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Relational Patterns Between Caregivers
With PTSD and Their Nonexposed Children:
A Review

Elisa van Ee1, Rolf J. Kleber2, and Marian J. Jongmans3

Abstract
The question as to whether or not children can be affected by the traumatization of their parents has been the topic of a long-
standing debate. This article provides a critical review of 72 research studies on traumatized parents with symptoms of post-
traumatic stress disorder (PTSD), the parent–child interaction, and the impact on their nonexposed child (0–18 years). The
evidence suggests that traumatization can cause parenting limitations, and these limitations can disrupt the development of the
young child. From the studies reviewed several patterns emerged: Relational patterns of traumatized parents who are observed to
be emotionally less available and who perceive their children more negatively than parents without symptoms of PTSD; relational
patterns of children who at a young age are easily deregulated or distressed and at an older age are reported to face more
difficulties in their psychosocial development than children of parents without symptoms of PTSD; and relational patterns that
show remarkable similarities to relational patterns between depressed or anxious parents and their children. Mechanisms such as
mentalization, attachment, physiological factors, and the cycle of abuse offer a valuable perspective to further our understanding
of the relational patterns. This article builds on previous work by discussing the emerged patterns between traumatized parents
and their nonexposed children from a relational and transactional perspective.
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Introduction

A growing body of research has documented the importance of

a healthy parent–child relationship in order for children to pros-

per in their social and emotional development. When parental

psychopathology is present, a child’s social and emotional

development might be threatened. Parental psychopathology

has consistently been associated with negative child outcomes

(Goodman & Brumley, 1990). More specifically, a consistent

association has been found between maternal depression and

negative child outcomes, such as internalizing and externalizing

problems (Beardslee, Versace, & Gladston, 1998; Cummings &

Davies, 1994; Hay, Pawlby, Angold, Harold, & Sharp, 2003),

insecure attachment at various ages (Campbell et al., 2004;

Moehler, Brunner, Wiebel, Reck, & Resch, 2006), and a difficult

temperament (Whiffen & Gotlib, 1989). Similar but less consis-

tent results have been found between maternal anxiety and neg-

ative child outcomes (Bögels & Brechman-Toussaint, 2006;

Manassis, Bradley, Goldberg, Hood, & Swinson, 1994; Murray,

Cooper, Creswell, Schofield, & Sack, 2007). Maternal psy-

chopathology not only has a negative impact on child

outcomes but also on parent–child interaction (Downey &

Coyne, 1990; Lovejoy, Graczyk, O’Hare, & Neuman, 2000;

Nicol-Harper, Harvey, & Stein, 2007; Weinberg & Tronick,

1998; Woodruff-Borden, Morrow, Bourland, & Cambron,

2002). The impact of paternal psychopathology has been inves-

tigated far less extensively. Of the scant evidence available,

results have shown similar, but less consistent, patterns

between the psychopathology of fathers, parenting, and child

outcome (Davis, Davis, Freed, & Clark, 2011; Kane & Garber,

2004; Lee, Taylor, & Bellamy, 2012; Low et al., 2012; Van Ee,

Sleijpen, Kleber, & Jongmans, 2013). Consequently, chronic

interactional disturbances have been postulated as a mediator

in the relationship between parental psychopathology and

developmental disturbances in their offspring.

In contrast to findings with regard to depression and anxiety,

whether or not children can be affected by the traumatization of

their parents has been the topic of a long-standing debate. The
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diagnosis of posttraumatic stress disorder (PTSD) has a consid-

erable symptom overlap with depression and anxiety disorders

(Brewin, 2007). The four PTSD symptom clusters consist of

the reexperiencing of the traumatic experience, the avoidance

of stimuli, negative cognitions and mood, and persistent symp-

toms of arousal (American Psychiatric Association, 2013).

Despite this considerable symptom overlap, it remains unclear

whether or not there is an association between parental PTSD,

parent–child relationship, and child outcome. Therefore, we

undertook a systematic review and critical examination of the

research evidence of the relation between parental symptoms

of PTSD, parenting, and developmental disturbances in their

children. How do we explain relational patterns between trau-

matized parents and their nonexposed children and are these

patterns comparable to relational patterns between depressed

or anxious parents and their children?

Research has shown that most victims recover well, and so,

in order to understand the relationship between traumatized

parents and their nonexposed children, a critical distinction

needs to be made between parents who are coping well with

extreme events and parents who are suffering from the long-

term consequences of such events. This review summarizes

empirical research on traumatized parents with symptoms of

PTSD and their relationships with their nonexposed children

(0–18 years), with the main goal of clarifying discernible

mechanisms underpinning the interaction between traumatized

parents and their children. To our knowledge, such a review has

not yet been carried out.

First, we will describe the results relating to the effect of

symptoms of PTSD on parent–child interaction as well as

on child development. Second, we will describe the proposed

mechanisms that emerge in the reviewed articles. Next, meth-

odological issues of the reviewed studies will be highlighted.

We end with a discussion of a theoretical framework for under-

standing the patterns between traumatized parents and their

nonexposed children from different perspectives.

Method

A systematic review was conducted of the data sources

Embase, PILOTS, PubMed, and PsycINFO for articles pub-

lished between January 1970 and December 2014 using the

Medical Subject Headings ‘‘trauma’’ or ‘‘PTSD,’’ and ‘‘mother’’

or ‘‘parent,’’ together with ‘‘neonatal,’’ ‘‘infant,’’ ‘‘infancy,’’

‘‘preschool,’’ ‘‘young child,’’ or ‘‘child,’’ and the reference list

the articles yielded. A total of 5,241 articles were retrieved.

Studies were included if (1) they were published in English;

(2) parents were assessed on PTSD symptoms (reports of a his-

tory of violence, war, and other extreme life events without an

assessment of trauma symptoms led to exclusion); (3) children

were aged between 0 and 18 years; and (4) children did not

experience traumatic events. Articles were excluded for the fol-

lowing reasons: (1) the articles described parents and children

who were both traumatized. In some cases, it seemed likely that

the children had experienced traumatic events; for example,

in articles describing the impact of family violence; (2) the

articles reported on physical trauma as a medical condition of

the child; (3) the articles did not report on an assessment of par-

ental traumatic symptoms, although they referred to traumatic

experiences (mostly reported in interviews). One study was

excluded from this review because posttraumatic stress was

assessed by means of the Hopkins Symptom Checklist-25,

which only contains an anxiety and depression subscale (Foss,

2001); (4) case studies; and (5) age of the children. Five studies

were excluded because the mean age of the children was above

18 years. For example, the study by Ruscio, Weathers, King,

and King (2002) reported an age range of 0.5–39 years with

a mean age of 22.4 years and was excluded. If doubts arose

regarding the inclusion of an article, the first author screened

the full article (see Figure 1). Seventy articles (resulting from

63 studies) reported on research on traumatized parents and

their nonexposed children (see Table 1).

Traumatized Parents and Their
Nonexposed Children

The 72 included studies covered 7 types of trauma, child abuse

(14), child birth (10), combat (14), interpersonal violence (1),

mass violence (10), natural disaster (1), prematurity (2), still-

birth (2), and three populations (general population (15),

HIV (1), and substance abuse (2). For an overview of the

included studies see Table 2. Forty-one studies reported on

mothers, 7 on fathers, and 23 on mothers and fathers (of which

one study with mainly mothers and two studies with mainly

fathers). The overview of the existing evidence will be orga-

nized in the following three different clusters: (1) the impact

of parental symptoms of PTSD on the parent–child relation-

ship, (2) the impact of parental symptoms of PTSD on child

outcome, and (3) symptomatic overlap in psychopathology.

Impact on the Parent–Child Relationship

We identified 38 papers reporting on the association between

parental symptoms of PTSD and the parent–child relationship.

Reviewed articles showed a consistent negative association

between more parental symptoms of PTSD and a reduced qual-

ity of the parent–child relationship.

Impaired relationship. Self-report measurements showed that

parents with symptoms of PTSD shortly after birth did not per-

ceive the relationship as being affected (Ayers, Wright, &

Wells, 2007) but in the long term did perceive the relationship

with their child as poorer than those without symptoms of

PTSD (Ayers, Eagle, & Waring, 2006; Berz, Taft, Watkins,

& Monson, 2008; Davies, Slade, Wright, & Stewart, 2008;

Gewirtz, Polusny, DeGarmo, Khaylis, & Erbes, 2010; Jordan

et al., 1992; Khaylis, Polusny, Erbes, Gewirtz, & Rath, 2011;

Lauterbach et al., 2007; Muzik et al., 2013; Nicholls & Ayers,

2007; Parfitt & Ayers, 2009, 2012; Samper, Casey, King, &

King, 2004; Schechter et al., 2010). Adolescents of veterans

with PTSD perceived the bonding with both father and mother

as less optimal and as more affectionless and controlling
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(Maršanić, Margetić, Jukić, Matko, & Grgić, 2013), whereas

adolescents of survivors of the Khmer Rouge regime in

Cambodia perceived more role reversal (Field, Muong, &

Schanvimean, 2013). Parents with symptoms of PTSD perceived

their child as more difficult in temperament and experienced

more parenting stress (Davies et al., 2008; Holditch-Davis

et al., 2009; Lester et al., 2013; McDonald, Slade, Spiby, &

Iles, 2011). While watching a child displaying distress, mothers

with PTSD, related to interpersonal violence, experienced

more stress and greater neural activity within the fear-circuit-

related regions in the brains suggesting that these mothers are

still in the ‘‘survival mode’’ (Schechter et al., 2012).

Aggression and withdrawal. Parents with PTSD were more likely

to report the endorsement of moderate or severe aggression

toward their children (Cohen, Hien, & Batchelder, 2008;

Table 1. Major Findings on Relational Patterns Between Caregivers With PTSD and Their Nonexposed Children.

Parent–child relationship: A negative association between more parental symptoms of PTSD and a reduced quality of the parent–child
relationship is evident. Not just parental satisfaction and parental functioning but also the perception of and the satisfaction with the child is
negatively affected

Impact on the child: The psychosocial development is the only developmental level that is significantly affected
Informant bias: Parents, and specifically mothers, were used as the principal informants on children’s emotional and behavioral functioning. It is

therefore plausible that part of the reported association between parental traumatization and the child’s psychosocial development can be
explained by the parent’s psychological distress and a more pessimistic assessment of the child’s behavior

Parental psychopathology: Our understanding of traumatized parents and their children reveals more similarities than differences to depressed
or anxious mothers and their children

Mentalization: Neither traumatic experiences nor PTSD were associated with levels of reflective functioning. However, among mothers with
PTSD, reexperiencing the trauma was significantly associated with lower reflective functioning

Attachment: Studies that focus on relations between PTSD and parent–child attachment elicit mixed results
Physiological transmission: A biological basis has been shown to be a salient risk factor in the development of PTSD in offspring. Young children,

even babies, show deregulation and distress in response to mild stressors

Note. PTSD ¼ posttraumatic stress disorder.

7990 records
identified through

database searching

74 additional records
identified through

reference searching

7824 records
screened, after

duplicates removed

7696 records
excluded

128 full-text
articles assessed

for eligibility

72 articles (65
studies) included

in review

56 full-text articles excluded:

Assessed trauma experiences only (n = 14)
Assessed symptoms of depression only (n = 2)
Assessed symptoms of dissociation only(n = 5)
No correct measurement of PTSD (n = 1)
Children (likely) experienced trauma (n = 23)
Children were not minors (n = 4)
Mean age children > 18 (n = 5)
Case-study n = 1
Third generation n = 1 

Figure 1. Flowchart of the selection of studies.
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ša
n
ić
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Hinton, Rasmussen, Nou, Pollack, & Good, 2009; Lauterbach

et al., 2007; Leen-Feldner, Feldner, Bunaciu, & Blumenthal,

2011; Stover, Hall, McMahon, & Easton, 2012). A greater risk

of physical and sexual child abuse was found among parents

with PTSD (Jakupcevic & Ajdukovic, 2011; Leifer, Kilbane,

Jacobsen, & Grossman, 2004). Pears and Capaldi (2001), in

contrast, reported a reduced risk for abuse of parents with

symptoms of PTSD. The authors suggested that parents with

symptoms of PTSD may be more prone to withdrawing from

the interaction with their children, making it less likely that

they will be physically abusive. In addition, Lyons-Ruth,

Bronfman, and Parsons (1999) proposed that parents who with-

draw and fail to soothe and comfort the child and thereby fail to

regulate the child may develop a disorganized attachment. Dis-

organized attachment is the most insecure form of attachment,

characterized by a lack of an organized strategy for dealing

with distress and is presumed to result from the child’s fear

of the parent. As the parent is the only haven of safety but also

a source of fear, the child is left with an irreconcilable paradox

that leads to the breakdown of organized attachment behavior

(Main & Hesse, 1990).

Sensitivity. Observational measurements showed that mothers

with more symptoms of PTSD were less sensitive and responsive

(Feeley et al., 2011; Schechter et al., 2010; Van Ee, Kleber, &

Mooren, 2012), more avoidant (Ayers et al., 2006; Schechter

et al., 2005, 2008), more overprotective (Ayers et al., 2006;

Schwerdtfeger & Goff, 2007), more intrusive (Ionio & Di

Blasio, 2013), and more hostile and controlling when interacting

with their child as well as exhibiting more insecure (‘‘distorted’’)

mental representations of their child (Davies et al., 2008;

Despars et al., 2011; Forcada-Guex, Borghini, Pierrehumbert,

Ansermet, & Muller-Nix, 2011; Van Ee et al., 2012). Koren-

Karie, Oppenheim, and Getzler-Yosef (2008), in contrast, found

no associations between maternal psychopathology and sensitiv-

ity within mother–child conversations. Refugee fathers with

symptoms of PTSD were observed to be less sensitive, less struc-

turing, and more hostile (Van Ee et al., 2013).

A negative association between the emotional availability of

the traumatized parent to the child and PTSD appears to be evi-

dent from the majority of studies reviewed. The reviewed stud-

ies demonstrate implications of parental symptoms of PTSD

not just for parental satisfaction and parental functioning but

also for the perception of and the satisfaction with the child.

Impact on the Child

We identified 22 papers reporting on associations between par-

ental symptoms of PTSD and child outcome. Higher levels of

parental symptoms of PTSD had a significant positive associa-

tion with more issues in a variety of child domains. Parental

symptoms of PTSD predicted child internalizing behavior

problems such as depression and anxiety, externalizing behavior

such as aggression, and distress (Ahmadzadeh & Malekian, 2004;

Al-Turkait & Ohaeri, 2008; Daud, Klinteberg, & Rydelius; 2008;

Bosquet Enlow et al., 2011; Field et al., 2013; Gold et al., 2007;

Lester et al., 2010, 2013; Lombardo & Motta, 2008; Maršanić

et al., 2013; Nöthling, Martin, Laughton, Cotton, & Seedat,

2013; Rosenheck & Fontana, 1998; Selimbasic, 2010; Van

Ee et al., 2012). Mothers’ trauma experiences and severity of

PTSD symptoms predicted more dysregulated aggression,

attentional bias to danger and distress as well as more avoid-

ance of and withdrawal from conflicts presented in the chil-

dren’s narratives (Schechter, Zygmunt, Coates, et al., 2007).

Parental symptoms of PTSD were associated with reports of

difficult infant temperament (Parfitt, Pike, & Ayers, 2013; Tees

et al., 2010). Mothers with a history of abuse and symptoms of

PTSD reported that their infants had more disruptions in sleep

and more separation anxiety around bedtime than mothers with

a history of abuse without symptoms of PTSD or than mothers

in the control group. The severity of their symptoms was

correlated with the degree of sleep disturbance in the child

(Hairston et al., 2011). However, mothers’ PTSD symptoms

were not related to a delay in infant cognitive and motor devel-

opment (Feeley et al., 2011; Van Ee et al., 2012) and adolescent

social development (Ahmadzadeh & Malekian, 2004).

To summarize, the association between parental PTSD

symptoms and child outcome has been measured on different

developmental levels: psychosocial, physical, cognitive, and

motor development. The only level that elicited significant

associations is the psychosocial development. It is noteworthy

that nine of the studies on the psychosocial development used

parent report, four studies used child report (Ahmadzadeh &

Malekian, 2004; Field et al., 2013; Lombardo & Motta, 2008;

Maršanić et al., 2013), two studies used a combination of parent

and child report (Daud et al., 2008; Lester et al., 2010), and one

study used an experiment (Schechter, Zygmunt, Coates, et al.,

2007). In more than half of the studies, parents—and specifi-

cally mothers—were used as the principal informants on chil-

dren’s emotional and behavioral functioning. Research has

shown that maternal reports have weak to moderate conver-

gence with other more objective rating methods and are influ-

enced by the mother’s own psychological state (Durbin &

Wilson, 2012; Najman et al., 2000). It is therefore plausible that

part of the reported association between parental traumatiza-

tion and the child’s psychosocial development can be explained

by the parent’s psychological distress and a more pessimistic

assessment of the child’s behavior.

Symptomatic Overlap in Parental Psychopathology

As described before, PTSD shares symptoms with a range of

psychological problems. Most studies did not pay specific

attention in their data analysis to core symptoms that would

yield a diagnosis of PTSD or comorbidity of depression and

anxiety. Lang, Gartstein, Rodgers, and Lebeck (2010) reported

that after the contributions of trauma history and depressive

symptoms were taken into account, no support was found for

an association between PTSD symptoms and parent–child

interaction. Parfitt, Pike, and Ayers (2013) found an association

between maternal prenatal anxiety and mother–child interac-

tion but no association for PTSD. In contrast, they do report
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an association between paternal symptoms of PTSD and child

responsiveness. Lombardo and Motta (2008) reported that

regardless of the presence of PTSD, children of parents with

mental illness reported higher levels of intrusion and avoid-

ance. Other studies, however, do report evidence for a unique

contribution of PTSD after taking depression into account

(Bosquet Enlow et al., 2011; Hairston et al., 2011; McDonald

et al., 2011; Nöthling et al., 2013; Yehuda et al., 2005).

The results of these studies underline the difficulties in dis-

cerning the unique contribution of PTSD. Our understanding of

traumatized parents and their children reveals more similarities

than differences to depressed or anxious mothers and their chil-

dren. Parental depression or anxiety has an impact on some but

not all children and on some but not all areas of development.

Many parents and children show resilience. Why would this be

different for traumatized parents and their children?

Mechanisms

More than half of the reviewed studies do not use an explicit

theoretical framework beyond the general notion that trauma

affects relational patterns as has been shown by previous

research results. For the purpose of this review, we grouped

those papers that referred to a theoretical framework. Four fra-

meworks emerged: (1) mentalization (n ¼ 4), (2) attachment

(n ¼ 16), (3) physiological transmission (n ¼ 6), and (4) cycle

of abuse (n ¼ 8).

Framework: Mentalization

Mentalization is the capacity to perceive and understand men-

tal states of the self and the child that help to explain and

predict feelings, thoughts, and behavior. It also refers to the

capacity to reflect on these mental states (reflective function-

ing; Fonagy, Target, Steele, & Steele, 1998). Mentalization

may help the parent to put himself or herself in the place of the

child and thereby prevent the parent from repeating the past.

This process may be related to parental mental representations

of the child and the relationship with the child. Parents with

nonbalanced representations have difficulties regulating the

affective relationship. The capacity of the caregiver to menta-

lize, and then to respond to the child’s cues, is fundamentally

supportive of emotion regulation and the development of men-

talization within the child (Fonagy, Gergely, & Jurist, 2003).

Four studies of the reviewed papers referred to parental

mentalization or mental representations. Schechter et al.

(2005, 2008) examined the issue of mentalization in a sample

of 41 mothers who had been exposed to interpersonal violence

in childhood and their children (8–50 months). The study found

evidence that maternal interpersonal violence-related PTSD

and reflective functioning (as an operationalization of mentali-

zation) were significantly associated with mothers’ mental

representations of their young children. More specifically, they

found that maternal PTSD interfered with, and that reflective

functioning supported, the formation of mothers’ balanced,

integrated mental representations of their young children.

Negative and distorted mental representations predicted

hostile-intrusive, negative or frightening, and frightened car-

egiving behavior. No significant relationships were found

between PTSD, reflective functioning, and overall atypical

caregiving behavior. Sullivan et al. (2011) and Stacks et al.

(2014) replicated this finding; neither traumatic experiences

nor PTSD were associated with levels of reflective function-

ing. However, among mothers with PTSD, reexperiencing the

trauma was significantly associated with lower reflective

functioning. When a child’s distress acts as a trigger for the

mother to reexperience her own trauma, it may interfere with

the mother’s ability to reflect on the child’s needs.

It is of interest that, within the reviewed studies, the percep-

tion by the traumatized parent of the parent–child relationship

has so often been studied but that this interaction has been so lit-

tle observed. Although many studies reported on parental mental

representations of the relationship with the child, they did not do

this within the framework of mentalization. Parents with PTSD

symptoms have been found to report less parental satisfaction.

These studies measured parental satisfaction, which refers to

the evaluation of their parenting and the parent–child relation-

ship, and not parental functioning, which refers to the quality of

parent–child relationships. Whether the evaluation of the par-

ent matched the actual quality of the parent–child relationship

was, however, not assessed. A critical distinction needs to be

made between the perception of the traumatized parent and the

observed quality of the parent–child relationship or the objec-

tified well-being of the child. Comparing perceptions with

observations could contribute to a valuable clarification of

these research results. If PTSD interferes with the formation

of balanced and integrated representations of children, we will

better understand which traumatized parents are affected and

how to support the mentalization processes of these parents.

Framework: Attachment

Attachment theory is an important perspective to our under-

standing of traumatized parents and their interaction with their

children. It is considered essential for the development of a

secure attachment of the young child to experience a sensitive

and responsive interaction with the caregiver (Bowlby, 1973).

Insecure attachment, in particular disorganized attachment, has

been found to be a risk factor for a range of later social and cog-

nitive difficulties and psychopathology (Belsky & Nezworski,

1987; Green & Goldwyn, 2002). An unresolved status in the

parent is consequently associated with disorganized attach-

ment in their offspring (Bailey, Moran, Pederson, & Bento,

2007; Lyons-Ruth, Bronfman, & Parsons, 1999). Parents with

an unresolved status show disrupted patterns of interaction with

their child (Madigan, Moran, & Pederson, 2006). The care-

givers, preoccupied with their trauma, repeatedly provoke fear

in their infants and are less able to react sensitively to their

infant’s cues (Goldberg, Benoit, Blokland, & Madigan,

2003). These behaviors are considered to be driven by their

memories of the traumatic experience. The attachment of

children of parents with unresolved trauma often becomes
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disorganized because the children are placed in the paradoxical

situation of being attached to parents who sometimes behave in

a fear-provoking way (Green & Goldwyn, 2002; Hesse & Main,

1999).

Although there is a wide variety of studies on the relation

between a mother’s lack of resolution regarding trauma or loss

and the attachment of the child (see, e.g., the work of Lyons-

Ruth or van IJzendoorn), only a small number of studies focus

explicitly on the relation between PTSD and child attachment.

In the reviewed studies, seven referred to the bonding process

of the mother to the child. Schwerdtfeger and Goff (2007)

found that a history of interpersonal trauma was related to more

PTSD symptoms and lower maternal attachment to the unborn

child. Mothers with symptoms of PTSD perceived the bonding

to their infant as less optimal (Ayers et al., 2006; Davies et al.,

2008; Hairston et al., 2011; Muzik et al., 2013; Nicholls &

Ayers, 2007; Parfitt & Ayers, 2009, 2012) except when it was

measured shortly after birth (Ayers et al., 2007). Women who

met all of the criteria for PTSD expressed less desire for prox-

imity to their infants (Davies et al., 2008). In two studies, ado-

lescents of parents with PTSD reported the bonding to be less

optimal when compared to adolescents of parents without

symptoms (Field et al., 2013; Maršanić et al., 2013).

In contrast with these results are the findings on child attach-

ment. Seven of the reviewed studies referred to attachment.

Maternal symptoms of PTSD were not related to infant attach-

ment (Lyons-Ruth & Block, 1996) or more specifically to infant

disorganized attachment (Turton, Hughes, Fonagy, & Fainman,

2004). In addition, no correspondence was found between unre-

solved loss and symptoms of PTSD. Interestingly, PTSD symp-

toms have been argued to even serve as a protection against an

insecure attachment with the child. Hughes, Turton, McGauley,

and Fonagy (2006) argue that experiencing traumatic events

(stillbirth) in intrusive ways may protect the mother from disso-

ciation and may help to stay in touch with the loss of a child but

in relationship with the living child. Coppola, Cassibba, and

Costantini (2007) argue that experiencing traumatic events (pre-

mature birth of the child) in intrusive ways may strengthen the

coping of insecure mothers as they try to reorganize what has

happened to them and search for emotional and practical sup-

port. However, in a prospective longitudinal study of an at risk

population Bosquet Enlow, Egeland, Carlson, Blood, and Wright

(2014) did establish a relation between maternal PTSD and inse-

cure, particularly disorganized child attachment, suggesting

potent effects of parental PTSD on the attachment relationship.

Again, worthy of note is the distinction between results

generated from self-report versus observation. In studies that

demonstrated a link between parental symptoms of PTSD and

bonding, parents perceived the relationship as less optimal. In

studies that were unable to relate parental PTSD to parent–

child attachment, parents and child were observed. All of these

studies but one focused on childbirth, whereas the study that

included observations within a strong design (Bosquet Enlow,

Egeland, Carlson, Blood, & Wright, 2014) did establish a rela-

tion between maternal PTSD and child attachment, and the

effect of PTSD on attachment deserves further exploration.

Framework: Physiological Transmission

Where the mechanisms of mentalization and attachment are

closely related, the mechanism of physiological transmission

takes a different perspective and explains the impact of PTSD

on parenting and children by a biological basis. A biological

basis has been shown to be a salient risk factor in the develop-

ment of PTSD in offspring. The hypothalamic–pituitary–adre-

nal (HPA) axis is hypothesized to be programmed by early life

experiences and early developmental factors (Seckl, 2004;

Yehuda et al., 2005). The HPA activity appears to be an impor-

tant link between early life experiences and the pathophysiol-

ogy of later psychopathology (Brand et al., 2010). The

repeated exposure to parental PTSD may increase the child’s

vulnerability by programming the epigenetic expression of

genes involved in the stress reactivity (Bosquet Enlow et al.,

2014). Indeed, childhood trauma and PTSD have been associ-

ated with greater sensitivity of the HPA axis to stress and sig-

nificant increases in cortisol.

Six of the reviewed articles examined physiological mechan-

isms to understand the relation between caregiver PTSD and

child functioning. Maternal posttraumatic stress during preg-

nancy has emerged as an important in utero contributor to pro-

gramming of physiological systems of the child. Mothers who

developed symptoms of PTSD after the World Trade Center

(WTC) attacks on September 11 and their infants showed lower

salivary cortisol levels (Yehuda et al., 2005). These WTC

attacks-exposed mothers who developed PTSD symptoms

rated their infants as having greater distress to novelty. As these

mothers did not rate their infants as having other negative tem-

peramental traits, the results cannot be ascribed to the percep-

tion of the mothers but to the infants as being more easily

distressed (Brand, Engel, Canfield, & Yehuda, 2006).

Maternal stress after birth, in addition, has emerged as an

important perinatal contributor to programming of physiologi-

cal systems of the child. The quality of parenting in the first

years of life helps to shape HPA activity. Sensitive and respon-

sive parenting supports the development of child’s self-

regulation, buffering the child’s physiological responses to

stress. Lack of caregivers’ regulation impairs the development

of child’s self-regulation and is a risk factor for the develop-

ment of extreme stress responses (Charney, Deutch, Krystal,

Southwick, & Davis, 1993; Spangler & Grossmann, 1993). In

response to a mild laboratory stressor, both infants and mothers

with a history of child abuse and PTSD demonstrated the great-

est increase in cortisol relative to baseline (Brand et al., 2010).

In response to the still face paradigm, another mild laboratory

stressor, maternal lifetime trauma exposure, and symptoms of

posttraumatic stress were associated with diminished infant

recovery as reflected in higher heart rate, respiratory dysregu-

lation, and distress (these indices of the autonomic nervous sys-

tem have been associated with a vulnerability to stress). In fact,

the strongest associations were found in the period from the

stressor to the recovery, suggesting that maternal PTSD symp-

toms were not associated with measures of infant emotional

reactivity (speed and intensity of initial activation of responses)
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but were associated with measures of infant emotion regulation

(the ability to manage the reactivity). Reactivity is theorized

to reflect biologically based differences; the ability to self-

regulate is largely theorized to develop out of interactions with

caregivers. Maternal PTSD symptoms were not associated with

maternal report and observations of the reactivity of the infant

but with the infant’s ability to regulate and recover once dis-

tressed (Bosquet Enlow et al., 2009, 2011). However, Jovano-

vic et al. (2011) report that maternal childhood physical and

emotional abuse was associated with psychophysiological mar-

kers in the children (dark-enhanced startle). This relationship

was not accounted for by maternal symptoms of PTSD or other

psychopathology.

The assumption behind these studies is that traumatic

experiences, particularly early childhood trauma, are associ-

ated with greater sensitivity to stress in adulthood through

biological mechanisms. This sensitivity potentially underlies

a vulnerability to the development of PTSD or other sympto-

matology such as depression and anxiety. All studies, except

for the last one, suggest that both trauma exposure and PTSD

symptoms in the mother are related to physiological markers

in the child. In addition, the results show that young children,

even babies, show deregulation and distress in response to mild

stressors.

Framework: The Cycle of Abuse

Certain types of experience, such as injury, sexual abuse, and

physical abuse as a child (Gewirtz et al., 2010; Lyons-Ruth

& Block, 1996; Rosenheck & Fontana, 1998; Tees et al.,

2010), and participation in abusive violence (veterans; Rosen-

heck & Fontana, 1998), have been positively associated with

worse child outcomes. Especially, chronic childhood trauma

of parents may have long-lasting negative effects on the par-

ent–child relationship that might be distinct from the effects

of recent traumatization of parents. Eight of the reviewed stud-

ies reported on both parental PTSD and child abuse in the

history of the parent.

A history of physical or sexual abuse has been associated

with increased hostile and physical and psychological aggres-

sive behavior (Cohen et al., 2008; Lyons-Ruth & Block,

1996), overprotectiveness toward children (Schwerdtfeger &

Goff, 2007), decreased involvement with the infant, restricted

maternal affect, and disorganized attachment (Lyons-Ruth &

Block, 1996). An increased risk for sexual abuse of the child

was mediated by current maternal functioning, especially

symptoms of PTSD (Leifer et al., 2004). A history of emotional

abuse has been associated with poorer parent–child interaction,

but the interaction was less affected than the parent–child inter-

action of parents with a history of physical and sexual abuse

(Lang, Gartstein, Rodgers, & Lebeck, 2010). In some studies,

trauma severity and not parental symptoms of PTSD predicted

if the children were more vigilant and had more difficulty reco-

vering from distress (Jovanovic et al., 2011; Lang et al., 2010;

Lyons-Ruth & Block, 1996), while other studies report a larger

effect (increase in cortisol in the child) when a history of child

abuse and PTSD symptoms are combined (Brand et al., 2010)

or the effect of a history of abuse to disappear when PTSD

symptoms are taken into account (Muzik et al., 2013).

The results of the studies are difficult to compare as the

applied methods vary between studies: one study controlled

for maternal psychopathology including symptoms of PTSD

(Jovanovic et al., 2011), one study defined PTSD symptoms

as a moderator (Brand et al., 2010), one study defined PTSD

symptoms as a mediator (Lyons-Ruth & Block, 1996), and five

studies looked at the interaction between childhood experi-

ences and PTSD (Cohen et al., 2008; Koren-Karie, Oppenheim,

& Getzler-Yosef, 2008; Lang et al., 2010; Muzik et al., 2013;

Schwerdtfeger & Goff, 2007). A valid comparison of the effect

of parental history of traumatic experiences versus parental

symptoms of PTSD on the child is therefore, within this review,

not possible.

Methodology

Measurements

The 70 articles reviewed revealed a wide variety of measures of

trauma and PTSD, outcome measures, and concepts, making it

difficult to compare results and leading to scattered knowledge

on this issue (for an overview, see Table 1). Especially note-

worthy is the variety in approaches to measuring traumatizing

events and posttraumatic stress symptoms. In the included arti-

cles, 28 different instruments to measure the symptoms of

PTSD were used! The use of an assessment that yielded a for-

mal diagnosis of PTSD such as a structured clinical interview

was rare. We must note though that looking only explicitly at

PTSD could be a limitation. There is a variety in the complex-

ity of traumatic experiences and the responses to these experi-

ences. It is possible that, consequently, there is a variety in

children’s responses to the psychopathology of their parents

as well. Still, in general, studies could be strengthened by a

thorough examination of the symptoms of posttraumatic stress

and PTSD following these events.

In the reviewed studies, the preferred method of measuring

PTSD, parenting, and child outcomes was parental self-report.

With regard to outcome measures, 42 studies used only paren-

tal reports, 8 studies used self-reports of both parents and chil-

dren, and 5 studies combined parental report with physiological

measures. Eleven studies included observations of parent–child

interaction or child behavior (Bosquet Enlow et al., 2014;

Feeley et al., 2011; Forcada-Guex et al., 2011; Ionio & Di

Blasio, 2013; Koren-Karie et al., 2008; Lyons-Ruth & Block,

1996; Muzik et al., 2013; Parfitt et al., 2013; Stacks et al.,

2014; Van Ee et al., 2012, 2013) and four studies combined

these observations with a structured interview to assess PTSD

(Hughes, Turton, McGauley, & Fonagy, 2006; Schechter et al.,

2008, 2010; Turton et al., 2004). The use of parental reports

alone has serious limitations (e.g., perception of the parent and

social desirability).

The main outcome measure covered 32 different concepts.

Most of the reviewed articles examined the interaction between
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mothers and their children. A crucial difference, though, exists

between research on mothers and research on fathers. Research

among male-dominated groups (veterans, first responders in

emergencies) focused on the perceived quality of the parent–

child relationship or symptomatology of the child (as rated

by the parent), while research among female-dominated groups

focused on the observed quality of the parent–child relationship

or symptomatology of the child (as rated by the researcher).

Thus far, only two studies (Parfitt et al., 2013; Van Ee et al.,

2013) examined the quality of interaction between traumatized

fathers and their children.

Design

Seven reports used data from multiple time-point assessments

(Bosquet Enlow et al., 2014; Brand et al., 2006, 2010; Lange

et al., 2011; Nöthling et al., 2013; Pears & Capaldi, 2001;

Vaage et al., 2011). Six studies used two prospective time-

point assessments (Bosquet Enlow et al., 2011; Hairston

et al., 2011; Holditch-Davis et al., 2009; McDonald et al.,

2011; Muzik et al., 2013; Stacks et al., 2014) and six studies

on posttraumatic stress at child birth took at least two measure-

ments but did not analyze these prospectively (Davies et al.,

2008; Despars et al., 2011; Forcada-Guex et al., 2011; Hughes

et al., 2006; Ionio & Di Blasio, 2013; Turton et al., 2004). All

other studies used a cross-sectional design with a one-time

assessment. Clearly, collecting a representative sample is one

of the major challenges in a research project. The majority of

the reviewed studies were based on small to medium sample

sizes and may therefore not be able to detect certain effects due

to a lack of statistical power (see Table 1). Eighteen studies

reported as a limitation the use of a convenience sample, but,

on the basis of the reports, we concluded that almost all of the

studies worked with convenience samples (except (Berz et al.,

2008; Bosquet Enlow et al., 2014; Brand et al., 2006; Gold

et al., 2007; Hairston et al., 2011; Jordan et al., 1992; Lange

et al., 2011; Lauterbach et al., 2007; Leen-Feldner et al,

2011; Pears & Capaldi, 2001; Samper et al., 2004; Rosenheck

& Fontana, 1998; Yehuda et al., 2005). In addition, eight stud-

ies reported the possibility of a sampling bias. Clearly, child

development needs to be understood over contexts and over

time; therefore, there is a need for longitudinal designs within

nonselected samples.

Discussion

How do we explain the relational patterns between traumatized

parents and their nonexposed children? This article reviewed

relational patterns between traumatized parents and their non-

exposed children by analyzing the parent–child interaction and

the impact on the child. From the studies reviewed several pat-

terns emerged: Relational patterns of traumatized parents who

are observed to be emotionally less available and who perceive

their children more negatively than parents without symptoms

of PTSD; relational patterns of children who at a young age are

easily deregulated or distressed and at an older age are reported

to face more difficulties in their psychosocial development

than children of parents without symptoms of PTSD; and rela-

tional patterns that show remarkable similarities to relational

patterns between depressed or anxious parents and their chil-

dren. In what follows, we discuss perspectives that emerged

from these relational patterns and could strengthen our under-

standing and further the integration of research and clinical

practice.

A Relational Perspective

Scheeringa and Zeanah (2001) described three relational pat-

terns for traumatized mothers and their traumatized children.

The withdrawn, unresponsive, unavailable pattern describes

traumatized parents whose avoidance and withdrawal symp-

toms may limit them from reading and responding sensitively

to a child. The overprotecting, constricting pattern describes

parents who are preoccupied by their fears and become

constrictive and overprotective. The reenacting, endangering,

frightening pattern describes parents who become preoccupied

with reminders of the trauma rather than avoiding them. Our

review suggests that these relational patterns may apply to trau-

matized parents and nonexposed children as well. The results

show that some parents with symptoms of PTSD are more with-

drawn and even avoidant and less sensitive and responsive

within the parent–child interaction. Other parents with symp-

toms of PTSD are more overprotective and controlling, some-

times even hostile. The reenacting, endangering and frightening

pattern, suggested by Scheeringa and Zeanah, is less investi-

gated among parents with symptoms of PTSD. One indication

of the existence of this pattern is increased parental aggression

toward the child; another indication could be that children of

exposed parents are more likely to be exposed to traumatic

experiences themselves (Chemtob, Gudiňo, & Laraque, 2013;

Roberts et al., 2012). The ‘‘cycle of abuse’’ is a mechanism that

partly fits within this pattern. Lambert, Holzer, and Hasbun

(2014) reported similar effects between traumatized parents

and their traumatized children as between traumatized parents

and their nonexposed children. These findings support the

importance of attention for relational patterns.

Furthermore, in our clinical experience, three additional

relational patterns that could apply to traumatized parents and

nonexposed children are: (1) the overexpecting, (2) the over-

giving, and (3) the ‘‘despite everything, I am going to give

my best’’ pattern. The overexpecting pattern describes trauma-

tized adults who believe that their traumatic experience has

mutilated their inner-being, that recovery from the traumatic

event is impossible, and that they therefore do not have a

future. But the child does, and he or she needs to makeup for

the losses the parent experienced. The parent expects the child

to be and to become everything in this world. The overgiving

pattern is similar in the experience of the parent as broken and

without a future, but the compensation mechanism is quite dif-

ferent. Instead of expecting something from the child, they start

to give everything and expect (almost) nothing. The parent

almost disappears as everything is done for the sole interest
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of the child. These first two patterns illustrate the difficulty of

these affected parents to mentalize and put himself or herself in

the place of the child. A third pattern encountered which we

would like to call ‘‘despite everything, I am going to give my

best.’’ It is a resilient pattern in the sense that these parents fight

each and every day with and against their symptoms and man-

age to take care of their child in a sensitive manner. These par-

ents know their weaknesses and know when to call for help

from others, thereby providing a safe home and effectively pro-

tecting their children from their own symptoms. These children

are likely to develop secure attachment relationships. Natu-

rally, the existence of these patterns needs to be confirmed in

future studies. Moreover, more attention needs to be given to

resilient patterns as valuable lessons for treatment can be

learned from these parents.

A Transactional Perspective

Although the transactional model is generally accepted as a

framework for relational patterns (Dixon, 2002), it is surprising

to notice that we found no evidence of this model to be incor-

porated in the reviewed studies. The transactional model pro-

poses that both parent and child play a crucial role as they

both contribute protective and risk factors to the interactional

experience. It is a dynamic process in which they are interde-

pendent and change as a function of their influence on one

another (Sameroff, 2009). As we described earlier, few studies

have so far incorporated multiple time-point assessments or

child characteristics that are a requisite to study relational pat-

terns from a transactional perspective.

Nevertheless, the model offers a valuable explanation for

the positive and negative outcomes for children of traumatized

parents. Such a model, which takes into account the behavior of

the parent and the child as well as the parent and child represen-

tations including changes over time, could offer a framework

for the (at times mixed) research results and mechanisms. For

example, a traumatized parent represents the self as scarred and

broken, without a future. The birth and development of a child

stirs new hope and the parent starts to represent the child as the

one who needs to compensate for their loss. The parent’s beha-

vior, depending on parent characteristics, such as childhood

experiences, but perhaps also the transactions with the child,

such as reactivity and regulation, develops into a relational pat-

tern. If the parent is overexpecting and the child is a compliant

and intelligent child, the child at first might represent the self as

someone who has the power to make the parent happy and

excel. As time goes by, this behavior of the child could soften

the behavior of the parent as the parent experiences the child in

itself as sufficient and rewarding and becomes sensitized to the

child’s needs. But if the child fails to excel, the parent may

grow disappointed and hostile and the child hence becomes

anxious and realizes he will never get it right.

This example illustrates the importance of not just research-

ing parental behavior and representations but including child

behavior and representations. In our opinion, this area has so

far been overlooked. It also illustrates the importance of

longitudinal investigations as both the negative effect of paren-

tal PTSD on the child and the resilience might be either visible

or invisible at different moments in time. Of particular interest

is the timing of effect; when is the child or parent particularly

vulnerable and when is the child or the parent most open to

change (i.e., sensitive periods)? Furthermore, culture has been

described as the prime context for determining associations

between activity, such as parent–child interaction, and meaning

(Bornstein, 1995). The impact of PTSD on parenting has been

demonstrated in different cultures. None of the reviewed stud-

ies paid attention to variety in parenting between and within

cultures though. Finally, the example illustrates that the trans-

actional model is much more helpful than a causal, fixed unidir-

ectional model in understanding resilience and explaining the

probability of parents and children doing well, despite adversity.

Integrational Perspective

How do these perspectives relate to each other? As is visualized

in Figure 2, the perspectives are not different perspectives. The

transactional perspective builds on the relational perspective by

including child behavior and representations. The model illus-

trates the complexity of the effect of parental trauma on the

child. First of all, there are multiple pathways in which the trau-

matic experience can impact the parent–child relationship and

ultimately the child. Second, an alteration in one component

can set in motion an entire pathway. Third, the effect is most

often not unidirectional but feeds back. Finally, research uses

different viewpoints do describe the effect on either the par-

ent–child interaction or the child (e.g., a biological basis lies

underneath the symptom clusters of PTSD and partly explains

symptomatology of parents. All mechanisms are linked with

the parent–child interaction, but there is a dearth of analyses

on the pathway from the mechanism via the parent–child inter-

action to the child). Without an overarching model, results

from different mechanisms and perspectives may sound like

different or even contradicting results, but when used within

the model, they complement each other.

Conclusion

In recent years, quite a sudden rise in publications on the topic

of trauma and parenting has occurred. More than half of the

reviewed articles were published in the last 5 years. Despite

this increased attention, our understanding of the relational pat-

terns between these traumatized parents and children remains

limited. One explanation is the variety in applied methodolo-

gies. The broad variety in PTSD measures and outcome mea-

sures hampers the integration of research results. The lack of

observations and overuse of parental report may be more seri-

ous. How can we understand the child if we only listen to the

parent? And how can we understand relationships if we only

question the individual? This review shows that the relational

patterns between traumatized patterns and their children are

complex. Many factors need to be taken into account (e.g., paren-

tal symptoms of PTSD, comorbidity in parental psychopathology,
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and childhood trauma of the parent). Although mechanisms

such as mentalization, attachment, physiological factors, and

the cycle of abuse have offered a valuable perspective, we have

also argued that using a more relational or transactional frame-

work can enhance our understanding of the relation between

trauma and parenting. Traumatization can cause parenting lim-

itations, and these limitations can disrupt the development of

the young child. This is a probabilistic relationship, though, and

certainly not a deterministic one. To understand the possible

mechanisms involved in the impact of parental traumatization

on children, the inclusion of child factors is needed. The impact

needs to be ‘‘caught’’ within the research room and throughout

the developmental span. From a clinical perspective, this prob-

abilistic relationship implies that there is no clear-cut answer to

whom to treat first, the symptomatic parent, the at-risk child, or

the parent–child interaction. Every case is unique and a trans-

actional analysis needs to be made. On the basis of that analy-

sis, the clinician might decide to intervene with the child, the

parent, or in the parent–child relationship. In our clinical expe-

rience, these interventions do not stand alone. For example,

intervening in the parent–child relationship ameliorates the

parental sense of competence and efficacy and thereby allevi-

ates parental symptoms of posttraumatic stress. As much as the

trauma of one person can vibrate through the system, interven-

tions can as well: interventions become transactions.

Implications for Practice, Policy, and Research

� Despite increased scientific attention, our understanding

of the relational patterns between traumatized parents

and children remains limited. Sound measurements of

posttraumatic stress disorder (PTSD), uniformity in used

concepts, standardized observational measurements, and

longitudinal studies are needed to increase our

understanding.

� In clinical practice and research, the situation of trauma-

tized parents and children demand a relational or trans-

actional framework.

� Clinicians of traumatized parents have the responsibility

to inquire about the client’s parenting and their child.

� Clinicians need to perform a transactional analysis to

adapt the type and pace of treatment to the specific rela-

tional pattern. The inclusion of developmental factors

and child factors is therefore needed.

� Preferably treatment encompasses a combined treatment

of parent and child in which attention is given to the

restoration of safety and reestablishment of secure

attachment relationships. Reading and responding sensi-

tively to a child should be a focus in therapy.

� Within treatment, specific attention needs to be given to

regulation of arousal in response to trauma triggers but

also in response to the unique triggers of parent–child

interaction. Identifying the unique triggers for a parent

can help to work on solutions for the most challenging

situations within the interaction with the child.

� During treatment more attention needs to be given to a

solid establishment of compensating relationships. It can

give parent, child, and therapists valuable time. Time

needed for the parent to recover and to work on the rela-

tionship without an excessive burden for the child.

AttachmentMentalization

Trauma –
symptoms
Parent (incl.
physiological transmission)

Parent -
child
Interaction

Child
Characteristics

Current
Stress

Traumatic
Experience

Transactional perspective

Relational perspective

Cycle of abuse

Figure 2. Integrational perspective.
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� Policies regarding access to treatment or form of treat-

ment should take adult, child, and parent–child perspec-

tives into account.

� Traumatized parents and their children are not just at

risk, they also have valuable things to offer to each

other. Parents have amazing lessons of resilience to

learn to their children, children have lessons of hope and

new opportunities to learn to their parents. These inter-

actions can be a source of healing.
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