauma and Attachment Group (TAG) Program for Children who have Attachment Issues Following Early Developmental Trauma. J. Can. Acad. Child Adolesc. Psychiatry 2016, 25, 35–42. [Google Scholar]

	



Lovibond, S.H.; Lovibond, P.F. Manual for the Depression Anxiety Stress Scales (DASS); Psychology Foundation Monograph: Sydney, Australia, 2002. [Google Scholar]

	



Norton, P.J. Depression anxiety and stress scales (DASS-21): Psychometric analysis across four racial groups. Anxiety Stress Coping 2007, 20, 253–265. [Google Scholar] [CrossRef]

	



Shields, A.; Cicchetti, D. Emotion regulation among school-age children: The development and validation of a new criterion q-sort scale. Dev. Psychol. 1997, 33, 906–916. [Google Scholar] [CrossRef]

	



Milojevich, H.M.; Machlin, L.; Sheridan, M.A. Early adversity and children’s emotion regulation: Differential roles of parent emotion regulation and adversity exposure. Dev. Psychopathol. 2020, 32, 1788–1798. [Google Scholar] [CrossRef]

	



Eyberg, S.; Pincus, D. Eyberg Child Behavior Inventory and Sutter-Eyberg Student Behavior Inventory-Revised: Professional Manual; Psychological Assessment Resources, Inc.: Odessa, FL, USA, 1999. [Google Scholar]

	



Burns, G.L.; Patterson, D.R. Normative data on the eyberg child behavior inventory and sutter-eyberg student behavior inventory: Parent and teacher rating scales of disruptive behavior problems in children and adolescents. Child Fam. Behav. Ther. 2001, 23, 15–28. [Google Scholar] [CrossRef]

	



Bono, C.; Ried, L.D.; Kimberlin, C.; Vogel, B. Missing data on the center for epidemiologic studies depression scale: A comparison of 4 imputation techniques. Res. Soc. Adm. Pharm. 2007, 3, 1–27. [Google Scholar] [CrossRef]

	



Foroughe, M.F.; Muller, R.T. Dismissing (avoidant) attachment and trauma in dyadic parent-child psychotherapy. Psychol. Traum 2012, 4, 229–236. [Google Scholar] [CrossRef]

	



Denham, S.A.; Bassett, H.H.; Wyatt, T. The socialization of emotional competence. In Handbook of Socialization: Theory and Research, 2nd ed.; Grusec, J.E., Hastings, P.D., Eds.; The Guildford Press: New York, NY, USA, 2015; pp. 590–613. [Google Scholar]

	



Leerkes, E.M.; Crockenberg, S.C. Antecedents of mothers’ emotional and cognitive responses to infant distress: The role of family, mother, and infant characteristics. Infant Ment. Health J. 2006, 27, 405–428. [Google Scholar] [CrossRef]

	



Morris, A.S.; Silk, J.S.; Steinberg, L.; Myers, S.S.; Robinson, L.R. The role of the family context in the development of emotion regulation. Soc. Dev. 2007, 16, 361–388. [Google Scholar] [CrossRef] [PubMed]

	



Cohen, J.A.; Berliner, L.; Mannarino, A.P. Trauma focused cbt for children with co-occurring trauma and behavior problems. Child Abus. Negl. 2010, 34, 215–224. [Google Scholar] [CrossRef]








[image: Table] 





Table 1. Participant descriptives (N = 77).
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	Characteristic
	n
	%





	Child age group
	
	



	  3–6 years
	11
	14.3



	  7–10 years
	32
	41.6



	  11–15 years
	34
	44.2



	Caregiver gender (female)
	68
	88.3



	Type of caregiver a
	
	



	  Biological parent
	58
	75.3



	  Carer b
	9
	11.7



	  Grandparent
	4
	5.2



	  Foster parent
	4
	5.2



	Income of caregiver family a
	
	



	  Low (under $35,000)
	33
	42.9



	  Medium ($35,000–$75,000)
	16
	20.8



	  High (75,000+)
	14
	18.2



	Role in child’s trauma a,c
	
	



	  Engaged in abuse/neglect of their child
	16
	20.8



	  Witnessed abuse/neglect and did not intervene
	16
	20.8



	  Witnessed abuse/neglect and intervened
	7
	9.1



	  Had no role in the abuse/neglect of the child
	14
	18.2



	Type of trauma experienced by child/indication of problems a,d
	
	



	  Multiple trauma
	67
	87.0



	  Psychological/Emotional abuse/neglect
	70
	90.9



	  Family violence
	62
	80.5



	  Environmental neglect
	24
	31.2



	  Physical abuse
	27
	35.1



	  Sexual abuse
	9
	11.7



	  Problem sexual behavior/sexually abusive behavior e
	35
	45.5



	Stressors affecting participant during parenting program a
	
	



	  Caregiver mental health difficulties f
	27
	35.1



	  Intergenerational trauma g
	53
	68.8



	  Child protection service involvement c
	24
	31.2



	  Family court c
	16
	20.8



	  Additional stressors (e.g., abuse of child, custody issue) c
	35
	45.5







Notes. a Missing data for this variable; b Carer includes kinship carers and those who have permanent care of their non-biological child; c this variable was conducted through file review, however, for 24 participants this information was not available. d As assessed by child’s therapist in clinical interview who assessed for all types of abuse-related trauma; e Children met this criterion if they were referred for trauma and also engaged in problem sexual behavior or sexually abusive behavior with others; f Participants met this criterion if they were rated as “moderate” or above on at least one scale of the Depression Anxiety and Stress Scale; g Participants who had disclosed their own trauma history over the course of their involvement with the service were categorized as having experienced intergenerational trauma.
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Table 2. Intervention outcomes.






Table 2. Intervention outcomes.





	

	
Time 1

	
Time 2

	

	

	




	
Variable

	
M

	
SD

	
n

	
M

	
SD

	
n

	
t

	
p

	
da






	
Parent Emotion Socialization

	

	

	

	

	

	

	

	

	




	
   Emotion Coaching

	
41.63

	
7.28

	
72

	
44.60

	
6.01

	
40

	
−3.00

	
0.005

	
0.44




	
   Emotion Dismissing

	
36.74

	
6.03

	
69

	
33.63

	
6.54

	
40

	
3.07

	
0.004

	
0.49




	
   Empathy

	
17.54

	
3.73

	
72

	
20.43

	
3.37

	
40

	
−4.11

	
0.000

	
0.77




	
Parent-Child Relationship

	

	

	

	

	

	

	

	

	




	
   Attachment

	
40.68

	
11.16

	
72

	
44.73

	
12.26

	
40

	
−3.37

	
0.002

	
0.35




	
   Communication

	
40.22

	
12.16

	
64

	
44.64

	
11.88

	
36

	
−3.12

	
0.004

	
0.37




	
   Discipline Practices

	
43.54

	
11.58

	
72

	
40.13

	
10.10

	
40

	
−1.23

	
0.226

	
0.31




	
   Parenting Confidence

	
38.44

	
12.48

	
72

	
42.95

	
12.59

	
40

	
−3.47

	
0.001

	
0.36




	
   Relational Frustration

	
61.89

	
15.22

	
72

	
54.78

	
11.91

	
40

	
3.50

	
0.001

	
0.52




	
Parent Mental Health Total b

	
36.35

	
26.91

	
68

	
26.05

	
26.58

	
40

	
3.71

	
0.001

	
0.54




	
Child Emotional Competence

	

	

	

	

	

	

	

	

	




	
   Lability/Negativity

	
32.96

	
6.07

	
71

	
30.12

	
6.47

	
41

	
2.50

	
0.017

	
0.45




	
   Emotional Regulation

	
20.17

	
3.27

	
71

	
20.66

	
3.07

	
41

	
−3.16

	
0.003

	
0.15




	
Children’s Anxiety and Behavior

	

	

	

	

	

	

	

	

	




	
   Total Anxiety

	
26.08

	
17.47

	
64

	
24.61

	
15.45

	
36

	
1.63

	
0.113

	
0.09




	
   Total Behavior Intensity

	
129.73

	
46.75

	
73

	
113.41

	
36.27

	
41

	
2.25

	
0.030

	
0.39








Note. a Cohen’s d obtained using means and standard deviations for effect size: 0.2 = small; 0.5 = medium; 0.8 large; b Values shown are raw scores prior to transformation.
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